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Abstract The analysis of a dispute can focus on either interests, rights, or power. 
Commentators often frame the conflict over conscience in clinical practice as a 
dispute between a patient's right to legally available medical treatment and a cli­
nician 's right to refuse to provide interventions the clinician finds morally 
objectionable. Multiple sources of unresolvable moral disagreement make resolu­
tion in these terms unlikely. One should instead focus on the parties' interests and 
the different ways in which the health care delivery system can accommodate them. 
In the specific case of pharmacists refusing to dispense emergency contraception, 
alternative systems such as advanced prescription, pharmacist provision, and over­
the-counter sales may better reconcile the client's interest in preventing unintended 
pregnancy and the pharmacist's interest in not contravening his or her conscience. 
Within such an analysis, the ethicist's role becomes identifying and clarifying the 
parties ' morally relevant interests . 

Keywords Conscientious objection · Emergency contraception · 
Conflict resolution · Interests 

"This (sex) was with someone I did not even know and did not want to have 
intercourse with, and I am in no place now to have children," she said. "I just 
don't think this should be the pharmacist' s decision" [1]. 

Because I regard that complicity in making available products that are 
intended for the termination of human life to be immoral, I will not stock or 
have dispensed these therapies in my pharmacies. If the Governor forces our 
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pharmacies to comply, I will not be able-in good conscience-to continue to 
run a pharmacy [2]. 

In the conflict over the role of conscience in clinical practice, ethicists use 
arguments to adjudicate the claims of the parties involved. One common framing 
characterizes the problem as patients' right to legally available medical treatments 
versus health care providers' right to refuse to participate in any intervention they 
find morally objectionable. After arraying arguments for and against each of these 
putative rights, ethicists state which position they find most compelling. There are, 
however, good reasons to believe that ethicists cannot provide a single, best answer 
to this dispute. In addition, the implicit characterization of the dispute as a zero-sum 
game may lead to undesirable consequences. Rather than focus on the parties' rights 
or relative power, one should instead focus on the parties' interests and various ways 
in which these interests can be reconciled. The principal parties in this dispute are a 
subset of clinicians, who believe particular medical interventions are immoral, and 
their potential patients or clients. The clinicians' primary interest is not being 
complicit in an action they consider immoral and the patients' primary interest is 
access to health care services. Alternative systems of providing health care 
accommodate these interests to different degrees. Ethical argumentation can help 
identify and clarify what the parties' relevant moral interests are. 

In this paper, I will focus on the dispute regarding the prescribing and dispensing 
of emergency, hormonal contraception.1 Consider, for example, the situation of a 
seventeen-year-old woman who has intercourse with her boyfriend on a Friday 
night. They regularly use condoms, but this time the condom breaks. The following 
day, she relays her anxiety about becoming pregnant to a friend who tells her about 
emergency contraception. She is finally able to get an appointment on Monday 
afternoon with her pediatrician, who she has not seen in years. The pediatrician, 
discusses testing for sexually transmitted diseases and writes her a prescription for 
Plan B®. The patient takes the prescription to a local, independent pharmacy. The 
owner and pharmacist on duty is an evangelical Protestant who refuses to stock 
emergency contraception and who, after telling the woman that emergency 
contraception is immoral, refuses to return or transfer her prescription.2 

1 Women can use several drugs or devices after un- or under-protected intercourse to prevent unintended 
pregnancy. Under-protected intercourse includes when a condom slips or breaks or a woman misses two 
or more of the first seven oral contraceptive pills. I will focus on the use of oral contraceptive pills or 
pharmacologically equi valent dedicated products for this purpose. Women can also use copper-containing 
intrauterine devices (IUDs) for emergency contraception but this is more logistically difficult because a 
trained provider must place them. I will also not discuss the use of mifepristone (RU-486) because, unlike 
oral contraceptive pills, it can interrupt an established pregnancy and, at higher doses, can cause a medical 
abortion. The Food and Drug Administration has also not approved its lower, emergency contraceptive 
dose [3]. 

The literature also refers to emergency contraception as postcoital contraception and the morning after 
pill . Experts criticize the term morning after pill as misleading individuals to believe treatment must wait 
until or is ineffective after the next morning and prefer the term emergency contraception, in part, because 
it conveys that it is not intended for ongoing use [4, p. 44]. 
2 For news reports of similar cases, see [ 1, 5]. 
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Interest, rights, and power disputes 

Disputes, which involve one person's or organization's claim or demand on another 
who rejects it, contain three basic elements: interests, rights, and power. Interests are 
the needs, desires, concerns, and fears that people care about or want and which 
underlie people's positions, the tangible items they say they want [6, pp. 4--5; see 
also 7, pp. 40-41] . For example, in a salary negotiation, positions may include 
annual salary, weeks of paid vacation , health insurance, and retirement benefits. The 
potential employee's interests could include financial security, including the ability 
to purchase a home, and a balance among work, family, and recreation. There are 
also relevant standards or rights that can direct a fair outcome and a certain balance 
of power between the parties. In resolving disputes, the parties may focus primarily 
on one of these elements [6, pp. 3-10]. 

Rights disputes 

Parties in a dispute may seek to determine who is right, based on some independent 
standard. Law, contract, or socially accepted standards of behavior may provide 
standards. If the parties themselves are unable to reach an agreement, they may tum 
to a third party. Adjudication, in which the parties present evidence and arguments 
to a neutral third party with decision making authority, is the prototypical rights 
procedure. Courts and administrative agencies provide public adjudication while 
arbitrators provide private adjudication [6, p. 7]. 

One can analyze the aforementioned dispute between the pharmacist and the 
woman in terms of the parties' rights: the client's right to procreative liberty and the 
pharmacist ' s right not to contravene his or her conscience. John Robertson 
characterizes procreative liberty as "the freedom to reproduce or not to reproduce in 
the genetic sense, which may also include rearing or not, as intended by the parties" 
[8, pp. 22-23]. Robertson asserts that this liberty should enjoy presumptive primacy 
because it is central to personal identity, dignity, and the meaning of one's life 
[8, p. 24]. 

Robertson' s characterization of procreative liberty as a negative right, however, 
makes its application in this case complex. He argues that others have a duty not to 
interfere with one's procreative choices but they are not obligated to provide 
resources or services [8, p. 23]. He states: "Procreative freedom does not entitle one 
to the services of providers who profoundly disagree with the means that one is 
willing to use to achieve procreative goals" [8, p. 172]. While the pharmacist' s 
refusal to return or transfer the woman's prescription interferes with her freedom, it 
is not clear within Robertson's framework that the client has a right to have her 
prescription filled. For example, pharmacies may not stock emergency contracep­
tion for reasons unrelated to conscientious objection [9]. If patients have a right to 
emergency contraception in spite of pharmacists' conscientious objection, are 
pharmacies also obligated to stock it in spite of low consumer demand or inventory 
constraints? 

Conversely, the pharmacist may assert a putative right not to contravene his or 
her conscience. For example, in its Model Legislation, Americans United for Life 
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asserts: "A healthcare provider has the right not to participate, and no healthcare 
provider shall be required to participate, in a healthcare service that violates his or 
her conscience" [10, p. 6]. This putative right is also inadequately circumscribed. 
May a health care provider thereby refuse to participate in any service without 
justifying or validating his or her objection? 

Ethicists may position themselves as neutral third parties adjudicating between 
these conflicting rights claims. Julian Savulescu, for example, frames the issue as a 
conflict between physicians and patients and considers arguments for and against 
conscientious objection. On the one hand, conscientious objection is inequitable and 
inefficient, inconsistent with the high standard required to justify compromising 
patient care, contrary to doctors' commitments, and discriminatory against secular 
moral values. On the other hand, precluding conscientious objection is harmful to 
doctors and constrains their liberty. While Savulescu briefly states that doctors' 
values should be accommodated if this can be done without compromising the 
quality and efficiency of medical care, he nevertheless concludes, "If people are not 
prepared to offer legally permitted, efficient, and beneficial care to a patient because 
it conflicts with their values, they should not be doctors" [ l l , p. 294]. 

Unresolvable moral disagreements 

There are, however, good ethical reasons to believe that neutral adjudication is not 
possible in this dispute. Gert et al. argue that a moral theory need not provide a 
unique right answer to every moral problem [12, pp. 3- 5, 21- 22] and identify five 
sources of unresolvable moral disagreement [12, pp. 16, 59-60]. A number of these 
sources are present in the dispute regarding dispensing emergency contraception. 

Disagreement about the facts 

Parties disagree about whether and how often emergency contraception acts by 
preventing implantation of a fertilized egg into the uterine wall. This potential 
mechanism is morally relevant to those who believe embryos have full moral status 
from conception [13]. Opponents question the generalizability of experimental data 
from animal models and tissue culture system and proponents face logistical 
difficulties in overcoming the limitations of the statistical analysis of actual use 
studies [14]. Neither group is likely to definitively resolve the factual issues in the 
near future. 

Differences in the rankings of the harms (evils) and benefits (goods) 

Patients and pharmacists experience different harms and benefits and there is no 
objective ranking which provides a clear resolution of this conflict. 

Differences about human nature and the nature of human societies 

Parties disagree about the likely effect of widespread access to emergency 
contraception on sexual behavior and the use of more reliable forms of 
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contraception and methods to prevent sexually transmitted diseases [15]. To the 
extent that there is evidence about these effects [16], this may become a 
disagreement about the facts. 

Differences about the interpretation of a moral rule 

While there may be differences about the interpretation of moral rules, the dispute 
about emergency contraception primarily rests on differences about the scope of 
morality. 

Differences about the scope of morality 

Parties in this conflict disagree about whether embryos deserve full , partial, or no moral 
protection. Some individuals and moral communities believe that the embryo has full 
moral status from the time of fertilization [13] while others believe that the developing 
embryo and fetus obtain partial moral protection only later in gestation [8].3 

The dispute over conscientious objection in clinical practice contains multiple 
sources of unresolvable moral disagreement. One can legitimately question 
ethicists' ability to provide a single correct resolution to this dispute. Gert et al. 
argue that recognition of legitimate disagreement can provide the precondition for 
individuals to "cooperate in trying to discover a compromise that comes closest to 
satisfying both of their positions" [12, p. 105]. 

Power disputes 

If one cannot determine who is right, one can shift one's focus to the question of 
who is more powerful. Ury et al. define power as "the ability to coerce someone to 
do something he would not otherwise do" [6, p. 7]. In the dispute about emergency 
contraception, pharmacists initially had more power than individual clients due to 
the legal constraints on obtaining prescription medication. Both sides in this dispute 
have subsequently sought to augment their power through judicial, legislative, and 
regulatory processes. Ury et al. note that it is difficult to assess which party is more 
powerful without resorting to a potentially destructive power contest [6, p. 8]. 

Interests disputes 

Rather than engage in a power contest, disputants can seek to reconcile their 
underlying interests [6, pp. 4-5] . Again, interests are the needs, desires, concerns, 

3 Commentators should carefully distinguish differences about the scope of morality from disagreements 
about the facts . Some advocates of access to emergency contraception, for example, argue that it is not 
abortifacient because it does not prevent the interruption of an established pregnancy. They cite 
definitions of pregnancy and abortion offered by medical organizations and the U.S. government [17, p. 
847] . This is a te1111inological disagreement based on differing evaluations of the moral status of the 
embryo rather than a dispute regarding the facts. Groups that consider some or all uses of emergency 
contraception to be immoral do not contend that it causes the expulsion of a ferti li zed egg after 
implantation. Rather, they believe that the ferti li zed egg has full moral status and use the term 
abortifacient to include drugs and devices that prevent implantat ion. 
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and fears that underlie parties' pos1t10ns. Positions, by contrast, are concrete 
outcomes. Interests can potentially be reconciled because they may be satisfied by 
several possible positions or because more shared and differing but compatible 
interests may underlie opposed positions than do conflicting interests [7, pp. 42-43]. 

In addition to the aforementioned ethical reasons why a rights based approach to 
the dispute over emergency contraception is likely to be ineffective, there are other 
reasons to favor interest based over rights or power based approaches. Criteria for 
comparing approaches include transaction costs, satisfaction with outcomes, effect 
on the relationship, and recurrence of disputes. Ury et al. enumerate a number of 
potential transaction costs: "the time, money, and emotional energy expended in 
disputing; the resources consumed and destroyed; and the opportunities lost" [6, p. 
11]. Parties' satisfaction with outcomes also involves a number of considerations 
including fulfillment of underlying interests and the perceived justice of both the 
outcome and process. These costs are interrelated and typically increase or decrease 
together. Ury et al. argue that interest-based approaches are typically less costly 
because they can uncover hidden problems and identify issues of greater concern to 
each of the parties [6, pp. 13-14]. 

The parties and their interests 

There are a variety of parties in the debate regarding conscience in clinical practice, 
each with their own interests. 

Clinicians 

Some clinicians articulate an interest in not contravening their consciences. The 
contemporary literature on conscience emphasizes its relationship to integrity. 
These analyses provide a justification for respecting conscience which acknowl­
edges that it can err [18, 19]. In the dispute over dispensing emergency 
contraception, the scope of the claim to conscientious objection requires clarifica­
tion because clinicians are not claiming the right not to use emergency 
contraception themselves, but are, instead, claiming the right not to participate in 
another' s action that they consider immoral. 

The Roman Catholic moral tradition provides the most extensive analysis of the 
concept of cooperation. Daniel Sulmasy reviews this analysis in his contribution to 
this issue [20], and I will highlight three key points. One, aside from the categorical 
distinction between formal and material cooperation, the determination of whether 
cooperation is morally licit is a matter of degree. Whether cooperation is licit, 
therefore, can itself become a matter of conscience. Two, the external environment, 
including legal and licensing requirements, can influence this evaluation [see also 
21 , pp. 307-308, 326-328]. Policy makers can modify these factors and thereby 
influence the parties' behavior. Three, not contravening one' s conscience through 
illicit cooperation is a significant interest that may obligate one to forego other 
important interests, such as one ' s job or even career [see also 21 , pp. 311-313, 317, 
360, 373]. 
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Patients or clients 

In this case, the patient's primary interest is preventing unintended pregnancy, which 
is closely tied to access given the limited time frame during which emergency 
contraception is effective [3]. Patients also have interests in respectful treatment, 
privacy, and cost. Some women report feeling judged by clinicians or being verbally 
abused by pharmacists. Patients have an interest in privacy and confidentiality , neither 
wanting private information overheard by other patients nor wanting to disclose 
information only for a clinician's moral evaluation. Finally, patients also have an 
interest in obtaining emergency contraception without unnecessary additional cost. 

Others 

There are a variety of additional stakeholders in this dispute, including moralists and 
public health officials, who have articulated further interests. These interests include 
regulating sexuality or promoting good sexual conduct; protecting women from 
sexual abuse; reducing unintended pregnancies and their associated costs; reducing 
the incidence of abortion; and/or decreasing sexually transmitted diseases [22]. 

System design 

In the dispute regarding emergency contraception, the health care system places the 
patients' and objecting pharmacists' interests in conflict. Under certain circum­
stances a particular pharmacist must dispense the medication in order for the patient 
to receive treatment in a timely manner. It is unlikely that there are other shared or 
differing but compatible interests that would incline the parties to forgo their 
respective interests in preventing unintended pregnancy or not contravening their 
consciences. Other positions, however, may permit the principal parties to fulfill 
their interests. (I will set aside the interests of the other parties because these parties 
can address their interests in multiple ways unrelated to the distribution of 
emergency contraception.) Alternative systems to clinicians prescribing and 
pharmacist dispensing at the time of use include advanced prescription, pharmacist 
provision, and over-the-counter sales.4 Reviewing these alternatives will demon­
strate that conflict resolution need not be a zero-sum game in which gains to one 
party must come at the expense of the other. 

Clinician prescribes and pharmacist dispenses 

The default system prior to the Food and Drug Administration's (FDA's) approval 
of limited over-the-counter sales involved clinicians prescribing and pharmacists 
dispensing emergency contraception at the time of use. A. Albert Yuzpe first 
published studies demonstrating the safety and efficacy of using combined estrogen­
progestin oral contraceptive pills as emergency contraception in 1974. Because oral 

4 Other alternatives include educational initiatives and public awareness campaigns, information and 
referral hollines [23], and telephone prescription services [24]. 
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contraceptive pills were FDA approved for another indication, clinicians could 
legally prescribe them "off-label" for emergency contraception. The law, however, 
prohibited manufacturers from marketing them for this use. In 1997, the FDA issued 
a notice declaring the use of certain oral contraceptives for emergency contraception 
safe and effective. It also solicited new drug applications noting that it would accept 
citations of the existing literature as evidence of safety and effectiveness. It 
subsequently approved the dedicated products Preven TM (Gynetics, Inc.) in 1998 
and Plan B® (Women's Capital Corporation) in 1999. (Gynetics subsequently 
withdrew Preven TM after research showed Plan B® was more effective and had 
fewer side-effects.) While clinicians may prescribe emergency contraception, state 
law may prohibit clinicians from directly dispensing it to their patients or impose 
constraints such as packaging and labeling requirements. Obtaining emergency 
contraception, therefore, typically involves having a pharmacist dispense the 
prescription. 

There are multiple potential barriers to access in this system, including 
identifying a clinician, obtaining an appointment, and filling a prescription. Many 
individuals do not have a primary care provider. Even if one does, the primary care 
provider may be difficult to reach at nights and on weekends when intercourse is 
more likely to occur. Some clinicians refuse to provide a prescription over the 
telephone without an office visit. Besides the time involved, an office visit is also an 
additional expense. While acute care centers and emergency departments may be 
more accessible, co-payments for their use are typically higher [see, in general, 25]. 
Finally, independent of conscientious objection, pharmacies may not stock 
emergency contraception due to lack of consumer demand or constraints on 
inventory space [9]. 

Advance prescription 

As an alternative, some providers advocate providing a prescription in advance of 
actual need that patients could then fill for future use. They propose discussing the 
topic of emergency contraception at an appointment for another purpose, such as 
health care maintenance, rather than at a separate visit for this specific purpose [26]. 
While increasing access, research has not shown this system to decrease unintended 
pregnancies. A recent systematic review concludes that none of the eight individual 
randomized controlled trials, including two adequately powered studies, or the 
pooled analyses showed significant differences in pregnancy rates [16]. 

Pharmacist provision 

Another potential way to address clinician inaccessibility as well as cost is to permit 
pharmacists to prescribe and dispense emergency contraception. In the United 
States, medications are either prescription or over-the-counter. In most other 
countries, there are intermediate categories of drugs, including pharmacist and 
pharmacy classes-medications that can only be sold after an interaction with a 
pharmacist and that must be sold in pharmacies, as opposed to grocery stores or gas 
stations [27 , p. 810]. Individual states, however, have authority over who can 

'fd Springer 

HHS Conscience Rule-000537556 

Case 3:19-cv-02769-WHA   Document 57-14   Filed 09/09/19   Page 9 of 351



Adjudicating rights or analyzing interests 209 

prescribe medications and some states permit pharmacists to prescribe under an 
arrangement known as "dependant-prescribing authority." Under such regimes an 
independent prescriber, such as a physician, delegates his or her authority to a 
pharmacist [28, p. 288]. Nine states permit dispensing emergency contraception 
under such agreements [29]. 

Dependant-prescribing of emergency contraception has a number of potential 
benefits and limitations. Pharmacies are widely available and have extended hours of 
operation compared with clinicians' offices. Pharmacists may be accessible to 
patients without a primary care provider and women may be more comfortable 
approaching a pharmacist for emergency contraception. Pharmacists can provide 
counseling, such as referral for ongoing contraceptive care or diagnosis and treatment 
of sexually transmitted diseases. While pharmacists may charge an additional fee for 
counseling, it is typically less than the fee charged by a clinician. Third party payers, 
however, may not reimburse for counseling. Other potential limitations include a lack 
of privacy for counseling at the pharmacy counter, which is particularly important 
given the use of emergency contraception following rape. Pharmacists have also 
expressed a concern regarding the increased liability risk [25 , 28]. 

Over-the-counter sales 

Over-the-counter sales are a third alternative. The FDA can approve medications for 
over-the-counter sales if they are not habit-forming and patients can use them safely 
and effectively without the supervision of a licensed health care practitioner. The 
FDA uses several different mechanisms, the most common of which is approval of a 
new-drug application, to change prescription drugs to over-the-counter status. It 
may require studies of label comprehension and "actual use." Examples of drugs 
switched to over-the-counter include diphenhydramine (Benadryl®), ranitidine 
(Zantac®), nicotine (gum and patches) and ketoconazole (an antifungal medication 
used to treat vaginal yeast infections) [27]. 

Emergency contraception is a strong candidate for over-the-counter status. It has 
no potential for addiction. The indication for use (un- or under-protected 
intercourse) is identifiable by a nonprofessional. The dose is the same for all 
women, so patients do not need clinicians to tailor the dose to patient characteristic 
or therapeutic response. Its most common side-effects are nausea and lower 
abdominal pain and it is safer than some available over-the-counter medications. 
Emergency contraception's only contraindication is pregnancy-not because of 
teratogenicity, but due to ineffectiveness [30]. 

While initially rejecting over-the-counter sales of Plan B®, the FDA eventually 
approved its sale without a prescription to individuals 18 years of age and older in 
2006 [31]. Overruling its advisory panels, the FDA originally asserted that an 
insufficient number of women ages fourteen to sixteen participated in the actual use 
study to permit valid inferences of safety and effectiveness in this age group. Critics 
accused the FDA of basing its decision not on the stated reasons but on broader 
political and moral interests [15]. Because minors continue to require a prescription 
to purchase emergency contraception, sales to adults are "behind-the-counter" 
rather than truly "over-the-counter." 
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System design and the parties' interests 

Each of these potential modes of dispensing emergency contraception accommo­
dates the principal parties' interests differently. For example, each of the successive 
modes potentially decreases the cost of dispensing. Advance prescription avoids the 
charge for a separate clinician visit, pharmacists typically charge a lower counseling 
fee than other clinicians, and, finally , over-the-counter sales eliminates professional 
fees altogether. It should be noted, however, that insurance typically does not 
reimburse for over-the-counter medication so that the direct cost to the consumer 
may be higher [25, p. 608; 27, p. 815]. 

Each of these successive alternative systems also potentially increases access 
and, thereby, increases the scope for accommodating conscientious objection. 
Advanced prescription, while still requiring a clinician visit, makes emergency 
contraception available when patients need it. Pharmacist provision may make it 
more readily available, given that pharmacies are open on nights and weekends, 
while still providing counseling. Finally, true over-the-counter sales would make 
emergency contraception available in multiple outlets including grocery stores and 
gas stations. To the extent that conscientious objection is problematic because it 
interferes with timely access, these alternative systems make accommodation 
feasible. In addition, clerks' attenuated participation in over-the-counter sales 
precludes justifiable claims that such participation amounts to immoral cooperation. 
Alternatively, clerks' ability to find alternative employment is significantly less 
constrained than pharmacists'. The dispute need not be a zero-sum game in which 
gains to one party come at the expense of the other. 

The framing of the dispute in terms of interests also changes the role of the 
ethicist. When one focuses on the parties' rights, the ethicist is a judge. Given the 
multiple sources of unresolvable moral disagreement represented in this dispute, 
commentators' adjudication of the competing claims rests on assumptions the 
parties do not necessarily share. When one focuses instead on the parties' interests, 
the ethicist has a different role: that of an analyst. In the debate regarding 
emergency contraception, ethicists can analyze the types of moral disagreement and 
the evidence that might resolve them and examine the concept of illicit cooperation. 

Conclusions 

Framing the dispute over dispensing emergency contraception in terms of 
pharmacists' and clients' rights creates a zero-sum game. There are good ethical 
reasons to believe that this dispute cannot be resolved objectively at this level 
because of persistent disagreements about the facts and the scope of morality. 
Rather than pursue a potentially costly power struggle, analyzing the parties' 
interests and alternative systems of pharmaceutical distribution may contribute to 
greater social cohesion. Multiple systems of distribution are possible that may better 
accommodate both the pharmacists' and the clients ' interests. In addition, these 
alternatives address barriers to obtaining emergency contraception apart from 
conscientious objection including access to clinics, the cost of medical visits, and 
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pharmacies' decisions not to stock emergency contraception. With such a reframing, 
the ethicist's role changes from that of judge to analyst. 
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Abstract 

Objective-To describe obstetrician- gynecologists' (ob-gyns) views and willingness to help 

women seeking abortion in a variety of clinical scenarios. 

Methods-We conducted a mailed survey of 1,800 U.S. ob-gyns. We presented seven scenarios 

in which patients sought abortion. For each, respondents indicated if they morally objected to 

abortion and if they would help patients obtain an abortion. We analyzed predictors of objection 

and assistance. 

Results-The response rate was 66%. Objection to abortion ranged from 16% (cardiopulmonary 

disease) to 82% (sex selection); willingness to assist ranged from 64% (sex selection) to 93% 

(cardiopulmonary disease). Excluding sex selection, objection was less likely among ob-gyns who 

were female (odds ratio [OR] 0.5, 95% confidence interval [CI] 0.4-0.8), urban (OR 0.3, CI 0.1-

0.7), or Jewish (OR 0.3 , CI 0.1 - 0.7) compared to male, rural, or unaffiliated ob-gyns. Objection 

was more likely among ob-gyns from the South (OR 1.9, CI 1.2-3.0) or Midwest (OR 1.9, CI 1.2-

3.1), and among Catholic, evangelical Protestant, or Muslim ob-gyns, or those for whom religion 

was most important, compared to reference. Among ob-gyns who objected to abortion in a given 

case, approximately two-thirds nevertheless help patients obtain an abortion. Excluding sex 

selection, assistance despite objection was more likely among female (OR 1.8, CI 1.1- 2.9) and 

US-born ob-gyns (OR 2.2, CI 1.1-4.7), and less likely among Southern ob-gyns (OR 0.3 , CI 0.2-

0.6), or those for whom religion was most important (OR 0.3, CI 0.1- 0. 7) . 
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Conclusions-Most ob-gyns help patients obtain an abortion even when they morally object to 

abortion in that case. Willingness to assist varies by clinical context and physician characteristics. 

Methods 

Ethicists, clinicians, and policy-makers debate the role of conscientious refusals in medical 

practice. Recently, the Obama administration rescinded a Bush administration rule that 

would have required every health care entity receiving federal funding to certify that none of 

its employees were required to assist in any way with medical services that would violate 

that employee's "individual moral beliefs or religious convictions"(l,2). At the same time, 

the administration affirmed a 1973 federal law that states that a health care worker cannot be 

required to participate in abortion or sterilization procedures that conflict with "his [sic] 

religious beliefs or moral convictions"(3). 

These debates about federal regulations are part of broader debates about conscience in 

healthcare (4). Some bioethicists argue that physicians who refuse to provide legal and 

professionally permitted services should leave the profession (5); others argue that 

physicians have a basic obligation and right to act in accordance with their moral 

convictions (6). Most professional medical organizations endorse a limited right of refusal, 

balanced against patients' interests and professional obligations (7)(8). Previous studies 

suggest that the majority of physicians agree that doctors may not be obligated to provide an 

intervention to which they have a moral objection (9), but that they are obligated to refer 

patients for interventions they are unwilling to provide themselves (10)(11). 

Obstetrician-gynecologists (ob-gyns) find themselves at the center of these debates, because 

many practices in women's health and reproductive medicine generate controversy, 

including, of course, abortion. Little is known about how ob-gyns view abortion, morally 

speaking, or how their views influence the care they provide. In order to describe ob-gyns' 

views and willingness to help women seeking abortion in a variety of clinical scenarios, we 

analyzed data from a national survey of practicing ob-gyns . 

From October 2008 until January 2009, we mailed a confidential, self-administered 

questionnaire to a stratified random sample consisting of 1800 US general ob-gyns, 65 years 

of age or younger (from a universe of 34,689 ob-gyns) in the American Medical Association 

Physician Masterfile. The questionnaire addressed a variety of practices in sexual and 

reproductive healthcare, including abortion. Sample size was chosen to yield a margin of 

error of < 3% for a dichotomous variable that is distributed 50% in the population. To 

increase religious minority representation, we used validated ethnic surname lists to create 

four strata, and oversampled in these strata (12)(13)(14). Physicians received up to three 

separate mailings of the questionnaire; the first included $20, and the third offered an 

additional $30 for participating. Physicians also received an advance letter and a postcard 

reminder after the first questionnaire mailing. All data were double-keyed, cross-compared, 

and corrected against the original questionnaire. The study was approved by the University 

of Chicago Institutional Review Board. Methods for this study have been described in depth 

elsewhere (15). 
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In one section of the questionnaire, respondents were presented with seven scenarios in 

which a patient sought an abortion, and were asked to indicate whether they: 1) have any 

ethical or moral objection to abortion in each case (Yes/No); and 2) would help the patient 

obtain an abortion if asked, either by providing the abortion themselves or referring the 

patient to someone who would (Yes/No). We defined assistance as either provision or 

referral, because although providing abortion and referring for abortion are not equivalent, 

current ethical debates center on whether ob-gyns are required to refer for or otherwise help 

patients obtain an abortion when asked. The seven scenarios were: a) a 22-year-old single 

woman 6 weeks pregnant after failed honnonal contraception (hereafter failed 

contraception); b) a 38-year-old with five daughters and no sons, after chorionic villus 

sampling reveals the fetus is a chromosomally nonnal female (sex selection); c) a 36-year­

old in the first trimester of pregnancy who needs radiation and chemotherapy for newly 

diagnosed breast cancer (breast cancer); d) a 28-year-old with type I diabetes, for whom 

glucose management has become very difficult at 16 weeks' gestation (difficult-to-control 

diabetes); e) a 34-year-old woman six weeks pregnant after being raped (rape); f) selective 

reduction in a healthy 37-year-old with a quintuplet pregnancy (selective reduction); and g) 

a 24-year-old with a cardiopulmonary abnormality associated with a 25% chance of death 

with gestation (cardiopulmonary disease). Demographic covariates included physician age, 

sex, race/ethnicity, marital status, number of children, whether they were US-born, 

geographic region, urbanicity of location (measured as the proportion of people in the 

physician' s zip code that live in an urban area), religious affiliation, importance ofreligion 

in the respondent's life, and membership in the American Congress of Obstetricians and 

Gynecologists (ACOG). 

Stratum weights were incorporated to account for the oversampling in the ethnic surname 

strata and to correct for differences in response rates observed among the surname categories 

and between U.S. and foreign medical school graduates, as described in previous reports on 

this data (15). By incorporating stratum weights, we are able to generate estimates for the 

population of U.S. ob-gyns. After generating population estimates for responses to each 

item, we used survey-design-adjusted multivariable logistic regression to identify 

independent predictors of moral objection to one or more scenarios. Because significant 

predictors were different for sex selection compared to other scenarios, we repeated this 

analysis for the scenario sex selection alone, and for objecting to one or more scenarios, 

excluding sex selection. Finally, we analyzed the prevalence and predictors of being willing 

to help a patient obtain an abortion despite having a moral objection to abortion in that case 

(assistance despite objection). All analyses were adjusted for survey design and were 

conducted using Stata MP software, v 11.1. 

The response rate was 66% (1154/1760) after excluding 40 potential respondents who were 

retired or who could not be located after two attempts to obtain a valid address. The 

response rate varied by stratum, and graduates of foreign medical schools were less likely to 

respond than graduates of US medical schools (58% vs. 68%, p=0.001). Response rate did 

not differ significantly by age, sex, region, or board certification. Respondents' demographic 

characteristics are reported in Table 1. 
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The percentage of physicians with moral objection to abortion varied substantially by 

clinical case (Table 2). The majority (82%) of ob-gyns objected in the case of sex selection, 

but fewer than half objected in the other scenarios: 43% for the case of difficult-to-control 

diabetes; 41 % for failed contraception; 29% for selective reduction; 20% for rape, 18% for 

breast cancer, and 16% for cardiopulmonary disease. Overall (excluding sex selection) 50% 

objected to one or more scenarios. 

Across scenarios, most ob-gyns were willing to help patients obtain an abortion. As seen in 

Table 2, 64% would help a patient obtain an abortion for sex selection, and ~80% would 

help in a patient obtain an abortion in each of the other scenarios. Overall, 60% would help a 

patient obtain an abortion in all scenarios; 35% would help in some scenarios, and 5% 

would help in none of the scenarios. When the case of sex selection was excluded, those 

percentages were 76%, 19% and 5% respectively . 

Table 3 presents the adjusted odds ratios for reporting a moral objection to abortion in one 

or more scenarios, in the scenario of sex selection alone, and in one or more scenarios 

excluding sex selection. Odds ratios are adjusted for all variables in the table. Considering 

all seven scenarios, objection was less likely among black ob-gyns (OR 0.4, 95% CI 0.2-

0.9) and Jewish ob-gyns (OR 0.5, 95% CI 0.2- 1.0) compared to whites and those without 

religious affiliation. Compared to ob-gyns for whom religion was not very/not at all 

important, objection was more likely among ob-gyns for whom religion was very important 

(OR, 2.0, 95% CI 1.1 - 3.4) or most important (OR 6.3, 95% CI 2.3- 17.6) in their lives. 

Significant covariates were different for objection to sex selection alone and objection to one 

or more cases other than sex selection. Objection to sex selection was more likely among 

Midwest ob-gyns (OR 1.9, 95% Cl 1.1- 3.5), Muslims (OR 4.4, 95% Cl 1.0- 18.8) and 

respondents for whom religion was very important (OR 2.2; 95% CI 1.3- 3.8) or most 

important in their life (OR 6.1, 95% Cl 2.3- 15.8) compared to their respective reference 

groups. Objection to sex selection was less likely among black (OR 0.4, 95% CI 0.2- 0.9), 

Jewish (OR 0.5, 95% CI 0.2- 0.9) and older (OR.98, 95% CI 0.95- 0.99) respondents. 

Excluding sex selection, objection in one or more scenarios was less likely among women 

(OR 0.5; 95% CI 0.4-0.8), Jewish (OR 0.3; 95% CI 0.1-0.7), older (OR 0.96, 95% CI 0.94-. 

98) and more urban (OR 0.3, 95% CI 0.1-0.7) ob-gyns compared to respective reference 

groups. Objection was more likely among those practicing in the South (OR 1.9, 95% CI 

1.2- 3.0) or Midwest (OR 1.9; 95% CI 1.2- 3.1), who had Catholic (OR 2.7, 95% CI 1.4-

5.1), Evangelical Protestant (OR 3.7, 95% CI 1.4- 10.0) or Muslim (OR 3.4, 95% Cl 1.2-

9.6) affiliation, or who indicated religion was fairly (OR 1.7, 95% CI 1.1- 2.8), very (OR 

3.6; 95% CI 2.2- 5.9) or most (OR 16.9, 95% CI 7.7- 37.1) important in their life compared 

to reference groups. Marital status, number of children, ACOG membership, or being US­

born was not associated with objection to abortion. 

For each clinical scenario, approximately two-thirds of ob-gyns who object to abortion in 

that case would still assist the patient to obtain an abortion: 57% in cases of sex selection 

and difficult-to-control diabetes; 64% in cases of rape and selective reduction, 65% in the 

case of failed contraception; 67% in the case of breast cancer, and 70% in the case of heart 

disease. Overall, 55% would assist patients in all scenarios to which they have a moral 

objection to abortion, 18% would assist in some scenarios but not others, and 26% would 

Obstet Gynecol. Author manuscript; available in PMC 2014 October 04. 
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not assist in any scenario to which they had an objection. Excluding the sex selection case, 

those percentages were 58%, 17% and 23%, respectively. 

Table 4 displays the adjusted odds of being willing to assist despite objection in: one or 

more cases in which one has a moral objection; in the case of sex selection alone; and in one 

or more scenarios when sex selection was excluded. Considering all scenarios, assistance 

despite objection was more likely among Jewish ob-gyns (OR 3.0; 95% CI 1.4-6.5) and less 

likely among older ob-gyns (OR 0.98, 95% CI 0.95- 0.99), ob-gyns from the South (OR 0.6, 

95% Cl 0.4-1.0), or ob-gyns for whom religion was most important (OR 0.4, 95% Cl 0.2-

0.7) compared to their respective reference groups. We observed similar demographic 

predictors of assistance despite objection when we examined the sex selection case alone. 

Considering all cases except sex selection, female ob-gyns were more likely to assist despite 

objection than male ob-gyns (OR 1.8; 95% CI 1.1- 2.9) as were US born ob-gyns compared 

to those born outside of the US (OR 2.2, 95% CI 1.1-4. 7). Southern ob-gyns were less likely 

to assist despite objection (OR 0.3 , 95% CI 0.2- 0.6), as were those who said that religion 

was most important in their life (OR 0.3; 95% CI 0.1-0.7). 

We conducted a separate analysis of the 194 respondents who indicated that they perform 

abortions. Sixty-five percent (95%CI, 57- 72%) objected to abortion for sex selection, but 

81 % (95%CI, 75- 88%) were willing to assist despite objection. Otherwise, abortion 

providers morally objected to abortion at low rates: 4% (95%CI, 0-8%) in failed 

contraception; < l % in the case of breast cancer; 8% (95%CI, 4- 13%) for diabetes; 2% 

(95%Cl, 0-4%) in the setting of rape; 3% (95%Cl, 0- 6%) for selective reduction, and < l % 

for a potentially fatal cardiopulmonary anomaly. Most assisted - 81%- 100%, depending 

upon the scenario). Seventy percent of abortion providers assist despite objection in all 

scenarios (95%CI, 61- 80%), 3% in some scenarios (95%CI, 0- 6%), and 27% (95%CI, 17-

36%) in no scenarios. When the sex selection case was excluded, very few (n=l6) abortion 

providers with objections remained in the sample. Among these, 11 assist despite objection 

in all scenarios, I in some, and 4 in none. 

Discussion 

In this national survey, we found that the context in which a woman seeks abortion matters 

to many ob-gyns- both to their judgments about the morality of abortion and to whether 

they will help a woman obtain the abortion she seeks. These findings contrast with public 

debates about the ethics of abortion, which often focus only on the moral status of the fetus: 

if the fetus is a person, then abortion is the moral equivalent of murder; if the fetus is not a 

person, abortion may be permissible. These data suggest that ob-gyns also consider 

contextual factors, including risk of physical harm to the woman by continuing pregnancy 

(breast cancer, cardiopulmonary disease), the circumstances of the sexual encounter that 

resulted in pregnancy (rape), the impact abortion may have on pregnancy outcome (selective 

reduction), the potential for fetal anomaly (diabetes), and the duration of pregnancy (second 

versus first trimester). Ob-gyns may be more likely to object to abortion when they believe 

that the health risks of pregnancy can be mitigated with careful medical management ( e.g., 

in diabetes); when the patient had the capacity to prevent the pregnancy with better 

compliance with contraception; or when the request for abortion is motivated by unjustified 

Obstet Gynecol. Author manuscript; available in PMC 2014 October 04. 
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prejudice (e.g., sex selection). However, that context matters raises concerns that 

socioeconomic, racial, or other power imbalances might result in inequities in meaningful 

access to abortion: to the extent a woman's reasons for seeking abortion are relevant, ob­

gyns are in the position of determining ifthose reasons are "good enough." 

In addition to context, physician characteristics matter, in that they are associated with 

objecting to and being willing to help a patient obtain abortion. Apart from the case of sex 

selection, female ob-gyns are less likely to object to abortion than their male counterparts. 

When they do object, women are more likely to assist despite their objections. Nearly 30 

years ago psychologist Carol Gilligan found that men tend to mediate moral decisions by 

using universal principles or well-defined rules, while women are more likely to make moral 

decisions by appealing to context, particularity, and relationships (16). Our data show that 

apart from sex selection, male ob-gyns were less likely to assist despite objection, consistent 

with a more rule or principle-oriented view that abortion is either acceptable or not. Female 

ob-gyns on the other hand were more likely to assist when they objected. They may 

experience abortion as simultaneously objectionable and acceptable, depending on nuances 

of the particular clinical context. 

Geographic variations in objection and assistance despite objection highlight concerns that 

ob-gyns' refusals to help patients obtain a requested abortion contribute to unequal access to 

abortion services (7). For example, despite the fact that refusals of abortion services have the 

potential to significantly impact patient access to abortion more in rural areas where there 

are fewer providers, working in a more rural setting was not associated with willingness to 

assist despite objection. With respect to religion, aside from the case of sex selection, 

religious affiliation was not independently associated with assistance despite objection, 

whereas physician religiosity was. This suggests that the lived experience ofreligion shapes 

ob-gyns' decisions about abortion more than religious affiliation per se. 

One way to interpret these findings is that most (but not all) ob-gyns embrace what has been 

called the "conventional compromise" regarding conscientious refusals (17). According to 

Brock, the conventional compromise holds that if a physician has a conscientious objection 

to a legal and professionally permitted medical intervention, under certain circumstances the 

physician may not be obligated to provide the intervention, but he or she is obligated to refer 

to someone who will. However, sometimes a physician might consider even referring the 

patient to be immoral ; indeed, a recent study found that 43% of US physicians do not 

believe doctors are obligated to refer in such cases (14). 

Of note, while current debates tend to attach the term "conscientious" only to refusals to 

provide or refer for abortion, these data suggest that providing or helping a patient obtain an 

abortion can also be a conscientious act- an act done with due moral consideration and 

done even in the face of personal moral objection to abortion (18). Our data further suggest 

that acting "conscientiously" does not necessarily mean providing only medical 

interventions to which one has no moral objections. This study includes both ob-gyns who 

object to abortion but nevertheless help a woman obtain one, and ob-gyns who generally 

support abortion - even provide abortion - but who would not help a patient obtain an 

abortion for sex selection. Whether conscientious provisions or refusals of abortion care are 
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ethical is the subject of ongoing debate, even among the authors of this study. Either way, 

these findings point to an understanding of conscience as a capacity that judges the moral 

quality ofone's actions, (19) all things considered (20). 

Finally, public discourse sometimes makes it seem as if there are only two categories of 

providers in the US with respect to abortion: those who do not object to abortion, and 

therefore assist women seeking abortion, or those who oppose abortion and do not. In 

contrast, our data indicate at least two further categories: ob-gyns who oppose abortion in 

general but still find it acceptable sometimes, and those who support abortion in general­

even provide it- but still find it unacceptable sometimes. Ongoing debates about abortion 

should take note of these nuances regarding abortion practices. 

This study has several limitations. We did not ask about other common situations in which 

patients might seek abortion, including situations in which contraception was not used, in 

which the patient faces financial hardships, in which women's work or educational goals led 

to the decision to seek abortion, or in which a patient seeks an abortion in the setting of fetal 

anomaly. In addition, trimester of pregnancy was not uniformly identified in case scenarios, 

so we cannot be sure the extent to which ob-gyns' responses reflected their inferences 

regarding the duration of pregnancy in each scenario. We used the zip codes of physicians' 

primary mailing address, which might be a home address and might not represent the level 

ofurbanicity of the zip code in which they practice. Finally, as is characteristic of studies 

such as ours, data may not reflect how physicians practice in real life; further, non­

respondents may differ from respondents in ways that bias the findings . 

Notwithstanding these limitations, this study has important implications for understanding 

the relationship between physicians' personal moral views and the clinical care they provide. 

Among ob-gyns, support for abortion varies widely depending on the context in which 

abortion is sought and physician characteristics. Furthermore, most ob-gyns assist a patient 

seeking abortion even when they object to abortion in that patient's case. A broader 

appreciation of the moral considerations that shape physician decisions will be critical to 

shaping practice guidelines and public policy that both meet patients' needs and promote 

moral integrity among the physicians who care for them. 
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Table 1 

Demographics of sample * 

Characteristic No (%) 

Age, mean (SD) 47.8 9.2 SD 

Percent urban i', median ( I" , 3,d quarti les) 99.9 91.4, I 

Female sex 537 (46) 

Region 

Northeast 288 (25) 

South 373 (32) 

Midwest 249 (22) 

West 242 (21) 

Race/Ethnicity 

Asian 202 (18) 

Hispanic or Latino 64 (6) 

Black, non-Hispanic 67 (6) 

White, non-Hispanic 774 (68) 

Other 22 (2) 

Marital Status 

Married 965 (84) 

Single/Divorced/Widowed 178 (16) 

Chi ldren 

None 162 (14) 

I or more 973 (86) 

Immigration History 

Born in the USA 817 (72) 

Immigrated to USA as a child or adult 323 (28) 

Religious affiliation 

None 11 9 (II) 

Hindu 9 1 (8) 

Jewish 160 (14) 

Muslim 54 (5) 

Roman Catholic/Eastern Orthodox 262 (23) 

Protestant, Evangelical 91 (8) 

Protestant, Non- Evangelical 300 (27) 

Other Religion 48 (4) 

Importance ofreli gion in li fe 

Most important 157 (14) 

Very important 385 (34) 

Fairly important 32[ (28) 

Not very important 272 (24) 

ACOG Member 1052 (92) 

* Total sample size is I, 152. Some groups add up to less than that number because of missing responses. Numbers and percentages are unweighted. 
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t Percent Urban was obtained from 2000 Census data linked to zipcodes. It is calculated as the total population in a zipcode living in an urban area 
divided by the total population in that zipcode. 
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Table 2 

The percentage of US Ob/Gyns [lsqb]N = l 154[rsqb] that reports moral objection to abortion, and willingness 

to help patients obtain abortion, in seven hypothetical clinical scenarios 

Clinical Scenario 

A. A 22-year-old single woman 6 weeks pregnant after fai led hormonal contraception 

B. A 38 year old with five daughters and no sons, after chorionic vi ll us testing at I 0 
weeks gestation reveals the fetus is a chromosomally normal female 

C. A 36 year old in the firs t trimester of pregnancy who needs radiation and 
chemotherapy for newly diagnosed breast cancer 

D. A 28 year old with britt le type I diabetes, for whom glucose management has 
become very difficult at 16 weeks gestation 

E. A 34-year-old woman 6 weeks pregnant after being raped 

F. Selective reduction in a healthy 37-year-old patient with quintuplet pregnancy 

G. A 24 year old with a cardiopulmonary abnormality associated with a 25% chance of 
death with gestation 

Do you morally object 
to abortion in this 

case? (Yes) 

N(%) 

(95% Cl) 

420 (41) 

(38- 44) 

923 (82) 

(80- 85) 

178 (18) 

(16--2 1) 

445 (43) 

(40- 46) 

206 (20) 

(18- 23) 

294 (29) 

(26--32) 

155 (16) 

(14-18) 

Obstet Gynecol. Author manuscript; available in PMC 20 14 October 04. 

Wou ld you help the 
patient obtain the 
abortion if asked? 

(Yes) 

N(%) 

(95% en 
970 (85) 

(82- 87) 

719 (64) 

(6 1- 67) 

1046 (91) 

(89- 93) 

915 (80) 

(78- 83) 

1041 (91) 

(89- 93) 

1001 (88) 

(86--90) 

1060 (93) 

(91 - 95) 
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Table 3 

Adj usted odds of reporting a moral objection to abortion in one or more scenarios, in the case of sex selection, 

and in one or more scenarios other than sex selection, by physician characteristics 

Object 

To one or more scenarios To sex selection To one or more scenarios other than sex 
selection 

OR(95% Cl) OR(95% CI) OR (95% CI) 

Characteristic 

Age, yrs .98 (.95-1.0) .98 (.95- .99) * .96 (0.94--.98) * 

Female sex 1.3 (0.9- 2.0) 1.2 (0.8-1.8) 0.5 (0.4- 0.8) * 

Race/Ethnicity 

White, non- Hispanic Referent Referent Referent 

Black, non- Hispanic 0.4 (0.2-0.9) * 0.4 (0.2- 0.9) * 0.8 (0.4- 1.6) 

Asian 0.7 (0.3-1.5) 0.8 (0.4--1.6) 0. 7 (0.3-1.3) 

Hispanic/Latino 0.5 (0.2-1.1 ) 0.6 (0.3- 1.3) 0.7 (0.3-1.4) 

Other 1.4 (0.4--4.9) 1.7 (0.5- 6. J) 1.0 (0.1-10.0) 

Married 1.2 (0. 7- 2.0) 1.4 (0.8- 2.3) I.I (0.6- 1.8) 

Children 1.4 (0.8- 2.6) 1.3 (0. 7- 2.3) 1.5 (0.9- 2.6) 

US born 1.0 (0.5- 1.8) 1.3 (0.7- 2.3) 0.8 (0.4- 1.3) 

Region 

Northeast Referent Referent Referent 

South 1.8 (1. 1-3.1)* 1.6 (1.0- 2.7) 1.9 ( 1.2-3.0) * 

idwest 1.9 ( 1.1 - 3.4)* 1.9 (1.1 - 3.5)* 1.9 (1.2- 3. 1)* 

West 0.9 (0.6-1.6) 0.8 (0.5- 1.3) 1.3 (0.8- 2. 1) 

Religious affi liation 

None Referent Referent Referent 

Hindu 0.5 (0.2- 1.4) 0.6 (0.2- 1.6) 1.0 (0.4- 2.8) 

Jewish o.5 co.2-1.oi* 0.5 (0.2- 0.9) * 0.3 (0.1 - 0.7)* 

Muslim 2.7 (0.7-1 0.3) 4.4( 1.0- 18.8)* 3.4 ( J .2- 9.6) * 

Roman 1.5 (0.8- 3. 1) 1.3 (0.7- 2.6) 2. 7 ( 1.4--5. 1 )* 

Cathol ic/Eastem Orthodox 

Protestant, Evangelical 2.6 (0.8- 8.8) 2. 7 (0.8- 9.3) 3.7 (1.4- 10.0) * 

Protestant, Non- Evangelical 1.4 (0. 7- 2. 7) 1.4 (0.8-2 .8) 1.7 (0.9- 3.2) 

Other Re li gion Importance of re li gion in life 0.7 (0.2- 1.8) 0.6 (0.2- 1.6) 0.8 (0.3- 2.2) 

Not very/not at all important Referent Referent Referent 

Fairly important 1.6 (1.0- 2.6) 1.7 ( 1.0- 2.8) 1.7 ( 11-2.8) * 

Very important 2.0 ( J.J - 3.4)* 2.2 (1.3- 3.s)* 3.6 (2.2- 5.9) * 

Most important 6.3 (2.3- 17.6)* 6. 1 (2 .3- 15.8) * 16.9 (7 .7- 37.1) * 

ACOG Member 1.0 (0.5- 2.0) 1.0 (0.5- 2.0) 0. 7 (0.4- 1.3) 

Percent Urban 1.5 (0.5-4.9) 1.7 (0.6- 5.2) 0.3 (0.1 -0.7)* 
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Table presents results of multivariable logistic regression analyses that adjust for all variables in the table . 

• 
p[lt].05 
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Table 4 

Adj usted odds of being willing to assist in all scenarios objected to, in the case of objecting to sex selection, 

and in all scenarios objected to other than sex selection, by physician characteristics 

Willing to assist despite objection 

All scenarios Sex selection All scenarios other than sex selection 

OR(95%Cl) OR(95%Cl) OR(95% C I) 

Characteristic 

Age, yrs . 98 (. 95- . 99) * .98 (.95- .99) * .99 (.96- 1.02) 

Female sex 1.3 (0.9- 1.8) 1.3 (0.9- 1.8) 1.8 (1. 1- 2.9)* 

Race/Ethnicity 

White, non- Hispanic Referent Referent Referent 

Black, non- Hispanic 0.6 (0.3- 1.2) 0.6 (0.3- 1.2) 0.7 (0.3- 1.4) 

Asian I.I (0.6- 2.1) 1.2 (0.6- 2.5) 1.6 (0.6--4.3) 

Hispanic/Latino 1.0 (0.5- 2. 1) 1.2 (0.5- 2.5) 1.6 (0.6--4.3) 

Other 1.9 (0.3- 10.6) 4.8 (1.0- 22.4) * 0.6 (0.1--4.5) 

Married 0.8 (0.5- 1.3) 0.7 (0.4-1.2) 0.9 (0.5-1.7) 

Chi ldren 0.6 (0.3- 1.1) 0.6 (0.3- 1.1) 0.6 (0.3- 1.4) 

US born 1.2 (0. 7- 1.9) 1.0 (0.6-1.7) 2.2 ( 1.1 --4.7)* 

Region 

Northeast Referent Referent Referent 

South 0.6 (0.4-1.0) * 0.6 (0.4-0.9)' 0.3 (0.2- 0.6) * 

Midwest 0.7 (0.4- 1.2) 0.7 (0.4-1.2) 0.5 (0.3- 1.1) 

West I. I (0.7- 1.8) I.I (0.6-1.8) 0.8 (0.4-1.7) 

Religious affi liation 

None Referent Referent Referent 

Hindu 0.6 (0.2- 2.1) 0.5 (0. 1- 1.7) 3.0 (0.5- 17.3) 

Jewish 3.0 ( 1.4-6.5) * 2.9 ( 1.3- 6.5) * 2.5 (0.5- 13.3) 

Muslim 0.8 (0.3- 2. 1) 0.7 (0.3- 1.9) 0.8 (0.2- 3.5) 

Roman 1.4 (0. 7- 2. 7) 1.4 (0.7- 2.7) 1.1 (0.4- 3.5) 

Catholic/Eastern Orthodox 

Protestant, Evange lical 0.9 (0.4-2.0) 1.1 (0.5- 2.6) 1.0 (0.3- 3.4) 

Protes tant, Non- Evangelical 1.5 (0.8- 2.9) 1.5 (0.8- 3.0) 1.2 (0.4- 3.9) 

Other Religion 0.6 (0.2- 1.8) 0.6 (0.2- 1.9) 1.0 (0.2- 5.2) 

Importance of religion in life 

Not very/not at all important Referent Referent Referent 

Fairly important 1.0 (0.6- 1.7) 1.0 (0.6- 1.7) 1.0 (0.4- 2.3) 

Very important 0.7 (0.4- 1.2) 0.7 (0.4- 1.2) 0.6 (0.3- 1.3) 

Most important 0.4 (0.2---0.7) * 0.4 (0.2- 0.7) * 0.3 (0.1---0 7)* 

ACOG Member 1.2 (0. 7- 2.1) 1.2 (0.7- 2.2) I.I (0.5- 2.1) 

Percent Urban 1.4 (0.5- 3.7) 1.1 (0.4-2.9) 1.1 (0.4-3 .2) 

Table presents results of mu lt ivariable logist ic regression analyses that adjust for all variables in the table. 
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• 
p[ ll].05 
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- COMMENTARY 

Would Accommodating Some Conscientious 
Objections by Physicians Promote Quality 
in Medical Care? 
Douglas B. White, MD, MAS 

Baruch Brody, PhD 

M
ORAL PL URALISM IS A VALUABLE ASPECT OF A 

free society1 but sometimes creates conflicts 
in medical care when individual physicians 
object to providing certain legal but morally 

controversial services, such as abortion, physician-assisted 
suicide ( where it is legal), and palliative sedation to uncon­
sciousness. Genuine conscience-based refusals (CBRs) are 
refusals in which a physician believes that providing the 
requested service would violate his or her core moral 
beliefs (religious or secular), thereby causing personal 
moral harm. 2 Conscience-based refusals should be a 
"shield" to protect individual physicians from being com­
pelled to violate their core moral beliefs rather than a 
"sword" to force their beliefs onto patients. This partially 
explains why many physicians who invoke CBRs refer their 
patients to physicians willing to provide the requested care. 

Savulescu3 has characterized CBRs as self-serving acts ac­
complished at the expense of patients. Others accept CBRs 
as legitimate acts to protect moral integrity despite the po­
tential negative consequences for patients. Both character­
izations neglect a complexity: society may obtain higher­
quality medical care in aggregate by accommodating some 
CBRs. ln this Commentary, CBRs are addressed from this 
societal perspective. 

Does Physicians' Integrity Foster Quality 
Medical Care? 
Moral integrity is the virtue of being "faithful to moral norms 
and standing up in their defense when necessary." 4 When 
coupled with medicine's ethical norms, physicians' integ­
rity should be protected. Doing so allows patients to have 
confidence that physicians will promote their welfare, re­
sist conflicts of interest, and refuse to administer treat­
ments that are ham1ful or nonbeneficial. 

However, some physicians have personal moral commit­
ments that conflict with aspects of accepted medical prac­
tice. This causes "conflicting oughts" between an individu­
al's personal beliefs and those that arise from his or her role 
as a physician. Internal integrity involves being true to a 
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person's core moral beliefs. External (professional) integrity 
partially involves fulfilling a professional role to help 
patients achieve their medical objectives. For instance, a 
physician morally opposed to palliative sedation who per­
forms it when requested and when required to achieve the 
patient's medical objectives compromises his internal integ­
rity but satisfies external integrity. Benjamin5 noted that "in 
more modem ... pluralistic societies , the tensions between 
internal and external integrity are more pronounced." 

Why not mandate that external/professional integrity 
should always take precedence over internal/personal com­
mitments? Doing so would create risk of serious moral harm 
to physicians. Although the usual arguments against this are 
grounded in respect for physicians' autonomy, there is an­
other argument grounded in maintaining medical quality 
as defined by the Institute ofMedicine6 at the societal level. 
There are 5 ways that accommodating some CBRs could 
achieve this. 

First, prohibiting CBRs may negatively influence the 
type of persons who enter medicine. Individuals who 
value moral integrity may not become physicians if they 
might be forced to violate their personal integrity when it 
conflicts with professional commitments. Society benefits 
from having "morally serious persons in the profession 
who are unwilling to just follow orders and who contrib­
ute to the rich moral debate ."7 Disallowing CBRs also 
may work against the goal of increasing diversity in the 
profession because physicians from diverse backgrounds 
are more likely to have views that diverge from the domi­
nant medical model. 

Second, prohibiting CBRs also may negatively influ­
ence how practicing physicians attend to professional 
obligations. Cherniss suggested that there are important 
effects on patient care when physicians experience emo­
tional and moral distress in the workplace.8 Physicians 
react by redirecting attention from others' needs to their 
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own needs. This occurs by leaving public service careers 
for more lucrativr private Jobs, serving lrss-·challrnging 
p,H.ients, and developing more restricted vie,vs of profr.s­
sional responsibilities to parirnrs. These constitute moral 
divestitmT, m which "the value of responding with care 
to others becomes less centrally . _ . constitutive of [phy·­
sicians'] personal and professional identity."') 

A third potential effect of disallowing CBRs is the devel­
opment of physician ·'callrmsness," which can manifest as 
a belief that patients do not deserve caring responses from 
their physicians9 Evidence suggests a moderate associa­
tion between clinicians' reports that they must "deaden their 
conscience" at work and higher levels of caHou~ness to­

ward patients. rn Callousness diminishes medic.al quality when 
quality requires s,nsitivity to and empathy for patients' vul­
nerabilities. 

Fourth, disallowing CB Rs may reciprocally diminish phy­
sicians' ,yillingness to be sympathetic to and aecommodat-· 
ing of patients' diverse moral beliefs. Such intolerance dearly 
threatens quality care. 

Fifth, if physicians do not have loyalty and fidelity to their 
own core moral beliefs, it is tmrealistic to expect them lo have 
loyalty and fidelity to their professional responsibilit.ies. 

Medicine is the social institution charged with promot­
ing the health of the population by treating patients. Tn this 
way, high quality medical care is a public good. Conceptu 
alizing quality mfdical care as a public good and physi­
cians' integrity as central to it justifles policies that allow 
certain CBRs. Just as society accepts some negative effects 
to secure. other public goods, so too might it be sound pub-· 
He policy to allow sorne CB Rs in pursuit of 1ncdical quality 
at tbe societal level. 

Objections 

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

Another objection is that accomrnodating some CBRs 
re5ults in an unfair distribution of burdens bemuse only 
some po.tients will experience CB Rs. However, public 
policy often allows a degree of asymmetry in distribution 
of burdens when the public interest requires it. Moreover, 
all patients face the possibility of experiencing a C:BR. 
Physicians should also be asked to make sacrifices by 
requesting accommodation onlv for core moral beliefs, not 
lesser beliefs. 
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A third objection is that it carmot be determined that the 
benehts of allowing some CBRs would outweigh the ham1s. 
This is true of any arguinenl assessing fu.ture benefits and 
burdens. However, the nature of the patient physician rela 
t10nship, the relatively rare occurrence of CBRs compared 
,'Vith the total number of medical encounters, and the plac-· 
ing of well-ddlned limits on the accommodation of CBRs 
should optimize the burden·-benefit ratio, especially if thE're 
is open, respectful cornmunication between the physician 
and patient about CBRs. 

Conclusion 

The nolion that protecting physicians· consciences benefits 
physicians at the expense of patients has created an overly 
simplistic dialogue about conscience in medicine. Viewing 
the issue from a societal per:,peclive and conceptualizing 
medical qunlity as a public good allow a more robust 
understanding of the relationship between CBR and qual-­
ity medical care, Policir:.s that allov/ some C:BRs while also 
ensuring patients' access to the requested services may 
y1dd better overall medical quality by fostering a diverse 
workforce that possesses integrity, :-.ensiLivity to palienls' 
needs, and respect for diversity. This analysis is nece.ssary 
for a genuine public discussion about how to handle moral 
pluralism among patients and physicians. The societal per­
spective should be incorporated imo efforts to develop a 
comprehensive framework for when C:BRs should and 
should not be accommodated. 
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Continuing Education 

Recognizing Moral Disengagement and 
Its Impact on Patient Safety 
Josh Hyatt, DHSc, MHL, CPHRM, FASHRM 

Moral disengagement refers to a process that involves justifying one's unethical actions by altering one's moral perception 

of those actions. The moral disengagement that occurs in the health care industry poses serious threats to patient safety, 

the culture of the institution, and even the mental health of care providers. Th is article describes the factors that create moral 

distress and impact moral disengagement among health care professionals, as well as ways to identify moral disengagement. 

Keywords: Moral disengagement, moral distress 

Objectives 
• Differentiate moral disengagemem and moral discress. 

• Identity causes of moral distress. 

• Discuss mechanisms of moral disengagement. 

A 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. \Vhile in the 

lobby, she begins vomiting in a garbage pail. The caretaker norifies 

the triage nurse of the vomiting who states, "She always has stomach 

problems, I'm sure it is nothing serious. She probably hasn't rnken 

her mecls." As the evening passes, the patient continues vomiting 

and sweating, and the' caretaker continues to ask about hEr being 

seen by the' physician. One' of the front desk staff tells the carEtaker, 

"We will see her as soon as a bed opens up. It's not that bad, she 

will be fine." After 4 hours of not being seen, rhe patient faints and 

a rapid response team is called. She is later diagnosed with a per­

forated smmach ulcer. \X'hen asked by the investigator why it took 

the patient faiming to be seen, the triage nurse said, "I was just fol­

lowing the policy. Blame the hospital." 

Institutional culture and systems influence the accions and 

behaviors of staff and physicians. Behaviors that are not perrnis­

siblr at one institurion may be culturally accepted or tolerated at 

anothrr, sometimes within the same corporate rnterprise. When 

staff or physicians begin to justify adverse behaviors that impact 

a cultute of safety or resort to sullying patients or families to redi­

rect attention from those behaviors, the institutional culture and 

individual praaitioner are negatively impacred. These cultural and 

system foundations are found to impact many aspects of regulatory 

and compliance expectations, as well as patiem 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. 
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Displacement of responsibility is often linked to the "just fol­

lowing orders" mindsec, which has significant impact m culmre and 

safety. Such claims dominated the Nuremberg Trials at the end of 

World W.ir TL T n day-to-day examples, it is not uncommon ro see' 

health care professionals underrnedicating 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 m identify moral disengagement. 

Moral Disengagement and Moral Distress 
Moral refers to a process that involves justifying one's 

unethical actions by altering one's moral perception of those actions 

(Bandura, 1999). Predictably, moral disengagement is associated 

with several negative outcomes for those experiencing it and those 

affected by it. Thus, effons have been made to undersrnnd 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, without believing that they are 

causing harm or doing wrong" (Sucher & Moore, 201 l). The moral 

disengagement that occurs in the health care industry poses serious 

threats to patient safety, the culture of the institution Qust Culture 

and Culture of Safety), and even the mental health of care providers. 

A significant precursor of moral disengagement in health care 

is che moral distress rhat results from working in an institution in 

which the systems and processes are dysfunctional and/or cultural 

issues exisr related to power differentials or disruptive behaviors. 

lvfoml diJtrm can be a condition in which one idemifies the correct 

ethical action and wants to execute' it but is prevEnted from doing so 

by barriers, such as burEaucratic rule's and timt constraints (BarlEm 

& Ramos, 2015; Musto & Rodney, 201'5). 
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Moral distress can also be related 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, "Ytm're a 

Jvfarine. Buck up and act like a man." In such a situation, the nurse 

is generally acting out of his or her own discomfort by embarrassing 

the paiient rather than by addressing the personal discomfort and 

the patient's fear in a constructive manner. 

Moral distress is related rn but distinguishable from other 

moral concepts that can also lead to moral disengagement, includ­

ing moral ro11mge, which refers to the tendency to do what is right 

regardless of other pressures; which refers m the tendency 

to do what one is told regardless of what is right; and ethical dilem­
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 patiems. Based on work with nursing students, 

Andrew Jameton coined the term 3 years earlier (1984). ln 2015, 

McCarthy and Gastmans published a systematic review of the litera­

ture: on moral distress and identified three key comributory features: 

• Hmlth care providrcrs who undergo moral distress rndure suffer­

ing that is psychological, emotional, and physiologic. 

• These providers participate in unethical behavior or wrongdoing. 

• Their acts result from environmental or cultural constraints. 

The tension involved in rhe combination of these features of 

moral distress represems a type of cognitive dissonance or tension 

between principles. Tbe cl issonance is beiween what one knows is 

right and what one feels he or she must do. Cognitive dissonance 

is a well-studied phenomenon, known to be avc'tse. When a person 

expEriences cognitive dissonance, he or she attempts to reduce the 

perceiwd 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 

ace no longer perceives it as unethical (Bandura, 1999; Bustamante 

& Chaux, 2014; Hinrichs, \Xiang, Hinrichs, & Romero, 2012). 

Although moral distress was first studied in nurses, it affects 

all health care professionals, including physicians, psychologists, 

therapists, pharmacists, social workers, 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 
fdEntifying 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 

moral distre>ss include frusrrarion, guilt, de>pression, 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 cognirive symptoms are intuitive, 

the physiologic and behavioral symptoms may nm be. The somatic 

symptoms are fatigue, aches, pain, sleeplessness, heart palpitations, 

and nightmares (McCarthy & Gastmans, 2015; Payne, 2011). These 

symptoms 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). Horizontal violence, also called lateral vio­

lence, refers to nonphysical bullying caused by feelings of oppression 

that lead to anger and resentment. Like the physiologic symptoms, 

these symproms signify how deeply moral disuess affects people. 

Of course, the symptoms of moral distress can result from 

ocher causes. For example, cornpassionfr;tigue-a diminished desire 

to help-can produce the physical symptoms of moral distress as 

well as angc>r, frustration, hopelessness, and depression. However, 

compassion fatigue results from consistent exposure to scressfu l 

situations. Mora[ 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 w moral disengagement. 

Causes of Moral Distress 
Jvforal distress can occur for reasons related to a person's experiences 

with his or her organization, work, and those with whom he or she 

works. The biomedical model, especially in the intensive care, surgi­

cal, and emergency room milieus, is based on a viralisric perspective 

of "maintaining life at all costs." This perspective may undervalue 

the question, "What is the acceptable 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 prevemion, those involved in the system are particularly 

susceptible to moral distress (Crowley-Matoka, Saha, Dobscha, & 

Burgess, 2009). Because the Ethical act ofren 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 that the care 

is nonbeneficial and can prolong suffering. Providing nonbeneficial 

can: to the> patient can be perceived by rhe provider as e>ngaging in a 

maleficent act. Without the proper tools or support to r:xpress 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 rrearment-related factors in health care 

can also contribute to moral distress. Feeling pressure 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 IO patients and their families or perceiving inadequate 

comrmmication 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 (Barlem & Ramos, 2015; Choe, Kang, & Park, 2015; 

Corley, 2002; Whitehead, 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 staff members, incompetent or inadequate caretak­

ing, and a poor ethical climate (Choe et al., 2015; lamiani, Borghi, 

& Argemero, 2015; Musto & Rodney, 2015; Burston & 'Iuckett, 

2013). \lVork-related iactors, including heavy caseloads, perceived 

ti me pressures, resource constraints, lack of authority and sup­

port, and an inability to be heard, can also lead to moral distress 

(Burston & Tuckett, 2013; de Veer, Francke, Struijs, & Willems, 

2013; McCarthy & Gastmans, 2015). 

Moreover, interpersonal factors can produce moral 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 work seuing. 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 (Barlem & Ramos, 2015; 

lamiani et al., 2015; McCarthy & Gastmans, 2015). 

Finally, issues related 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 c>xperiences moral 

distress (Burston & Tuckett, 2013; Wilkinson, 1987). Further, those 

who lack moral competency or courage tend w experience moral 

distress if they have a strong sense of moral integrity or moral sen­

sitivicy (Corley, 2002). 

Mechanisms of Moral Disengagement 
Moral distress can become moral disengagement via a 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 fixus on shifting blame, whereas others involve 

altering the meaning of the unethical act or its consequences. Figure 

1 presents a high-level view of the transition from moral distress to 

moral disengagement. 
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FIGURE 1 

Path from Moral Distress to Moral 
Disengagement 

Moral distress 

Cognitive dissonance 

Moral numbness 

Moral disengagement 

FIGURE 2 

The Impact of Moral Distress on 
Organizations 

Retention 

Working around the system 

Increased liability from errors 

Passive-aggressive behavior 

Hostile work environment 

Shifting Blame 

One mechanism that enrails shifting blame is disjilacemmt of respon­

sibility. Rathc>r than take accountability for the unethical act, the 

health care> provider attributes responsibility to another party, such 

as a person of higher aurhority. 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. 

Another mechanism related to blame shifting is attribution 

in which one blames the unethical act on an enemy, the victim, 

or the circumstances. Often, actribution of blame involves label­

ing the patient or his or her family as difficult or attributing 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-evaluating the Gravity of the Act 

Some mechanisms aim w alter the meaning of the act itself, such as 

those that involve reframing the act to make it seem less negative or 

less serious. Mon1l.7ustification, also referred to as sanitizing the act, 

involves portraying the act as commendable, tither 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 
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FIGURE 3 

Impact of Moral Distress on Patients 

Distancing and avoiding patients 

Anger/frustration 

j usrificarion. Similarly, euphevtiJtic allows a reframing of the 

unethical behavior by describing it in positive terms. Specialized 

jargon 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 media­

tion" with "wEaning from medication" is rcuphemistic labeling. An 

act can also be made to seem less sevt're by viewing it relative to a 

more severe act. Advantagwm uses the comrast principle 

to compare the unethical act to a worse scenario, thereby making 

the act seem less adverse. In each of rhese 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. J11ini111iz,1tion 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 ir is. A related mecha­

nism is in which victims of the unethical act are 

objectified. Dehumanization may include referring to a patient by 

his or her bed number or condition racher chan by his or her name. 

Viewing vicrims as objects rather than as human beings allows one 

to minimize the consequences of c:he acc. As with mechanisms that 

involve re-evaluating the gravity of the act, those that allow one to 

minimize rhe consequences enable people to minimize cheir moral 

distress. 

Effects of Moral Distress and Moral 
Disengagement 
lvforal distress and moral disengagement have negative consequences 

for all involved: the health care provider, the organization, and the 

patient. Moral distress is associated with burnour 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 & 
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Inadequate and inappropriate care 

Missing 
vital tasks 

Tucken, 2013; McCarthy & Gastmans, 2015) and feel deadened to 

moral issues regarding patients' welfare (McCarthy & Gastmans, 

2015). 

The organization is affected when people decide to leave and 

cause retemion issues. Further, those undergoing moral issues are 

more likely to try to find ways to work around the ru!Es of the 

organization, which can lead to a negative working environment 

that involves hostility and passive-aggressive behavior (Burston & 

Tucker, 2013) and causes increased liability from errors. Figure 2 

summarizes the impact of moral disrress on organizations. 

Perhaps, patients experience the most significant and dan­

gerous consequences of moral distress and moral disengagement 

(Figure :-1). As healch care providers reduce their communicacions 

with patients, patients may feel less sate and less satisfied with their 

mEdical experiences, and their clinical progress may be hindered 

(Peleki et al., 2015). Further, if hEalrh care providers avoid patients 

or distance themselves from patients emotionally, they minimize 

their ability to advocate fur their patients' welfare (Pelrcki et al., 2015; 

Corley, 2002; Wilkinson, 1987). Providers' emotional rransition can 

also manifesc :i:,; frustration mward patiems (Pauly, Varcoe, & Storch, 

2012), which may impair the quality of care. If health care providers 

do nor fulfill their commitmems (Pauly et al., 2012) or perform ac a 

mediocre level (Burston & TL1ekett, 2013), patient care can become 

inadequate or inappropriate' (McCarthy & Gastmans, 2015). 

Lower quality of cart' leads to several costs for tbrc patient. 

Patients may have to stay longer in the hospital (McCarthy & 

Gastmans, 2015; Wilson, Goettemoeller, Bevan, & McCord, 2011) 

or may miss care (Winters & Nevi Ile, 2012). Parient autonomy may 

also be threatened (Choe er al., 2015), and patiems can be more 

I ikely to be coerced into pursuing therapeutic options they woLud 

otherwise decide .1gainst (McCarthy & G.1stmans, 2015). Care can 

then become less patient centered and more paternalistic (Lee & Lin, 

2010), ;1 structure associated with worse hEalth outcomt's. 

HHS Conscience Rule-000537897 

Case 3:19-cv-02769-WHA   Document 57-14   Filed 09/09/19   Page 37 of 351



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 halI them. \Vhen dealt with properly, 

the phenomenon 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 symptoms 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 beuer how structures 

and processes associated with the health care industry may lead to 

these problematic phenomena is critical when decisions are made 

regarding the reinstatement or alteration of policies. Similarly, dem­

onstrari ng rhe 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 understanding can be especially 

useful fur regulators as they discipline and remediate nursing behav­

ior rhat could potentially lead to patient harm. As research imo the 

syrnptorns, causes, rnechanisrns, and consequences of n10ral distress 

and moral disengagement becomes more robust, so too will the rec­

ommendations for dealing with them. 
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Posttest 

Please circle the correct answer. 

1. Moral disengagement refers to: 
a. Knowing the correct course of action to 

take but being unable to do so because 
of barriers . 

b. Justifying one's unethical actions by 
changing one's moral perception of those 
actions. 

C. Being able to take correct action only 
when competing demands do not exist. 

d. Needing to choose between two options 
that are equally undesirable in practice. 

2. The second step on the path to moral 
disengagement is: 

a. Moral distress. 
b. Cognitive dissonance. 
C. Moral numbness. 
d. Horizontal violence. 

3. Consistent exposure to stressful 
situations in health care that result in a 
diminished desire to help is called: 

a. Cognitive dissonance. 
b. Moral justification. 
C. Moral disengagement. 
d. Compassion fatigue. 

4. An example of a cause of moral distress 
is: 

a. Providing nonbeneficial care to a dying 
patient. 

b. Feeling an excessive need to provide 
assistance. 

C. Labeling an unethical event in 
euphemistic terms. 

d. Providing hope to patients and their 
families. 

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

a. Priorities that emphasize finance. 
b. Emphasis on efficiency over quality. 
C. Inadequate number of staff. 
d. Perceived time pressures. 

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

a. Observing others acting in unethical 
ways does not lead to personal moral 
distress. 

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

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

d. Power imbalances in relationships may 
cause ethical dilemmas, bu! not moral 
distress. 

7. 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 behavior. This 
scenario is an example of which 
mechanism of moral disengagement? 

a. Euphemistic labeling. 
b. Moral justification. 
C. Minimization of consequences. 
d. Attribution of blame. 

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

a. Moral justification. 
b. Advantageous comparison. 
C. Minimization of consequences. 
d. Displacement of responsibility. 
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9. Which comment indicates that the 
speaker is engaging in displacement of 
responsibility when defending an act? 

a. "The pain wasn't as bad as she said." 
b. "It wasn't as harmful as it could have 

been." 
c. "I was just following hospital policy." 
d. "I was 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? 

a. Hostile work environment. 
b. Increased liability from errors. 
c. Provider blindness. 
d. Reduced staff retention. 

11. Which of the following is an example of 
an effect of moral distress on an 
organization, as opposed to patients? 

a. Missing performance of vital tasks. 
b. Increased liability from errors. 
c. Poor staff-to-patient communication. 
d. Excessive retention of staff members. 
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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, Psyclnfo, 
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. 
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132 Nursing Ethics 22( I) 

Introduction 

The tenn 'moral distress' has been deployed to describe the psychologica 1, emotiona 1 and physiolobrical suffer­
ing that nurses and other health professionals experience when they act in ways that arc inconsistent with deeply 
held ethical values, principles or commitments. In 1984, Andrew Jameton 1 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.2

•
3 

In 1987/1998, Judith Wilkinson4 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 patient<;. Wilkinson4 defined it as 'the psychological disequilibrium and negative feeling state 
experienced when a person makes a moral decision but does not follow through by perfonning 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.4 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 
Rittenmeyer3 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.2 Although other tools exist, 5·

6 the most widely used tool has been Corley's 7 Moral Distress 
Scale (MDS) ···· to measure the frequency and intensity of MD among nurses working in intensive care unit 
(TCU) 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 early and working in unsafe or understaffed conditions. Since then, it has been adapted 
by Corley et al. 8 and others.9

•
10 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. 8

· 1
1

•
12 

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 ofhealthcare 
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 research, there is an unsettling 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. 1315 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. 16

-
18 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. 16

'
17 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 fonnulated the following questions on the basis of our concerns about the conceptualization of MD: 

1. How is the concept of MD defined? 
2. What are the related terms used to describe MD? 
3. What is the normative meaning of MD? 
4. What are the sources of MD? 
5. What is the impact of MD? 

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 l illustrates the literature search 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, Psyclnfo, Philoso­
phers' Index and Soc index. 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 1 ists of appropriate articles in order to identify any additional relevant publications. 

Search outcome and quality appraisal 

The literature review yielded 20 relevant aiticles. We adapted the fonnal tool developed by McCullough 
et al. 16

'
17 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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Cl NAHL PUBMED 

n = 391 N = 302 

\/ \I/ 

Nursing Ethics 22( I) 

Web of EM BASE Acad Search Psycinfo Philosophers' Soclndex 

Knowledge Complete n = 190 Index 

n = 298 n = 11 

n = 499 n = 210 n = 59 

'' ,11 'I '11 ,11 ', 

Electronic search outputs merged and stored in Endnote 
(subject: "moral distress") 

Total number identified: n = 1970 

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, 

continued to full-text review n = 30 

Restrictions on topic* 
Total number of excluded citations n = 3 

Restrictions on publication type/study design** 
Total number of excluded citations n = 7 

Total number of articles included 

n = 20 

Figure I. Literature search process. 
*Only articles addressing moral distress within a nursing context included. 
**Only argument-based articles with a dear 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 Ireland(]). 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 ofread­
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-

1 · · · · d d · b · · · s I h ; 9-21 2s 30 stances, t 1ey pmi1c1pate m perceive wrong omg y act10n or om1ss1on. , evera aut ors· ' ·' 
deploy what we would call the standard definition of MD that was initially offered by Jameton 19 in 1984 
and slightly modified in his 1993 and 2013 articles: 

[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. W c will delineate each 
of these features in tum. 

Conceptualization of MD. The majority of the aiiicles 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 19 and Corley's20 accounts, MD is described in tenns of feelings that range from 
rage ( e.g. anger, frustration and resentment) to feelings of anxiety and sadness ( e.g. embanassment, 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, diarrhoea, 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'. 5 •

14 They, along with others, draw attention 
to the moral component of 'moral distress' and argue that more attention should be given to the 
latter. 13

· 1
5

•
21

•
28 Moreover, a number of authors link MD more explicitly with what might be viewed as more 

obviously 'moral' attributes, for example, compromised integrity,2° serious moral compromise,29 interior 
suffering, 5 disconnection from personal values and beliefs, 5 powerlessness described as a felt inability to 
fix a wrong,24 discomfort with moral subjectivity 15 and conflicting values and feelings. 28 

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 Hanna5 and McCarthy and 
Deady, 14 for example, MD is best understood as a kind of umbrella concept that captures situations of moral 
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Table I. Articles included in the literature review (date order). 

Author. country Definition Related terms 

Jameton, 19 United '[A] nurse experiences moral Initial distress; 
States dist1·ess when the nurse makes 1·eactive distress 

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) 

Corley,2° United 'Moral distress is the Initial distress; 

States psychological disequilibrium, reactive 

LUtzen et al.,21 

Sweden 

negative feeling state, and 

suffering experienced when 
nurses make a moral 

decision and then either do 
not or feel that they cannot 

follow through with the 
chosen action because of 

institutional constraints' 

(p. 643) 

distress; moral 

residue 

'[M]oral stress is experienced Stress with a moral 
when nurses are aware of component 

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 

pi-inciples' (p. 314) 

Normative meaning Sources 

Moral judgement; sees nurses as. Inadequate patient consent; 
ideally, 'responsible actors' (as 

distinct from wholly free or 
wholly oppressed) 

Moral judgement; moral 

integrity; moral certainty; 

moral courage; moral 

sensitivity; moral 

comportment; moral 

competency; moral 
imagination 

Moral decision; moral sensitivity; 

caring as an ethical activity; 

doing good 

overt1·eatment; 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 

Sensitivity to patients' 

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 

Impact 

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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Table I. (continued) 

Author, country 

Hanna.5 United 
States 

Peter and 
Liaschenko,22 

Canada and 
United States 

Kopala and 
Burkhart,23 

United States 

Definition Related terms 

An 'umbrella category' that could Conscience 

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

'[N]ot exclusively an external 
constraint on right action ... 
[it] involves a perceived 
violation of the person [that] 
can produce a disconnection 
from self and other·s' (p. 76) 

'On the one hand, [ ... J 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 Not stated 

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

Normative meaning Sources Impact 

Right action; role morality (what Harming the purpose of another Negative: disconnection from 
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 

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 

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 I. (continued) 

Author, country Definition 

McCarthy and '[A]n umbrella concept that 
Deady, 14 captures the range of 
Ireland 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) 
Epstein and 'A hallmark of moral distress is 

Hamric,24 the presence of constraints, 

United States either internal (personal) or 
external (institutional) ... 
that prevent one from taking 
actions that one perceives to 
be morally right' (p. 330) 

Repenshek, 15 '[T]he current definition is not 

United States 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) 
Walsh,25 United '[T]he feelings and experiences 

Kingdom 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) 

Cribb,26 United 'I am interested in how we can 
Kingdom work with the routine and 

constant tensions and 

Related terms 

Initial distress; 

reactive distress 

Initial distress; 

reactive 
distress; moral 
residue; 

crescendo 
effect 

Not stated 

Not stated 

Stress that has a 
moral burden 

Normative meaning Sources Impact 

Moral judgement; personal Personal failing; hierarchical Negative: negative coping 
integrity; moral values; moral decision-making; lack of strategies, for example, leaving 
sensitivity; occupational role resources; aggressive treat- the unit, blaming nursing and 

ment; unnecessary tests; hospital administration, 
deception; incompetent or excusing one's actions, 

inadequate treatment; power avoiding patients 
imbalances; lack of institu- Positive: positive coping 

tional support strategies, for example, self-
care, working part-time, 
assertiveness, collective 
action, greater self-awareness 

and resolve 

Acting on one's ethical Aggressive treatment; lack of Negative: self-blame; powerless-
obligations; damaged moral resources; inability to provide ness; passivity; conscientious 

integrity; professional necessary treatments; objection; burnout; with-

integrity; perceived violation problems with team; poor drawal from position/ 
of core values and duties communication; poo1- profession 

leadership; lack of policies 

Right action; moral subjectivity; Aggressive and/or futile care; Negative: inability to act on 
role morality; personal and whistle-blowing and advocacy patients' behalf; professional 
professional integrity integrity at risk; professional 

blunting; burnout 

Moral knowledge; integrity; Futile medical care Negative: flight from patients 

sense of responsibility; 
misplaced guilt 

Ethical judgement; moral Gap between the normative Not stated 
integrity; professional role; expectations attached to a 
moral burden; role professional role and the 

(continued) 
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Table I. (continued) 

Author, country 

27 Austin, Canada 

Definition 

dilemmas that professional 

role occupancy thus 
generates; and also in the 

implications the recognition of 
these routine tensions has for 

role construction' (p. 124) 

Related terms 

'[E]xperiences of frustration and Not stated 

failure arising from struggles 
to fulfill their moral obligations 
to patients, families, and the 

public' (p. 28) 

Normative meaning 

construction; professional 

ethical identity; moral 
compass; prnfessional 
autonomy; authenticity; 
institutional and personal 

values 

Moral agency; professional 

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

Sources 

'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) 

Impact 

Healthcare reform; cuts to Negative: leaving positions 

services; efficiency measures; Positive: carrying out acts of 
technological advances; unable resistance; advocating for 
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 

patients 

Hamric, 1 1 United Refers to Jameton's definition as Reactive distress; Moral judgement; moral Internal factors, for example, 

pe1·ceived powerlessness; 
external factors, for example, 

inadequate staffing: clinical 
situations, for example, 

Negative: desensitization; 
withdrawal; conscientious 

objection; leaving the position/ 
profession 

States 

Lutzen and 
Kvist,28 Sweden 

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

and external constraints 

'[A] person's experiences of 
external factors preventing 

him/her from doing what he or 
she thinks is the right thing to 

do. at the same time as being 
aware of his or he1· inability to 

take action according to 
internalized moral guidelines' 

(pp. 16-17) 

moral residue; 

crescendo 
effect 

Stress; stress of 
conscience; 

initial distress; 
reactive 
distress; moral 
residue 

integrity; occupational role; 
erosion and compromise of 
core moral values; 

desensitization 
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 

Positive: 'positive catalyst' (p. 13); 
p1·events moral blindness; 

reflection on moral duties 

(continued) 
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Table I. (continued) 

Author, country 

Pauly et al., 12 

Canada 

Varcoe et al.,29 

Canada 

Jameton,30 United 
States 

Johnstone 
and 
Hutchinson,' 3 

Australia 

Definition Related terms 

'[A]ssociated with the ethical Initial distress; 
dimensions of practice and reactive 
concerns related to difficulties distress; moral 
navigating practice while 

upholding professional values, 
responsibilities and duties' 

(p. 2) 
'[T]he experience of being 

seriously compromised as a 
moral agent in practicing in 

accordance with accepted 
professional values and 
standards. It is a relational 
experience shaped by multiple 
contexts, including the socio-
political and cultural context of 
the workplace environment' 

(p. 59) 

'Moral distress ... arises when 

individuals have clear moral 
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 
ambivalence needs to be 
resolved toward a choice' 
(p. 303) 

residue 

Moral residue 

Not stated 

'Linchpin to the theory of moral Initial distress; 
distr·ess is the idea that nurses 1·eactive 
know what is the right thing to distress; moral 
do but are unable to carry it 1·esidue 

out' (p. 4) 
Considers the standard definition 

of MD but argues that it 

Normative meaning Sources Impact 

Moral agency; personal integrity: Professional position; policies; Negative: withdrawal from 
professional values, workload; efficiency measures patients; unsafe/poor patient 
responsibilities, duties; care; decreasing job 
structural conditions that give 

rise to moral distress 

Moral agency; personal integrity 

and identity; serious 
compromise of deeply held 

personal/professional values; 
contextual; relational; 

interpersonal, structural 

Moral judgement; 
moral choice; moral actions; 

involvement in moral 
wrongdoing; lacking authority; 
constrained agency; 
constrained advocacy 

Moral judgement; moral 
integrity; moral competency; 
moral intuition; moral 

imposition; moral 
disagreement 

Social and health inequities; 
discrimination; scarce 
resources; individual and 

structural factors, for 

example. deception, non­
disclosure; inability to enact 
standards 

Aggressive treatment; 
contributing to patients' 

suffering; proximity to 
patients; power imbalances; 

nurse-physician conflicts; lack 
of support; lack of opportunity 
to voice concerns 

satisfaction; leaving nursing 

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

Positive: clarifies ethical 
commitments and strengthens 
resolve 

Negative: ambivalence; passivity 
Positive: energizing response -

activism 

Nurses' own perceptions; lack of Negative: threat to quality of 
mor·al 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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Table I. (continued) 

Author, country 

Peter and 
Liaschenko, 31 

Canada and 
United States 

Rushton et al.,32 

United States 

Definition 

conceptually and empirically 
problematic 

Related terms 

MD is an umbrella concept, the Not stated 
'response to constraints 

experienced by nurses to their 
moral identities, 

responsibilities, and 
relationships' (p. 337) 

'Moral distress' is defined as 'the Conscience; 

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 

resu It of real or perceived 
constraints, participates in 

perceived moral wrongdoing'. 
(p. I 074; cited from Nathaniel 

A: Moral distress among 
nurses. American Nurses 

Association Ethics and Human 
Rights Issues Updates 2002; 

I (3a)) 

secondary 
stress: 
crescendo 
effect 

Normative meaning 

Moral response; damaged moral 
identity; relational; moral 

responsibility: moral 
habitability; 'morality is a 

socially embodied 
accomplishment' (p. 339) 

Sources 

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 
Moral judgement; individual and Pain and suffering of dying 

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

patients; conflicting moral 
demands and value conflicts; 

perceived inappropriate or 
burdensome use of 
technology 

Impact 

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 andior 

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 Deady14 and Johnstone and Hutchin­
son13 are also very critical of the operationalization of the concept of MD in empirical literature. The fonner 
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 disciplina1y perspectives. Taking this view even fmiher, 
Johnstone and Hutchinson13 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
inition, 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. 5.t 1,

14.t 5
,
23

.2
4

,
2832 As Epstein and Hamric24 

put it: 'A hallmark of moral distress is the presence ofconstraints, 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. 1222

•
27

-
29

'
31 Varcoe et al.29 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, beliefo). 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 identified 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 (l) 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. 11 

·· 1
4

,
20

,
24

,
28

'
29 Jameton 19 originally distinguished between 'initial' and 'reactive' MD in the follow­

mg 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 feel when they do not act upon their initial distress. (p. 544) 

HHS Conscience Rule-000537912 
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McCarthy and Gastmans 143 

Drawing on Wilkinson,4 Jameton 19 suggests that reactive MD involves crying, depression, nightmares, 
feelings of worthlessness, heart palpitations, dianhoea 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 Baylis33

: 'that which each ofus canies 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 Hamric24 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 11 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. Cribb26 

deploys the term 'moral stress' rather than 'moral distress' in order to interrogate the moral burdens that nurses 
undertake in their everyday enactment of their professional role and to distinguish these routine tensions from 
the more acute ethical crises that he considers arc usually discussed in the literature on MD: 

I am using the expression 'moral stress' rather then 'moral distress' lo indicate the routine and pervasive nature of 
the burden of role occupation - much of which is not ove1ily distressing and is not tied in with felt crises about 
whether or not to fulfil one's official duties. [ ... j. This is because in these instances we can see that the possible 

hanns or wrongs at stake are relatively contestable or relatively minor ones, and we recognize that there are good 
reasons - stemming from the legitimate demands of role occupation [ ... J to do what is expected ofus. (p. 124) 

Lutzen et al.21 and Lutzen and Kvist28 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. Lutzen and Kvist28 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).28 Hanna5 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. 32 also refer to conscience as a faculty that sensitizes the individual to the morally 
salient features of distressing situations and triggers J\.ID 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. 

HHS Conscience Rule-000537913 
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144 Nursing Ethics 22( I) 

Normative meaning 

All of the articles deploy a range of nonnative terms in an effort to capture the specifically moral elements of 
MD. We have already refen-ed to some of these (e.g. moral agency and conscience) above, but there are 
others that we think important to delineate in order to paint a complete picture of the moral tem1in of 
MD. The normative meaning of MD, as the authors in our review articulate it, relates to (I) 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 is 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 ofmoraljudgement/decision/actioniresponse. As McCarthy and Deady14 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 19 uses the term 'moral judgement' ve1y deliberately in order to distinguish between the mean­
ings of 'moral dilemma' and 'moral distress'. ln 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 
because 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, Jameton30 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 Liitzen et al.,21 Liitzen and Kvist28 and Rushton et al. 32 

which draw attention to a broad range of psychological responses to stressful situations imply that the 
Jines 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 directly, Repcnshck15 and Johnstone and Hutch­
inson 13 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, 1 5 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 13 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 knov,; what is the right thing to do but are unable to 
carry it out. I .. , ] 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) 13. (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 clanger that they will impose these views on patients: 

where the 1ightness 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 interests13

. (p. 8) 

Personal and professional identity and integrity. With the exception ofJ amcton, 19 Lutz6n ct al., 21 Kopala and 
Burkhart,23 Uitzen and Kvist28 and Jameton,30 who do not refer to it, all of the a1ticles 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,20 many of the authors reviewed accept Webster and Baylis' 33 account of moral 
integrity which McCarthy and Deacly 14 define as 'involving a coherence between beliefs and actions' 
(p. 257). Corley2° 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. 645) 

In a similar vein, Epstein and Hamric24 understand MD as a result of ·a perceived violation of one's core 
values and duties' (p. 331 ), which, left unaddressecl, can lead to an erosion of moral integrity. 

According to McCarthy and Deady, 14 '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 in-eversibly alter one's sense of self and personal identity. 

Hanna,5 Rcpcnshck 15 and Cribb26 pay particular attention to the relationship between MD, personal 
integrity and professional identity. First, Hanna5 finds fault with Jameton's 1 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, Hanna5 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).5 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 failure to act as a good 
human being, the contrary may also be true if the demands of professional practice (e.g. to assist with eutha­
nasia or elective abortions) are contrary to a nurse's own conscience. As indicated earlier, Hanna5 sees 
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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' ,5 in other words, MD. In this way, Hanna5 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). 

Repenshek15 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: 15 

a distinction should be made between a true inability to act on patients' behalf when professional integrity is seen 
as being jeopardized and the potential lack of clarity and decisiveness on the part of nurses regarding their more 
concrete ethical obligations. (p. 73 8) 

Jn order to avoid applying their own subjective moral stances to their professional lives, Rcpcnshck sug­
gests that nurses could appeal to moral nonns such as those supplied by the Catholic tradition which arc 
objective but also leave some room for subjectivity - the prndential 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.2627

•
29 Cribb26 is particularly concerned with the moral stress that follows on 

tensions between personal moral integrity and role occupation. His article addresses 'the routine moral bur­
den of occupying a professional role and having to negotiate tensions between the nonnative expectations 
attached to that role and one's own personal moral compass' (p. 119).26 

Cribb acknowledges that given the complex nature of human beings, there 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,26 nevertheless, suggests that we become who we are as ethical 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,26 as with Hanna, it is not a straightforward matter to untangle one's personal and professional 
identity: 

Ifwc assume a role such as being a nurse or doctor we become pa1i of a demanding and complex set of account­
abilities to profession. colleagues, institutions, etc. that has a prima facie claim 011 what we do. 'vV c may exercise 
conscientious objection to involvement in certain activities but surely 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 uneasiness prompts them to challenge the status quo. In short, for Cribb,26 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 confened 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 constmcted ··· 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 frc:quency of. and kinds of, moral stress experienced by professionals.26 (p. 127) 

Like Cribb, Austin27 and Varcoe et al.29 are also concerned about the relationship between professional 
identity and personal integrity. They wony 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. H. t

4
,
31 Johnstone and Hutchinson u make the point: 

There is 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 Liaschenko29
•
31 also wony about the discourse of MD but for different reasons. They see the 

professional identity of nurses as inextricably 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' 22 (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. Tnstead 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 
l d h b . f h' l l . MD 'I'h . 1 d 1 . . . i 1 14 20 21 32 I 1ave an on t e asis o · w 1c 1 t 1ey expenence 1 • ese me u e mora sens1t1v1ty, · · · ·- mora 
imagination,20 moral responsiveness,22 moral comportment,2° moral virtues,23 principled compassion,32 

moral courage,20
'
32 moral knowledge28 and moral empathy and resilience. 32 

Scope o( 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 19 

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. Walsh25 also 
attempts to reduce the level of responsibility that nurses 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 limited. In tum, 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. 7 47). 25 Instead, she advocates, ' [ a]ccept that, in 
this world, you can only do your best under the circumstances' (p. 748). 25 
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On the other hand, while Jameton and Walsh place emphasis on the limits ofnurses' moral responsibility, 
Johnstone and Hutchinson 13 arc 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). 13 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,27 Pauly et al., 12 Varcoe et al.29 and Peter 
and Liaschenko31 refer to the embodied, contextual and structural nature of moral responsibility and MD. On this 
view, moral responsibilities and moral obligations arc divided out and experienced 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.29 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. 

ln a similar vein, Austin27 describes MD as an 'ethical 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 or 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. 14
• 
19

•
23

•
26

-
31 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 ofrecognition 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. 29 

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 example, Uitzen et al.21 refer to moral sensitivity as a source of MD while Uitzen and Kvist,28 Johnstone 
and Hutchinson, 13 Peter and Liaschenko31 and Rushton et al.32 all refer to value conflicts as a contributor to 
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MD. Liitzen and Kvist:28 refertounhealthyethical climates while Peterand Liaschenko31 refer to morally unin­
habitable workplaces. Other authors view the challenges that nurses meet in order to enact their professional 
roles as a source of MD. For example, Cribb26 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 Austin27 and 
Peter and Liaschenko31 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 
ofresolve, 14 the lack of moral competency, 13 lack ofknowledge 11 and lack of courage and self-doubt.23 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 trnth-telling. 5

·
15 

Impact 

Generally, the authors in this review indicate that MD has a negative impact on nurses' personal and pro­
fessional lives.11-15•19-21·24·28'29·30 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 staff turnover. 

According to some authors, MD can also deaden nurses' moral sensitivities. Nurses can become desen­
sitized, or passive, silent, deaf 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 families' interests and longer hospital stays. 11- 14,20·22·24·25·28 

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 Hanna5 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, Liitzen and Kvist28 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 grcmth 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 
ethical commitmcnts.5

•
14·20

•
21 '29·32 For Peter and Liaschcnko,31 MD can prompt critical questions, open up 

dialogue and communication about values, assumptions and expectations and enable nurses to create 
counter-stories that challenge the meta-nanatives 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, 11'24·30 confront baniers 
to patient choice, 2032 empower patients through educational interventions,23

'
32 cany out acts of resistance and 

advocate for patients, 27 engage in activism30
•
32 and evaluate the moral habitability of environments. 31 

Discussion 

Methodological strengths and limitations 

As far as we know, this is the first aq,,>ument-based literature review of the topic of MD. In writing it, we 
followed a clear methodological approach ofreviews of argument-based literature developed by McCul­
lough et al. 16

· 
17 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 McDouga11's18 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 qualitative3 and quanti­
tative2 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, ham1s 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 ofauthors 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'. 1n doing so, they signal differ­
ences between Jameton's 1

•
19 understanding of MD and their own. Repenshek15 and Johnstone and Hutchin­

son, 13 in particular, take issue with Jameton' s starting point and his claim that MD can arise 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
disciplina1y 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 explains his rationale for developing his 
account of MD almost 30 years before as a means of'putting a nursing perspective across in a stratified bureau­
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. 30 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.3435 

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 profes­
sional role. 5

•
15

'
26 However, some also share Jameton's worry that the nurse's role is itselfbecoming unbear­

able due to the way in ,vhich it is currently constituted and the toxic conditions of the healthcare 
environments within which nurses work.26

•
27

•
29

•
30 The solutions offered 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. 11

•
27·30

•
32

•
31 

Conclusion 

The current interest in conceptualizing and operationalizing MD indicates that Jameton's distinction 
between standard ethical 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 13 that is intended to make healthcare organizations morally 'safe place[ s ]' 13 (p. 7) or a 
strncture-oriented approach from Austin, 27 Varcoe et al. 29 and Peter and Liaschenko31 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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andjohn D. Lantos, M.D. 

ABSTRACT 

BACKGROUND 

There is a heated debate about whether health professionals may refuse to provide 
treatments to which they object on moral grounds. It is important to understand how 
physicians think about their ethical rights and obligations when such conflicts emerge 
in clinical practice. 

METHODS 

We conducted a cross-sectional survey of a stratified, random sample of2000 prac­
ticing U.S. physicians from all specialties by mail. The primary criterion variables 
were physicians' judgments about their ethical rights and obligations when patients 
request a legal medical procedure to which the physician objects for religious or 
moral reasons. These procedures included administering terminal sedation in dying 
patients, providing abortion for failed contraception, and prescribing birth control 
to adolescents without parental approval. 

RESULTS 

A total of 1144 of 1820 physicians (63%) responded to our survey. On the basis of 
our results, we estimate that most physicians believe that it is ethically permissible 
for doctors to explain their moral objections to patients (63%). Most also believe that 
physicians are obligated to present all options (86%) and to refer the patient to an­
other clinician who does not object to the requested procedure (71%). Physicians 
who were male, those who were religious, and those who had personal objections 
to morally controversial clinical practices were less likely to report that doctors 
must disclose information about or refer patients for medical procedures to which 
the physician objected on moral grounds (multivariate odds ratios, 0.3 to 0.5). 

CONCLUSIONS 

Many physicians do not consider themselves obligated to disclose information 
about or refer patients for legal but morally controversial medical procedures. Pa­
tients who want information about and access to such procedures may need to in­
quire proactively to determine whether their physicians would accommodate such 
requests. 
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R:
CENT CONTROVERSIES REGARDING PHY­

icians and pharmacists who refuse to pre­
cribe or dispense emergency and other 

contraceptives have sparked a debate about con­
scientious objection in health care.1

•5 On the one 
hand, most people believe that health profession­
als should not have to engage in medical practices 
about which they have moral qualms. On the oth­
er hand, most people also believe that patients 
should have access to legal treatments, even in 
situations in which their physicians are troubled 
about the moral implications of those treatments. 6 

Such situations raise a number of questions about 
the balance of rights and obligations within the 
doctor-patient relationship. Is it ethical for phy­
sicians to describe their objections to patients? 
Should physicians have the right to refuse to dis­
cuss, provide, or refer patients for medical inter­
ventions to which they have moral objections? 

The medical profession appears to be divided 
on this issue. Historically, doctors and nurses have 
not been required to participate in abortions or 
assist patients in suicide, even where those inter­
ventions are legally sanctioned. In recent years, 
several states have passed laws that shield physi­
cians and other health care providers from adverse 
consequences for refusing to participate in med­
ical services that would violate their conscienc­
es.7 For example, the Illinois Health Care Right of 
Conscience Act protects a health care provider 
from all liability or discrimination that might re­
sult as a consequence of "his or her refusal to 
perform, assist, counsel, suggest, recommend, 
refer or participate in any way in any particular 
form of health care service which is contrary to 
the conscience of such physician or health care 
personnel."8 In the wake of recent controversies 
over emergency contraception, editorials in lead­
ing clinical journals have criticized these "con­
science clauses" and challenged the idea that phy­
sicians may deny legally and medically permitted 
medical interventions, particularly if their objec­
tions are personal and religious. Charo, for exam­
ple, suggests that the conflict about conscience 
clauses "represents the latest struggle with regard 
to religion in America,'' and she criticizes those 
medical professionals who would claim "an unfet­
tered right to personal autonomy while holding 
monopolistic control over a public good."2 Sa­
vulescu takes a stronger stance, arguing that "a 
doctor's conscience has little place in the delivery 
of modern medical care" and that "if people are 
not prepared to offer legally permitted, efficient, 

and beneficial care to a patient because it conflicts 
with their values, they should not be doctors."9 

In spite of such debates, there have been few 
empirical studies of how physicians think about 
their responsibilities when their own moral con­
victions conflict with their patients' requests for 
legal medical procedures. We examined data from 
a national survey of U.S. physicians to determine 
what practicing physicians think their obligations 
are when a patient requests a legal medical pro­
cedure to which the physician has a religious or 
other moral objection. We quantify the percentage 
of physicians who might refrain from presenting 
all treatment options to patients or refuse to refer 
them to an accommodating provider, and we ex­
amine whether particular subgroups of physicians 
are more likely to do so. We then discuss the im­
plications for ongoing debates concerning the 
ethics of the doctor-patient relationship. 

METHODS 

This study's methods have been described in de­
tail elsewhere.10,11 In 2003, we mailed a confiden­
tial, self-administered, 12-page questionnaire (see 
the Supplementary Appendix, available with the 
full text of this article at www.nejm.org) to a ran­
dom sample of 2000 practicing U.S. physicians 
65 years of age or younger. The sample was strat­
ified according to specialty. These physicians were 
chosen from the American Medical Association 
Physician Masterfile - a database intended to 
include all physicians in the United States. We in­
cluded modest oversamples of psychiatrists and 
physicians who work in several other subspecial­
ties that deal particularly with death and severe 
suffering, in order to enhance the power of anal­
yses that are not central to this article. Physicians 
received up to three separate mailings of the ques­
tionnaire, and the third mailing offered $20 for 
participation. The study was approved by the insti­
tutional review board of the University of Chicago. 

QUESTIONNAIRE 

The primary criterion variables were physicians' 
responses to the following three questions: "If a 
patient requests a legal medical procedure, but 
the patient's physician objects to the procedure for 
religious or moral reasons, would it be ethical for 
the physician to plainly describe to the patient why 
he or she objects to the requested procedure? Does 
the physician have an obligation to present all 
possible options to the patient, including infor-
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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 affiliations. 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 life12 - 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 Scale13 and 
have been validated extensively in previous re­
search.13-15 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 that 
included Buddhist, Hindu, Mormon, Muslim, East­
ern Orthodox, and other). Organizational16 or 
participatory17 religiosity was measured according 
to the frequency of attendance at religious ser­
vices (never, once a month or less, or twice a month 
or more). 

To determine whether physicians' judgments 
about their ethical obligations are associated with 
their views on controversial clinical practices, we 
asked the survey respondents whether they have 
a religious or moral objection to terminal seda­
tion (administering 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 

Weights18 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 doctor to describe that objec­
tion to the patient (63%) 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 to report that doctors may describe their 
objections to patients, and they were less likely 
to report that physicians must present all options 
and refer patients to someone who does not ob­
ject to 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 their reli­
gious or moral objections and less likely to report 
that physicians are obligated to refer patients to 
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Table 1. Characteristics of the 1144 Survey Respondents and Objections to Controversial Clinical Practices.* 

No./Total No. No.{Total No. 
Characteristic (%) Characteristic (%) 

Female sex 300/1142 (26) Religio us characteristics 

Race or ethnic grou p"j" Intrinsic re ligiosity 

White, non-His panic 869/1121 (78) Low 407 /1098 (3 7) 

Asian 138/1121 (12) Moderate 292/1098 (27) 

Hispanic or Latino 57 /1121 (5) High 399/1098 (36) 

Black, non-Hispanic 26/1121 (2) Attendance at religious services 

Other 31/1121 (3) Never 114/1128 (10) 

Region Once a month or less 499/1128 (44) 

South 386/1142 (34) Twice a month or more 515/1128 (46) 

Midwest 276/1142 (24) Religious affiliation 

Northeast 264/1142 (23) Protestant 428/1127 (38) 

West 216/1142 (19) Catholic 244/1127 (22) 

Practice in academic medical center 353/1115 (32) Jewish 181/ 1127 (16) 

Practice in religious ly oriented center 138/1111 (12) None 117/1127 (10) 

Primary specialty Other 15 7/1127 (14) 

Medica l and subspecialties 231/ 1142 (20) Opinions about controversial clinical practices 

Family practice 158/1142 (14) Terminal sedation 

Pediatrics and subspecialties 147/1142 (13) Do not object 915/1097 (83) 

General internal medicine 129/1142 (11) O bject 182/1097 (17) 

Psychiatry 100/ 1142 (9) Abortion due to failed contraception 

Surgery and subspecialties 100/1142 (9) Do not object 527 / 1091 (48) 

Obstetrics and gynecology 80/1142 (7) O bject 564/1091 (52) 

Other 197/1142 (17) Prescription of birth control to adolescents 
without parenta l consent 

Do not object 647/1108 (58) 

O bject 46 1/1108 (42) 

'' Numbers do not al l s um to 1144 because not all respondents answered all the questions. The mean (±SD) age of respo ndents was 49.0±8.3 
years. 

'j' Race and ethni c group were reported by patients on the survey. 

596 

someone who does not object to the requested 
procedure. 

Physicians who objected to abortion for failed 
contraception and prescription of birth control 
for adolescents without parental consent were 
more likely than those who did not oppose these 
practices to report that doctors may describe 
their objections to patients (P<0.001 for both com­
parisons); the association for the objection to 
terminal sedation was not significant (P=0.11) 
(Table 4). Physicians who objected to the three 
controversial medical practices were less likely 
to report that doctors must present all options 
and refer patients to other providers (P<0.001 for 

all comparisons). The associations for religious 
characteristics and objections to controversial 
clinical practices persisted after controlling for 
age, sex, ethnic group, region, and specialty. 

After adjustment for religious characteristics 
and other covariates, region, race or ethnic group, 
practice in an academic medical center, and prac­
tice in a religiously oriented health center were 
not significantly associated with any of the crite­
rion variables. However, with increasing age, phy­
sicians were more likely to report that doctors may 
describe their objections to patients (odds ratio for 
each additional year of age, 1.02; 95% confidence 
interval [CI], 1.00 to 1.04). Men were more likely 
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than women to report that physicians may de­
scribe their objections (odds ratio, 1.8; 95% CI, 
1.3 to 2.5) and less likely to report that physi­
cians are obligated to present all options (odds 
ratio, 0.5; 95% CI, 0.3 to 0.9) and refer patients 
to an accommodating provider (odds ratio, 0.5; 
95% CI, 0.3 to 0.7). 

Table 2. Opinions about the Ethical Obligations of a Physician Who Objects 
to a Legal Medical Procedure Requested by a Patient. 

DISCUSSION 

Question and Response 

Would it be ethical for the physician to plainly describe to 
the patient why he or she objects to the requested 
procedure' 

Yes 

Undecided 

No 

Does the physician have an obligation to present all possi­
ble options to the patient, including information 
about obtaining the requested procedure? 

Yes 

Undecided 

No 

Does the physician have an obligation to refer the patient 
to someone who does not object to the requested 
procedure? 

Yes 

Undecided 

No 

No.(%)* 

715 (63) 

168 (15) 

244 (22) 

981 (86) 

61 (6) 

86 (8) 

820 (71) 

114 (11) 

194 (18) 

Most of the physicians in our survey reported that 
when a patient requests a legal medical interven­
tion to which the physician objects for religious 
or moral reasons, it is ethically permissible for 
the physician to describe the reason for the ob­
jection but that the physician must also disclose 
information about the intervention and refer the 
patient to someone who will provide it. However, 
the number of physicians who disagreed with or 
were undecided about these majority opinions 
was not trivial. If physicians' ideas translate into 
their practices, then 14% of patients - more than 
40 million Americans - may be cared for by phy­
sicians who do not believe they are obligated to 
disclose information about medically available 
treatments they consider objectionable. In ad­
dition, 29% of patients - or nearly 100 million 
Americans - may be cared for by physicians who 
do not believe they have an obligation to refer the 
patient to another provider for such treatments. 
The proportion of physicians who object to cer­
tain treatments is substantial. For example, 52% 
of the physicians in this study reported objections 
to abortion for failed contraception, and 42% re­
ported objections to contraception for adoles­
cents without parental consent. 

'' Popu lation estimates account for the survey design. Percentages reAect 
weighted results. 

The findings of this study may be important 
primarily for patients. They should know that 
many physicians do not believe they are obligated 
to disclose information about or provide refer­
rals for legal yet controversial treatments. Patients 
who want full disclosure from their own physi­
cians might inform themselves of possible med­
ical interventions - a task that is not always 
easy - and might proactively question their phy­
sicians about these matters. Patients may not have 
ready access to information about physicians' reli­
gious characteristics and moral convictions. Thus, 
if patients are concerned about certain interven­
tions for sexual and reproductive health and end­
of..life care, they should ask their doctors ahead 
of time whether they will discuss such options. 

If a patient wants a treatment that the physician 
will not provide, the patient may choose to con­
sult a different physician. 

Physicians' judgments about their obligations 
are significantly associated with their own reli­
gious characteristics, sex, and beliefs about mor­
ally controversial clinical practices. Female phy­
sicians are more supportive of full disclosure and 
referral than are male physicians, perhaps be­
cause many controversial issues in medicine (e.g., 
abortion, contraception, and assisted reproduc­
tive technologies) disproportionately involve the 
sexual and reproductive health of women. Reli­
gious physicians are less likely to endorse full 
disclosure and referral than are nonreligious phy­
sicians, perhaps because, as many previous stud­
ies have shown, religious physicians are more 
likely to have personal objections to many con­
troversial medical interventions. Thus, those phy­
sicians who are most likely to be asked to act 
against their consciences are the ones who are 
most likely to say that physicians should not have 
to do so. 

These conflicts might be understood in the 
context of perennial debates about medical pa­
ternalism and patient autonomy. Strong forms of 
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Table 3. Opinions about Physicians' Ethical Obligations According to the Religious Characteristics of the Respondents.'' 

No. of 
Respondents Physicians May Describe Physicians Are Obligated to Disclose 

Religious Characteristic (N=ll44) Their Moral Objections All Possible Options 

Multivariate Multivariate 
Odds Ratio Odds Ratio 

% PValue (95%CI) % P Value (95%CI) 

Intrinsic religiosity 0.001 0.001 

Lowj" 405 56 1.0 92 1.0 

Moderate 290 62 1.4 (1.0-2.0) 84 0.4 (0.2--0. 7) 

High 397 73 2.5 (1.7- 3.5) 81 0.3 (0.2--0.5) 

Attendance at re ligious services 0.001 0.001 

Never'j' 111 51 1.0 94 1.0 

Once a month or less 496 59 1.5 (0.9-2.4) 89 0.5 (0.2-1.3) 

Twice a month or more 513 71 2. 7 (1.6- 4.3) 82 0.3 (0.1--0.7) 

Re ligious affiliation 0.003 0.002 

Protestant 427 70 2.3 (1.4-3.8) 86 0.5 (0.2-1.3) 

Catholic 243 63 1.8 (11-3.0) 79 0.2 (0.1--0.6) 

Jewish 179 56 1.1 (0.6---1.9) 93 0.9 (0.3-2.7) 

None'j' 116 52 1.0 92 1.0 

Other 153 63 1.5 (0.8- 2.7) 89 0.4 (0.1- 1.2) 

'' Population estimates account for the survey design. Percentages reflect weighted results. 
'j' This was the reference category. 
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duct."23 Unfortunately, at times the only accom­
modation that is acceptable to both the patient 
and the physician may be termination of the 
clinical relationship.19,20,22,23 

vignettes, patients' reports, or direct observation 
to measure more directly the ways in which phy­
sicians respond to moral conflict in the clinical 
encounter. 

Our study has several important limitations. Notwithstanding these limitations, the results 
of our study suggest that when patients request 
morally controversial clinical interventions, male 
physicians and those who are religious will be 
most likely to express personal objections and 
least likely to disclose information about the inter­
ventions or to refer patients to more accommo­
dating providers. Ongoing debates about consci­
entious objections in medicine should take account 
of the complex relationships among sex, religious 
commitments, and physicians' approaches to mor­
ally controversial clinical practices. In the mean­
time, physicians and patients might engage in a 
respectful dialogue to anticipate areas of moral 
disagreement and to negotiate acceptable accom­
modations before crises develop. 

Although we did not find substantial evidence of 
a response bias,10,11 unmeasured characteristics 
may have systematically affected physicians' will­
ingness to respond in ways that bias our results. 
In addition, physicians in different specialties face 
different arrays of morally controversial practic­
es. Because this study included physicians from 
all specialties, many participants were asked to 
report moral judgments about medical practices 
with which they may have had little or no clini­
cal experience. Moreover, physicians' judgments 
about their general obligations do not necessarily 
correspond with their judgments about any par­
ticular clinical scenario, and we do not know how 
their judgments about their obligations translate 
into their actual practices. Finally, we had three 
criterion measures and several predictors. There­
fore, although hypotheses were theoretically spec­
ified and the expected associations were consis­
tently observed, there was the risk of an inflated 
type 1 error due to multiple comparisons. For all 
of these reasons, our findings should be consid­
ered preliminary, and future studies should use 
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and Trainees: Legalism and other 

Consequences for Patients and Colleagues 
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Health care pro.Jessionals · and trainees' conceptions cf their re 
sponsibilities to patients can change over time.for a number of rea­
sons: evolving career goals, desires to sr?rue dtfferent patient 
populations, and changin1-1, farnilv obliP,ations, for example. 5'ome 
changes in conceptions of responsibility are healthy, but others ex­
press moral damage. Clinicians· changes in their conceptions qf 
what they are responsible.for express moral damage when their re­
sponses to others express a meage1; rather than robust, sense qf 
what thev owe others. At least two important expressions C?( moral 
damage in the conte:,:t qf health care are these: callousness and di­
vestiture. Callousness describes the poor condition qf a clinician's 
capacity for moral perception; when her capacizv to accurate(y ap­
preciate features cif moral relevance that configure others' needs, 
vulnerabilities, and desert q{care diminishes, such that she fails to 
respond with care to those for whom she has duties to care, she is 
callous. Callousness has been e>..plored in detail e!seu.:here, 1 and so 
the focus of this paper is diz1estiture. A clinician divests when the 
value of responding with care to others becomes less centrally and 
importantly constitutive qf his personal andprqfessional identity. 
Divestiture has important consequences for patients and health 
prqfessions education. which I wi!I explore here. 

Keywords: callousness, clinical moral perception, legalism, moral 
damage, professionlism 
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28 Christy A. Re11tmeester 

I. INTRODUCTION 

A clinician with a robust sense of what she owes others responds to patients 
wilh care, ralher Ll1an impersonally. What it means for a clinician LO respond 
to someone with care is for her to respond, within reasonable limits of her 
professional capacity, to that person's particular vulnerabilities. A clinician 
with a robust sense of what she owes others also responds to patients with 
understanding that how she responds to otl1ers 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. 2 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 
wilh lhe account I jusl mentioned, however. H suggests lhal health care pro­
fessionals 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 identities of caregivers prompt 
broad, but interesting, important, and complex questions about how l1ealth­
care professionals balance their duties to themselves and others: "How ought 
professional caregivers prioritize their duties to care for patients and their 
duties Lo 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 model 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 Lo adjust. for some of the follmving 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 one's training and professional development. ln this paper, however, l 

do not endorse a particular model for professionals to 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
sponcl to patients who arc 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.3 Health care professionals' struggles Lo manage per­
sonal and professional demands arc 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"6 have been explored more recently. 
These studies make clear that, though first used over 25 years ago, the 
v1aslach Burnout Inventory (MBI)7 remains the "gold standarcl"8 tool for col­
lecting data about professionals' responses to workplace demands and 
stress. 

One social scientist, Ca1y Cherniss, used the MBI in his Beyond Burnout, 
and his work is remarkable and worthy of moral philosophical focus because 
i1 looks closely at professionals' dispositional changes over time.9 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. ln 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_lO A moral theoretical analysis of how the value of 
service to others can become less centrally definitive of personal and profes­
siona J 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 1 take up here. 

In what follows, T offer interpretations, in moral terms, of one particular 
behavioral response to emotional distress in the workplace, which Chcrniss 
called "cutting back." 11 I canvass ways in which cutting 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 Lhis process of divestiture affect one's own view of one's moral 
character?" Concisely, I 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. 

IJ. ''C1~TTTNG BACK" AND "SURVIVAL MODE": BEHAVlORAt RESPONSES 
AND MORAL PERCEPTION 

Cultivating a richer understanding of l1ow 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 effects of 
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30 Christy A. Re11tmeester 

stress have, in the past few years, received medical and scientific allention. 12 

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. 
Chemiss observed an important common response among the health care 
practitioners he studied, however. According to Cherniss, they reduced their 
involvemem in Lheir work when they felt Lhat their abilities to meet Lheir 
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 surz 1i11al mode. Survival mode is a reorientation of one's at­
tention from the needs of others to one's own needs. Chemiss suggests that 
survival mode is volunta1y 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."13 Tn moral terms, 
when a practitioner works in survival mode, he refocuses hi.-; perception 
from others' vulnerabilities to his own. 

lt is not obvious how such reorientation of one'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 ne,v environmenl, 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. 
Not all reductions in a practitioner's sense of what he is responsible for ex­
press a practitioner's reduced sense of what she owes otl1ers. A distinction is 
needed. 

Recall the definition of moral damage I introduced earlier: a practitioner's 
response expresses moral damage wl1en "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 I 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 cul hack 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 al 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, tl1e quality of a practitioner's moral perception migl1t 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, 14 

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 practilioner thinks she has a reason lo 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 secs 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, 15 left public service to prac­
tice in more lucrative private sector jobs, :mcl sought to serve less difficult 
clients.16 IIe remarked that those who entered a profession because they 
"want[ed] Lo serve oLhers" became those who ·'began Lo focus more and 
more on their own nccds."17 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; Ll1e 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 DANIAGE AND PROFESSIONALISM 

As I l1ave mentioned, practitioners can suffer several forms of moral dam­
age. I will consider two here that can have significant effects 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 l1is 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 consiuer 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 sl1ould prompt healtl1 professions educators 
to consider and assess whether anu 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,"18 who appears 
to have cut back: 

Wben I arrived in medical school, I 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 
motivated her lo allend medical school and the ones she viewed her men­
tors and teachers endorsing: "People arc rude, the hours arc long ... [l]ifc 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 I think activism is futile. It isn't just that there ·will akvays he more to 
do-it's that most projects are BandAid treatments that provide an opportunity to 
feel good aboul oneself Lhal isn't juslified ... lRJather than try to change everything 
that I consider wrong in the hospital or the community at large, T jusc 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, 
anu blame, which she <.lirected toward herself. She described what she fell 
as a need to "just make it througl1 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 sufficient to regard her cutting 
back as a mature reorientation of her life's path rather than as a desperate 
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aLtempl lo a void annihilalion in a syslem of medical education and profes­
sionalization she suggests is brutal. 

Morally, Andrea's self-conception cl1anged from someone who was "ea­
ger Lo get involved'' lo someone who was "just lry[ing] to gel through school." 
-"Jot 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 secs features of the situations she faces as configuring reasons to 
respond politically; she has come to believe that ''activism is futile." l 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 Lo cul 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 profcssionalization; 
her moral perception became less capacious. The scope of wl1at 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 lJnited 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 stales, ''I 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 lo 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 
va1ying 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) !hat they think (rightly or wrongly) make their jobs easier and their 
practices tnore efficient. Faculty mentors arc likely to pass along to trainees 
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Lhe practices of perception to which they have become habituated during Lhe 
courses of their careers. Some of these strategies for negotiating demands of 
the health care work environment can propagate damage within professions 
over time; one of them, which I'll call !egalisrn, tries to negotiate a common 
source of emotional distress among caregivers: fear of being sued. 

Narrowed Moral Perception 

Recall that in moral terms, wl1en a practitioner enters su1vival 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 serir?s cf actions, suspr!Ctr?d to 
be unlikely to benefit patients and unlike£y to generate new information or 
knowledge about how to help patients, out ofa sense that doing it anyway will 
promotr, the impression that a practitioner is "thorouf!,h" and "col'ered"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 Lenns 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, 
tl1ey model a habit of perception of patients' intentions, motivations, and 
characters that muddles the clarity \Vith which patients' needs and vulnera­
bilities can be perceived. \Vhen 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, vulnerabililies, and suffering. 

To be clear, I am not suggesting that practitioners ought never be con­
cerned about being sued. (Nor am l denying that health care professionals 
do have legitimate interests-in personal safety and financial security, for 
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example-LhaL can be threatened and ought Lo be protected in excessively 
litigious societies.) Rather, I have tried to show how defensive, legalistic 
practice is about responding to practitioners' needs and vulnerabilities, rather 
than to patients' needs and vulnerabilities, and I have tried Lo show how le­
galistic practice expresses damaged moral perception. In doing so, I 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 

\vhcn a practitioner suffers moral damage and reduces what he secs 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 MJme professionals cut back by leaving public service-oriented 
jobs to take more lucrative, high-paying jobs ,vith private companies. 19 

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 
wl10 makes a transition from practicing in a poor urban hospital to practicing 
in a suburban medical center, for example, shifts the 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 underin:mrec.l patienls are less likely lo emerge in the majority 
of situations they see as tl1ey practice. ,\,faking a choice to practice in subur­
ban organizations is one way to t1y to exclude a field of particulars (com­
monly associated with de;-1ling with patients who ;-1re 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 sec patients who do not speak English well, patients who arc 
poor single mothers, or patients with severe mental illnesses. Such selectivity 
could suggest that a prnctitioner h::is reduced thE' field of particulars to which 
he sees himself obliged to respond and has reduced the scope of what 
coums as a reason .for hirn Lo 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 sitm1te themselves in certain work environments or among certain 
patient populations. I do suggest, however, that such choices arc 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; workloaclc; 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 environmenL 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: ''OughL a practitioner he allowed lo cul 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, I have tried to motivate the view that moral damage suffered by in­
Jividual practitioners has important consequences for patients and health 
professions education. 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, too. 

V. MORAL DISTRESS IN THE HEALTH CARE \YORK ENVlRONMENT 

Moral distress has been a prominent topic in Lhe 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 lhe philosopher 
Judith Andre, in her Bioethics As Practice. 20 The definition she offers is useful 
here because it articulates that moral distress is not just a psychological prod­
uct of, as the common cliche connotes, "circumstances beyond one's con­
trol," but a deep anguish that comes from the nature of those circumstances 
as systemic, persistently recurrent, and peruasiuely productive cf 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 hut 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 to 
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 molivated lo 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 instih1tions are orga­
nized, how health care is financed, and how health care resources arc 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 Lhey illuminate how cutting back is not always volunlary and 
purposeful, as Chcmiss has suggested. I have argued so far that voluntary cut­
ting back can be morally damaging; now let us consider involuntary cutting 
back and its impact on pracliLioners· moral perception and self-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 wl10 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 I 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 
dont have many supportive people in their lives, and if they do, they're 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. l 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 nevvs 
to her patient impersonally and delivering it with care; when she does it with 
care, she feels like she is done il right. Doing il 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; I don't have time anymore. Now, T tell a patient she's 
pregnant, I 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 om feeling like I've not done my job very well. 

This continuation reveals how this physician sees herself acting differently 
under conditions in which she is pressed to sec 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 knmvs 
she is not responding to her patients with care under these conditions, and 
this makes her feel like she is not doing her job properly. 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 to plan to allow time lo 
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 l1ersclf 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 feels this is 
inadequate and she suffers the harm of seeing herself in degraded moral 
terms. 

She could respond to clinical time restrictions in another way and spend 
the amount of time witl1 each palien! 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 lo clinical Lime reslrictions 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 st.rucLUres 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. 21 However, residents arc rarely encouraged to or 
rewarded for attending meetings and certainly not regularly enough to have 
significant impact on an organization's development of policies that shape 
their working conditions. Increasing clinicians' involvement in policy-making 
can probably have long-Lenn 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, for 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 I 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. Whal hap­
pens morally to a health care profcssional's character when she docs 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 Lo "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 
rnotiuation to serve each 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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InLeresLingly, Lhe physician's awareness of her involuntary response Lo 
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 
tu 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 tried 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. Tf he is conscious that he is curting back, even if he 
does so involuntarily, he can suffer emotional distress when he feels guilty 
for culling 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 DAJ.\IIAGE 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, I tried to show how health care professionals' decisions to 
cut back involvement in their work by cherry picking less clifficulL palienls 
can negatively affect patient care, particularly from a population-based point 
of view. Also, Chemiss suggests that cherry picking has important effects on 
how colleagues treat each other and their students. I will continue exploring 
this idea from a moral theoretical standpoint by considering how cutting 
back can undermine the quality of the mentor.ship 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. 22 In moral terms, one way to understand a per­
son's increased 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 support 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 besl 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 committing errors might be no less than his colleagues'. \'vhen 
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 dysfunctional 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 to 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
eled 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 
arc critical of them, they arc 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 hierarchical health care work environment. Furthermore, students and 
young practitioners are vulnerable to losses if they tty 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. lf perceived by 
their mentors a.-; uncooperative or unwilling to be professionalized as their 
mentors were professionalized (even if they were professionalized poorly 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, mentor.ship be­
comes a less reliable means of modeling caring professional demeanors, 
good 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 1he journal of lvledicine and Philosophy: cal­
lousness (February 2007, 32, 43-64) and divestiture (here). This literature re­
invigorates a stale literature on kindred phenomena such as burnout, 
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 Lo increased emphasis 
in health professions curricula on issues of professionalism? \Vhcn health­
care professionals become morally damaged, how ought organizations re­
spond?" These and other questions suggest to health professions educators 
tl1at 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 nourisl1ing their characters. 

NOTES 

1. ln ·'Should a Good Healthcare Professional Be fat Least a Little) Callous?"' (see references), I pose 
philosophical and empirical questions about callousness and consider its role in health professions train­
ing. In "Third :me! Fourth Year Medical Students' Atiitudes and Experiences with Callousness: The Good, 
the Bad. and the Ambiguous" (see references), my coauthors and I report on students' auitudes 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 \'valker 0998) emphas,zes thar ·'a persistent his­
tory of valuation 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 narmtiue of'mora/ identitv" (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
ture arc Reilly & Ring (2007), Spicbrd (20(Jl\ Weiner ct ;11. (2001), Glashcrg, Eriksso, & Norberg (2007). 
,rnd Flois;rnhin & Levine (2001). 

11 See references to I'igley c 1995) 
5. See reference to Rentmeester, Badma Brack, & K:ivan (frnthcoming). 
6. See reference to Levi et al. (200,fl. 
7. Sec references to Masbch and Jackson (1981a. 198Jh). 
8. Several scholars continue to use the MBI to follow-up on Maslach's, Jackson's, and Cherniss's 

work on burnout among human service profess,onals. See references to llafferty (200 l \ Anderson (2000), 
Bon-itz ct ,1l. (2005), JvlcGrath, Reid, & Boor (2003), and Richardscn (2004). 

CJ_ It is worth noting that Cherniss did not just observe health c:tre prolessionals 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 abom 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 0995). 42. 
12. See reference to Sternberg (2000). 
13 Cherniss 0995), 42. 
M. Rentmeester (2007), 18-9. 
15 Cherniss Cl 995). :37,Jj_ 
16. Chcrniss 0995), 51-9. 
17 Chemiss 0995), 42. 
18 See tbe a1ticle hy Couleh;rn & Williams (2001). Andrea'.s narrative is explored in detail in tbis 

article. These quotatcons are drawn from it. 
19. Cherniss sees four different ways in which: professionals developed new types of goals. He c:1lls 

these ··going for the gold" (pp. 52-3), ·'the search for greater intellectual stimulation" (pp. 54-5). ·'seeking 
status·· (pp. 55---{i), ·'hecoming one's own boss" (pp. 56---7), and ·'looking for less difficult clients'' (pp. 
~7-9) 

20. Andre (2002), 122. 
21. See Pox, Myers, & Pe,1rlman (2007) 
22. Cherniss 0995), 51-9. 
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REVIEW 

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

Kathleen M. Morre/la and Wendy Chavkinb 

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 object to specific aspects of their 
reproductive healthcare because of their status as minors. 

Recent findings 
Recent peer-reviewed publications concerning 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 Italy. 

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 

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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KEY POINTS 

• Conscientious objection to reproductive healthcare has 
become a widespread global phenomenon and 
constitutes a barrier to these services for many women 
including adolescents. 

• Conscientious objection is understudied, complicated, 
and appears to constitute a barrier to care, especially 
for certain subgroups. 

• The degree to which conscientious objection has 
compromised sexual and reproductive healthcare for 
adolescents is unknown. 

• International consensus on conscientious objection 
affirms that providers have a right to conscientious 
objection, but that right should be secondary to their 
primary conscientious duty as healthcare providers to 
provide benefit and prevent harm to patients. 

objection, but all based on these generally accepted 
principles. 

Previous research about conscientious objection 
has been mostly qualitative and/or of methodologi­
cal limitations. A recent review of extensive research 
of medical, public health, legal, ethical, and social 
science examined the prevalence, character, and 
impact of conscience-based refusal, and reviewed 
policy efforts to balance individual conscience, 
autonomy in reproductive decision-making, safe­
guards for health, and professional medical integrity 
[1]. This White Paper concluded that prevalence of 
conscientious objection is difficult to measure, as 
there is no consensus about criteria for what it 

means to be an objector and no standard definition 
of the practice. Nonetheless, consistent trends 
indicate that the array of objectors includes phar­
macists who object to dispensing both medication 
abortion and contraception (including emergency 
contraception), GPs who object to referring patients 
to abortion providers, and providers who object 
to performing an abortion for a minor without 
parental consent even when the law allows it. The 
literature has shown that some clinicians purport to 
be objectors when in fact they are uncomfortable 
with specific patient characteristics or circumstan­
ces, rather than because of deeply held religious or 
ethical convictions. Examples include some doctors 
in Brazil who described themselves as objectors but 
were willing to provide abortions for family mem­
bers [2], and Polish physicians who objected to 
providing abortion in their public sector jobs but 
provided abortions in their fee-paying private prac­
tices [3] . Others suggest some providers object in 
order to avoid stigmatized work rather than for 
reasons of conscience [4]. 

Although no specific studies in the last 
18 months tackled conscientious objection to abor­
tion care pertaining to adolescents, peer-reviewed 
publications address provider attitudes to abortion 
and emergency contraception, ethical arguments 
against conscientious objection, calls for clarifica­
tion of the current laws regarding conscientious 
objection, legal case commentaries, and descrip­
tions of the country-specific impact of policies in 
Russia and Italy. 

Recently published work investigating pro­
viders' attitudes regarding conscientious objection 

International Consensus: 

• 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 treat, or provide benefit 

and prevent harm to patients; conscientious 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 duty 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 practitione rs who do not object for procedures 

medically indicated for their care. 

• Healthcare provide rs must provide patients with timely access to medical services, 

including giving information about the medically indicated options of procedu res for 

care, including those that providers object to on grounds of conscience. 

• Providers must provide timely ca re to their patients when referral to other provide rs is 

not possible and delay would jeopardize patients' health. 

• In emergency situations, provide rs must provide the medically indicated care, regardless 

of their own personal objections. 

FIGURE 1. Principles related to the management of conscientious objection to reproductive healthcare provision. 
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has focused on physicians who object to providing 
referrals for abortion. Norway has more extensive 
regulation of conscientious objection than most: 
healthcare providers must provide written notice 
of conscientious objection, hospitals are required 
to report those individuals to government agencies, 
and a 2011 law explicitly prohibits conscientious 
objection by GPs for referral to abortion. Referral for 
abortion by a GP is a necessary step for women in 
Norway to obtain abortions in their healthcare 
system. One small qualitative Norwegian study of 
seven GPs who objected to referring was conducted 
in 2012-2013 when this law was being contested 
in the legislature [5""]. These general practitioners 
perceived referral for an abortion as contributing to 
the abortion process in a way that they found to be 
morally problematic. They did, however, emphasize 
that they would give information on how patients 
could obtain referrals so as not to obstruct patients' 
legal right to abortion. Most of these GPs also stipu­
lated that their refusal was not absolute; all but one 
would refer in cases of rape or incest, when the 
mother's life was in danger, and sometimes in other 
cases depending on the circumstances. 

A survey of senior medical students in Norway 
revealed that 5% of respondents would object to 
referring for abortion and 15% of the total would 
object to performing a first-trimester abortion [6""]. 
Consistent with the Norwegian social norms found 
in the qualitative interviews with GPs, 92% of the 
students felt that first-trimester abortion should 
remain legal and accessible. A total of 58% of the 
surveyed students said they support conscientious 
objection to performing or assisting with abortion, 
but only 10% support objection to referrals. 

In Brazil, abortion is highly restricted but legal 
in the case of rape, requiring only the woman's 
consent to be permissible. In a recent mixed­
methods study of 1690 Brazilian obstetrician-gyne­
cologists who responded to an electronic, self-com­
pleted questionnaire, 82% said they request at least 
one physical document not required by law before 
agreeing to perform an abortion [7""] . 

Nurses and midwives assist with abortion pro­
cedures in different ways depending on the setting. 
A qualitative study of 17 Italian midwives investi­
gated their experiences taking care of women during 
second-trimester abortions in a hospital setting [8"]. 
These midwives all struggled with the balance 
between empathy and their own personal belief, 
but firmly believed that caring for these women 
was part of their professional duty and that a woman 
should never be judged for her choices. A British 
nurse encouraged clinicians to thoroughly explore 
their own beliefs as a form of self-care, and also 
suggested that team leaders survey individuals' 

beliefs [9"]. She explicitly asserts that conscientious 
objection during care for an emergency abortion 
is 'not valid'. Two Scottish midwife supervisors 
recently brought their conscientious objection case 
to court because they did not want to delegate or 
provide supervision or support at any stage of the 
abortion process [10"]. They lost this case in the UK 
Supreme Court because the deputy president of 
the court Lady Hale concluded that their tasks did 
not constitute direct provision of the abortion. 
'"Participate' in my view means taking part in a 
'hands-on' capacity," she argued [11]. In a qualita­
tive study in Senegal where abortion is highly 
restricted but post-abortion care is supposed to be 
readily provided, several providers reported that 
they would withhold care from women who came 
to the hospital bleeding until the women admit to 
having induced abortion [12"]. None of these pro­
viders actually were observed to withhold treatment 
in the study, but indicated that they would inform 
police or obscure the induced abortion by reporting 
it as a spontaneous miscarriage in the medical 
records. 

Pharmacists also assert conscientious objection 
status and have refused to dispense different contra­
ceptive methods or medication abortion. Medi­
cation abortion has been covered by Australia's 
national healthcare system since 2013, but pharma­
cists are legally able to object to dispensing. They 
must, however, facilitate continuity of care for the 
patient according to the Pharmaceutical Society 
of Australia's Code of Ethics. Yet, in a recent quali­
tative study, 41 randomly selected pharmacists in 
Australia were interviewed regarding their attitudes 
and knowledge around medication abortion [13"]. 
Half of the pharmacists objected to providing medi­
cation abortion and some refused to refer patients to 
another willing pharmacist. 

Recently published authors on conscientious 
objection argue that the autonomy of the provider 
should be a secondary consideration, as the needs 
of the patient should be considered paramount. 
Giubilini [14 "] contends that it is not possible to 
defend conscientious objection in healthcare 
because of the potentially negative consequences 
of the objection. In the specific case of abortion, 
he asserts that referrals from an objecting provider 
can cause a woman psychological distress, and that 
objection may limit a woman's access as there may 
be few other available providers. Diniz [15] main­
tains that the private realm of religious beliefs 
should not interfere with public healthcare policy. 

Others argue that existing laws need to be 
clarified and that more regulation is needed to 
protect the rights of women. The White Paper's 
authors call on medical organizations to recognize 
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their obligations to patients, as well as personal 
integrity, and therefore call for regulations that will 
balance these competing claims [1]. Zampas [16] 
points to the International Federation of Gynecol­
ogy and Obstetrics' ethical guidelines on conscien­
tious objection, the WHO Safe Abortion Guidelines, 
the UN Special Rapporteur on the Right to the High­
est Attainable Standard of Health, and two recent 
decisions of the European Court of Human Rights as 
references for ethical and human rights standards. 
She illustrates the need for clear directives in order 
to balance the rights of women and the practice of 
conscientious objection. Johnson et al. [17] high­
light the WHO Safe Abortion Guidelines and argue 
that countries should do more to ensure abortion 
access for women and ensure that conscientious 
objection is not abused. They stress that regulation 
of conscientious objection will help protect wom­
en's access to safe abortion. They also outline other 
health system interventions to increase abortion 
access: make effective contraception widely acces­
sible, train midlevel clinicians in order to increase 
the number of abortion providers, provide abortion 
in the outpatient setting, and allow home use of 
medication abortion. Westeson [18] also references 
European Court of Human Rights decisions involv­
ing conscientious objection and explains why differ­
ent country-level laws lead to varied outcomes for 
women. She implores medical professional societies 
to put forth guidelines, which can influence human 
rights courts. Heino et al. [19] explain the laws across 
Europe and again argue that the lack of current 
protection for women prevents some from gaining 
access to services, particularly in places where the 
prevalence of conscientious objection is high. 

Shaw and Downie [20""] underscore the con­
fusion resulting from unclear policies regarding con­
scientious objection and the resultant obstruction 
to care in Canada, specifically in the northern 
territories. In Latin America where abortion laws 
are often restrictive, the prevalence of conscientious 
objection is highly problematic in those limited 
cases in which abortion is legally permitted. Russia 
passed a law in 2012 that allows physicians to 
conscientiously object to abortion by putting their 
objection in writing [21]. 

Faundes et al. [22] explore the reasons behind 
conscientious objection, the consequences for 
women, and propose next steps for the FIGO Work­
ing Group for the Prevention of Unsafe Abortion. 
These include dispelling the myth that improved 
access increases the abortion rate, and promoting 
and normalizing the ethical principles that the 
primary duty of a physician is to provide benefit 
and prevent harm in an effort to break the stigma 
around abortion. 

336 w-1,vw.co-obgyn.com 

In Italy the prevalence of conscientious objec­
tion to abortion is high and prevalence of objection 
has been increasing for more than a decade [23""]. 
Almost 70% of gynecologists, who are the sole legal 
providers of abortion, have registered as objectors. 
However, the criminal prosecution of almost 200 
gynecologists is currently underway for claiming 
conscientious objection in their public sector jobs, 
but then performing unauthorized abortions in 
their private practices. One study analyzed Ministry 
of Health data in Italy and showed that the high 
prevalence of conscientious objection is leading to 
longer waits for abortion [24""]. 

Kantymir and McLeod [25"] propose a regulatory 
model wherein objectors are required to defend their 
objection and ensure that their patients receive 
timely care. The authors feel this requirement will 
help expose 'morally weak or corrupt norms in 
healthcare' with regards to conscientious objection 
[25"]. Gallagher et al. [26] examine the dilemmas for 
pharmacists who object to emergency contraception, 
given the complexity of current regulations. They 
argue that guidelines should be consistent and 
restricted to the following two options: pharmacists 
should be compelled to dispense, or they can refuse to 
dispense or refer, and must accept the consequences. 

DISCUSSION 
As highlighted in this recent literature, the exercise 
of conscientious objection by clinicians occurs in 
many different aspects of reproductive healthcare. 
Conscientious objection appears to be inconsist­
ently practiced by individual providers, witness 
the Norwegian GPs whose objection varied accord­
ing to the reason for abortion and the Brazilian 
obstetrician-gynecologists whose objection varied 
according to patient characteristics [7""]. This 
complexity illuminates the difficulty in defining 
conscientious objection and illustrates the need to 
disentangle prejudice from a consistently helpful 
moral position. 

Another example of physicians who framed 
their bias as conscientious objection are the 
Brazilian physicians who interrogated rape victims 
and required unnecessary documentation of rape, 
and thus created obstacles for these women to abor­
tion care. These providers knew such documen­
tation was not required by law but defended their 
behavior claiming that it served to verify the truth of 
the rape allegation. The authors speculate that a 
physician's religious objection to abortion could 
cause them to have heightened suspicion of the 
truth of the rape allegation [7""]. 

Italy is a country where physician behavior 
now constitutes a barrier to legal abortion care. 
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Conscientious objection has become the norm, with 
a resultant lack of providers, and therefore access for 
Italian women seeking abortion. 

Norway serves as a counter example as abortion 
care has been normalized; abortion is less contro­
versial than euthanasia and circumcision [6""]. Wide 
ranging variation in beliefs about conscientious 
objection in Norway illustrates the importance of 
context and normative values within that context. 

Both authors writing about nurses and midwives 
who assist in abortion care emphasized the import­
ance of respecting the personal decision and rights 
of the patients [8",9"] . International agreements 
uphold respect for the moral integrity of individual 
clinicians but concur that patient care must take 
priority and that the health system is obligated to 
assure that all patients have access to legal care. 

CONCLUSION 
Conscientious objection is understudied, compli­
cated, and appears to constitute a barrier to care, 
especially for certain subgroups. Clinicians treating 
adolescents who seek abortion may conflate consci­
entious objection with disapproval of parentally 
unsanctioned premarital sexual activity. The inter­
national community has stated, 'Governments 
should ensure the protection and promotion of 
the rights of adolescents, including married adoles­
cent girls, to reproductive health education, infor­
mation and care' [27]. Adolescents are a vulnerable 
group and need protection of their basic human 
rights and their access to comprehensive reproduc­
tive healthcare. The degree to which conscientious 
objection has compromised sexual and reproductive 
healthcare for adolescents is unknown. 

Yet although physicians care about their own 
individual ethics, they also care about their obli­
gations to patients and to the highest standards of 
evidence-based care. They are thus well positioned 
to help society negotiate the tensions between hon­
oring the rights of objectors, limiting their impact 
on others, and honoring the rights of patients and 
those of willing providers. Physicians can contribute 
this multiangled perspective to balancing these 
competing interests, advancing medical integrity 
and reproductive health. 
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Potential barriers to the use of health services among 
ethnic minorities: a review 

Emmanuel Scheppersa, Eis van Dongenb, Jos Dekker\ 
Jan Geertzend and Joost Dekker0 

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

Background. Ethnic minority patients seem to 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 exist, there is a need to explore the different factors in the creation of 
the barriers. 

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

Methods. Articles published from ·1990 to 2003 were identified by searching electronic 
databases and selected through titles and abstracts. The articles were included if deemed to 
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 resources, perceived illness 
and personal health practices. The barriers at provider level were related to the provider 
characteristics: ski I Is and attitudes. The barriers at system level were related to the system 
characteristics: the organisation of the health care system. 

Conclusion. This review has the goal of raising awareness about the myriad of potential 
barriers, so that the problem of barriers to health care for different ethnic minorities becomes 
transparent. ln 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 

Populations in western industrialized countries become 
increasingly multi-ethnic as a result of the interrnHion­
alization oflhe market place and the successive opening 
of bmders.1 'The rise in migration is. contrary to popular 

Received U January 2005; Accepted 28 December 2005. 

belief, not a new phenomenon. 1t bas taken on many 
forms, from labour migration in countries like the UK 
and France to ibe immigration of settlers in the USA. 
Canada and Australia. There has been the migration of 
refugees fleeing from hostilities and of asylum seekers 
seeking refuge in countries such as Sweden and the 
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United States.2-4 In receiving countries. newly arrived 
migrants have often been concentrated in poor, low 
staLus regions of major cities. They usually live in low 
standard accommodation and under less favourable 
living conditions and health.5 The World Health Organ­
izations objective of 'Health for ali by the year 2000' 
suggesLs that we should ensure that 'ethnic minorities' 
also have equal access to health services, regardless 
of their standing in society. 1 Equal access to health 
care is a fundamental human right. 6 

Although migration is the norm and health care a 
natural right of every individual, ethnic minority 
patients seem to be confronted with barriers when 
using health services. Their use of health services is 
also lower, when compared with their non-immigrant 
counterparts.4

·
7

·
10 Yet, care providers often 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 faise conclusions.1 Language and culture 
are by no means tbe 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 
barriers. Therefore, the objective of th.is paper is to 
present an overview of potential barriers and the 
factors, which may re5trict ethnic minority patients 
from using health services, according to the literature 
avaiLa ble. 

Methods 

Definilions 
Potential harrier. If patients' expectations or health 
beliefs are not in line with what is proposed by the 
care provider, they may experience barriers to the 
use of health services. When the end result is not in 
line with tlle treatment received, barriers may also 
come into existence. A barrier, as it is used in this 
paper, restricts the use of health services. It is a wall 
or limit. th.at 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 communicating 
adequately with their physician. 

A potential barrier is a barrier that only afflicts us 
under certain circt1ms1ances or only afflicts some of us, 
mostly the socioeconomic vulnerable ones. As we will 
see, a barrier that only afflicts us tmder certain circmn­
stances is. for instance, irregular public transport. If 
there is no need to use the public transport, irregular 
public transpMt docs not act as a barrier ( e.g. to 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 a barrier if a healrh service 
is not covered by their health insurance, or is only partly 
reimbursed. 

Use of health services. The use of health services is 
defined as lhe process of seeking professional health 
care and submitting oneself tn the application of 
regular health services, with the purpose to prevent 
nr treat health problems. In this paper we focus nn 
all possible barriers in relation to this process. Although 
the decision to use healrh services is stated to be an 
individual d1oice. we imagine that these choices are 
mostly framed in the socia] context through culturnl, 
social and family ties; especiatly for ethnic minorities. u 
Many ethnic minorities first try to solve health problems 
on their own, or in the circle of family members and 
friends. If one does not succeed. the help of a 'greaf 
man in the community is usually called upon (preachers. 
spiritual healers). The help of regular health services 
is often only called upon after an escalation of the 
complaints of illness_P 

f.:tlmic minority. The concept 'ethnic minority' is 
broadly defined in this paper. It refers to many different 
ethnic groups of extreme heterogeneity. The concept 
is used for groups that share minority statlls 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 w practice different cul­
tural norms and values from tl1e majority culture and 
( often) a different mother tongue. I,

4
,
13 Ethnic minorities 

vary in duration of stay and acculturation and between 
different ethnic minorities there exist different degrees 
of access to the majority cultme. 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 arc the Aboriginal~ in 
Australia or American Indians in the USA. They are 
in fact the original inhabitants of the country. 

Patient, 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 system 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, ethnicity, income, etc. By 
provider level we mean related lo provider character­
istics, such as sex. skills. attitudes, etc. By system level 
we mean related to system characteristics, such as 
policy, organizational factors. strncrnral factors, Gtc. 
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Search and selection 
Research question. The research question of the liter­
ature research was '\Vhat is known about the factors 
that hinder the use of health services among ethnic 
minorities'1' 

Search strategy. To answer the research question. 
articles were identified hy searching the databases 
l\ikdline. Embase, Psycinfo, Cinahl and Web of Science. 
The searches were limited 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 tbat covered the domains 
'health services', 'use' of health services and 'ethnic 
minorities'. The different keywords used to search 
are presented in the appendix. 

Selection 111e articles were selected through titles and 
abstracN by the first author of this paper. The selection 
was based on inclusion and exclusion criteria" The res­
ults of the search were completed by tracking references 
from studies already includedo 

Inclusion criteria. The articles had to report on the 
results of research and contain information pertaining 
to migrants, health care and factors that may hind,:r 
heallh services use. The following inclu5ion criteria 
were employed in this study. Publication date: 1990-
20030 The articles had to he published belween 1990 
and 2003. Type of population: ethnic minoriticso The 
anides had to report on lhe use of health services by 
ethnic minorities. Type of study: all types of health 
research. The study of potential barriers to the use of 
health services among ethnic minorities is still a relat­
ively uncharted course. Therefore, not only articles on 
quantitative research were included, bm also articles 
on qualitative research. as well as literature reviews 
and a few published essays too. The studies had to 
report on ht,alth research. ioe. the use of health services. 
Type of outcome measures: potential barriers and 
the factors. Outcome measures had lo be factors that 
hinder the use of health services and that can act as a 
barrier. 

Exclusion criteria" The following exclusion criteria 
were employed in this study" Type of study: ,ummarieso 
Articles in summary form only were not included in this 
study. T)1Je of intervention: health education" Articles 
on health education were excludedo 

Analysis 
Quality assessment. Due to the heterogeneity of the 
included studies. the studies are not sufficiently com­
parable to each other. "l°hereforc, the assessment of 
the methodological quality of each study seemed not 
appropriate 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 ,vas to explore and 
identify as many (potential) harriers as possible. Also, 
the extracted (potential) barriers are not exclusively 
evidenceo•hased phenomena. 

Data exiraclion. Dara extraction of the articles was 
compiled by the first author of this papeL The first 
author read the available titles and abstracts identified 
in the different database searches. as well as the selec­
ted articles. T'he articles were screened for the different 
varia blcs as prcscntcd by the theoretical framework 
usedo 

Theorerical fi-arnevvork We used Andersen's beha­
viour model of health services use as !he theoretical 
framework_l-t- 16 The aim of using the Andersen­
model is to reveal conditions that hinder the use of 
health services. The model is a valuable tool lo select, 
identify and sequence the relevant variables in the 
process of health services use 0 

In the Andersen-mode] the use of health services 
is related to four main components: (i) 'Population char­
acteristics'; (ii) 'Environment'; (iii) '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 resources. community enabling 
resources) and 'need charncte1istics' (individual per-­
ccived need, professional evaluated need). (ii) Environ­
ment consists of 'external environment' (physical, 
political and economic) and 'health care system' (policy. 
resources and organizalion). (iii) Heallh behaviour 
consists of 'use of health services' (type, site, purpose 
and time interval) and 'personal health practices' 
(do-it-yourself rernedies)o (iv) Health outcomes consist 
of 'consumer satisfaction' (convenience. availability, 
financing, provider characteristics and qLrnlity), health 
status' and ·perceived health status'o 14

-
17 

The i\.ndersen-model was also used by us to help 
arrange the potential barriers. We present the barriers 
under tht, subject headings of the Andersen--mode1. \Ve 
condensed the subject headings into three main groups 
which we have cal1ed 'Patient level', 'Provider level' 
and 'System level'. By doing so, the myriad of potential 
barriers is easier to oversee. 

Results 

Out of the 309 titles and abstracts. a total of 56 articles 
were selected for inclusion" Finally, 54 articles were 
reviewed, as 2 of the articles were not available through 
Dutch univenity libraries. 
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The articles were classified into four different types 
of studies: Quantitative studies (n = 28): Qualitative 
studies (11 = 10); Combined studies (n = 6). that com­
bine quantitative and qualitative methods and Other 
studies (n = 8), 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 
heallh care: Care for the children; Care for Lhe elderly 
and Mental health care_ 

A great number of potential barriers were identified. 
The identified potential barriers referred to population 
or patient characteristics (i.e. predisposing characterist­
ics, enabling characteristics and need characteristics): 
health behaviour (i.e. patients' personal health prac­
tices): health outcomes (i.e. provider characteristics) 
and environment (i.e. the organizational factors of 
the health care system). The barriers are presented in 
three groups of barriers: (l) 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 l. The charac­
teristics of the articles reviewed are summarized in 
Table 2. 

Potential barriers at patient level 

Demographic variabies 
Age. Being of younger age can act as a barrier for 
non-immigrant as well as immigrant patients.'> Being 
younger than 24, acted as :1 potential barrier to ethnic 
minority gravida's beginning prenatal care in the later 
stages of pregnancy. rn 

Gender. Being a male or a female can act as a barrier 
for non-immigrant and immigrant patients.9 Males 
and females have many similar life experiences and 
opportunities, but as they occL1py different positions 
in the home and in the labour market they are exposed 
10 different health risks. 19 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?!l 

Marital status. Being unmarried can also act as a 
barrier. although marital status mav be less of a barrier 
l l- - - l 80 ''· 7JB-. - l f t 1an a prec 1ctor ot neec: ,,_,,, __ · emg marnec was one o 

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 L1se of preventive care. The predictive power 
of marital status was attribLJted to the fact that 

pregnancy and childbirth provide a poim of entry 
into health care.21 

Social structure variables 
Et!micitv. One ·s ethnic background can act as a 
barrier and this mav account for the less freq uem use 
of more specialized, servicesY 

Educarion. Low education can act as an barrier to the 
access of health care, health publicity and the measures 
it incorporntes.~'23

'
24 

Social class and economic statu.s. Lmver social and 
socioeconomic status can act as a barrier to health 
care and health advertising_'l.21.23

-
25

-
27 T'here can be a 

communication break:down 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. 25 

Living conditions. Insecure living conditions can act 
as a harrier. 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 windmvs 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 serious jeopardy. To raise attendance figures 
protection is needed to provide a safe and secure 
environment. 28 

Life Myle. Poor state of health due to drug addiction 
can be seen as a barrier to prenatal 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.2x 

Eating habits that do not conform with medical 
dietary recommendations, like the use of trad.itional 
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 becat1se of its 1.asteLessness.29 

Nimily and social support. Lack of family and social 
support can act as a barrier to health care. Clearly family 
support is advantageous in providing emotional 
support to the (ethnic minority) patient.3° Clearly kin­
ship can furnish assistance, companionship and of 
course stability,2~ even though family support can be 
viewed only in an unconstructive way when collective 
family responsibilities take precedent to individual 
needs.29

'
30 
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TABLE 1 Inventory of potential barriers to the use vf health services tnnong erhnic tninurities 

Patient level 

Detnognphic_ vc1.ri ables 

Age" ts 

Gender9
·
192u 

Marital status"·20
·
21 

Social structure variables 

Ethnicity" 

Education~·23•2 ~ 

Social class and ccont:)mic status'J,.n,23 ,25- 27 

Living condiliorn:?8 

Life 

Fan1ily and social support2x -30 

Culture31 

Duration or l,12,:'.6,3?-'.)4 

A_cculturntion1u,lo,:2.+,J2.:,s,36 

Local language skills L,8--ltL2f,.28,30.3 l33--3537--45 

C01nmunicatiot/ 2
,-'

3
,
46

.c1
7 

Translalion9 73 ,3.'.',:1x 39/Q:AJ 

Health beliefs and attitudes 

Provider level 

Provider chan1cteristics 

I\1edical procedures and practices9 ·H-( 37 /iO.n). 

Orientation on irn.mediate con1ph1inr12 

Prograrn orientation and ethnic 1natching"10 

Skills 1 xn ,2s.3 l,35,36A8.6J,64 

Be haviour7 .E,n,21u5-3~,1,~ .48,64 

Cotnmunication styie62 

Style of providing _in[ormation~x 

Client approach"'0 , st 

Rilingualbm·'"'"-"2 

Tra ns!a tionzs.,1-3 

Cult.m al kno'vviedge925
·:3° 

Fmnily involvernent2.i,:so5 , 

Religion/spiritualityt 1
.i,

1x 

Paralld sets of bchef nnd practicc:.t'.::n ~K,.3'1.49 

Time orientation and concepts of acl1ievemeneuo,3o 

Values c.oocerning health and iUne~s:i,X--lD,tL2lr?h---J.E,?,f.,.'.J-4-,-l-S- 53 

Perception~ and attitudes. towards health service~ and pc,o,n,,,u 

Knowledge about physiology and discasc9
·
2930

,
37

.
5o 

Person aI _ enabling resources 

In1111igration rules.9
·
2

'.',
30

·
35 

Inco1nc/ financial rr1c ans(!, 10 .24 ,25 ,:2K-31 •35•37 ,:1s.::-+--.'i7 

Entry to health in,mance25
'
37 

Health in:i,urance benefit::.1\,1.J,t.'),ZJ .?A,?:'.:~o;,.c;,_ . .,7 .:<:h 

Sources of advise and regular source of care8
·
21 3n 

Kni:iwledge of health serYices and how to use thern27 ·2t1,31 :n,J9, 11,1n,:,:9.0o 

Avail a bk tin1e and ~lre~~ con~Lrain(': ll,..::9,-1~-17,'ri 

Connn uni_ty _ en-ahl ing __ resources 

Availability and delivery of Services8s 1 

Price of health ser-vlce~20
,
1

:-i-
3

1'. 

Transportation and traveJ tirne'~.9.io.ix,2,-ui.3::.J7 .S4 

Perceived illness 

Perceived cause3 
t 

Personal. health _prnctices 

Traditional rer.nedies and self-treatment~,10,21 -2x,3u,.5i.oo,n 1 

38 

Systein level 

:Medical paradigm'''' 

Consumerist approach12 

Organisa1 ion al faclor~ 

Referral 

lntake procedure and opening hour,n.35
-'·

2 

Consultancy appointments and 
waiting time7,K.10,12,1 M,24,28,31, 14,35,J' 

The length of consultation and 
treatment' ,lE.n,2,s.:_.3.5 

Printed materials and other mcc,ia form,?" 
Translation 7 ,.Jo,.:>."i,ol 

Table 1 shows a~n inventoryr of pot.enthl barriers as indicated by the literature revie,ved. The objective of the revie,v was the presentation of 
ru1 ovet·view of porential harriers to the use of be,:ilth_ care ser•v"ices among ethnic minc1rities. 
The potential barriers idemified are prec;ented under the subject headings of the Andersen·s model of health services use, We condensed the 
subject heading~ into three iUain grou_ps which we have called: "Patient le\rel', 'Pruvider level1 and 'Systen1 levd'. By doing so, the n1yriad of 
potential barriers. is easier to oversee. 
Potential barriers at patient level incorporate: derr1ograph..ic variables, social structure variables, health bdiefa and attitudes., personal enabling 
resources, com1nunity enabling resources. perceived illness and personal health pr2ct1ces. Potential barriers at pro'>' ider level incorporate: 
provider characteristic~. Potential barrier~ al sy~tei:n level incorporate: ot:ganb.a!ional f::!dor~. 

HHS Conscience Rule-000538056 
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TABLE 2 Characteristic:,,; uf the articles rei:inved; health cure sec!or, cuurary. ethnic ndnvrity, lew:! uf occurrence and putentiul barrier, iype uf stw.Jy, finl author a1ul reference 

HC sector Country 

HCG Australla 

Canada 

Gennany 

The Netherlands 

New Zealand 

Switzerland 

Ethnic minoritv 

Thai migrant won1cn 

Immigrants: born outside Canada 
or whose mother tongue (still 
understood) was neither French 
nor English 

Newcomers: Arab 42~·~); Spanish 19~~~ 
Polish J5q{1: Chinese f/~-ti: 
East Indian 2';.;,; Vietnamese 2%: 
Fastern Europe/South and Central 
Ainerka/Afdca l4(Yo 

Turkish (itn)migrant women 

First generation immigrnm groups: 
Surinamese, Netherlands Antilleans, 
Turkish and Moroccat1 people 

Cambodians 

(Im)migrant pe1tients in general 

Patient level 

Level of occurrence, 
potential harrier 

Local language skills 
Transla lion 
Perceptions and attitudes towards 
health s.(·rvices and per&ounel 
Incotne/fi11ancial n1eans 
Price of health services 

Provider level 
Behaviuur 
Style of providing informatitm 

System level 
Referral system 
Printed materials and other media forms 

Patient level 
Local language skills 

Provider kvel 
Skills 

Patient level 
Duration of stay 
Local language skills 

System level 
Consultancy appointments and waiting time 

Patient level 
Value~ concerning be;-illh :-md illness 

Patient level 
Ethnicity 

Patient level 
Social class and cconornic sLatu:-. 
Duration of stay 
L)cal language skills 
Values conccrn,ng licallh and illness 
Perceptions and attitudes towards tieailh 
services and personnel 

Provider level 
Pam llei sets of beliefs and practices 

Patient level 
Local language ,kills 
Communication 
Translation 

Provider level 
Translation 

Type llf studv 

Combined study 

()uantitative ,tudy 

Quantitative study 

Other study 

()uantitative study 

Quantitative study 

Combined study 
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First author 

Jirojwong (20[J2) 

Blais (JQ99) 

Matuk (1996) 

Berg ( [997) 

S tronks (200 l) 

Cheung (l 9Q5) 

Singy (2003) 

Ref 
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Thailand 

HCG, PC lJK 

HCG UK 

USA 

Khmer and Burmese labour migrants 

Different ethnic groups: Carribeans, 
African Carribcarn,, West/South Africans. 
East Africans. South Asians, lndians, 
Indians lorm the subcontinent, l'akislanis, 
Bangladeshis, British Asians, African 
.t-\~jans. Indian Asians, Chinese, Scots. 
Irish, Europeans 

Migrants in general 

(Im)migrnnts in general 

American Jndians ar.d Alaska nrttivc~ 

Blacks. other races, Hi,panic o,·igin 

Patient level 
Traditional remedies and self.-trealmenl 

Patient level 
Cultnn, 
Local language skills 
lncomcJfinancial rneans 
Know ledge of health Services and 
how to use them 
Transportation and travel ritne 
Perceived illness 

Provider level 
Skills 

System level 
Cun.s.ultancy appointruenb and waiting tiine 

Patient level 
Values concerning health and illness 

Provider level 
Skills 
Behaviour 

Patient level 
A ... ge 
Gender 
Social cla~~ anJ ecGnomic status 
Local language ,kills 
Translation 
Yalu.cs cnnccrning health and illnc,, 
Perceptions and attitudes towards health 
services and pers..onnd 
Knowledge about physiology and disease 
1m1nigration rule~ 
Health insurance benefits 
Avajlable tirne and streEt~ constraint 
Transportation and travel lime 

Provider level 
Medical procedures and practices 
Cultural knowledge 
Parnlki sets of belief and practices 

Patient level 
T ncome/financinJ n1e:1ns 
Availability and delivery of service~ 
Transportation and travel time 

Patient l.cvcl 
Duration of stay 

Quantitative ,Judy 

Other ,tudy 

Other study 

Ouantit,1tive study 

()uantitativc study 

Quantitative study 
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Entz (2001) 

Smith (2000) 

Eshiert (2003) 

Garret (1998) 

Cunningham (1()95) 

Leclerc (1994) 
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HC sector Coumry Ethnic minority 

.An1crican Latino imn1igrants, adults: 
Hispanic .,..\rnericans, Cuban A£neric,1us~ 
lV!exican Americans, Puerto Rican 
Americans. South or O,nlrn! America 
Americans 

An1e-ricau Latino children 

Mexican American: children of 
Mexican_ ancestry 

African Americans, Latinos, 
.t\~ians and other 

Caribbean in-11nigrant adolesce11ts 

TARLF 2 Continued 

Level of occurrence, 
potcnlial barrier 

Provider level 
B_ilingrndism 

Patient kvd 
Marital status 
Education 
Duration of stay 
Local language ~kills 
Time orientation and concepts of 
achkvetnenl 
Values c,mccrning health and illness 
Inco1ne/financial mean~ 
Health in,urnncc hcncfits 
Source of advise and regular f:ource of caxe 
A.vaaability a11d delivery of sr?rvic:cs 
T rnnsponation and travel time 
Traditional remedies and self-treatmenr 

Provider level 
Skills 
Behaviour 

System kvd 
Consulmncy appointments and waiting time 

Patient level 
Education 
Acculturation 
Perceptions and attitudes towards 
health se.rvices and personnel 
Incotne/financial 1neans 
Health insurnnce benefits 

System level 
Con:,;idLa1u.:y appointments and wailing time 

Patient level 
Healib insurance benefits 

Patient level 
Duration of stcv 
Acculturation , 

Type of study 

Ouantitativc study 

Other study 

Quantitatiw study 

Quantitative study 

Ouantitativc study 
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First author 

Perez-Stable (1997) 

Flores ( L g9g1 

Smith (J CJ%) 

l'VIueller ( 1998) 

Soni, ( 1998) 
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MHC Gcrm,my 

\Vorking poor immigrant \.Vomcn; 
countries of origin: Haili, Jamaica, 
Dominican Repllbl:c and the 
Soviet lJn_ion 

Chinese immigrants 

Hmong (S0uthe1st Asian) patients 
(for111er refugee~) 

Cambodian, Laotian and Navajo cullures 

Vietnarne:-.e 

Medicare beneficiarie, 

Turkish migrnnts 

Turkish families 

Patient level 
Income/financial n1ean~ 
Health insu.rance benefits 

Patient level 
Values concerning he allh and illness 
Knowledge of health services and 
ho\v to use thern 

Provider level 
Parallel sets of belief and practices 

Provider level 
Behaviour 

System level 
Consultancy appointn1ents and \Voit!ng tin1e 
Length of consultation aud treatment 
Translation 

Patient level 
Acculturation 
Local language skills 
Time orientation and concepts of 
achieveinent 
\ 1alueS- concerning health and illness 
I ncon1c:~1financial m.eans 
Available tin1e c-i.nd :,..lres!>. um~LrainL 
Trnmpor!ation and travel time 
Traditional remedies and sdf-treatmenl 

Prov1dc:r kvcl 
Religion/spirituality 

Systcm level 
Referral system 
Consultancy appointments and \vatting time 

Patient level 
Marital status 
Social cbss and economic statu~ 
Values conccrmng health and illness 
HeaW1 insur;mc(: benefits 
Sources of advise and regular source of care 
Trnditional remedies and self-treatment 

Patient level 
Inco1.ne/fi11andal rur:,m~ 
Health insurance benefits 

Pitticnt level 
Local language skills 

Patient level 
Knowledge of health services and 
how to use them 
Traditional remedies ,mJ self lreatment 

Ouantitativc study 

Combined study 

Qualitative study 

Other study 

Quantitative ~tudy 

Ouantitative study 

Quantitiltivc study 

Qualitative study 
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Weitzman (1992) 

Ma (1999) 

Barrett (1998) 

Panos (20DO) 

Jenkins (1996) 

Gornick (1996) 

Grube (20lll) 

Schepker (l 909) 
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HC sector Counrry 

The Netherlands 

Sv;reden 

UK 

USA 

Ethnic minority 

Surinamese, Netherlands Anrillean, 
Turkish and Morocmn women immigrnots 

Surina.mese tJulpalient~ 

Turkish born immigrant women 

Asian pcopk of Pakistan and 
Bangladesh origin 

Different ethnic groups; the most 
commonly reported aggn,gated categories 
were: Blacks. South Asians and Whites 

Blach 

Low inCtllne Latinos 

TABLE 2 Continued 

Patient level 

Level of occurrence. 
potential barrier 

Social class and economic status 
Values. concerning health and iHne~s 
Perceptions and attitudes towards 
health services and personnel 
Knowledge of health services and 
ho\V to use them 

Provider level 
Skills 
fkhaviour 
Parn llel sets of belief and prncticcs 

System level 
Intake procedures and opening hours 
Length of consultation and treattnenl 

Patienl level 
Duration of stay 
Values concerning health and illness 

System level 
Consultancy appointments and waiting time 

Pattent level 
Value~ concerning bc:-1lth and illnes~ 

Patient level 
Loc~I language skills 
Values concerning health and illness 
Knowledge of !1calth service, and 
how to use them 

Provider level 
Behaviour 

System level 
Medical paradigm 

Provider level 
Skills 
Behaviour 

Patient level 
Values concerning health and illness 

Patient level 
Values concerning he allh and illne;;s 
rrnditional remedies and selt--treatment 

Provider level 
Patlent approach 
Family itrvolvement 

Type of study 

Quantitative study 

Combined sludy 

Qualitative study 

Combined study 

Other study 

Quantitative ~1 udy 

Other study 
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First author 

Have (19Q9) 

Knipscbeer (2001) 

rnLfrnhiel m (2000) 

Hatfield (1996) 

Bllui (200?,) 

Millet (1996) 

lVfiranda (1996_) 
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DC 

PC 

PNC 

PNC G&O, 

UK 

USA 

Canada 

Germany 

Hispanics, _African 1\1nericnns. Asian 
and olhc,r ethnic groups 

A~jans_ 

American Latino immigrants, adults: 
Hispanic Americans, Cuban Americans. 
Mex1can Americans, Puerto Rican 
A1nerkans, South or Central 
A1nerjca i\n1ericans 

Lo\v income Hi~panic 
immigrant \vomen 

First nation tribes 

Turkish (im)migrnnl women 

Patient level 
Local language skills 

Provider 1-~vd 
Program orientation and ethnic matching 
Bilingualism 

Patient level 
Local language skills 

Patient level 
Acculturation 
Loc~I hnguagc skills 
Translation 
Pi:?rceptions and attitudes towards 
health setvices and personnel 
lmmig.c~tion n1les 
lncon1e/finandal 1necms 
Health insurance benefits 
Available time and c;tress constraint 
Price of health services 
Irnnsportation and travel time 

Provider level 
Skills 
Behaviour 

Syskm level 
Tntake procedures and opening hours 
Con~uit.rncy a_ppointments and waiting time 
Length of consultation and treatment 
Trans.la ti on 

Palienl level 
Social class and economic ~tatus. 
lmmigration rule~ 
lncomclfinancial means 
Entry to health insurance 
Health insurance hcnefil'i 

Provider level 
Cultural knt}'.Vledgr? 
Family illvolvernent 

Patient level 
Values concerning health and illness 
Kno,vkJgc about physiology and disease 
AvailJble tiine and stress constrainL 

Provider level 
Medical procednres and practiC<'.S 

Patient level 
Education 
Social class and economic status 
Translation 

Provider level 
Tnmslation 

Quantitative study 

Quantitative study 

Other study 

Qns.nlilalive sludy 

Qualitative Mndy 

Other study 
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Snowden (l 995) 

Williams (1995) 

Diaz (2'J02) 

fo!leS (2002) 

Sokoloski (1995) 

David (1997) 
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HC secl.01 Country 

P~C UK 

lJSA 

Ethnic tninorlty 

Asian, originating from the 
Indian subcontinent 

Low income HiE>panic immigrant 
\.vomen 

African Americans 

African American and Mexican 
An1er1Cr1.n mothers and their newt'iorns 

TARLE ? Conwwed 

Level of occunence7 

potential barrier 

Patknt kvel 
Accultun:::.tion 
Values concerning health and illness 

Provider kvd 
Skills 
Behaviour 
Parallel sets of bdicf and practices 

Patient level 
Age 
Perceptions and attitudes towai·ds 
health services and personnel 
Health ins11rance benefits 
Transportation and travel time 

Provider level 
Medical procedures and practices 

Syslem level 
Consu!rancy appointments and waiting time 
Length of consultation and treatment 

Patient level 
Livi!1g conditions 
Life style 
Family and social support 
Locc1l I anguage skills 
Values concerning health and illness 
lncon1e/finandal means 
Knowledge of health services and 
how to u,e them 
Trauspo_tlalion and trnvel lirne 
Trnditional remedies and sclt-trcatmcnt 

Provider level 
Skills 
Behaviour 
Re JigionJ spiri tu ali ty 
Parallel sets of belief and practices 

System hovel 
Consultancy appointments and wailing lime 
Length of consultatlon and treatm.ent 

Patient level 
Local language skills 
Knowledge about physiology and disease 
lncome/financiat rneans. 
Entry ro health insurance 

Type of study 

Combined srudy 

Qualitative study 

Qualitative stud:, 

Quantitative study 
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Fi1st author 

Woolletr (1995) 

Byrd (19%) 

Morgan (19%1 

Gray (1995) 
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PHC 

HC 

I1rael 

Netherlands 

UK 

Switzerland 

USA 

Hrnong wotnen clinic patients 

SoYiel immigrants 

Ethnic minority parents who visited 
tho CiP with a child-patient: the parcnts 
were born in differ<0nl countries: 
i\1nrocco, Turkey. Surinarn. Pakistan, 
Cape Verdi, Bosnia etc. 

Chinese 

(ImJmigrr1nt patients in general 

Blacks 

American Latino immjgrants, adults: 
Hispanic Americans, Cuban Americans. 
f\.1exican ii\.nic·ricans, Puerto Rican 
Americans, South or Central America 
Arnerkans 

Knowledge of health services and 
how to u;.e them 
AvaHable lime and sln..-:::-is constrainL 
Transportation and travel lime 

Provider level 
Mcd.ical procedures and practices 
Behaviour 

Svstem level 
.. Consutran_cy appointm.ents and ,vaitJng tim.e 

Provider Jew,I 
Medical procedures and practices 
Communication :-..tyle 
Bilingrnilism 

Syste111 level 
Intake procedures and opening hours 
Tran~lation 

Patient level 
Local I an gw1 gc skills 
Co1nn:1unicalion 
rransl21.iion 

Provider level 
Orie11tation on immediate con1plai1.1t 

Syskm level 
Cons.lm1erist approach 

Patient level 
Communication 

Patient level 
Local language ~kills 
Irnnsla!ion 
Knowledge of health S<Ctvi,es and 
how to use them 

Pr0vider level 
Skills 

Patient level 
Lik ,tyie 
FRmily and social support 
Knowledge about physiology and disease 
lncomc/financial means 
A .. vailable tirne and stress constraint 
Price of bealth services 

Patient level 
Family and social support 
Local language skills 
Time orientation and concepts of 
achievement 

Oualitarive study 

Qualitative study 

Quantitative sllidy 

Ouantitative study 

Quantitative ,.tudy 

Qualitative study 

Oualitative ~.tudy 
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cc USA Cu!tnrnlly diverse children 

Table 2 shows !he characteristics of the articles reviewed. 

Perceptions and attitudes towc1rds 
health services and personnel 
Knowledge about physiology and disease 
immigration rules 
income/financial rneans 
Sources o[ advise and reguLu source of care 
Irnditional remedies and self-treatment 

Provider level 
Patient approach 
Cullural knowledge 
Family involvement 

System level 
Tramlation 

Patient level 
Incotne/financial n1eans 

Patient level 
Knowledge of health services and 
ho\v to 1Jse them 

Patient level 
Gender 
!vlarital staLus 

Acculturation 

Patient level 
Duration of stay 
Loc,il Language skills 

Quantitative study Wallace (1994) 

Quantitative study lVIoon (199S) 

Ouantitative ~tudy McCormick (1996) 

Comhined stndy Tharp (l9<Jl) 

The objecrive of the literature n-:Yiew wc1s tbe presentation of an ovf'rvie,,;.· of potential barriers to the use of health care seP.rices .=m1ong ethnic rninoriries, se(' T<'lble 1. 
Health Care sector: refers to the t:,1,e of health service studied. 
Cuuiury: refers to the country ·vv.hen.-:: lhe ~ludy \\.·as un<l:.::rtakeiL 
Etlmic min<>rity: rekrs lG ethnic minority studied. 

.'.'-6 

5') 

20 

Type of level auJ potemial barrier: refers lo the potential barriers as indicated in the articles reviewed and to their level of occurrence. Potential barriers occurred at three different levels: at 
paticm level. at provider level and at system level. 
Type of studv: refers to the type of smdy presented in the articles reviewed. The studies are classified into four types of studies: the (1) quantitative study. the (2) qualitative studv, 
the (31 combined study. these are studies that combine quanlitativc and qualita1ive methods, and the (4) other study: these arc the literature study and the essay. 
First Aurhor: refers to th.e first author and ,he year the article was published. 
Reference: refers to the identification 1rnmber of the publication presented in the list of Rdercnces. 
Ahbreviations: HCG: Health Care in General: MHC: Memal Health Care; DC: Dental Care; PC: Preventive Care; PNC: Prenatal Care; G&O: Gynaecology and Obstetrics: PHC: Primarv 
Health Cue; !-JC: 1-Iospital Cue; CF: Care for the Flderly: C('· Care for the Children. 
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Culture. Ethnic minority patients' ct1ltural 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 radiological examina-­
tions may be higher, although the outcomes less often 
report abnormalitit,s. Due LO cultural perceptions 
about symptoms it seems more difficult to arrive at 
an appropriate diagnosis. 31 

Duration of stay. Duration of stav shows mixed res­
ult,. Some studies s11ggest that shon stay durations can 
act as a barrier. They have; a disadvantageous effect as 
it is an important predictor of both health-seeking beha­
viour and attitudes and strongly effect immigrants' 
access and volume of care.11 ,12,26·32•33 Newcomers are 
the most in need of education in the utility of health 
services: especially the most vulnerable, less know­
ledgeable ones, who have less access to ambulatory 
care .12

,c-2.
33 They are almost as restricted in their access 

to health care as those without any health insurance, 
regardless of their health insurance status.11 On the 
other hand, hmvever, other findings report that there 
is no discemable evidence to support this view.",34 

Acculturation. Low level of acculturation can also be 
restrictive and act as a barrier.rn,zu.24,3 ',\J:S.3/i Accultura-

tion or familiarity with western heahh practices can 
bring ethnic minority patients to gradually subscribe 
lo western values and practices, along with their own 
traditional methods of health can::36 Hypothetically 
al least, high levels oJ accul1L1ration are reportedly a 
powerful predictor for the intention of ethnic minority 
palients lo join long-term heallh services in the form 
of nursing homes.20 

Local language skills. Lack of loca 1 langllagc ski] Is can 
act as a barrier. It is one of the major factors that pro­
hibit the use of health service<; because it jc;opardizcs 
effective commllnication between ethnic minority pati­
ents and health care personnel.1-8

·
9

'
26

'
28

·
33

,
35

,
3> 13 In view 

of the fact tlrnt most messages and instructions are 
communicated in the local tongue, people may feel 
embarrassed to seek out services. Conversely they 
may feel hindered bec,mse of their own ineprness at 
expressing their feelings due to language difficulties 
and reading ineptirudes?',"439

.4
2 The inability to com­

municate in what is not their mother tongue inevitably 
leads to discrimination; due to the lack of a common 
language they strnggk to express their inner feelings, 
lo ask questions or to represent lhernselves or their 
families,rn, 43

A
4 This is especially apparent where 

personnel bypass lhe palient in question only lo 
communicate; instead with a family mcmbcr44 Poor 

language skills also have an adverse affect on the 
confidence of the patient. It causes yet additional erno­
lional stress and discomfort to the normal stress thal 
often accompanies medical consultations. Language 
difficlllties can have a detrimental effect upon the 
patient's ability to comprehend proposed treatments 
and remedies. They also hamper the physicians' 
attempts at obtaining vital medical history. Patient's 
ability Lo comprehend what is being prescribed is 
essential to prevent any misunderstandings with regard 
to obtaining informed consent to medicine and treat­
ments that could present medical risks. 45 

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

Communication. Ineffective communication 1s 
another major banier in the partnership that should 
exist between patients and practitioners. The relation­
ship between an ethnic minorily patient and a physician 
is essentially verlical due to social differentials forced 
by unevenness on linguistic. cognitive and institutional 
levels. This gulf separates patients and physicians 
and invariabl v benefits ,he phvsician more than the 
patient.43 Pa;ents of ethnic ;,inority child-patknts 
experienced the communication with the physician of 
their children more negatively, when compared with 
lheir socially dominan! counterparts. Differences in 
exnerience were associated v.1th differences in under-

, d' ] 1 4'' 47 'l'l l l f . f~ . stan mg eac 1 oti1er. · · 1e pro J em o, rne tect1ve 
communication caused hy language difficulties often 
stavs unsolved. leading to frustration and exasperation 
with patients feeling 1;eglected and detached.42 

Translation. 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.39

,
42 

As they loo oflen lack the necessary skills lo fully 
communicate their message, they may fair little better 
and even sometimes worse than lhe person they are 
rcprcscnting.39 

The presence of a professional interpreter can 
improve the quality of the conversation whilst flt the 
same time providing the patient with more lucid 
explanations of his case scenario, through enhancing 
patient-provider's face-to-face dialogue and patient 
rapport. 9

·
23

,35.
4

zA3 There is however suspicion, on the 
part of some patients, who consider the interpreter to 
sometimes be econornic::il with the trnth. This suspicion 
arises from the abruptness of dialogue the interpreter 
conveys when translating from tlle 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 patients to reveal to lhe interpreter 
confidential inforrnation.3

s 

Health he!ie.f1 and attitudes 
Time orientalion and concepts of uchievemenl. Future­
oriented goals and emphasis on individual achievements 
and orientation can act as a barrier.8·rn.3o ln western 
societies future-oriented perspective is common place 
and corresponding with goal settings. and inherent 
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. etc. Tl1e patient's concept of individual achieve­
ment is another major factor. In many western 
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. ln other cultures these 
virtues are viewed differently. One may ain1 at 
bringing honour to the family and community through 
virtues such as generosity, bm,pitality and conforming 
to the sbare10 

Va/l{es concerning health and ilines.,·. 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 to the detriment of the 
ethnic mi noril y patients. 5 ,B-i n,12·26-w.31,.44,4s-53 Ethnic 
minority patients may have one of the following sets 
of belief patterns. (i) The belief that western concepts 
should be holistically defined; a holistic view integrates 
the body, mind and souL44

A
9 51 (ii) The belief that 

personal problems and illness are caused by external 
facLOrs such as family relationships and less by 
internal influences such as damaging childhood experi­
ences.17·2" ·'S (iii) The belief thaL external caus1:s can be 
natural or supernatural by nature. Natural in this con­
lexi means a s<Halled '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 psychiatric hospital admission is to be avoided 
(taboo).27

•
44

·
50

·
51

·
53 One study suggests that there is no 

evidence to support the view that traditional belief 
patterns and practices (the culturai attributes of indi­
viduals) have a detrimental effect on the access and use 
of health services.21 

Perceptions and attitudes towards heaith 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 
it.9,1',24•26 •27 •3 ,J.35 ..i,: 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 providerH as a rather aliscn 
or distant group of people and foster too much respect 
for medical personnel. This may. in turn, restrain 
them from asking important questions about medical 
inslructions, eLc. and this form of abstract subordin­
ation prevents them from questioning authority as 
they see it.930

·
35 

Knowledge abow physiology and 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 29 Non-recognition of med­
ical needs by the patient is another barrier we have lo 
overcome.'!,3

0 It may lead to the patient not receiving 
optimal medical care, e.g. in the case o[ pregnancy. 
Women patients of certain ethnic minorities think 
that prenatal care allendance is only required in case 
of past or present problems with pregnancy.50 Non­
recognition is also apparent when the reality of preg­
nancy is overlooked or ignored. 37 

Personal enabling re.1'011rces 
ltnmigrntion rules. Not having the right visa's and 
work permits can act as a harrier as it can have a restric­
ted impact on the llSe of health services or funding 
sources.9

·
25

'
30

'
35 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 patients are frightened 
that in the case of chronic sickness their chances of 
gaining citizenship may be _jeopardized, for example. 
if they were to apply for state or government health 
funding.9.25 .. ,5 

l11come!fina11cial means. Lack of financial resources 
or abstract poverty can also become a barrier to health 
care, as economic circumstances affect the life of people 
and their ability to get care . that. is not sponsored 
or indeed provided for."· 1024 .. ~~. 3135,37·3~·54 57 Lack of 
financial support and extreme poverty is more problem­
atical for immigrants because they are in a much more 
vulnerable position?'.' 

Entry to heaith insurance. The inability to acquire 
health insurance can act as a barrier to prenatal optimal 
care:'7 In order to prove that lhey qualify for such 
medical benefits the ethnic minority patient must first 
provide a significant amount of documentation and 
personal information. These include proof of residency, 
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annllal 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 nm be 
fully conversant with the rules and the meaning of eli­
gibility in this particular context.25 

Health insurance benefits. The lack of adequate health 
insurance is yet another barrier in seeking or receiving 
health care treatment_H.9.rn.21.24·25·35·"55758 One's insur­
ance status is the determining factor when it comes to 
entry and volume of care.5

" The Jack of health insurance 
often leaves a person vulnerable and limited when it 
comes dmvn 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. A.rnong ethnit, minority patients 
the percentage of those uninsured is higher than among 
lhe urban white populaticm25·5" 

Sources of advice and regular sources of care. Non-­
professional achice and the lack of a regular source 
of care can act as barriers and be restrictive for ethnic 
minority patients and their children.8•

2130 Health care 
practitioners believed their patients to be strongly 
influenced by recommendations and stories from 
friends and family members ,vhich proved not ahvays 
to be entirely true. As a result of this, patients resis­
ted the required increase of their medical dosage, based 
on the misinformed view that their illness might worsen 
or there could be complications.3° Having a regular 
source of care was reported to he one of the strongest 
indicators of preventive health care use.21 

Knowledge of health services uml how to use 
them. Unawareness of service availability or a Jack of 
knowledge about the 5ervices at one's disposal can act as 
a barrier 10 the use of health scrviccs.27·28·37 ·

39
-'14-'19,

50
,Mi 

When the ethnic minority patient has no knowledge 
of e.g. the function and availability of primary care 
workers other than the pl1ysician. then the use of 
primary health care wiU inevitably be restricted and 
inappropriate to l1is or her neecls.39 

It is also reported that the use of screening serv­
ices (e.g. breast and cervical cancer screening) is 
low among ethnic minorities, due to a general lack 
of knowledge abolll such services and a different 
understanding of the nature of preventive care. How­
ever. as immunization rates are generally high among 
ethnic minorities. the findings that ethnic minor­
ities lack knowledge about preventive services are 
contradicted.31 

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

as a barrier and promulgate stressfol situations which 
prohibit the use of health care or prenatal care for 
mothers and newborns.9 rn,2.935.3" 5 n 

Communiry enabling resources 
Availability and delivery of services. Regional dis­
advantages can act as a barrier lo the use of health 
services. 8

'
54 This rnrnl versus urban and suburban 

versus inner city conflict means thal living in the most 
remote and most sparsely populated regions, where 
there are no, or al least very few, medical providers 
around, inevitably has a detrimental effect cm the 
health services on offer. The availability of out­
patient services naturally increases the n LJmber of visits 
by patien!s.54 

Price of health services. High medical costs can act as 
a barrier. as they hinder immigrants that are not yet 
entitled to subsidies for medical benefits, because 
they have recently arrived. 38 People may also experi­
ence difficulty in the paying of medical bills as a result 
of having to adhere rn certain therapies; for example 
therapies which they perceive to be of the high cost­
high risk category, with recommended meal plans and 
dietary products. 29

•
35 

Transportation and travel time. Irregular public trans­
port in both cities and suburbs. combined with 
prolonged travelling times, is yet another barrier to 
the health care for ethnic minority patients in their 
endeavours to seek medical be!p.8-9·rn,rn,zr,,35 .3754 'This 
is particularly so, witlmlll access to a car. 31 

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. ln comparison 
with the ethnic majority, some ethnic minorities are 
more concerned about the symptoms ( e.g. chest pain) 
and more prone to seek immediate care. Also, some 
ethnic minorities are more prone to seek immediate 
care for an ailing child31 Aithot1gh this is not a barrier 
in the obvious sense; it affects the workload of the 
care provider. 

Personal health practices 
Traditional remedies and selftreatmel!t. The do-it­
yomself home remedy treatments and traditional 
medicine practice, hindering the acceptance of health 
services by ethnic minority patients can act as a 
barrier.8

·
10

·
2830

•
51 .6°N One study reported that no 

evidence was found to rnggest tbat traditional health 
beliefs and practices had a detrimental effect on the 
access and use of preventive health services.21 
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Potential barriers at provider level 

Provider characteristics 
Medical procedures and practices. lntrusive medical 
procedures and standard practices applied with 
insensitivity to patients needs can act as a barrier to 
the use of health services.9 ·rn·'7 ·

50
/'

2 The performing 
of certain medical tests and examinations can act as a 
barrier when ethnic minority patients are frightened 
or start to fear the unknown:37 Female patients may 
be embarrassed with a physical examination, especially 
if performed by (several) male physicians. Pelvic and 
vaginal examinations cause the maximum amount of 
embarrassment and sh:m1e.1

~·
50

·"
2 

Orieruation on immediale cornplaint. Orientation 
focusing on the immediate complaint alone; can be 
experienced as a barrier to the treatment of health 
problems. The physician in the hmne country of eihnic 
minority patient, may assess his patient in mucil more of 
a holistic rnanner. His assessment explores the family 
ramifications a long with the social context and other 
health problems that may prevail. To supplement con­
ventional treatment, referrals may also include resorts 
where mineral waters, sulphur baths and natural healing 
resources are used 42 

Program orientation and ethnic matching. 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 
care provider can make care more accessible to ethnic 
minority patients. Participation in ethnic minority ori­
ented programs. in comparison with generic program~, 
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 basi, 
of ethnicity and language 40 

Skills. Weak communication skills and incorrect prac­
tices can act as a barrier. 1·827 ZR, 31 35 ·36.4g,r,;.1,4 If the 
physician is not able to arrive at the correct diagnosis. 
the oLtlcome of the consul1.aLion may be inappropriate. 
The outcome is influenced 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'.31 

False perceptions by providers can probably result 
in the etbnic minority patient not receiving pain med­
ication for long bone fractures and folJow-up appoint­
ments, or referrals from emergency department visits35 

There may also be a tendency of the primary care physi­
cian to refer the patient more quickly to a specialist 
i.f it becomes difficult to diagnose the concerns of 

the ethnic minority patient. 1 Incorrect care for children 
of ethnic minorities included suboptimal rnanagement 
plans. decreased likelihood of receiving prescrip-­
tions, reduced screening and missed possibilities for 
vaccinations.H 

People from certain ethnic minority groups traverse 
more complex pathways lo specialist mental health 
services, as opposed to people from other ethnic 
minority groups or the ethnic majority. Some of these 
differences could be explained hy 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 problcm.6

'' Also, the la belling of problematical 
behaviour and ways to manage the behaviour showed 
that there were significant differences.48 These differ­
ences in assigning diagnostic labels and referring 
patients caused ethnic differences in the use of mental 
health services.35 

Behaviour. Discourteous care and stereotypical atti­
tudes towards ethnic minority patiems can act as a 
barrier and have a detrimental effect.7 ·8·27-28 ,35 38.44.64 

Because ethnic minority patients do 1101 often speak 
the language fluently they are sometimes treated dif­
ferently 10 other patients.35 Studies indicate the use of 
racially explicit language by bad-mannered staff, ,vhose 
hostile attitudes are obviously influenced by the social 
and ethnic status of those in their care.8

•
35

·
37

,
3

K
4 us 

Discrimination can also acl as a barrier, as it has a 
detriment.al effect on mental health (discrimination 
combined with perceived discrimination). It places 
the discriminated ethnic minority group at higher risk 
and perhaps more frequc,nt use of mental health ser­
vices. Some ethnic minority groups on mental health 
in-patient m1its are four times more likely to be admit­
ted compulsorily than the ethnic 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 inequalities 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 Lise. 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.64 

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 discomfort, for example, when rou­
tine references are made about missed appointments 
and other forms of non-compliance. Another example 
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is the fear factor engendered by unsympathetic staff 
that if one did not attend obstetric clinics, then forth­
coming delivery assistance maybe withheld.62 

Style o,(providing medical information. The undiplo­
matic style of conveying information and the way it is 
expressed rnn acl as a barrier. Disease prognosis which 
is conveyed in a direct manner and the use of medical 
terminology can cause discomfort to the ethnic minority 
patient:'" 

Parient approach. Impersonal patient approach can 
act as a barrier. For certain groups of ethnic minority 
patients a very formal and dispassionate approach by 
tbe care provider can deter them from using the health 
care facilities available. Furthermore, recruiting and 
retaining participants inlo treairnenl 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 seem to appreciate such an 
approach and respond warmly, whilst at the same time 
showing great respect for the professionals that are 
treating thcm.30

·
51 

Bilingualism. Being bilingual without the ski11s to fully 
articulate ones views can act as a barrier. Bilingual 
physicians face substantial language difficulties that 
can lead to a communication breakdown. 47 Although 
some physicians are able to care for patients without 
translators, clinical interaction about complex issues 
reqL1ires advance levels of language fluency for an 
effective patient--physician communication. Language. 
together with ethnicity matching of patient and 
physician. was found to reduce emergency service 
visits. 40

'
62 

Translation. Care providers 1.oo 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 consullalion. For 
them, cultural aspects in the definition of somatic and 
psychiatric troubles are substantial.43 Inlercultural 
patient-provider communication usually leads to 
unsatisfactory ad hoc arrangements.23 

Cultural knowledge. Lack of cultural knowledge can 
act as a harrier. 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.9,2s,3o 

Family involvement. Neglecting the influence of the 
family through non-involvement can act as a barrier, 

because some ethnic minority patients foster strong 
and traditional family values.25

•
30

·
51 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 loyalty and commitment to a 
collective responsibility hold these families 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 
falher 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. 30

·
51 

Religionhpirituality. Denying the aspect of spirituality 
and religion for some ( ethnic 1ninority) patients can 
act as a harrier. These influences can greatly affect 
the well-being of peoplern·28 They were reported to 
be an essential elemt':nt in the lives of cenain migrant 
women which enabled tbem to face life with a sense of 
equality.28 

Parallel sets of belief and practices. Ignoring the exist-­
ence of parallel sets of beliefs and practices can act as 
a barrier to the use of health services. The belief in, or 
commitment to. traditional practices does nol 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 travelling lo their country 
of origin for non-western practices. 9

·"
6 

.'.i-:,.lf,,4
9 

Potential barriers at system level 

Medical paradif!,111 
The slriclness of the medical paradigm can acl as a 
barrier as it is based upon the biomedical explanatory 
model of health, illness and healing methods. Some 
ethnic minority patients are dissatisfied witb 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. 44 
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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 consumerist approach to medical 
services is a novelty. The patient is encouraged 10 be 
a more assertive patient, but this often runs against the 
grain of older. more vulnerable patients. There are 
complaints too that the physician treats his patients 
in a maller-of-fact fonnai manner. This is contrary lo 
the ,varm and sympathetic way some patients are used 
to in their country of birth.42 

Organizational factors 
Referral system. The referral system can act as a 
barrier, as some patients feel uncomfortable with 
monitoring procedures that hinder them from obtaining 
adequate care. 10

•
3

~ For example, in their own counlry 
they can usually go directly to a health specialist Some­
times Lhis encourages them lo bypass the referral system 
using ttw sc:rvices in their own country. Such a decision 
is based upon lhe nalure of the illness and ,be 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 
country which may influence their attitude towards 
the services available here.3x 

Intake procedures and opening 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 suc­
cessful in adapting care to the need and expectations 
of these patients. 27 Limited and inconvenient clinic 
hours arc also disadvantageous with regard to the use 
of health services.3:,,c,z 

Consulrancy appointments and waiting time. The cum­
bersome process of making and obtaining appointments 
and the prolonged waiting times can act as a barrier. 
Difficulties in accessing health services stem from the 
making and obtaining of appoimments, the scheduling 
problems that exist at present and the unavailability 
of an appointment at a convenient time. 12,31i'··U5 Long 
waiting times for appointments and during visits to 
clinics hinder the patient from using the services that 
they are entitled to7'8 'w,rn,24,28•3u 7 

Patients of certain ethnic minority grot1ps have lo 

wait longer for specialist intervention as their European 
counterparts (up lo twice as long). Where this barrier 
occurs is not clear. A.s some ethnic minority groups are 
more concerned about the symptoms and more prone to 
seek immediate care for themselves or their ailing 
children, it is likelv that the barriers are more related 
to the use of health. services than to the approach of it.31 

Indeed. for some ethnic minority groups obtaining 
an appointment with the CH' is harder due to (physical) 
access difficulties, when compared with the ethnic 
majority. ()n the other hand. these groups are more 
frequently reported to have communicated their 
needs satisfactorily. They leave the doctor's surgery 
less frequently with follow-up appointments or with 
offered services (e.g. district nursing services), although 
they like lo acquire sucb services31 

The length of consultutiun and trearment. Consulta­
tions and treatments that are too abrupt can act as a 
barrier as dist.rust can arise.7· 18

·
28

•
35 Tber~ is a fear on the 

part of the patir;nt that they arc; not being taken seri­
ously enough. This undermines 1.he fabric or trust which 
is essential for improved relations to occur betwccn 
patient and provider. Jronically however, in some 
cases, these short-term treatment possibilities have 
made health care more accessible to ethnic n1inority 
patients-27 

Primed materials and other media fr7rm1·. Impersonal 
commllnication through printed matter and other media 
forms can act as a harrier. Tt is preferable to make direct 
personal contact with the ethnic minority patient, the 
spouse. friends 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.38 

Translarion. The lack of appropriate translated 
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 1D ethnic 
minority patients must take into account the different 
idiosyncratic expressions and the varying levels of 
literacy within the ethnic minorities' st1hgroups. It 
must acknowledge the value of traditional practices, 
explaining technical procedures and their rationale, 
address the concerns reported by tbe patient and inform 
them of their legal rights.30

,
35

,"
2 Linguistic and cultural 

translation are seen as problematical, especially in the 
light of the different sets of values concerning health, 
illness and healing rnethods employed by the care 
providers and their patients. 7 

Discussion 

Summary 
This literature review presents potc:;ntial barriers 
that exist in the use of health services among ethnic 
minnnties The health services are applied in many 
different countries and received by patients of a large 
number of different ethnic minorities. A great number 
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of potential barriers were identified. Obviously the 
presented barriers vary from country to country and 
what is a barrier to one ethnic grouping is not 
necessarily so to another. 'T"he potential barriers have 
been summarized in Table I. By checking the inYentory, 
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. 
\Vith the help of this table the type of health service 
in a particular country, used by a particular ethnic 
minority. is easily recognized along with the corres­
ponding potential barriers. We used Andersen's beha­
viour model of health services usc as the theoretical 
framework. The articles were screened for the different 
variables as presented by this modei. The Andersen­
model was also used by us, to help arrange the potential 
harriers. \Ve condensed the subject headings into 
three main groups which we have called: 'Patient 
level', 'Provider level' and 'System leYel'. By doing 
so, the myriad of potential barriers is easier to over­
see. Although our revievi 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 differem cot1ntries and 
using different health services. It presents a state-of­
Lbe-art inventory of potential barriers. according to 
the literature available. 

'f1woretica! framework 
\Ve used Andersen's behaviour model of heallh services 
use as the theoretical framework. To us the application 
of the Andersen-model was very usefol. The model 
presents a rather complete ser. of variables important 
Lo the study of health services use by general population 
or (ethnic) minorities. A pplicntion of the model results 
in a better Lmderstanding 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 nm incorporated and the 
characteristics of the soci[d-psyehological processes 
involved in the perception, evaluation and response 
towards health arc missingn In our opinion, the health 
professionals' point of view is quite robt1stly involved 
in the Andersen-model. Another way of reporting 
results could start from the individual patient's 
point of view. Also, reporting results through the 
processing of variables does not render an account 
of the individuals' behaviour. rt explains what is 
happening, not why the patient chooses 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-

faclorily. In our opinion, the provider characteristics 
should be incorporated in the population characterist­
ics. 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 ( e.g. 
distribution). Availability of health personnel and facil-­
ities is stated to be a variable of ·community enabling 
resources' 'Nhereas it is also a componem of the health 
care system resources, i.e. distribution. (3) Presentation 
of some results Linder the subject headings of t.he 
Andersen-model seems arbitrary. The consumerist 
approach, for example, dearly is associated with the 
health care system. The consumerist approach by itself 
is dispassionate to the patient, but the attitt1de of the 
provider that applies that approach does not have to be 
dispassionate. Here the question arises, if this barrier 
should be presented under barriers at system level or 
at provider level. This question is one of the many 
examples that can he given. The fact that some place­
ments do seem arbitrary does not affect the quality of 
the results. 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 consequences for daily practice 
Universality and specificity. Many of the barriers are 
'universal' problems that can afflict all of us. Long 
waiting Lists, for example. hinder all patienls from 
using the services that they arc entitled to. Potential 
barriers only afllict us under certain circumstances or 
only afflict some of us, mostly the socioeconomic vul­
nerable ones. As we have seen. a barrier that can only 
afflict us under certain circumstances is for instance 
irregular public transport. If there is no need to llSe 
the public transport, irregular public transport does 
not act as a barrier (e.g. to car owners). If public trans­
port is needed, irregular public transport acts as a 
barrier. A barrier that only afflicts some of us is for 
instance, health ins11rance coverage, For the socioeco­
nomic vulnerable ones, the price of health services 
can act as a barrier, i[ a heallh service is not. covered 
by their health insurance or is only partly reimbursed. 
T'he grot1p of socioeconomic vulnerable ones exists of 
members of the ctlrnic majority and ethnic minorities. 
Ethnic minorities are oft.en part of the most vulnerable 
category due to their lower educational, social and 
socioeconomic status. and due to lower income and 
lack of financial means. Potential b:nriers may have a 
greater impact on ethnic minorities, because they 
are alien to most of the harriers. Th,,y may lack know­
ledge about the existing health services and how to 
use then,. rn addiction. medical costs, for example, 
can be higher for irnmigrants 1;vho are not yet entitled 
to subsidies for benefits during their first 2 years of 
residence.38 
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Ethnic minority specijzcity. As we have seen, some 
potential barriers only afflict ethnic minority patients. 
They only aftlict 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 nature2~ 
Indeed, there also exist ·cultural' differences and dif­
fernnces in explanatory models bsctween patients and 
providers that share the same cultural background. 
Frequently 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 ·same' 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 subjective 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.65

'
66 The difference in 

ethnic norms and values between an ethnic 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 tbat share the same 
ethnic norms and values_ 

Situarion specifici(v. Barriers can only he understood 
in reference to the specific situations individual patients 
find themselves in. However. the reviewed studies were 
performed within contexts thal differed enormorn',ly. In 
some countries, for example, the healtb care sysrem uses 
a referral system, in other rnuntries the health care 
system does not. Ethnic minority patients may see 
health care as something of a luxury rather than the 
necessity that we consider it to be. In that case the 
use of a gatekeeper, who must refer to all other more 
specialized forms of services, is seen as a barrier. Also 
the waiting list for appointments creates barriers .. as we 
have come to describe it. l'hus, it is important to con­
sider the specific contc:xt we arc dealing with when 
identifying barriers to the use of health services. 

Palient and tirne specificity. We can see that noi only 
do the circumstances differ enormously; but ethnic 
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 
discernah1e differences in their approach to a given situ­
ation. Personal attributes such as !he 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 seriously influ-­
ence the eventual outcome. These factors influence a 
person's ability to deal with health problems and as 
such with illness. At the same time it must be under­
stood that the ideas of ethnic minority patients and 
their evaluations of medical experiences are indeed 
subject to constant adjustment through the changes of 
social situations, medical settings or because of personal 

medical experiences.36
'
52 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 potential barriers. so that lbe problem of 
barriers to health care for different ethnic minorities 
becomes transparent. In conclusion, there are many dif­
fcrcmt potential barriers of which some arc tied to ethnic 
rninorities. The barriers are all tied to the particular 
situation of the individual patient and subject ro con­
stant adjustment. In other words, generalizations should 
not be made. 

Limitation 

There are limits to this review. Firstly, the review 
presents only journal articles, This is the result of 
the search strategy. Therefore, materials published in 
books and reports that do not appear in Medlim' 
searches arc not included_ Secondly, the authors of 
this anicle do not belong to an ethnic minority group, 
as are tbc majority of the authors of the articles under 
review. The results are thus interpreted from a western 
perspective. Authors of ethnic minorities may hold dif­
ferent views. Having a western background leads us to 
certain ideas about health care provision; the referral 
system, for exainple, is valued as an asset to the health 
care system. Having a non--western background (may) 
lead 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 backgrmmd may affect the interpretation of 
results. 

Further research 

There is a need for further research. On one hand 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 
rese3rch; studies that determine whether a potential 
barrier realizes its full potential. Or, whether a potential 
barrier remain,s 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 healLh services) and the domain 'ethnic 
minorities'. The$ sign is used as the truncation symbol 
to replace one or more hollers. 

'The keywords of the domain ·heath services 
arc Health services, Health care, Medical care, 
Rehabilitation. Rclrnbilitatinn medicine, Multi­
disciplinary treatment. 

'The keywords oftbc domain ·use' (ofhcalth services) 
arc Use, Utiliz$. Medical consum$, Acces$, 
Barrier, Hindrance, Obstacle, Exclusio$. Discrimina$, 
Compliance. Satisfact$. 

The keywords of the domain 'ethnic minorities' are 
Ethni$, Minari$, Migrant lmmigran$. 
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Conscientious refusals to refer: findings from 
a national physician survey 
Michael P Combs,1 Ryan M Antiel,2 Jon C Tilburt,3 Paul S Mueller,3 Farr A Curlin4 

ABSTRACT 
Background Regarding controversial medical services. 
many have argued that if physicians cannot in good 
conscience 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 more 
theologically pluralistic, describing oneself as 
sociopolitically liberal, and indicating that respect for 
patient autonomy is the most important bioethical 
principle in one's practice (multivariable ORs, 1.6-24). 
Conclusions Physicians are divided about a professional 
obligation to refer when the physician believes that 
referral itself is immoral. 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. 1

-
6 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. 7

-
10 Yet, 

critics argue that such refusals violate patient 
autonomy11

-
13 and unjustly make patients' access 

to healthcare services dependent on the personal 
values of individual physicians.6 14 

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. 8 15

-
17 Dan Brock 

argues that this 'conventional compromise' respects 

individual physicians' integrity while fulfilling the 
medical profession's obligation to make the full 
range of legal medical interventions available to 
patients. 15 Previous studies suggest tha t most 
physicians agree both that doc tors are not obligated 
to do something they think is immoral and that 
they should provide a referral for services they are 
unwilling to provide themselves18 19 But what 
about those situations in which a physician believes 
tha t making a referral is itself immoral? Brock and 
others have argued that physicians must refer in 
these cases or face professional sanction, 15 20 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 bioethical principle-among beneficence, 
respect for autonomy, and justice21 -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 au tonomy 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.22 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 pa tients 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 salience23 24 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. 25 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 x2 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 Sta ta 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%. 26 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':i'o) 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 sociopolitical 
characteristics of survey respondents (n= 1032*1 

Characteristics 

Male 

Female 

Race (n= 1011) 

White 

Asian 

Other 

Black 
Region (n= 1015) 

South 

Midwest 

Northeast 

West 

Medical specialty (n= 1032) 

General medicine 

Medicine subspecialty 

Family practice 

Surgery 

OB/gyn 

Psychiatry 

Pediatrics & peds. subspecialties 

Diagnostic (pathology & radiology) 

Anaesthesiology 

Non-clinical/other 

Religious affiliation (n=994) 

No religion 

Jewish 

Roman Catholic/Eastern orthodox 

Non-evangelical protestantt 

Evangelical protestantt 

Other religion 

Religious Salience (n=1003) 

Not important 

Fairly important 

Very important 

Most important thing in my life 

Spirituality (n= 1000) 

Not spiritual 

Moderately spiritual 

Slightly spiritual 

Very spiritual 
Theological pluralism (n=977) 

Low 
Moderate 

High 

Socio political views (n= 1018) 

Conseivative 

Moderate 

Liberal 

Other 

The mean age ISO) of respondents was 49.8 18.7) years. 
*Not al l values sum to 1032 due to partial non-response. 
t Protestant includes those who identified as 'Other Christian'. 

n (%) 

728 (72) 

283 (28) 

786 (78) 

146 (14) 

54 (5) 

25 (2) 

331 (33) 

251 (25) 

227 (22) 

206 (20) 

183 (18) 

197 (19) 

119 (12) 

158 (15) 

47 (5) 

66 (6) 

131 (13) 

54 (5) 

66 (6) 

11 (1) 

146 (15) 

136 (14) 

238 (24) 

249 (25) 

87 (9) 

138 (14) 

300 (30) 

285 (28) 

313 (31) 

105 (10) 

115 (12) 

231 (23) 

397 (40) 

257 (26) 

274 (28) 

265 (27) 

438 (45) 

291 (29) 

426 (42) 

281 (28) 

20 (2) 

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 l.3 to 2.8, respectively), they self-identified as liberal 
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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 immora l. (n=997) 

Strongly agree 

Moderately agree 

Moderately disagree 

Strongly disagree 

268 (27) 

298 (30) 

245 125) 

186 119) 

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

Beneficence/non-maleficence 

Respect for autonomy 

Justice 

641 164) 

255 126) 

104 110) 

(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% CJ 1.1 to 2.3, compared to beneficence/ 
nonmaleficence). 

After adj us ting 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 ()(2) OR (95% Cl) 

Religious affiliation In) 
No religion (144) 102 171) 1.0 referent 

Jewish (135) 83 (61) <0.001 o. 8 (0.3 to 1.7) 

Roman Catholic/Eastern 112 (47) 0.7 (0.3 to 1.5) 
Orthodox (236) 

Non-evangelical Protestant (235) 127 (54) 1 (0.5 to 2.1) 

Evangelical Protestant (100) 45 (45) 0.8 (0.3 to 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 important 148 (48) 0.7 (0.4to 1.1) 

Most important thing in my life 39 (38) 0.5 (0.3 to 1.02) 

Spiritualiltyt (n) 

Not spiritua l 71 (62) 1.0 referent 

Moderately spiritual 140 (61) 0.005 1.2 (0.7 to 2.1) 

Slightly spiritua l 233 (59) 1.5 (0.8 to 2.6) 

Very spiritual 121 (47) 1.2 (0.6 to 2.2) 

Theologica l pluralismt (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 to 2.8) 

Sociopolitical views (n) 

Conservative 114 (41) 1.0 referent 

Moderate 234 (57) < 0.001 1.3 (0.9 to 1.8) 

Liberal 205 (75) 2.4* (1.5 to 3.8) 

Other 8 (42) 0.6 (0.2 to 1.9) 

Most important ethical principle (n) 

Beneficence/non-maleficence 334 (54) 1.0 referent 

Respect for autonomy 159 (64) 0.02 1.6* (1.1 to 2.3) 

Justice 61 (62) 1.3 (0.8 to 2.2) 

*p value < 0.05. 
t Regression model includes sex, age, region, specialty, rel igious affiliation, sociopo litical 
views and most important ethical principle as covariates. 
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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% CI 0.04 to 0.3) to 
indicate that a utonomy 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 tha t 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 da ta 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 'Yo 18 and 82%19

) 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 
abou t physicians' obligations when they object even to referral 
and finds tha t 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. 19 T he percentage of 
physicians in that study who believed that physicians are never 
obligated to violate their consciences cones ponds 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, w ith leading figures both 
rejecting and defending physicians' right to refuse to refer if they 
believe a referral is immoral. 15 27 Further complicating this isst1e 
is the reality that every clinical situation is unique; ethical rules 
do not always apply equally to different scenarios. 28 Moreover, 
patients and physicians often come from different moral 
communities and disparate worldviews. 29 As such, physicians 
and patients must at times negotiate complex clinical decisions 
without recourse to a shared ethical standard. 

Our data highlight how this delibera t ive 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 t he pa tient's moral valua­
tions even if such valuations contradict those of the physician. 
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Likewise, physicians who describe their social views as liberal 
are also more likely to believe physicians should always refer. 
The term 'liberal' has many uses, so we are cautious to avoid 
overinterpreting this finding. However, this finding is consistent 
with what philosopher Charles Taylor calls 'the liberalism of 
neutrality', in which individuals make choices according to their 
own authentic convictions regarding what constitutes a good 
life. 30 In such a framework, the state, and perhaps public 
professions like medicine, should remain neutral regarding 
patients' choices. 

Nor is it surprising that physicians who prioritise respect for 
autonomy would be more accommodating of patient requests. 
The principle of patient autonomy receives great emphasis in 
the bioethics literature,31 - 33 and in our study one in four 
physicians rated autonomy as the most important bioethical 
principle in their clinical practice. However, we did not ask 
physicians to rank how they prioritise the ethical principles in 
morally complex scenarios and we cannot, therefore, infer which 
principle they believe is most important in such cases. Previous 
studies25 34 suggest that this proportion would probably have 
been higher if we had specified a morally complex scenario rather 
than physicians' general clinical practice. Further study is needed 
to draw these sorts of distinctions. 

Together with earlier findings, these data make clear that 
consensus is narrow regarding how physicians should respond 
when patients request interventions to which their physicians 
have moral objections. Few would deny that physicians should 
be candid and forthcoming, taking care to not deceive or mislead 
the patient about the reason for the refusal or the options 
available. Likewise, it is widely recognised that patients have 
a legal right to seek all legal medical interventions, and that 
physician refusals for these services are made problematic and 
consequential for patients because professional licensing makes 
physicians the gatekeepers to most such interventions. Yet 
beyond this area of agreement, there are no uncontroversial 
solutions to the dilemmas posed by conscientious refusals to 
refer. 

One proposed resolution would have physicians either leave 
the profession or choose specialties where they will not be asked 
to violate their consciences. 3 14 20 Given the rapid evolution of 
medical practice, not to mention its segmentation and subspe­
cialisation, those entering medical practice cannot fully antici­
pate whether a certain specialty will or will not coincide with 
their values in the future. Furthermore, this proposed resolution 
does not adequately address what is to be done with individuals 
who have a passionate interest in and aptitude for a particular 
clinical specialty, but who have misgivings about a small 
segment of that specialty's practice. 

Another solt1tion would have physicians inform patients, 
at the beginning of the physician-patient relationship or 
another reasonable time, what medical services they are and are 
not willing to provide. 15 16 This would ostensibly enhance 
patient autonomy by allowing patients to seek out physicians 
who will at least accommodate their values. Many patients, 
however, have limited choices regarding their physicians, either 
because they live in rural or otherwise remote areas or because 
of their insurance status. In addition, it is unreasonable to 
expect patients to anticipate all circumstances that might 
transpire or the medical in terventions they might one day 
request. 27 35 Therefore, even if physicians make sincere efforts 
to proactively disclose their relevant objections to patients, 
conflicts will arise. 

Future efforts to resolve problems posed by conscientious 
refusals should be informed by our findings. The conventional 
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compromise, which permits conscientious refusals so long as 
physicians make timely referrals to accommodating providers, 
has been advanced as a way of protecting both physician 
integrity and patient autonomy. However, the compromise is 
unproblematic only when physicians can in good conscience 
make the referral. When they cannot, our data suggest that 
almost half (43%) of US physicians do not believe the conven­
tional compromise applies. Policies tha t mandate referrals are 
therefore likely to be resisted by large portions of the profession. 
Less contentious, perhaps, would be policies that focus on 
meeting patients' interest in having increased access to contro­
versial interventions without asking or requiring individual 
physicians to do what they believe is immoral.36 

Our study suggests a possible role for healthcare institutions 
in mediating disputes over controversial medical services. 
Healthcare institutions have obligations not only to individual 
patients, but also to their broader communities.37 Moreover, 
healthcare institutions have the capacity to anticipate the sorts 
of conflicts that may emerge between physicians and patients, 
and to set up systems that minimise both the inconvenience to 
the patient and the complicity of the medical personnel. 38 Some 
institutions are committed to providing all legal medical inter­
ventions. Others, such as Catholic hospitals, exclude those 
interventions that are inconsistent with their mission and 
ident ity. Either way, healthcare institutions can ask clinicians' to 
disclose clinically relevant objections, and should have policies 
and procedures to facilitate referrals, transfers of care, or other 
accommodations when patients' request interventions to which 
their physicians object. 

There are additional limitations to th is study. Although our 
response rate is consistent with other surveys of this type, 39 

there is a possibility that non-respondents differed in ways that 
biased our findings. Theological pluralism has internal consis­
tency and has been found previously to account for difference in 
physicians' ethical judgements, but it remains a novel variable 
and should be considered provisional until further research 
affirms its validity. In addition, the structure of the question­
naire allowed respondents to imagine clinical scenarios specific 
to the ir practice. Future studies would benefit from vignettes 
that to some extent normalise how respondents think about 
conscientious refusals. Finally, the cross-sectional design of this 
study does not permit any causal inferences from statistical 
associations, nor can we say how physicians in fact behave in 
any specific instance. 

Despite these limitations, this study indicates that physicians 
are divided about a professional obligation to refer if the 
physician believes that referral itself is immoral. Given the 
absence of consensus concerning a requirement to refer, at this 
time there remains no uncontroversial way to resolve conflicts 
posed when patients reques t interventions that their physicians 
cannot in good conscience provide. 
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EDITORIAL 

Conscientious objection to the provision of reproductive healthcare 

Healthcare providers who cice 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 
(http:/ /wvvw .globaldoctorsforcho ice.org). 

GDC became concerned about the impact of conscience-based 
refusal on reproductive healthcare as we began to hear increasing 
reports of harms from many parts of the globe. Therefore, we began 
to talk 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 priority 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 conscientious 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 
previous 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 
om 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. Pa(mdes et al. [2] provide a perspective from 
this professional medical society and contrast FIGO's clear-cm 
articulation that "the prima1y 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 imprnved dissemination and education 
regarding bioethical principles and FIGO positions. Johnson et al. [ 4 J 

discuss the application of WHO's second edition of Safe Abortion: 

Teclznical 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 [G] discusses international 
human rights law and state obligation to harmonize the practice 
of conscientious objection with women's rights to sexua I 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 to 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 grateful to 
Drs Dragoman, faiindes, Johnson, and Temennan, and to Graciana 
Alves Duarte. Maria Jose Duarte Osis, Eszter Kismiidi, 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 Bilhartz, 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 Gonzalez 
Velez, Lisa H. Harris, Brooke Ronald Johnson, Eszter Kismiidi, Anne 
Lyerly, Alberto Madeiro, 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 reproductive health­
care. Conscience-based refusal of care may be one that we can 
successfully address. 
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Background: Global Doctors for Choice-a Lransnalional network of physician advocates for reproductive 
health and rights-began exploring the phenomenon of conscience-based refusal of reproductive healthcare 
as a result 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. 

Policy response 
Reproductive health services 

Objectives and search strategy: The While Paper draws on medical, public health, legal, ethical, and social sd­
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 abom criteria for refuser status 
and no standardized definition of the practice. and the studies have sampling and other methodologic limita­
tions. The White Paper reviews these data and offers logical frameworks to represent the possible health and 
health sys Lem consequences of conscience-based refusal Lo provide abortion; assisLed reproductive technolo­
gies; contraception: treatment in cases or 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 health societies must lead attempts to respond to 
conscience-based refusal and to safeguard reproductive health, medical integrity, and women's lives. 
© 2013 lntemational Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All rights reserved. 

1. Introduction 

How can societies find the proper balance between women's 
rights to receive the reproductive healthcare they need and health­
care providers' rights to exercise their conscience? Global Doctors 
for Choice (GDC)-a transnational network of physician advocates 
for reproductive health and rights ( www.globaldoctorsforchoice. 
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 clements 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 
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out the potential consequences for the health of patients and the 
impact on other health providers and health systems; and report 
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 thar 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 health perspectives and the evidence. We focus on the rights 
of the provider who conscientiously objects, togerher 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 ii whole. 

Conscientious objection is the refusal to participate in an activity 
that an individual considers incompatible with his/her religious, 
moral, philosophical, or ethical beliefs [ l ]. This originated as op­
position to mandatory military service hut has increasingly been 
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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 healchcare. While health 
providers have claimed conscientious objection to a variety of 
medical treatments ( e.g. end-of-life palliative care and stern 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 
of care are used interchangeably throughout.) Refusal to provide 
this care has affected a wide swath of diagnostic procedmes 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 (ICCPR) [ 1]. the American Convention on Human Rights [3]. 
and the European Convention for the Protection of Human Rights 
and Fundamental Freedoms [4], as well as UN treaty-monitoring 
bodies [5,fi], have recognized both the right to have access to qual­
ity, affordable, and acceptable sexual and reproductive healthcare 
services and/or 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 discrimination 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 belief 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 
freedom, 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 only 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. 

lnternational professional associations sucb 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) [10]; Grupo Medico por 
el Derecho a Decidir/GDC Colombia [ I 1 ]; 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 to refuse must be bounded by obligations 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 almost 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 
settings. At the individual level, 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 inrquities in health status. Indeed, 
too many women, men, and adolescents lack access to essential 
reproductive healthcare services because they live in countries with 
restrictive laws. 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 lucrative 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 impact caused by the loss of providers due to 
conscience-based refusal of care. In resource-constrained settings, 
where there arc too 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 to 
decreased access to timely services: 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 infrastrnctural 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 contribution to constrained access to repro­
ductive care attributable to conscientious objectors from that due 
to limited resomces, restrictive laws, or other barriers. 

What are the criteria for establishing objector stacus 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 cliniciam claim conscientious 
objection for reasons other than dreply 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 [ l 7]. 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 se1vices, rather than because they truly 
conscientiously object [ 19]. 

Moreover, some religiously affiliated healthcare instit11tions 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 conmmni­
ties. Wicclair and Charo both argue that, since a license bestows 
certain rights and privileges on an institution [22-24]. "[W]hen 
licensees accept and enjoy these rights and privileges, they incur 
reciprocal obligations, including obligations 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 highes( 
"standard of care," as codified in the laws and policies of the 
state [22 J. 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 timeliness 
as key components [25], WHO adds the concepts of equitability. 
accessibility, and efficiency to the list of essentia I 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 identify 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 co11~ci­
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 religious doc­
trines or religious self-interest [28.29]. Dickens and Cook articulate 
that conscientious commitment "inspires healthcare providers to 
overcome barriers to delivery of reproductive services rn proten 
and advance women's health" [28]. They assert that, because pro­
vision of care can be conscience based, full respect for conscience 
requires accommodation 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 [28]. This principle is articulated by FIGO 
[CJ]: according to the FIGO "Resolution on Conscientious Objection." 
"Practitioners 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 limited 
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 necessary 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 
employers, 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 Jaw, 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, 
legal, 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 health 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 hralth 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 
objection and the motivations of objectors in order to assess 
the distribution and scope of the phenomenon 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 because 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 methodologic 
limitations that limit their generalizability. Indeed, the studies 
reviewed are not comparable methodologically or topically. The 
majority focus on conscience-based refusal of abortion-related 
care and only a few examinr 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, rape/incest, fetal anomaly, and 
maternal life endangerment. Some rely on closed-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 dwarf this and other factors that impede access. 
Acknowledging that conscientious objection to reproductive healch­
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 attitudes 

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 notification. 70~t 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 repo1ted 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 mifeprisrone 
and 8% objected to EC [37]. A report from Austria describf's many 
regions without providers and a report from Portugal indicates that 
approximately 80?'6 of gynecologists there refuse to perform legal 
abortions [38--40]. 

Other studies have investigated opinions about abortion 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 only 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 abortion for rape/incest, although very few were 
willing to provide services (unpublished data). 

Some studies indicate that J 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 OB/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% supported performing 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 rape/incest [48 J. 
While 10% of a random sample of consultant OB/GYNs 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 from the 
provider's familiarity with a patient, experience of stigmatization, 
or opportunism. 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 authors 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) [50], a study of Idaho 
licensed nurses [51 ], a study of 0BiGYNs in a New York hospital 
[52]. and a cross-sectional survey of OB/GYNs and midwives in 
Sweden [53] found self-reported religiosity w 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 
lower rates of objection were associated with higher levels of 
training and experience in a survey of medical students and 
physicians in Cameroon and in a qualitative study of OB/GYN 
clinicians in Senegal [55,56]. Similar patterns prevailed in a survey 
of Norwegian medical students [57] and among pharmacists and 
OB/GYNs 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 nmse 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 more 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 mortaliry [60]. A non-random sample of 
Polish physicians reported that institutional, rather than individual. 
objection was common [ 19]. Similar observations have been made 
about Slovakian hospitals [51 ]. 

A few investigations have explored clinician attitudes toward 
regulation of conscience--based refusal of reproductive healthcare. 
Two studies from the USA indicate that majorities of family 
medicine physicians in Wisconsin and a random 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 
OB/GYN posts, and more than one-third think objectors should be 
required to state their reasons [35]. Interviews with a purposive 
sample of Irish physicians revealed mixed opinions about the 
obligation of objectors 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. Assessment 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, chere are a host of key questions. Further 
research on 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 avoid 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. lnvestigations 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 reproductive health address 
the lack of clinical skills that contributes to refusal of care? Could 
further education clarify which services are permirted by law, and 
under which cirrnmst.ances, and thus reassure clinicians sufficiently 
such that they providr care? Empirical evidence is essential as 
varied political actors try to respond to these competing concerns 
with policies or regulations. 

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

We lay out the potential implications of conscience-based 
refusal of care for patients and for health systems in 5 areas 
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 J particular component 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 recog­
nize the difficulties of identifying the contributions attributable to 
other barriers to access. These include limited resources, inadequate 
infrastructure, failure to implement policies, sociocultmal 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 and/or become overburdened. 
We specify plausible health outcomes for patients, as well as the 
consequences of refusal for families, communities, 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 all 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 wich abortion [64]. 

There is substantial evidence that coumries chat provide greater 
access to safe, legal abortion services have negligible rates of 
unsafe abortion [65]. Conversely, nearly all of the world's unsafe 
abortions ocrnr in restrictive legal setrings. Where access to legal 
abortion services is restricted, women seek services under unsafe 
circumstances. Approximately 21.6 million of the world's annual 
46 million induced abortions are unsafe, with nearly all 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 [66]. Nearly 
one-quarter (more than 5 million) of these result in serious 
medical complications that require hospital-based treatment [67, 
68]; 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 hy 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 women in 
setcings in which abortion is more highly restricted. We ground 
our model (Fig. 1) in the following examples:(!) in South Africa, 
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 Jbortion-related se1vices. 

1996 [70.71 ]; (2) although Senegal's postabonion 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 

Infertility is a global 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,Tl], the use of ART is much more likely in high­
resource countries. 

Access to specific ART varies by socioeconomic status and ge­
ographic location, between and within countries. ln high-resource 
countries, lhe cost of treatment varies greatly depending on the 
healthcare system and the availability of government subsidy [75]. 
For example, in 2006, the price of a standard in vitro fertilization 
(!VF) cycle ranged 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-based 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 
io which some physicians practice according to moral or religious 
beliefs, even when these contradict bes( 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 
led many physicians to avoid these [78]. Anecdotal reports from 
Argentina describe ART physicians' avoidance of cryopreservation 
and embryo selection/reduction following the self-appointment of a 
lawyer and member of Opus Dei as legal guardian for cryopreserved 
embryos [78,79]. The only example that illustrates the implications 
of denial of preimplantation genetic diagnosis (PGD) refers to a 
legal 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. Ciyopreservation. 
and gamete donation [80]. This ban compelled a couple who were 
both carriers of the gene for ~-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 
[80] (Fig. 2). 

33. 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. In 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 quintile 
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 panicular 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 
legal, lack of basic resources allocated by government programs may 
compromise availability of particular methods. High manufactming 
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Fig. 2. Consequences of retusal of components of assisted reproductive technologies. 

costs or steep prices can also undermine access [84]. 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. ln Poland, there is 
widespread refusal to provide contraceptive services (]. Mishtal, 
personal communication, 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 1isk to maternal health 
and unavoidable pregnancy 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 abonion. 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-
90], and 10%-20% of all clinically recognized pregnancies end in 
spontaneous ,1bortion [90]. Often, refusal of care in circumstances 
of maternal health risk occurs in the context of highly restrictive 
abortion 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 membranes 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 ectopic pregnancy derives from legal bans, rather than from 
an example of conscience-based refusal of care. In El Salvador, a 
total prohibition on abortion has led to physician refusal tu treat 
ectopic pregnancy [93]; in Nicaragua. the abortion ban results in 
delay of treatment for ectopic pregnancies, despite law and medical 
guidelines mandating the comrary [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-with 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 delivery and in the neonatal 
period. With PND, families are also afforded the time to secure 
the necessary emotional and financial resources to prepare for the 
birth of a child with special needs [95.96]. In settings in which 
there are fewer resources available 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 R.R., 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 interventions related to 
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 Cultural Rights (CESCR); the UN Committee 
on the Elimination of Discrimination against Women (CEDAWj; and 
the UN Human Rights Committee have commented on the need 
to balance providers' rights to conscience with women's rights to 
have access to legal health services [CJS-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 ensme 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 FlGO in its Ethical Guidelines on Conscientious Objection 
(2005) [9] and WHO in its updated Safe Abortion Guidelines (2012) 
[ 105 ], have agreed on principles related to the management of 
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conscientious objection to reproductive healthcare provision. While 
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 
ensme access to services without discrimination or undue delays: 

• Providers have a professional duty 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 situations, 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 object, for reasons 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 medicine, 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, there 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 [109,110] gives 
private institutions the ability to object and requires private health 
centers to register as conscientious objectors with local 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]. ln the USA. the question of institutional 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 
maincain 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 number of providers for a certain service, some concentrate 
on ensming 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 judgment 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 example. a Bavarian High Adminis­
trative Court decision [ 117], upheld by the Federal Administrative 
Court [118], rnled that it was permissible for a municipalily to in­
clude ability and willingness to perform abortions as a job criterion. 
In 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 rn 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]. 
ln Argentina [l 10] and France [120], legislation requires doctors 
who conscientiously object to refer patients to non-objecting prac­
titioners. Similar Jaws exist in Victoria, Australia [ 121 ], Colombia 
[116.122.123], ltaly [124], and Norway [115]. Professional and med­
ical associations around the world recommend that objectors refer 
patients to non-objecting colleagues. ACOG in the USA [125] and 
El Sindicato Medico 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 preparatmy 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, s/he may do so after ensuring the 
contmuity of medical care by a qualified colleague [128]. FlGO 
maintains that patients are entitled to referral to practitioners who 
do not object [9]. 

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 right 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 a 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]. 
Italian 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 institution must inform the county municipality 
of the number of different categories of health personnel who 
are exempted on grounds of conscience [115]. Argentinian law 
[ 109] 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 [1 JO]. 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 Ireland, a guidance document by 
the Department 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 [l09] 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 
patients [ 136]. 

The right to receive information in healthcare, including repro­
ductive health information, 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
mem [97]. At the national level, laws have mandated disclosure 
of health information to patients. For example. according to the 
South African abortion law, providers, including objectors, must 
ensure chat pregnant women are aware of their legal rights to 
abortion [108 j. 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 
objector 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 out treatment by health pro­
fessionals and authorities of hospitals is subject to administrative, 
civil, and/or criminal actions [109]. FICO 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 instimtion. 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 institutions 
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 doctor is not legally allowed to refuse care unless a 
patient has such reasonable access [115]. 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 rhe state rn 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 objected [ l 44]. 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 to 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]. 

Some measures specify which service providers are eligible 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 they 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]. Dming 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 I. 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 sociopolitical ,rnd 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 conscience-based refusal of 
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Table 1 
Benefits and limitations of policy interventions 

Option 

RefenJ.l to willing ..i.nd 
acces~ib]e providers 

Regjstration nf 
ohjectors/wri~ten notice to 
employers; 

Required disclosure of objector 
status to patients 

Required mformatlon to 
patients about available health 
options 

Mandated provision of se1vices 
in urgent simations or when no 
alternative exists 

VVillingness to provide and 
proficiency dS criteria for 
employment 

l\r1edlcc1] certification rnntingrnt 
upon profk.it>ncy in specific 
services 

Medical society guidelines 
delineating expected standards 
of care 

Health syste1n needs 

Enables s.ystem planning for 
service delivery 

Informs on prevalence of 
objection, enabling system 
p]Jnning for se1vice delivery 

Enables women to avoid 
unproductive visits to objectors 
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 
e11surt' suilicient 11umber of 
providers to meet demand for 
specific services 

Jrnproves he.31th -;ystem-level 
plannlng for service delivery by 
assuring that provider,<; are 
proficient ln needr ... d St ... rvkes 

Recommends that p1iority go to 
patient receipt of care and to 
preventmn of shortages of 
willing and qualified providers; 
guidelines may lack mecha111sms 
for implementation 

Timely access to care 

E>..pediles patients' Jccess to 
se1vices 

Lectds to more timely ctccess to 
cclfe fonvornen who cc1.11 avoid 
seeklng care from known 
objectors 

Women go directly to willing 
provider 

Facilitates patient access to 
appropriate care 

Provides critical care in a timely 
fashion 

Staff compete11cy and 
willingness enable ready and 
timely access to appropriate 
care 

Availability of trJined provider-; 
facilltate,;; tlrnely access to care 

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

Bal,HKlng rights and obligatJons 

Upholds patients' rights to 
health-related information; 
providers' oblig.1tions to 
provide information and make 
refusal transparent; individual 
conscience 

Acknowledges provider right to 
object while informing pc1tients. 
Requirement offrnrnal 
documentation acknowledges 
healrh 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 opnons: 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 

1-IeJltll syste1ns' needs to 
employ proficient J.nd \Nilli112 
providf:'ls to resµond to the 
health needs of the community 
tlump provider rights to object: 
providers free to ,1dhere to 
conscience by choming other 
employment 

Estilhllshes thar objectors have 
the rig]~t to choose other 
specialtles, hut not to refuse 
essentiJJ components of a 
specialty: ensures patient rights 
to receive appropriate se1vices 
from provider,; designated as 
spf'ciailsts; defines and 
safeguards professional 
standards 

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

Developing criteria for refusers 

Establishes obligations of those 
claiming objector stJ.tus. wl1ile 
aclrnowledging legitimacy of 
objection 

Delilwiltes tJw specific instances 
i1111vhich objection is permitted, 
and by whom; formal 
notification of f'rnployfT'i makes 
explicir the criteria for 
designation as ,m objector 

Defines obligations of objectors 

Limits scope of ob_1ect10n by 
specifying components of care 
individuJls obligated to provide 

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

Limits objection becJuse only 
those willing and tr..=iined are 
eligible for employment 

Clarifie:- rhat spf'riallst objectors 
must be trained and ready to 
provide care Jn emergency 
situJtions or \·vhen other 
options not available 

Suggests criteria for designation 
as objector and associated 
obhgations 

Sta11dardizati011 

Policies and procedures for 
disclosure J.nd referral 
stamiardized throughout heJ.lth 
system 

Ensures thc1t requirements fo1 
designc1tion as ol~jector are 
standardl7ed throughout the 
health ,<;ystem 

Standardizes information 
provided to patients 

Standardizes infonnatmn to 
patients about health system's 
range of available se1vices 

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

Standardizes such requirements 
in job posting~ throughout 
health sys.tern 

Sprria!ty certification 
guarantees mJstery of a ser of 
skills c1nd compliance with 
explicit obligations 

Asserts standards of care 

Data needs 

Provides indirect dJta 011 

patients' encounters with 
refusal 

Registries provide dctta on 
prevalence by type of provider 
as \1vell as component of care 
refmed 

N/A 

N/A 

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

Tracks the number of 
proficient a11d willing 
candidates. seeking 
employment 

Tracks number of providers 
certified and, therefore, 
proficient. thus fadlitating 
planning 

N/A 
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care and the consequences for women's health and health system 
function are inadequate, they indica(e that refusal is unevenly 
distributed; that it may have the most severe impact in those parts 
of the world least able lo 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 objectors 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 considering 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 designacion 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. Importantly, professional organizational voices can uphold 
conformity with standards of care as the priority professional 
commitment of clinicians. thus eliminating refusal as an option 
for the care of ectopic pregnancy, inevitable spontanrous 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 
systems. 

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 also move us from locating the issue at the 
individual level to consideration of obligations at the professional 
and health system lrvels. 

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 on communities. 
Akhough conscientious objection is only one of many barriers 
to reproductive healthcare, it is one that medical societies are 
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 leadership in forging policies to balance these 
competing interests and to safeguard reproductive health, medical 
integrity, and women's lives. 
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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 a justifi ·· 
cation to deny safe aborlion care to women who have lhe legal right to have access lo 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 r:hey per­
form legal abortions. These colleagues seem to ignore the ethical principle that the primary conscientious 
duty of OB/GYNs 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 
duly. One of the Jobs of the FIGO Working 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. 
© 2013 lnternational Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All rights reserved. 

1. The concept of conscientious objection 

Conscientious 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 
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 Srndy 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 obligation 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 legal right to 
have access to safe termination of pregnancy. 

' Corresponding author: Anibal ra(mdes, PO Box 6181 Campinas. Sao Paulo 
13084971, Brazil. Tel.: +55 19 32892856; fax: +55 19 32892440. 

E-mail address: afaundes@uol.corn.br (A Fa(mdes). 

2. Inappropriate utilization of conscientious objection to deny 
legal abortion services 

Latin America is a region with very restrictive abortion laws and 
it includes most of the few countries in the world where abortion 
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 circumstances: for example, when performed to preserve 
women's life and/or health; in cases of rape or incest; and in the 
presence of very severe fetal defects incompatible with extra uterine 
life. 

Abortion is permitted in broad circumstances in Cuba, Mexico 
City, Colombia, and more recently Uruguay up to 12 weeks of 
pregnancy [2-5]. The problem is that most women who meet 
the requirements for obtaining a permissible abortion 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 conditions. 
following International Conference on Population and Development 
recommendations [ 6]. The main obstacle to the provision of services 
is unwillingness of physicians claiming conscientious objection to 
providing abortion care. 

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

0020-7292/$ - see front matter© 2013 l.nte1nat10n.3.J Fedeca.tion of Gynecology ,md Obstetrics. Published by Elsevier lrela.nd ltd. All rights rese1ved. 
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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 Committee for the Ethical Aspects of Human 
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 {Htients 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 smveyed 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 termination of pregnancy. Only 50%, however, were 
willing to perform such an abortion or prescribe abortifacient drugs 
[7]. 

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 genuine 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]. It 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 J legal procedure that would avert the serious 
complications that could occur if che procedure were performed un­
safely and clandestinely but are not afraid of being stigmatized 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 obligations to patients 

It appears that those of us who occupy positions of leadership 
in 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. lt 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 uncomfortable 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 women 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]. 

In other words, rather than solely criticizing the behavior 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 FlGO Committee on the 
Ethical Aspects of Human Reproduction and Women's Health. We 
should also disseminate the evidence thJt 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 [to]. 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 situation is 
not much different in Africa and many countries in Asia, indicating 
that we have to seek stronger commitments from national OB/GYN 
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 FlGO 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. 

Conflict of interest 

The authors have no conflicts of interest. 

References 

[1] FIGO Committee for the Ethical Aspects of Human Reµroduc­
tion and Women's Health. Ethical Issues in Obstetrics and Gyne­
cology. http:/! W'..NW. fi go.org ifl[es /figo- corp/Englts n:;201: thicai ~2 0Issues%20 in?; 
200bstetrics:X20and:Y,20Gyneco'togy.pdf. Published October 2012 . 

[2] Center for Reproductive Rights. The World's Abortion laws Map 
20-11. iJttp:i/reproduct:iverights.org/sites/c::T.civicactions.net/files/don1rnents' 
AbortionMap 20'! Lpdf Published 2011. Accessed August 15, 2013. 

[3] Decree reforming Art.ides 145 and 148 of the new Penal Code of Mexico City 
and adding Articles 16 bis 6 and l 6 bis 7 to the Health I.aw of Mexico CiDJ, 
reported in Official Gazette of Mexico Ciio/, 14, no. 7. 24 January 2004, pp. 6-7 
(Mexico). 

[4] Center for Reproductive Rights. The World's Abortion Laws Map 2013 
Update. Fact Sheet. http://reproductiverigi1ts.org/sitesicrr.civ1cactions.oet/filesi 
documem:.slAhortlonMap __ Factsheet_-2013.pdf Accessed Augusi:: 1 '3, 2013. 

[5] I.aw C-355 of 2006 (Colombia). 
16] UN. Report of the lntcrnationai Conference on Popularion and Development. 

Cairo: United Nations, 5-13 September 1994. http://1A~vw.unfpa.org/webdav/ 
sitejglobal/shJ red/documents/publkations/2004/icpd __ i~ng. pdf. Accessed August 
15, 2013. 

[7] Faundes A. Simoneti RM. Duarte GA, Andalaft-Neto J. factors associated to 
knowledge and opinioH of gynecologists and obstetricians about the Brazilian 
legislation on abortion. Rev Bras Epidemiol 2007; I 0( I ):6- l 8. 

[SJ Fadndes A. Hardy E, Duarte G. Osis MJD. Makuch MY. The role of religion 
over the perspective c1nd actions of gynecologists with reference to legal 

HHS Conscience Rule-000538700 

Case 3:19-cv-02769-WHA   Document 57-14   Filed 09/09/19   Page 156 of 351



A. FaUndes / [nternatiana/Jrmrnal of Gynecology and Obsti?trics 123 (2fJ13) S57-S59 S59 

termination of pregnancy, emergency contraception and use of JUD. Final 
report presented ro PROSARL Cemicamp, 2005. 

[9] Sedgh G, Singh S, Shah IH, Ahman E, Henshaw SH, Rankole A. Induced 
abortion: incidence and trends worldwide from 1995 to 2008. lancet 2012; 
379(9816):625-32. 

I rn] FICO Working Group for the Prevention of Unsafe Abortion. Prevention of 
Unsafe Abortion. hrcp://wvJw.figo.org/abou(/vvorking __ group5/lln'5afe ... abordon. 
Accessed August 15, 2013. 

HHS Conscience Rule-000538701 

Case 3:19-cv-02769-WHA   Document 57-14   Filed 09/09/19   Page 157 of 351



International journal of Gynecology and Obstetrics 123 (2013) S60-S62 

Contei1ts lists available.at SciencaDirect 

International Journal of Gynecology and Obstetrics 

jounwl homepage: www,elsevier.oom!locate!ijgo 

CONSCIENTIOUS OBJECTION 

Conscientious objection to provision of legal abortion care 

Brooke R.JohnsonJra, Eszter Kisrnodi b, Monica V. Dragoman a. Marleen Ternmerrnan a 

'UNDP/UNFPA.fUNICEF/WH01Wor/d Bank Special Programme of Research, Development and Researc/J Jraining in Human Reproduction, World Health Organization, Geneva, Switzer/and 
b independent lntemationai Human Rig/Jts La\fi,yer, Geneva, Switzer/and 

ARTICLE INFO ABSTRACT 

Keywords: 
Abortion 
Consci~ntious objection 
Human rights 
Maternal health 
Women's health 

Despite advances in scientific evidence, technologies, and human rights rationale for providing safe abortion, 
a broad range of cultural. regulatory, and health system barriers that deter access to abortion continues to 
exist in many countries. When conscientious objection to provision of abortion becomes one of these barriers, 
it can create risks to women's health and the enjoyment of their human rights. To eliminate this barrier. states 
should implement regulations for healthcare providers on how to invoke conscientious objection without 
jeopardizing women's access to 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 all necessa1y measures 
to ensure that all women and adolescents have the means to prevent unintended pregnancies and to obtain 
safe abortion. 
©2013 lntemational Federation of Gynecology and Obstetrics. Published by Elsevier !re land 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 to exist in many countries, 
and the numbers and proportion of unsafe abortions continue to 
increase, especially in low- and middle-income countries [ l ]. 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 
Guidcmce for Heult/1 ::i)stems in June 2012 [2]. In addition to pro­
viding recommendations for clinical care and service delivery, the 
dornment highlights a number of regulatory and policy barriers, in­
cluding conscientious objection, and provides guidance to eliminate 
them. If implemented ar 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. 

• Conesponding author: Brooke R. Johnson Jr, RHR/HRP, World Health Orgamza­
tion, 20 Avenue Appia, 1211 Geneva 27, Swit7er1and_ Tel.: ,-41 22 791 2828: fax: 
+41 22 791 4171. 

E-mail address: jolmsonb@who.int (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 or participating in 
abortion care on religious and/or moral or philosophical grounds. 
While other 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, 
laws 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 
human 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 from an abortion, including 
illegal or unsafe abortion, must be treated urgently and respectfully, 
in the same way as ,my other emergency patient, without punitive, 
prejudiced, or biased behaviors [2]. Adherence to the individual 
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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 

In 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]. ln practice, individual or institutional refusal 
to provide timely referral and emergency care interferes with 
women's access to services and may increase health risks. ln 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 governments' failure to ensure adequate numbers and 
distribution of providers and facilities to offer abortion services. 

ln 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 abom 
safe abortion. poorly defined or narrowly interpreted legal grounds 
for abortion, requirements for third-party authorizations to receive 
abortion, mandatmy waiting periods, requirements for medically 
unnecessary tests or procedures, 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.,G]. 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 serve as a deterrent to seeking legal 
services altogether, potentially increasing the likelihood of unsafe 
abortion. 

Any barrier, including abuse of consciemious objection, poten­
tially causes delays in gaining access to a needed health service. 
Legal abortion using WHO-recommended 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 1997 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 abortion-related death. The mortality 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 [8]. 

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 impact on access of disingenuous 
claims of conscientious objection, of conscientious objection with­
out referral, and of refusal to treat emergencies. Indeed, the extenc 
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 rights 

UN treaty-monitoring bodies, 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 measures to ensure 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. lega I abortion services, especially with regard to 
referral and in emergency cases when referral is not possible. 

ln 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 ofhcers, 
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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The practice of conscientious objection by healthcare 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. Few states adequately regulate the practice, leading to denial of access 
to lawful reproductive healthcare services and violations of fundamental human rights. International ethical, 
health. and human rights standards have recently attempted to address these challenges by harmonizing the 
practice of conscientious objection with women's right to sexual and reproductive health services. FIGO ethi­
cal standards have had 2.n important role in influencing human rights development in this area. They consider 
regulation of the unfettered use of conscientious objection essential to the realization of sexual and reproduc­
tive rights. Under international human rights Jaw. states have a positive obligation to act in this regard. While 
ethical and human rights standards regarding this issue are growing. they do not 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 forth existing ethic.al and human rights standards on the issue and illustrates the need for further 
development and clarity on balancing these rights and interests. 
© 2013 lntern,itiond! Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All rights reserved. 

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 reproductive rights. Under inter­
national human rights law, states have a positive obligation to 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 not 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 
forth existing ethical and human rights standards on the issue 
and illustrates the need for further development and clarity on 
balancing these rights and interests. 

The practice of conscientious objection by healthcare 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 113(. 1135G Stock­
holm, Sweden. Tel.: +46 707452803. 

E-mail address: christina,fllzampas.org (C Zampas). 

not transparent and women are neither directly 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 healthcare workers claiming 
conscientious objection, pharmacists. nurses, anesthesiologists, and 
cleaning staff have been reported to refuse to fill their job duties in 
connection to acts chey 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 
laws, 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 tn 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 national 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 
law. 
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2. International human rights law 

The right to access to reproductive healthcare is grounded in 
numerous human rights, including 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 ro remove barriers limiting women's access to such 
services 14,5 ]. Such barriers include conscientious objection. UN 
bodies monitoring state compliance with international 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 dvoid limiting 
women's access to reproductive hedlthcare. They encourage, for 
example, implementing d mechanism for timely dnd 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 artirnlated state 
obligations to remove barriers-including some laws and practices 
on conscientious objection-that interfere with individual decision 
making on abortion. The report notes that such laws dnd their use 
create barriers to access by permitting healthcare providers and 
dncilldry personnel to refuse to provide abortion services, infor·~ 
mation about procedures, and referrals to alterndtive facilities and 
providers. These and other laws make sdfe abortions unavaildble, 
especidlly to poor, displdced, and young women. The report notes 
that such restrictive regimes seave to reinforce the stigma of abor­
tion being an objeaionable 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 objection 
is raised by a service provider" 19]. 

Conscientious objection is grounded in the right to freedom of 
religion, conscience. and thought-recognized in mdny international 
and regiolldl human rights tredties. as well as in ndtional consti­
tutions. Under international and regiondl 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 
18,10-12]. 

The Human Rights Committee, which monitors state compliance 
with the International Covenant on Civil and Political Rights ( one of 
the major UN human rights treaties), lids 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" 113]. 

Two recent decisions of the European Court of Human Rights 
shed light on the meaning of such limitations in the context 
of conscientious objection to abortion related reproductive health 
services. ln these separate cases against Poland, dn adolescent and a 
womdn hdve complained that access to ldwful abortion and prenatal 
diagnostic services was hindered, in part, by the unregulated 
practice of conscientious objection. While Poland has one of the 
most restrinive 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 
R.R. v. Poland (2011), the applicant was repeatedly denied prenatal 
genetic testing after her doctor discovered fetal abnormalities 

during d sonogrdm [ 14]. The exam results would have informed 
R.R.'s decision on whether to terminate her pregnancy, yet doctors. 
hospitals, and administrators repeatedly denied her information 
and diagnostic tests until 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 rdpe faced numerous barriers and delays in obtdining 
a lawful abortion, including coercive and biased counseling by a 
priest; divulgence of confidential information about her pregnancy 
to the press and others; removal from the custody of her mother, 
who supported her 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 [15]. 

ln both cases, the Court found violdtions 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 nor prevent patients from obtaining access to services 
to which they are entitled under the applicable legislation" [14,15]. 

It also noted 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 manddtory for such refusdls to be made in writing 
and included in the patient's medical record, mandating thdt the 
objecting doctor refer the patient to dnother physicidn competent 
dnd willing to cdrry out the same service [15]. 

These cases are groundbreaking for numerous reasons, but for 
the purposes of the present article I will focus on 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 international 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 prenatdl diagnostic care is groundbreaking because it 
is the first time a human rights body has addressed objection to 
providing information to a pdtient dbout her hedlth. While the 
Court's judgments provide minimal guidance, it is developing its 
standards in this area. 

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

3. Ethical and health standards 

The FlGO 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 ethicdl guidelines 
on conscientious objection to the Court [18]. ln articulating state 
obligations to regulate the practice, the Court directly relied on the 
informdtion provided by FIGO ro support its judgment, citing the 
material provided in FIGO's amicus brief dS a source of relevdnt 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 mternational 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 
objection 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 referral/obligatory provision 
of care when referral is not possible or need is urgent [ 17]. A 
resolution mirroring these guidelines was adopted a year later by 
the HGO General Assembly [ 19]. The resolmion also recognized 
the duty of practitioners as professionals to abide by scient1fically 
and professionally determined definitions of reproductive health 
services and not to mischaracterize them on the basis of personal 
beliefs [J 8]. 

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 ]. 

Whilr 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 
regional human rights mechanisms are well positioned to till 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 setvices. 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 
emergency, 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 services for which 
objection is impermissible should be specified, such as providing 
referrals, information, and diagnostic services. Standards should also 
dearly articulate state obligations to guarantee that the practice 
of conscientious objection 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 violation [l,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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