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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, 1.6e2.4).
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.

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 that most
physicians agree both that doctors are not obligated
to do something they think is immoral and that
they should provide a referral for services they are
unwilling to provide themselves.18 19 But what
about those situations in which a physician believes
that making a referral is itself immoral? Brock and
others have argued that physicians must refer in
these cases or face professional sanction,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 principledamong beneﬁcence,
respect for autonomy, and justice21dis 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 relationships between believing that doctors are always
obligated to refer, identifying autonomy as the
most important principle in one’s practice, and
physicians’ demographic, religious and sociopolitical
characteristics.

INTRODUCTION
Few issues in medicine pique professional and
public interest more than debates over physician
conscientious refusals.1e6 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.7e10 Yet,
critics argue that such refusals violate patient
autonomy11e13 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 15e17 Dan Brock
argues that this ‘conventional compromise’ respects
J Med Ethics 2011;37:397e401. doi:10.1136/jme.2010.041194

METHODS
The methods of this study have been described
elsewhere.22 In 2009 we mailed a conﬁdential, selfadministered 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 autonomyd
honouring the rights of patients to make decisions
397
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for themselves; (2) Justicedseeking fair treatment of patients
based on medical need and fair distribution of healthcare
resources; and (3) Beneﬁcience/non-maleﬁcencedpromoting the
wellbeing of patients and preventing illness, while minimising
harm.’
Primary predictor variables were physicians’ religious characteristics 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 applicabledI 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
pluralismdthe extent to which physicians believe that no religion 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 agreement 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 reversescoring the ﬁrst statement, responses were summed (Cronbach
a¼0.75) 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 c2 test to examine associations between the two primary criterion variables, and
between each criterion and each predictor. We then used
multiple logistic regression to test whether bivariate associations
remained after adjustment for relevant covariates. All analyses
were conducted with Stata SE statistical software V.11.0.
Respondents who left items blank were omitted from analysis
of those items.

RESULTS
Of the 2000 physicians surveyed, 5% (n¼105) 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%) 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.
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Table 1 Demographic, religious, and sociopolitical
characteristics of survey respondents (n¼1032*)
Characteristics

n (%)

Male
Female
Race (n¼1011)
White
Asian
Other
Black
Region (n¼1015)
South
Midwest
Northeast
West
Medical specialty (n¼1032)
General medicine
Medicine subspecialty
Family practice
Surgery
OB/gyn
Psychiatry
Pediatrics & peds. subspecialties
Diagnostic (pathology & radiology)
Anaesthesiology
Non-clinical/other
Religious affiliation (n¼994)
No religion
Jewish
Roman Catholic/Eastern orthodox
Non-evangelical protestanty
Evangelical protestanty
Other religion
Religious Salience (n¼1003)
Not important
Fairly important
Very important
Most important thing in my life
Spirituality (n¼1000)
Not spiritual
Moderately spiritual
Slightly spiritual
Very spiritual
Theological pluralism (n¼977)
Low
Moderate
High
Sociopolitical views (n¼1018)
Conservative
Moderate
Liberal
Other

728 (72)
283 (28)
786
146
54
25

(78)
(14)
(5)
(2)

331
251
227
206

(33)
(25)
(22)
(20)

183
197
119
158
47
66
131
54
66
11

(18)
(19)
(12)
(15)
(5)
(6)
(13)
(5)
(6)
(1)

146
136
238
249
87
138

(15)
(14)
(24)
(25)
(9)
(14)

300
285
313
105

(30)
(28)
(31)
(10)

115
231
397
257

(12)
(23)
(40)
(26)

274 (28)
265 (27)
438 (45)
291
426
281
20

(29)
(42)
(28)
(2)

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

Table 3 presents the incidence and odds of agreeing that
physicians must refer even if they believe that referral is itself
immoral, stratiﬁed by physicians’ religious characteristics,
sociopolitical views, and the ethical principle most important to
their practice. After adjusting for potential covariates, physicians
remained more likely to agree that they were obligated to refer if
they had moderate or high theological pluralism (compared to
low theological pluralism, OR 1.6, 95% CI 1.1 to 2.5 and OR 1.9,
95% CI 1.3 to 2.8, respectively), they self-identiﬁed as liberal
J Med Ethics 2011;37:397e401. doi:10.1136/jme.2010.041194
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Table 2 US physicians’ responses regarding whether physicians are
professionally obligated to refer even if the physician believes the referral
is immoral, and which bioethical principle is most important to their
practice
Response

n (%)

Survey item: Physicians have a professional obligation to refer patients for all legal
medical services for which the patients are candidates, even if the physician believes
that such a referral is immoral. (n¼997)
Strongly agree
268 (27)
Moderately agree
298 (30)
Moderately disagree
245 (25)
Strongly disagree
186 (19)
Survey item: Which of the following ethical principles is the most important to your
practice as a physician? (n¼1000)
Beneficence/non-maleficence
641 (64)
Respect for autonomy
255 (26)
Justice
104 (10)

(OR 2.4, 95% CI 1.5 to 3.8, compared to conservative) or they
rated respect for autonomy as the most important ethical
principle (OR 1.6, 95% CI 1.1 to 2.3, compared to beneﬁcence/
nonmaleﬁcence).
After adjusting for relevant covariates, physicians’ beliefs
about referral were not associated with age, gender or region.

Table 3 Association of physicians’ religious, spiritual, theological and
sociopolitical characteristics with agreement that physicians are
professional obligated to refer patients even if they believe the referral is
immoral
Characteristic
n (%)
p Value (c2) OR (95% CI)
Religious affiliation (n)
No religion (144)
Jewish (135)
Roman Catholic/Eastern
Orthodox (236)
Non-evangelical Protestant (235)
Evangelical Protestant (100)
Other religion (136)
Religious saliencey (n)
Not important
Fairly important
Very important
Most important thing in my life
Spiritualiltyy (n)
Not spiritual
Moderately spiritual
Slightly spiritual
Very spiritual
Theological pluralismy (n)
Low
Moderate
High
Sociopolitical views (n)
Conservative
Moderate
Liberal
Other
Most important ethical principle (n)
Beneficence/non-maleficence
Respect for autonomy
Justice

102 (71)
83 (61)
112 (47)

<0.001

127 (54)
45 (45)
91 (67)
199
179
148
39

(67)
(63)
(48)
(38)

71
140
233
121

(62)
(61)
(59)
(47)

111 (41)
156 (60)
286 (66)
114
234
205
8

(41)
(57)
(75)
(42)

334 (54)
159 (64)
61 (62)

1.0 referent
0.8 (0.3 to 1.7)
0.7 (0.3 to 1.5)
1 (0.5 to 2.1)
0.8 (0.3 to 2.1)
1.9 (0.8 to 4.5)

<0.001

0.005

<0.001

<0.001

0.02

1.0
1.0
0.7
0.5

referent
(0.7 to 1.6)
(0.4 to 1.1)
(0.3 to 1.02)

1.0
1.2
1.5
1.2

referent
(0.7 to 2.1)
(0.8 to 2.6)
(0.6 to 2.2)

1.0 referent
1.6* (1.1 to 2.5)
1.9* (1.3 to 2.8)
1.0 referent
1.3 (0.9 to 1.8)
2.4* (1.5 to 3.8)
0.6 (0.2 to 1.9)
1.0 referent
1.6* (1.1 to 2.3)
1.3 (0.8 to 2.2)

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

J Med Ethics 2011;37:397e401. doi:10.1136/jme.2010.041194

Asian physicians were less likely than white physicians (OR 0.6,
95% CI 0.4 to 0.95), and obstetrician/gynecologists were more
likely than general medicine physicians (OR 2.6, 95% CI 1.1 to
5.9), to agree that they are always obligated to refer (data not
shown in tables).
In multivariate analyses, pediatricians were much less likely
than general medicine physicians (OR 0.1, 95% CI 0.04 to 0.3) to
indicate that autonomy is the most important ethical principle
in their practice, but choosing autonomy was not associated
with any religious, sociopolitical or demographic characteristics.

DISCUSSION
In a large, contemporary survey of practicing US physicians
from all specialties, we found that a small majority agrees that
physicians have a professional obligation to refer patients for all
legal medical services for which the patients are candidates, even
if the physician believes that such a referral is immoral. This
opinion is associated with being theologically pluralistic, sociopolitically liberal and/or believing that respect for patient
autonomy is the most important bioethical principle in one’s
practice.
These data expand on previous ﬁndings about physicians’
obligations when a patient requests a legal medical intervention
to which their physician objects on moral grounds. Two prior
studies found that most physicians (71%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
about physicians’ obligations when they object even to referral
and ﬁnds that only slightly more than half of doctors believe
that physicians are obligated to refer in those instances.
Previous research into conscience and medicine suggested that
many physicians are ambivalent about their obligations in areas
of moral controversy. In a prior study, 42% of physicians agreed
that ‘a physician should never do what he or she believes is
morally wrong, no matter what experts say’, 22% agreed that
‘sometimes physicians have a professional ethical obligation
to provide medical services even if they personally believe it
would be morally wrong to do so,’ and 36% agreed with both of
these seemingly contradictory statements.19 The percentage of
physicians in that study who believed that physicians are never
obligated to violate their consciences corresponds very closely to
the percentage of physicians in this present study (43%) who did
not agree that physicians are obligated to make referrals that
they believe are immoral.
Physician’s conﬂicting opinions regarding referrals mirror
disagreements among bioethicists, with leading ﬁgures both
rejecting and defending physicians’ right to refuse to refer if they
believe a referral is immoral.15 27 Further complicating this issue
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 deliberative process depends to
a real extent on the characteristics of the individual physician.
Physicians who are more theologically pluralistic are more likely
to believe they are always obligated to refer. Physicians who
believe that neither their own nor any other religion is uniquely
and comprehensively true, or that different religions or moral
traditions may each be right in their own way, might sensibly
accommodate requests that reﬂect the patient’s moral valuations 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,31e33 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 subspecialisation, those entering medical practice cannot fully anticipate 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 solution 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 interventions 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
400

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 conventional compromise applies. Policies that 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 controversial 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 interventions. Others, such as Catholic hospitals, exclude those
interventions that are inconsistent with their mission and
identity. 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 this 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 consistency 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 questionnaire allowed respondents to imagine clinical scenarios speciﬁc
to their 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 request interventions that their physicians
cannot in good conscience provide.
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