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Conscientious objection is a legally protected right in 
the United States, enabling medical professionals to 

recuse themselves from activities that they believe con-
flict with their personal values.1 The U.S. Department of 
Health and Human Services (Washington, D.C.) prohibits 
organizations that receive federal funds from discriminat-
ing against healthcare providers who exercise this right.2 
Conscientious objection allows clinicians to act consistent 
with their personal moral belief system, thereby reducing 
cognitive dissonance and potentially increasing physician 
satisfaction with their practice.3 Many states offer additional 
protections to the federal laws permitting conscientious 
objection.4 Healthcare providers in the United States who 
make a claim of conscientious objection are currently not 
required to provide justification.3 Interestingly, conscien-
tious objection has become more contentious in European 
countries after recent court rulings requiring providers to 
prioritize access to health services over their conscience 
rights.5

The American Society of Anesthesiologists (Schaumburg, 
Illinois) Code of Ethical Conduct does not directly address 
conscientious objection. Rather, it defers to the Principles 
of Medical Ethics of the American Medical Association 
(Chicago, Illinois), which also provide protections for con-
scientious objection: “A physician shall, in the provision of 
appropriate patient care except in emergencies, be free to 
choose whom to serve, with whom to associate and the 
environment in which to provide medical care.”6 Based 
upon this limited statement, anesthesiologists may exercise 
conscientious objection except in emergencies where the 

absence of healthcare services would have serious conse-
quences for patients.

Apart from chronic pain therapy and critical care, anes-
thesiologists typically do not have primary ownership of a 
patient’s care, and they are therefore in a different position 
with respect to conscientious objection. Rather, anesthesiol-
ogists may consider conscientious objection to participation 
in procedures including, but not limited to, those perceived 
as futile, abortion, gender- or intersex-affirming surgery, 
elective sterilization, and transplantation procedures.7 This 
could give rise to a unique, somewhat indirect ethical ten-
sion between the application of conscientious objection 
and potential infringement upon patient autonomy and 
well-being.8 In this respect, conscientious objection by an 
anesthesiologist carries different implications than con-
scientious objection by those performing the procedures, 
and conscientious objection has received scant attention 
in residency training programs and the anesthesiology lit-
erature, rendering this review a new source of knowledge 
and discovery consistent with the mission of this Journal.9,10 
This review is also timely and presented specifically to anes-
thesiologists because of the emerging new procedures they 
will likely be exposed to in the near future such as gender- 
affirming surgery,11–14 the likelihood of increasing use of 
xenotransplantation,15 and the re-emergence of discussion 
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of abortion in the public sphere since the now 2-yr-old 
Dobbs decision by the U.S. Supreme Court.16

In this review, we describe the sources of conscientious 
objection, discuss the application of ethical principles on 
conscientious objection to the practice of anesthesiology, 
review relevant legal rulings, and discuss practical challenges 
to anesthesia groups, departments, and healthcare organiza-
tions when conscientious objection is invoked by anesthe-
siologists, as well as suggest management strategies in today’s 
era where personnel shortages and production pressures are 
increasingly challenging the fundamental nature of anes-
thesia practice.

Sources of Conscientious Objection
Conscientious objections can be grouped into two broad 
categories: religious and secular. Many physicians hold 
strong religious beliefs that serve as their moral compass, 
and with which certain procedures may be at odds. For 
example, devout Catholics carry a long-standing tradition 
that rejects abortion and feticide.17 Some Muslim physicians 
may object to examining patients of the opposite sex, and 
to Muslims receiving xenotransplantation from a pig.18–20

While religious objections typically garner the most 
attention, secular objections may be more ubiquitous. These 
objections are attempts to balance the principles of benef-
icence, nonmaleficence, and patient autonomy. They may 
range from common interventions that some physicians 
might perceive and object to as futile such as percutaneous 
endoscopic gastrostomy or tracheostomy in moribund, ter-
minally ill patients, to rare, complex surgery such as a facial 
transplant, where the main benefits are not medical but cos-
metic. When the medical benefit is not readily apparent, 
some physicians may be reluctant to participate, especially 
when the procedure carries a high risk of morbidity and 
mortality, as common with near-end-of-life procedures.21 
Given a perceived imbalance of benefit, harm, and auton-
omy, anesthesiologists may feel conflicted and recuse them-
selves accordingly.22 Additionally, some physicians may be 
concerned about patient regret after undergoing irrevers-
ible procedures such as tubal ligation, abortion, and gender- 
affirming surgery, and may decline to participate.23

Applying Secular Ethical Principles for 
Conscientious Objection and Anesthesiology

Preserving Nonmaleficence over Autonomy

Primum non nocere or “first, do no harm,” attributed to 
Hippocrates, affirms the commitment of the practitioner 
to nonmaleficence.24 While a literal interpretation in the 
absolute would in fact be detrimental to patient care, a rea-
sonable viewpoint could entail abstaining from procedures 
in which the risks do not clearly outweigh the benefits. 
Physicians who recuse themselves from a procedure that 
they believe would cause significant harm are abiding by 

this fundamental principle. At the same time, medicine is 
far from predictable, as Sir William Osler famously stated: 
“medicine is a science of uncertainty and an art of probabil-
ity.”25 The moral implications of procedures are not spared 
from this state of uncertainty.

Beneficence and Justice

Some suggest that physicians who utilize conscientious 
objection, legal permissibility notwithstanding, are derelict 
in their commitments to the medical profession. They argue 
that working as a physician is voluntary, and those unable to 
provide care to all patients in need must relegate themselves 
to nonpatient specialties such as radiology, or leave med-
icine altogether. We disagree, arguing that physicians are 
moral beings with agency that is actualized in their moral 
duty as medical professionals.26 Therefore, one cannot sepa-
rate a physician’s moral identity from their professional one.

Diversity of Beliefs

Ideally, medical communities embrace diversity in general, 
as well as diversity of thought.27 Promoting open discussion 
of contrasting viewpoints, and accommodating those with 
beliefs that may differ from those of some or even most 
of their colleagues, enable diversity of thought to flourish, 
and education for all to be enriched. Rarely is the solution 
to moral quandaries binary. The individual physician pos-
sesses a layered personal and professional moral framework. 
Societies that support conscientious objection practice a 
form of ethical humility in which individuals can recog-
nize they may be mistaken about their beliefs and there-
fore abstain from forcing their beliefs onto others.28 Daniel 
Sulmasy stated, “…moral knowledge is imperfect. Even 
a moral realist will acknowledge that although we might 
approach certitude regarding certain moral questions, moral 
reasoning has no empirical method of verification.”28

Tolerance, as written into the U.S. Constitution,29 breeds 
respect and understanding, and is crucial to reduce the risk 
of groupthink and conformity to majority perspectives. In 
health care, tolerance permits those who struggle internally 
with the morality of an intervention the time to ponder 
their beliefs and avoid engaging in a morally objectionable 
act they might later regret. Indeed, one can imagine, e.g., the 
emotional burden of a physician who participates in med-
ical assistance in dying but later sees it as akin to murder.30

Criteria for Evaluating a Conscientious Objection

By which criteria should we as a profession evaluate the 
merit of an individual’s conscientious objection? Currently 
there is no standard. Genuineness and reasonableness of the 
objection have been posited as criteria, but each has signif-
icant flaws that prevent it from being widely adopted.8,28,31 
For example, sincere objections based upon fundamen-
tally immoral beliefs are inconsistent with the code of the 
medical profession. McConnell illustrates this point with a 
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thought experiment in which an anesthesiologist refuses 
to provide analgesia to a patient because he sincerely 
believes it is wrong to treat patients of other races.31 Such 
an objection is clearly illegitimate and violates fundamen-
tal ethical principles.32 Reasonability criteria are limited 
by the specific thresholds utilized to define reasonability, 
which are often arbitrary and vary greatly even between 
philosophers.31,33,34

To address these deficiencies, Sulmasy suggested that 
conscientious objection should be judged based on whether 
it itself contradicts the principle of tolerance, entails a sig-
nificant risk of harm for those who do not share the belief, 
and involves positive or negative actions.28 Ben-Moshe sug-
gested the objection be judged from the view of an impar-
tial observer, one who could not be swayed by appeals to 
Scripture but instead by arguments invoking a common 
moral framework.8 Under this schema, an objection to 
abortion on religious grounds would need to be supported 
by secular arguments as well for it to have merit. McConnell 
posited that objections should be based on the requirements 
of objectively good public health care and limit religious 
objections that would worsen healthcare outcomes.31 While 
these criteria are not universally accepted by professional 
organizations, they nevertheless provide stronger reasoning 
toward an accepted set of standards for which an objec-
tion can be evaluated. Further work must be performed to 
develop standards, but the challenge in doing so does not 
constitute a reason to dispose of conscientious objection.

Legal Protections for Conscientious Objection
At least two categories of statutes protect healthcare providers 
who invoke conscientious objection (see table 1 for a sum-
mary of selected federal laws). The first does not specifically 
mention conscientious objection, but provides protection 
nonetheless. The federal Religious Freedom Restoration 
Act of 199335 and its 18 or more state clones fall into this 
group.36 These laws prohibit governmental actions, laws, and 
regulations that substantially burden the free exercise of reli-
gion unless they both further “a compelling governmental 
interest” and constitute the “least restrictive means” of doing 
so. The federal Religious Freedom Restoration Act applies 
to actions by the federal government, while the state ver-
sions apply to the respective state and municipal govern-
ments. This group of laws includes Title VII of the federal 
Civil Rights Act of 1964, which prohibits employers from 
discriminating against personnel for religiously based objec-
tions to performing particular job functions unless doing so 
would impose an undue hardship.37

Religiously based conscientious objection may also be 
protected on constitutional grounds. Although as inter-
preted by the U.S. Supreme Court, the Constitution pro-
vides less protection to religious rights than does Religious 
Freedom Restoration Act, 13 or more states construe their 
own constitutions as providing the same degree of protec-
tion as the Religious Freedom Restoration Act.36

The second category of statutes, and their associated reg-
ulations, explicitly refer to conscientious objection. They 
may forbid private or governmental discrimination against 
medical professionals who invoke conscientious objec-
tion, whether based on religious, moral, or secular ethical 
grounds, or who, because of conscientious objection, never 
received training with respect to certain medical procedures 
(the latter provision may be particularly important in some 
states in the post-Dobbs era). Those who illegally discrimi-
nate against them are subject to loss of federal funding, civil 
lawsuits, and additional sanctions. This type of statute may 
also immunize those who assert conscientious objection 
from criminal or civil liability.

While some statutes identify particular practices to 
which they apply, they often contain broader protections 
as well that would apply for conscientious objection. For 
example, although the Church Amendments to the Public 
Health Service Act are known mostly for their sections 
regarding abortions and sterilizations, another provision 
prohibits any entity receiving a grant or contract for bio-
medical research under any program administered by the 
US Department of Health and Human Services from dis-
criminating against healthcare personnel because, based on 
moral or religious beliefs, they “refused to perform or assist 
in the performance of any [lawful health service or activ-
ity].”38 The scope of state statutes differs, but some are quite 
broad. Ohio’s statute, for instance, excuses a medical prac-
titioner from participating in any healthcare service that 
conflicts with the practitioner’s “moral, ethical, or religious 
beliefs or convictions,” and even protects the practitioner 
from being required, against conscience, to participate in 
the transfer of the patient to a colleague for the requested 
care. The medical practitioner is protected from criminal, 
civil, and administrative liability or discrimination. Violators 
of the law are subject to civil lawsuit for treble damages and 
other relief.39

Conscientious Objection and the Practice of 
Anesthesia
Below we describe and analyze a selection of procedures 
most commonly associated with conscientious objection. 
We chose to highlight well-established procedures, along 
with newer interventions that may still be experimen-
tal, such as xenotransplantation. Naturally, we expect that 
conscientious objection will arise in the future as medical 
technology continues to evolve. Far from an exhaustive list, 
these procedures are recognizable examples of the princi-
pled application of conscientious objection in the ethical 
practice of anesthesiology.

Medical Futility

Perhaps the most common situations leading an anesthesiol-
ogist to invoke conscientious objection are procedures lack-
ing medical benefit. Such medically “futile” treatments are 
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typically requested by patients or, more likely, by their sur-
rogate decision-makers, grounded in their personal values, 
spiritual or religious beliefs, or simply out of genuine care 
and compassion. (Of note, it is for this latter reason the term 
“futile” may not be helpful in doctor–patient communica-
tion; to a patient or surrogate, an action-oriented plan, i.e., 
“doing something,” does not seem “futile.”) Understandably, 
these decision-makers lack the experience and education 
to foresee the neutral, if not harmful, outcome of fulfilling 
their requests. Interventions that are unlikely to improve 
a patient’s quality of life or even increase longevity often 
involve considerable perioperative morbidity and mortality, 
and evidence to support their efficacy may be nonexistent 
or weak. Examples include a percutaneous gastrostomy in a 
patient declared dead by neurologic criteria (“brain death”), 
and end-stage Alzheimer disease or terminal cancer with 
multiorgan failure, with a Power of Attorney document that 
calls for hemodialysis. Unfortunately, such medically “futile” 
procedures are ubiquitous in U.S. health care.40 At the same 
time, there may be “gray areas,” interventions that may 
not enjoy universal consensus on their benefit or futility.41 
Ultimately, the principles of nonmaleficence and benefi-
cence clash when anesthesiologists are asked to participate. 
Conscientious objections are likely secular, although iron-
ically they may stem from religious or spiritual values sim-
ilar to those of the patients themselves, where the patients 
lack the knowledge and awareness of the consequences. 
An excellent summary of religion-based approaches in 
Catholicism, Judaism, and Islam to near-end-of-life and 
other futile procedures has been written.42

Compared with their surgical colleagues, anesthesiolo-
gists are more likely to consider futile those procedures that 

are unlikely to improve quality of life.43 Anesthesiologists’ 
vital role in evaluating the safety of an operation creates a 
unique opportunity to prevent their patients from experi-
encing harm from futile procedures. Due to the complex-
ities of conscientious objection in these situations, models 
based upon due process have been developed for mediating 
disputes between families and physicians.44 Development of 
a set of guidelines specific to the institution or organization 
for handling these challenging cases is advisable, including 
mechanisms such as dialogue and mediation in cases where 
physicians invoke conscientious objection.45

Abortion

Conscientious objection to abortion is common. Abortion 
has received large-scale attention after the U.S. Supreme 
Court Dobbs decision that ruled there was no constitu-
tional right to abortion, thereby returning regulation to 
the state branches of government.46 Secular objections to 
abortion include concerns that the fetus has consciousness 
and experiences pain akin to an infant shortly after birth.47 
Religion-based objections include Catholicism,48 which 
equates abortion with murder where the embryo or even 
the fertilized ovum is considered a living being, and the 
anesthesiologist may be precluded from participating.49 In 
Jewish law, abortion may be considered murder, but may 
also be permitted in certain extenuating circumstances, e.g., 
where there is a threat to the life of the mother.48,50 From 
the perspective of Jewish law, the anesthesiologist would 
not be directly culpable for murder but rather indirectly, as 
an “assistant.”51 Islamic scholars believe that seven stages of 
development are necessary in order to create a new life, and 

Table 1.  Select Federal Legal Protections for Conscientious Objection

Name Illustrative Provisions

Church Amendments (enacted in the 1970s) 
to the Public Health Service Act

(1) Prohibits the government from requiring the following:
    (a) Individuals, against their CO, to perform or assist in an abortion or sterilization
    (b) An� entity: (i) against its own rules based on CO, to provide facilities for such procedures; or (ii) to provide person-

nel for such procedures against the personnel’s CO
(2) Pr�ohibits any entity receiving financial assistance under certain HHS-implemented statutes from discriminating 

against any physician for refusing to participate, against their CO, in an abortion or sterilization procedure
(3) Br�oadly prohibits any entity receiving a grant or contract from the HHS for biomedical research from discriminating 

against any healthcare personnel for refusing, based on their CO, to perform or assist in “any lawful health service 
or research activity”

Section 245 (enacted in 1996) to the Public 
Health Service Act

Prohibits any governmental entity receiving federal financial assistance from discriminating against any healthcare 
entity on the basis that the entity does the following:

  (a) Refuses to undergo training for, to provide training for, to perform, or to provide referrals for induced abortions
  (b) At�tends or attended a training program that did not or does not perform, provide training, require training, or 

provide referrals for induced abortions
Welden Amendment (enacted 2005) Prohibits discrimination based on a healthcare entity’s coverage of, or referral for, abortions
Affordable Care Act (amendments enacted 

in 2010)
Prohibits discrimination against health plans for the refusal, based on CO, of coverage for abortions or assisted suicide, 

euthanasia, or mercy killing
Religious Freedom Restoration Act
(enacted 1993)

Prohibits federal governmental restrictions on free exercise of religion unless
  (a) The restriction furthers a compelling government interest; and
  (b) Is the least restrictive way of doing so

CO, conscientious objection; HHS, US Department of Health and Human Services.
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these stages vary between 4 and 6 months after conception 
depending on the interpretation of the Koran.52 Therefore, 
some Muslim providers may feel uneasy participating in 
abortions during later stages of pregnancy.

Most abortions in the United States occur in the office 
setting; as of 2020, less than 50% of abortions require surgi-
cal care via a suction procedure in the first trimester.53 After 
the Dobbs decision, state legal landscapes have been rapidly 
changing.54 After the State of Georgia’s 22-week ban on 
abortions in 2020, roughly two thirds of anesthesia pro-
viders had little to no previous knowledge of the ban and 
thereafter were concerned about accidentally participating 
in what could now be considered a felony.55 A study of U.S. 
Southeastern anesthesiologist providers found that most 
were willing to assist in surgical abortions in which mater-
nal or fetal health was the primary indication versus social 
or financial stressors.56 Thus anesthesiologists have relatively 
limited exposure to surgical abortions during a viable preg-
nancy. Despite this, it would be prudent for anesthesiolo-
gists to be educated on the legal and ethical issues to be 
better equipped to handle emergency procedures involving 
the termination of a pregnancy, and to anticipate the need 
to find a suitable replacement if they have a conscientious 
objection in a nonemergent case.

Gender-affirming Care

These interventions (as well as their medical analogues) are 
under considerable scrutiny in secular and religious ethi-
cal circles, as children are considered a vulnerable popula-
tion, especially regarding procedures that are not universally 
accepted as standard of care. People identifying as transgen-
der are estimated to make up 0.5% of the adult population 
and 1.4% of adolescents between 13 and 17 yr old.57 These 
estimates are controversial due to the broad range of terms 
used to denote transgender individuals and recent increas-
ing acceptance of these identities.58 Ninety-two percent 
of pediatric anesthesiologists agreed that learning about 
transgender health care was relevant to their clinical prac-
tice.59 Similar to abortion care, the laws outlining access to  
gender-affirming surgeries vary dramatically between states, 
and the political landscape is undergoing rapid change; 
15 states have passed legislation restricting access. Many 
Western European countries are limiting access to perma-
nent gender-affirming procedures.60

Anesthesiologists may cite conscientious objection to 
recuse themselves from participating in gender-affirming 
surgeries due to a variety of concerns, including fear of 
patient regret, or a sense that gender is determined at con-
ception and not subject to change. Religious objections are 
considered under “Sterilization Procedures.”

Sterilization Procedures

Vasectomy usually is performed under local anesthesia, 
but general or regional anesthesia is required for female 

sterilization, and some anesthesiologists may invoke con-
scientious objection. Up to 47% of married couples in the 
United States have undergone some form of sterilization. 
Secular arguments against sterilization may include patient 
regret, particularly in nulliparous premenopausal women, 
and performance of the procedure outside the postpartum 
period. Religious objections include prohibitions against 
castration in Judaism, against contraception by the Catholic 
Church, and against sterilization in Islam.61,62 If not per-
formed within days after delivery, the complication rate for 
tubal ligation significantly increases.63 In the case of cesar-
ean delivery, a new set of incisions must be made that could 
have been avoided if the ligation was performed with the 
access gained from the first incision. In practice, for an elec-
tive or nonemergent cesarean section, the anesthesiologist 
with objections to concurrent tubal ligation should attempt 
to find a replacement before scheduling.

Xenotransplantation

Xenotransplantation is a rapidly evolving new technology 
that utilizes chimeric organs created from the integration 
of a patient’s stem cells into the blastocyst of a host ani-
mal.64 The resulting animal’s organ can be transplanted 
without immunosuppression.64 This has potential to 
reduce the need for human donors and alleviate the global 
organ shortage.65 Notwithstanding medical considerations 
such as risk of viral transmission, tumorigenesis, and rejec-
tion, the ethics of xenotransplantation have been hotly 
debated.65 Physicians may object that it could propagate 
unfair organ distribution to the wealthy or promote animal 
mistreatment.66 Pigs are prohibited to Muslims for con-
sumption and medicinal purposes, and organ transplanta-
tion from pigs is likely to raise similar concerns.20 Although 
porcine-derived materials after sufficient transformation 
are considered permissible by certain Muslim scholars, this 
distinction is often not known by most Muslims.20 Egypt’s 
Al-Azhar, its most influential religious institution, prohib-
ited xenotransplantation of pig kidneys in nonemergent 
scenarios.67 However, other religious institutions, most 
notably the Vatican, have supported animal transplants.68 
Jewish law imposes no restrictions on the receipt of pig 
organs.69

Prisoners

Prisoners have a unique relationship with the healthcare 
system. The U.S. Supreme Court ruled they have an Eighth 
Amendment right to receive medical care.70 They are con-
sidered a vulnerable population, with more than half suffer-
ing from a chronic medical condition.71

Some healthcare providers may take exception to pro-
viding medical services to those convicted of particu-
larly heinous crimes such as murder, rape, or sex crimes 
against children. In accordance with the American Medical 
Association Code of Medical Ethics, anesthesiologists are 

Copyright © 2024 American Society of Anesthesiologists. All Rights Reserved. Unauthorized reproduction of this article is prohibited.

D
ow

nloaded from
 http://pubs.asahq.org/anesthesiology/article-pdf/141/5/849/714962/20241100.0-00013.pdf by U

niversity of Illinois--C
hicago (U

IC
), Steven R

oth on 08 O
ctober 2024



854	 Anesthesiology 2024; 141:849–58	 Koganti et al.

Special Article

free to recuse themselves from participating in procedures 
involving certain prisoners provided they give a timely 
referral to a willing practitioner. We suggest that a better 
approach might be to simply not inquire about the reason 
for incarceration. This information is never available in the 
medical record and could only be gleaned by word of mouth, 
through notoriety of the crime, or by online searching.72

Precedent for Staffing Changes in Anesthesiology 
Due to Conscientious Objection
Conscientious objection is not without parallels that can be 
useful for establishing a framework for management of con-
scientious objection in an anesthesia department or group. 
One example was staffing models for anesthesiology during 
the recent pandemic that were designed to minimize expo-
sure to the virus.73 Some anesthesiologists were assigned to 
or volunteered for the care of COVID-19 patients, with 
considerable risks to these physicians; in some institutions, 
like ours (S.R.), it was optional for anesthesiologists above 
the age of 55 yr to care for COVID-19 patients. At-risk 
individuals under 55 yr were granted exemptions on a 
case-by-case basis. This extreme scenario demonstrated the 
ability of anesthesiology departments to rapidly adapt their 
schedules to changing conditions while maximizing the 
quality of patient care.74

Practical Management of Conscientious Objection 
by an Anesthesiology Department, Group, or 
Residency Program

Transparency between Clinicians and Employers

How should anesthesiologists go about implementing con-
scientious objection while minimizing impact to patient 
care? Advance notice is ideal. Anesthesiologists should inform 
leadership of any known conscientious objection as early as 
possible, preferably upon hire. Of course, some practitioners 
may change their belief system, or not be aware of potential 
conflicts and conscientious objection until encountering a 
procedure for the first time. Medicine is constantly evolv-
ing, and new procedures may arise that trigger conscientious 
objection. In these situations, we recommend that clinicians 
attempt to alert their department or group of their objection 
in a timely manner, as was done by Ejiogu regarding consci-
entious objection to intersex surgeries.7

Anesthesiology residents are vulnerable because of their 
position in the hierarchy. We suggest that residency pro-
grams normalize the conversation regarding conscientious 
objection early on in training, analogously as they do for 
other pressures faced during residency, to minimize stigma 
and fear of retaliation and ensure candid responses. If post-
poned until the time when conscientious objection arises 
for a procedure, these may not be simple or easy discus-
sions. Sensitivity is required, and care should be taken that 
the existing power differential is not used to coerce the 

resident to go against their beliefs. Residency programs are 
in fact required by the Accreditation Council for Graduate 
Medical Education (Chicago, Illinois) to provide a positive 
culture accepting diverse views.75 Moreover, violation of 
federal and state laws could result in civil or even criminal 
legal consequences to medical organizations for failure to 
protect trainees or physician employees if they are com-
pelled to act not in accordance with their beliefs. Therefore, 
these conversations need to be had despite whatever com-
peting tensions may exist within an organization, including 
production pressure or concerns about adequate staffing. 
Openness and early discussions are key; one of the authors 
(S.R.) declined to participate in certain procedures as a res-
ident due to conscientious objection for religious reasons 
at a time when diversity was less widely accepted than it is 
today and encountered no difficulties, in large part because 
of such early and open discussion of the issue and willing-
ness of the faculty to be flexible with scheduling.

Conscientious objection is naturally suited to areas where 
there is a concentration of diverse providers available for 
patients. Large hospitals or groups of anesthesia providers are 
more likely to have scheduling flexibility and willing pro-
viders to substitute for the minority with a conscientious 
objection. However, in some settings, the relative lack of pro-
viders causes each objecting anesthesiologist to have a much 
greater impact on access to timely care. Given the short-
age of anesthesiologists in the United States and the large 
number of those recently retired, rural and even some urban 
facilities may also face difficulties in hiring enough staff for 
their needs if conscientious objection is widespread.76,77

Emergency Cases and On-call versus Elective

For emergencies, an anesthesiologist with conscientious 
objection must provide their services to the patient irrespec-
tive of an objection; the only alternative is to find another 
provider for the procedure, which is typically not difficult in 
larger groups. Similarly, if the on-call anesthesiologist has a 
conscientious objection and delaying the procedure would 
cause significant harm to the patient, then they must pro-
vide their services irrespective of their objection. Barring 
these cases, anesthesiologists have an American Medical 
Association–sanctioned and legal right to conscientious 
objection so long as the reason for refusal is nondiscrimina-
tory, informed consent is upheld, the operation is nonemer-
gent, and a referral to other providers is given. Elective cases 
are an ideal time for conscientious objection to be exer-
cised as they are usually scheduled well in advance, and the 
objecting anesthesiologist can refer the patient to another 
provider if needed. Communication should occur between 
surgeons and anesthesiologists to ensure that scheduling 
conflicts due to conscientious objection are minimized. We 
also suggest the creation of local guidelines on conscien-
tious objection within organizations to serve as a positive, 
helpful resource to anesthesiologists across the spectrum of 
beliefs and personal values. Such guidelines would be of 
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great use in cases where the merits and detriments of con-
scientious objection in a complex situation are less clear.

Conclusions and Summary

Conscience claims can be religious or secular in nature 
with various lines of reasoning offered for the objection. 
Conscientious objection preserves the integrity of the physi-
cian as a moral agent in the face of a personally controversial 
procedure and promotes tolerance within the medical com-
munity to opposing viewpoints. It offers a more reasonable 
alternative for anesthesiologists to participating in proce-
dures unwillingly with possible emotional effects afterward 
or leaving the profession altogether. Legitimate conscientious 
objection is legally protected in the United States and is not 
inconsistent with the American Society of Anesthesiologists’ 
Code of Ethical Conduct. We recommend the following to 
support successful implementation of conscientious objec-
tion (table 2). There should be formal and informal adjust-
ments as needed within departments of anesthesiology for 
conscientious objection, as well as timely communication 
between the practitioners themselves to allow for flexibility 
in cases of conscientious objection. We recommend that res-
idency programs provide readily open channels for trainees 
to state any conscientious objection needs without fear of 
stigma or retaliation. The creation of a set of local guidelines 
on conscientious objection within organizations could serve 
as a positive, supportive resource for anesthesiologists across 
the spectrum of beliefs and personal values.
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