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Abstract

Claims of conscientious objection (CO) have expanded in the health care field, particularly in relation to 

abortion services. In practice, CO is being used in ways beyond those originally imagined by liberalism, 

creating a number of barriers to abortion access. In Argentina, current CO regulation is lacking and 

insufficient. This issue was especially evident in the country’s 2018 legislative debate on abortion law 

reform, during which CO took center stage. This paper presents a mixed-method study conducted 

in Argentina on the uses of CO in health facilities providing legal abortion services, with the goal of 

proposing specific regulatory language to address CO based not only on legal standards but also on 

empirical findings regarding CO in everyday reproductive health services. The research includes a 

review of literature and comparative law, a survey answered by 269 health professionals, and 11 in-depth 

interviews with stakeholders. The results from our survey and interviews indicate that Argentine health 

professionals who use CO to deny abortion are motivated by a combination of political, social, and 

personal factors, including a fear of stigmatization and potential legal issues. Furthermore, we find that 

the preeminent consequences of CO are delays in abortion services and conflicts within the health care 

team. The findings of this research allowed us to propose specific regulatory recommendations on CO, 

including limits and obligations, and suggestions for government and health system leaders.
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Introduction

In practice, the way in which conscientious objec-
tion (CO) is currently used is quite different from 
the use originally proposed by liberalism. CO was 
meant to protect citizens’ autonomy and moral plu-
ralism in society.1 However, CO in health care has 
been expanding since 1970, particularly regarding 
euthanasia and abortion.2 This broad use of CO has 
created and worsened barriers to accessing certain 
health services.3

The majority of countries in the Global North 
allow health care providers to invoke CO through 
“refusal” or “conscience” clauses. In some countries, 
policies allow for entire health care institutions to 
refuse to provide specific services (institutional 
CO).4 In the European Union, 21 countries formally 
recognize CO; in other parts of the world, includ-
ing Latin America, policies regarding CO are less 
clear. Governments in Colombia, Uruguay, and 
Chile have passed specific regulations on CO, often 
alongside the liberalization of abortion laws.5

In Argentina, since the adoption of national 
laws on sexual and reproductive rights in 2002, CO 
has been explicitly included as a right belonging to 
health professionals. Ten years later, the Argentine 
Supreme Court ratified CO as a right in cases of 
legal abortion.6 During the 2018 debate to expand 
abortion rights, the discussion around CO was 
particularly contentious. 

In this paper, we focus on an important le-
gal and policy gap to be filled in the region—the 
need to better define and regulate CO to abor-
tion—based on a more in-depth understanding 
of CO and its current uses, which we consider to 
be one of our main contributions to the literature 
on this subject.7 Argentina has no regulation that 
adequately addresses the use, abuse, and misuse of 
CO in the context of abortion services. Argentina is 
currently undergoing changes to further liberalize 
abortion laws. The 2018 debate on the liberalization 
of abortion rights was preceded by a significant 
national movement advocating for improved access 
to abortion services under the current law. Our 
exploration of the uses of CO among providers in 
Argentina led to our proposed regulatory language 
to ensure women’s rights related to abortion access. 

Although this study took place in Argentina, we 
believe it to be useful for advocates, legal profes-
sionals, and policymakers in other settings.

Methods

This study occurred in three phases. First, we 
reviewed jurisprudence and literature to under-
stand the ways in which CO has and has not been 
addressed by Argentine law and global scholars. 
Questions that arose were discussed and clarified 
with experts in the fields of human rights law and 
medicine. This review informed the development of 
our survey and in-depth interview guides. 

For the second phase, we developed a cross-sec-
tional survey disseminated to a non-representative 
sample of sexual and reproductive health providers 
in Argentina’s public health care system. The survey 
included 20 questions, 6 of which were open ended. 
Respondents were asked for demographic data and 
responded to questions about their participation in 
sexual and reproductive health and abortion ser-
vices; definitions and understandings of CO; and 
the impact of CO on women and health services. 

The survey was self-administered using the 
online survey platform SurveyMonkey. Networks of 
Argentine health professionals helped disseminate 
the survey to all people registered in their databas-
es. Not all networks agreed to help disseminate the 
survey; six of eleven networks agreed, all of which 
lean pro-choice. Invitations to participate were sent 
to 641 providers between January and April 2018, 
and a total of 269 providers completed the survey, 
representing a response rate of 42%. 

In the third phase, we conducted semi-struc-
tured interviews (n=11) between April and July 
2018 with provincial managers of sexual and re-
productive health programs and heads of health 
departments identified by the research team, none 
of whom self-identified as objectors. This was done 
with the aim of enriching survey data. Possible 
participants were identified using membership lists 
from pro-choice organizations in Argentina. Those 
who agreed to participate were also asked to iden-
tify others who might be willing to take the survey. 
We developed semi-structured interview guides 
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focused on participants’ professional experience 
and current job responsibilities, their religious 
identity and practices, opinions on CO, causes or 
motivations for CO among health care profession-
als, and perceived consequences of CO for patients 
and health care teams. Interviews were carried 
out via Skype or in person and lasted for an aver-
age of 45 minutes. All interviews were conducted, 
recorded, and transcribed in Spanish. Interviews 

were stored on password-protected devices, and 
IDs were created to protect anonymity. The first 
and last authors analyzed transcriptions using the-
matic analysis and developed a codebook using a 
priori themes. Other members of the research team 
reviewed the codebook; edits and clarifications 
were made as needed. This study received ethical 
approval from the institutional review board at the 
Hospital Británico in Buenos Aires.

Respondents Frequency 
(n=269)

Percentage Respondents Frequency 
(n=269)

Percentage

Age (n=251) Profession of those who provide sexual 
and reproductive health services (n=218)

20–29 13 5% General practitioner or family physician 108 50%
30–39 98 39% Ob-gyn or surgical gynecologist 70 32%
40–49 73 29% Nurse 8 4%
50–59 49 20% Social worker 18 8%
60–69 18 7% Psychologist 14 6%
Sector (n=248) Years working in profession, among those 

who provide abortion services (n=183)

Public only 160 65% <2 8 4%
Private only 22 9% 2–5 37 20%
Both 66 27% 6–10 30 16%

11–20 56 31%
Provides legal abortions (n=250) ≥21 52 28%
Yes 185 74% Religious affiliation (n=267)
No 65 26% Catholic 110 41%
Provides sexual and reproductive health 
services (n=251)

Christian or Protestant 22 8%

Yes 222 88% Jewish 11 4%
No 29 12% No religious affiliation 119 45%
Profession (n=249) Other 5 2%
General practitioner or family physician 108 43% Practices current religion (n=250)
Ob-gyn or surgical gynecologist 67 27% Strictly 5 2%
Nurse or obstetric nurse 29 12% Somewhat 41 16%
Social worker 18 7% Does not practice 58 23%
Psychologist 14 6% Individually, without affiliation with a 

religious group and without worshiping at a 
religious center

57 23%

Other professions unrelated to legal 
abortion services 
(for example, lawyer, communications 
professional, political scientist, 
anthropologist, administrative assistant) 

13 5% No religious affiliation 89 36%

Years working in profession (n=251)
<2 10 4%
2–5 47 19%
6–10 40 16%
11–20 85 34%
≥21 69 27%

Table 1. Characteristics of survey respondents
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Results 

Survey participant characteristics
Table 1 summarizes the characteristics of survey 
respondents. The age group with the highest pro-
portion of respondents was 30–39 years old (39%). 
A large majority (92%) of respondents work in the 
public sector, and most (88%) provide sexual and 
reproductive health services. Of those who provide 
those services, 72% are physicians (general practi-
tioners, ob-gyns, or surgical gynecologists). More 
than half of respondents who provide abortion ser-
vices (59%) have been practicing medicine for over 
10 years, with 28% having more than 20 years of 
experience. Nearly half of respondents (45%) have 
no religious affiliation, and among those that do, 
41% currently practice their religion.

The Argentine legal context 
Argentine legislation explicitly allows for CO in 
several reproductive health services.8 

Regarding abortion, the Guía nacional para 
la atención integral de personas con derecho a la 
interrupción legal del embarazo (National Guide 
on Comprehensive Care for People with the Right 
to the Termination of Pregnancy) also allows indi-
vidual health professionals to claim CO with some 
limitations. Further, the Supreme Court has au-
thorized providers, including those working in the 
public sector, to request exemption from providing 
abortion on moral or religious grounds.9 Most of 
Argentina’s 23 provinces have adopted similar 
guidelines. Currently, all provincial policies on 
abortion acknowledge CO, without clarifying its 
procedures or conditions, except for the provinces 
of Santa Fe, Mendoza, and San Luis, all of which 
have more specific legislation.10 

In June 2018, the lower house of the Argentine 
National Congress passed a bill expanding abor-
tion rights. The bill also granted individual CO 
and explicitly banned institutional CO. The Senate 
rejected this bill in August of the same year.

Conscientious objection in practice: Unexpected 
applications

Our analysis revealed that surveyed respondents 
believe that CO to abortion has been used by some 
health professionals to pursue political goals asso-
ciated with traditional views on sexuality, gender 
roles, and family structures. Among all survey 
respondents, 47% believe that CO is used to resist 
policies favorable to sexual and reproductive rights.

This belief was supported by qualitative 
findings. Respondents expressed that hospital au-
thorities (such as directors, chiefs of service, and 
faculty) have used CO to establish an ideological 
approach to sexual and reproductive health care 
in their departments. One of the sexual and repro-
ductive health coordinators interviewed stated, “In 
hospitals, you find people saying ‘The CO [form] 
must be signed,’ and those orders came from 
department heads.” According to our literature 
review, CO is not so much a mechanism to which 
marginalized minorities resort but is instead lever-
aged by majorities and privileged sectors of society 
to resist social and legal changes. This appears to 
be especially true regarding abortion services, 
enabling these professionals to impose what they 
consider to be “right,” preventing patients from 
exercising their rights.11

Our research also points to other, less obvi-
ous uses of CO. We call these “defensive uses of 
CO,” which occur when health professionals who, 
under especially challenging conditions for abor-
tion provision, resort to CO. These professionals 
are often not driven by moral reasons, but instead 
wish to avoid inconveniences or criticism related 
to abortion stigma. For example, 60% of survey re-
spondents believe that objection to abortion occurs 
out of fear of stigmatization. In the words of a one 
service provider:

In general, they argue that performing an abortion 
puts them in a stressful and uncomfortable situation, 
which exceeds their ability to perform the abortion. 
They do not want to be identified as abortionists.

In the survey and interviews, CO was also identified 
as being used as a protective mechanism. This often 
stemmed from misunderstanding or ignorance of 
the law or fear of potential problems that health 
professionals thought they would face after provid-
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ing abortion services. In other cases, professionals 
simply use CO to avoid heavy workloads due to the 
small number of health professionals available to 
provide abortions: 54% of survey respondents be-
lieve that CO is used to avoid more work. As one 
health care administrator stated:

I remember one physician that said to me, “I signed 
it because we had the feeling people would come 
in droves to have abortions, and we would have to 
deal with all that.”

Conditions surrounding CO and its 
consequences
The majority of survey respondents (82%) identi-
fied delays in care or barriers in access to abortion 
procedures as the main effect of CO, followed by 
the stigmatization of reproductive health services 
(68%). According to the survey, in many cases, CO 
was seen as an excuse to abuse medical authority 
and even to mistreat patients. 

Among our sample, others expressed that a 
lack of clear regulations on CO can affect freedom 
of conscience among abortion providers. These 
providers often work in environments where CO 
is the “norm.”12 Although these professionals fulfill 
their obligations, they face stigma, marginalization, 
and harassment. Hence, they pay a very high price 
to exercise their freedom of conscience, as opposed 
to the professionals who refuse to provide abortion 
services. As one of the respondents shared:

One of the physicians who is a legal abortion provider 
has had many problems, and the others, who are 
hypocrites, make it difficult for him to work. They 
have denied him entrance to a clinic here. Even the 
head of the department admits [this situation].

As a result, many of these abortion providers—es-
pecially those who are isolated from a network of 
other safe abortion providers—do not speak openly 
about their work.13 One of the respondents stated:

I don’t like receiving patients from other hospitals. 
I don’t like our facility to be seen as a facility that 
receives cases that others are not willing to treat.

This paradox of asymmetric legitimacy creates an 

imbalance between professionals who deny abor-
tion services and those who provide them. This 
imbalance is driven by the decisions or omissions 
of department heads. One in three people surveyed 
(33% of respondents) consider that health care au-
thorities influence the use of CO among younger 
professionals, and 30% of respondents believe that 
the lack of leadership and clear guidance increases 
the use of CO. In some cases, leadership directly af-
fects health professionals’ decision to use CO—38% 
of respondents believe that some colleagues resort 
to CO following mandates from their bosses. Ac-
cording to one respondent:

I believe the department head is not the same as 
a physician. I dare say that a requirement to be 
head of a department, for example of obstetrics and 
gynecology, should be not being a conscientious 
objector. I believe this cadre needs to safeguard 
certain issues, especially those related to medicine, 
which is such a hierarchical profession.

Many respondents believe that unclear regulations 
surrounding CO leads to an unfair distribution 
of tasks within health care teams. In this regard, 
58% of survey respondents believe that CO creates 
a work overload for abortion providers, and 72% 
stated that this leads to tension within teams. As 
one respondent shared:

In general, from what I’ve seen, few cases are 
actual objections. They are false objections, either 
because providers don’t know what CO really 
means, or because they do not want to be involved 
in a sensitive issue, since it is easier not to become 
involved. Of course, this results in work overload for 
those who do provide the service. The fatigue this 
causes often makes them want to become objectors 
as well ... due to the fatigue and stigma from their 
colleagues who are false objectors.

In fact, there is a status quo of impunity regarding 
the breach of professional duties, which supports 
the abuse of CO.14 As one respondent stated:

At this facility, there is a pharmacist who refuses 
to order contraceptives bi-monthly and distribute 
them … Regarding legal termination of pregnancy, 
the same person tried to hinder that practice 
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and convince providers that it is wrong. All these 
attitudes are supported by the director of the facility, 
as she does not want to “create conflict.” 

Legal acceptability
Although judicial cases in Argentina acknowledge 
CO as a legitimate concept, positions on its legal 
acceptability and limits differ. Some respondents 
believe that CO in health care is unacceptable, 
primarily because it negatively affects those who 
need health services and health care teams. As one 
survey respondent stated, “Objectors are, in fact, 
abandoning their patients.” Along similar lines, 
most respondents (70%) believe that the use of CO 
leads to a breach of professional duties. 

In addition, some believe that the right to 
health and other rights have a veto effect on the ac-
ceptability of CO to abortion.15 As one respondent 
stated, “If a person chooses to practice medicine, 
they can never put their beliefs before patients’ 
rights.” Similarly, a slight majority of respondents 
(52%) believe that CO should not be allowed in 
health care contexts.

Likewise, many respondents believe that CO 
to sexual and reproductive health services is par-
ticularly discriminatory.16 Those with lower social 
or economic capital are especially unlikely to have 
resources to overcome barriers imposed by CO. 
Most respondents (74%) believe that CO is based on 
biases against women, and a majority (59%) believe 
that it is based on discrimination against some 
women in particular. 

On the other hand, few respondents (7%) be-
lieve that CO is a fundamental right; therefore, its 
restriction must be exceptional and established by 
law. In general, these respondents relate CO with 
religious beliefs. 

There are also those who hold more nuanced 
views, positioning CO as a conflict between indi-
viduals’ values and rights, for which they promote 
ways to resolve this conflict.17 They argue that the 
government must ensure both freedom of con-
science and the right to health. In this regard, CO in 
health care contexts must always be limited by the 
institutions and individuals charged with ensuring 
access to health care. Forty-eight percent of provid-

ers surveyed believe that CO should be permitted. 
As one provider stated, “I’m okay with objectors 
as long as they are honest enough to always refer 
patients to someone who provides this service.”

Others see CO as a mechanism for managing 
some health professionals’ resistance to abortion in 
a way that still allows for access to this care. This 
was the vision of those who designed the pioneer-
ing CO policy in the province of Santa Fe in 2010.18 
This position assumes that CO must be reviewed 
thoroughly in legal and public policy regulations. 
In this regard, some respondents expressed view-
points like that of the following health professional:

Conscientious objection must be de-ideologized, 
and it should be taken seriously with all it entails 
as a barrier and comfort zone, and with all that it 
implies as a challenge for health policy to ensure 
coordination, control, governance, standardization, 
legitimization—in sum, everything a health policy 
should do.

Discussion

Liberalism justifies CO as a way of protecting the 
moral integrity of minority groups within a given 
society.19 However, this study shows that health 
professionals in Argentina have sought to extend 
the use of CO far beyond its standard definition. In 
practice, some health professionals weaponize CO 
as a way to deteriorate access to safe, legal abortion 
services.

In particular, our study highlights conser-
vative political uses of CO in Argentina. This 
echoes previous work that shows that CO is used 
for reasons other than moral, religious, and ethical 
reasons. Our study indicates that CO has been used 
as a “Trojan horse” to derail Argentina’s progress 
on sexual and reproductive rights, a pattern that 
threatens the lives and safety of pregnant people. 

The consequences of using CO to deny abor-
tion services fall first on providers guided by their 
conscience, but they fall hardest on pregnant peo-
ple requiring abortion services.20 One of the most 
frequent and harmful consequences is the failure 
to hold objecting professionals accountable for en-
suring patients’ access to care. On the contrary, in 
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many regions of Argentina, abortion providers are 
informally punished, while formal accountability 
mechanisms for those who hamper abortion services 
and abuse their power are scarce and weak in na-
ture.21 Such is the case with one provider mentioned 
previously, who was unable to secure employment at 
private clinics after being labeled an “abortionist.” 
Often, conscience and moral reasons seem to be at-
tached only to those denying services, obscuring the 
conscience and morality of abortion providers and 
rendering these providers as morally inferior.

As described by the authors of a 2015 study, 
abortion providers report that their work is re-
ferred to as “dirty work” and as having “little 
scientific value.”22 Recent studies show that these 
connotations create significant stress and anxiety 
among abortion providers.23 Our analysis supports 
these studies, as denial of abortion services was 
partially explained by health professionals’ fear of 
stigmatization. Abortion providers interviewed re-
fer to experiences of “loneliness,” “finger pointing,” 
“burnout,” and “work overload” when describing 
their work. Moreover, they fear that their job may 
lead to a lack of professional prestige or put them at 
risk for harassment.

Stigma and silence create a vicious cycle: when 
professionals do not disclose their role as abortion 
providers, or do not speak proudly about caring for 
those who need abortion services, their silence per-
petuates stereotypes portraying abortion services 
as deviant care that “serious” physicians do not 
provide.24 This contributes to the marginalization 
of abortion providers and exposes them to further 
harassment, fatigue, and other injustices. Thus, this 
cycle continues via what Lisa Harris et al. call “the 
legitimacy paradox”: providers of these services 
are still seen by many as illegitimate, substandard 
doctors.25

Some sexual and reproductive health care 
providers in our sample believe that CO should not 
be permitted in health care facilities. Globally, only 
a few legal systems expressly prohibit the use of CO 
(Finland, Bulgaria, and Lithuania). This is based 
on the principle of legality and mandatory compli-
ance with the law.26 Governments that prohibit CO 
justify their decision by acknowledging the special 

duties placed on health professionals and patients’ 
right to autonomy and nondiscriminatory services. 

Comparative studies show that it is necessary 
to balance the decision that some providers make 
to refuse to provide abortion services on moral or 
religious grounds with the need to ensure access to 
abortion services and fairly distribute responsibil-
ities within health care teams.27 As made evident 
in this study, CO in Argentina is often used in 
response to professional environments where abor-
tion is highly stigmatized, often characterized by 
a limited number of abortion providers, weak or 
nonexistent government oversight, or strong oppo-
sition to reproductive rights.

A regulatory proposal

Unfortunately, many existing regulations related to 
CO have focused on what, how, and when a health 
care professional may refuse to provide abortion 
services, leaving the task of ensuring access solely 
to providers. As one of our survey respondents 
stated:

The best way to deal with CO is focusing on 
legitimacy, legality, and governance, dealing with 
the conditions [necessary] to ensure the practice, not 
focusing on the issue of objection. Legitimizing and 
creating mechanisms and strategies that facilitate 
governance. Going beyond training and awareness-
raising, adjusting them to the 21st century, [and] 
including them in a more complex package.

Comments like these and our survey findings led us 
to propose specific regulatory language pertaining 
to the use of CO to deny abortion access. We also 
propose language that will guide the implemen-
tation of this clause, with specific guidelines for 
ensuring access to abortion while allowing provid-
ers to deny abortion on moral or religious grounds. 
Finally, we describe our rationale for each article of 
the proposed clause.

The proposal
The suggested regulation covers four key areas per-
taining to health professionals’ refusal to provide 
abortion services on moral or religious grounds:
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1. the extent to which this refusal can be used by 
providers and corresponding duties:

(i) CO should be permitted only for individual 
providers (not for institutions)

(ii) CO must be based on moral or religious 
grounds, not on other motives such as 
ignorance of the law, workload issues, or 
fear of abortion stigma within institutions. 
Leadership needs to clearly differentiate and 
discourage other motivations to use CO 
and should be responsible for ensuring that 
objectors in their hospitals are not driven by 
other motivations through a review of their 
written refusal (see “How This Refusal Must 
Be Expressed” below).

2. the limits associated with this refusal:

(i) providers cannot refuse to make a referral to 
a legal service or to give information on the 
right to an abortion 

(ii) objectors should not be in leadership 
positions, as their status as objectors can neg-
atively affect abortion access

3. how this refusal must be expressed in order to be 
considered valid:

(i) CO must be expressed in writing to health 
facility authorities 

(ii) the document used to record CO must 
include the moral or religious reasons and 
motives that underly the refusal to provide 
abortion services 

(iii) the application must be reviewed and ac-
cepted by health authorities

4. institutional responsibility to ensure access to 
abortion:

(i) national or provincial coordinating and 
administrative bodies are responsible for en-
suring access to abortion within existing legal 
regulations, while also allowing providers to 
deny this care on moral or religious grounds

(ii) health care institutions and administrators 
are responsible and accountable for ensuring 

access to abortion services at all times 

(iii) people who occupy leadership roles in 
health care settings should support access to 
abortion services in accordance with the law

Arguments for the regulatory proposal 
The extent to which health professionals can 
refuse to provide abortion on moral or religious 
grounds and corresponding duties. The refus-
al should be based solely on moral or religious 
grounds, as this refusal is grounded in democratic 
constitutional rights of freedoms of expression and 
conscience. Leadership needs to clearly differenti-
ate and discourage other motivations to use CO, 
such as workloads or lack of legal knowledge.

CO should be limited to individual health 
professionals who are directly involved in abortion 
care and should not be extended to ancillary per-
sonal or health institutions, as they do not have a 
conscience.

Information on abortion services in Argenti-
na is deficient.28 This reality requires that all health 
professionals provide patients with the information 
necessary to access abortion. Accordingly, the 
proposed clause highlights the obligation to make 
good-faith referrals for abortion services so that 
refusals do not become a barrier to access.29 Lack 
of adequate referral systems can subject patients 
to a sort of pilgrimage, during which they travel 
to various facilities and professionals, requesting 
abortion and losing crucial time as their pregnancy 
progresses.

Partial refusal to provide abortion services 
is permitted. As stated, the regulation of abortion 
must take a pragmatic approach. By allowing for 
partial refusal, health systems may increase the 
number of available providers in facilities where 
resistance would otherwise severely limit access. 
It is necessary to clarify that this partial exception 
does not allow for discrimination toward patients 
based on individual characteristics, including age, 
nationality, ethnicity, gender identity, marital sta-
tus, and situations surrounding a pregnancy. In 
Portugal, for instance, though groups opposed to a 
regulatory framework that allows for partial refusal 
consider this to be a positive regulatory outcome, 
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many of those who support reproductive rights also 
view a nuanced gradation of objection as a positive 
development for abortion rights.30

Limits on the refusal to provide abortion services. 
The proposal includes two cases where the use of 
CO is prohibited. CO cannot be used by health 
care leaders, such as heads of health departments, 
health services coordinators, or chiefs of staff. Ac-
cording to our findings, health care leaders have a 
considerable influence on health care teams, both 
in terms of structuring services and organizational 
culture.31 In many cases, department heads have 
placed undue restrictions on the provision of abor-
tion or have imposed illegal limitations on people 
with disabilities, adolescents, people with advanced 
pregnancies, and others. In other cases, the stance 
on abortion of those in leadership positions dis-
courages health professionals under their authority 
from providing abortion.32 Therefore, leadership 
must commit to the provision of abortion services 
to ensure that professionals have no incentives to 
claim CO. 

This restriction is reasonable for two rea-
sons. First, the use of CO is available only to those 
providers who are tasked with directly providing 
abortion. Second, allowing health care leaders to 
formally refuse to provide abortion allows for the 
introduction of a moral position pertaining to these 
services and, potentially, at an institutional level.33

The exclusion of health care managers and 
administrators from the right to refuse abortion 
services does not constitute workplace discrimina-
tion. It is not based on suspect classifications, such 
as religious affiliation, as it does not exclude any 
particular religious group. The restriction is justi-
fied by recognition of the need for abortion service 
provision as mandated by law. The exclusion of 
these professionals takes place due to the facility’s 
needs and not as a result of individuals’ religious 
choice.

How this refusal must be expressed in order to be 
considered valid. The proposal establishes that the 
refusal must be expressed in writing to the highest 
authority within the health care facility. This for-

mal expression must include motivations for said 
refusal. Acceptable explanations for permanently 
refusing to provide abortion are moral and reli-
gious in nature. 

Our survey results show that CO is motivated 
primarily by reasons that are not moral or religious 
in nature, and may be identified and adequately 
addressed by ensuring that professionals submit, 
in writing, their motivations for refusal. The in-
tention is not to question motivations or assess the 
religiosity or morality of any providers who submit 
objection on these grounds; rather, this policy 
makes clear to health professionals the legal reasons 
for the correct use of CO. Additionally, literature 
supports the submission of motivations for refusal 
in writing as important for promoting reflection 
among professionals who intend to formally refuse 
to provide abortions.34 This reflection is necessary 
to address the complexity of the assumed conflict 
between abortion and protecting a gestating fetus. 
The written refusal should be made when first 
starting to work at the facility, encouraging contin-
ued reflection.  

Overall, regardless of whether providers’ 
moral or religious reasons are evaluated, it is nec-
essary to distinguish other reasons for denying 
abortion services. As a result, the regulation ex-
plicitly mentions that reasons that stem from a lack 
of knowledge of scientific evidence or current legal 
standards, as well as those arising from discrimina-
tory beliefs or practices, are unacceptable.

Formalizing the process for refusal provides 
two layers of assurance. On the one hand, it ensures 
that health care management has the necessary 
information to organize abortion provision. On 
the other, it allows refusing professionals to be 
exempted from the provision of abortion services. 
The proposal recommends allowing the exclusion 
of the refusal any time, as the professional becomes 
willing to provide abortion services.

Distribution of institutional responsibilities to 
ensure access to abortion services. The proposal 
establishes institutional responsibilities for each 
level of the health care system. Providers are the 
immediate guarantors of service access, local 
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authorities are considered health facility admin-
istrators, and national health authorities serve a 
coordinating role. Together, these three levels are 
responsible for ensuring equal access to abortion 
nationwide.

The responsibilities and mechanisms de-
scribed at each level are aimed at guaranteeing 
patients’ access to services. The proposal provides 
guidance on how to update policies pertaining to 
CO to ensure adequate availability of abortion. 
It also suggests ways for each level to implement 
supportive measures for abortion providers, ac-
knowledging CO as an exception to a health system 
committed to providing abortion. 

Limitations

Our study has a number of limitations. Findings 
from the qualitative component are not generaliz-
able beyond Argentina or even within Argentina, 
given variation in abortion laws and access. How-
ever, our supplementation of qualitative findings 
with a quantitative survey helps increase our confi-
dence in these results. Refusal by some professional 
networks invited to disseminate the survey resulted 
in the recruitment of respondents from pro-choice 
networks, likely oversampling abortion providers. 
This limitation also extends to our qualitative re-
sults, as respondents were similarly recruited. As a 
result, perspectives on CO shared here are largely 
those held by abortion providers and leaves a gap 
in our knowledge on the perspectives of people 
opposed to or undefined on their abortion-related 
values. Questions that focused specifically on the 
uses and consequences of CO broadly, and not 
explicitly each individual respondent’s use of CO, 
helped ensure that their observations were cap-
tured. We believe that the providers interviewed are 
integral parts of health care teams who are familiar 
with the opinions held by objecting professionals. 
Further research is needed to explore how health 
professionals—especially professionals who are 
objectors—may respond to CO regulations such as 
those we are suggesting. A health systems analysis 
is imperative to monitor how CO interventions 
affect abortion provision and access. 

Conclusion

This article identifies various ways that CO is used 
in Argentina that fall outside the scope original-
ly imagined by liberalism. These include fear of 
stigmatization, increased workload, lack of knowl-
edge of the law, and fear of legal repercussions. 
CO was also reported to have various impacts on 
women and health care teams, including further 
stigmatization, delays in care, increased workload 
for providers, and conflict among health care 
teams. A lack of clear regulation contributes to the 
misuse of CO, including institutional CO and the 
use of CO by hospital leadership.

We believe that Argentina is in the midst of a 
historic moment for abortion access. The question 
is not if but when abortion laws will be expanded, 
due to both the immense social movement in fa-
vor of safe, legal abortion (known as “the green 
tide”) and the likelihood that legislation to expand 
abortion rights will be approved. We are optimistic 
regarding the usefulness of our proposal for in-
forming the language and implementation of this 
legal reform.

Finally, we propose clear regulatory language 
that we believe is necessary to ensure access to 
abortion. This access is urgently needed to guaran-
tee the right of every woman and pregnant person 
to health, self-determination, and access to modern 
medical technologies. We believe that this proposal 
can be adapted for use in diverse social and politi-
cal contexts.
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