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The principle of conscientious objection (CO) originated 
as a way for individuals to refuse to participate in manda-
tory military service for moral or religious reasons,1 but 
since has been applied in other contexts. In health care, 
CO describes providers’ ability to refuse to participate in 
services—such as abortion—that they feel are incompat-
ible with their beliefs.2 Balancing the rights of patients to 
receive health care with those of clinicians to act according 
to their conscience has created a long-standing conflict.3

Some have argued that CO is used as a tool to limit 
abortion access,4 or to avoid stigma or providing a ser-
vice in which a clinician has limited training, or to reduce 
high workload.3,5 Evidence suggests that CO refusals in 
abortion care can be misused and compromise patient 
care. A systematic review examining the views of nurses 
and midwives about CO in abortion care identified a 
range of positions on the subject, as well as conflict bal-
ancing the rights of patients and health professionals.6 
A survey in northern Ghana found that many clinicians 
trained to provide abortions objected to performing 
them, and that providers who would perform abortions 
experienced increased emotional and physical stress.7 
Interviews with abortion providers in Australia identi-
fied misuse of CO: Some respondents reported know-
ing providers who object for other than moral reasons 
and illegally refuse to provide referrals.8 Similarly, a  

survey of obstetrician-gynecologists in Brazil found that 
many providers claimed CO when they were uncertain 
whether people seeking abortion as a result of rape were 
telling the truth.9

Human rights organizations have identified the use of 
CO for abortion as problematic; in response, they have 
called on countries to safeguard abortion access.10,11 A 
2016 legal ruling by the European Committee on Social 
and Economic Rights reaffirmed that CO should not pose 
a barrier to health care access; in other words, that an ade-
quate number of providers should be available to ensure 
access to services.12

Abortion policies in Latin America are some of the 
most restrictive in the world. The few countries to have 
liberalized their laws in recent years have taken different 
paths with regard to CO. For example, Uruguay limits its 
use to personnel directly involved in the abortion proce-
dure and does not allow CO for postabortion care (PAC). 
According to interviews with key stakeholders and experts, 
Uruguay’s law decriminalizing abortion has resulted in 
high rates of CO, thereby limiting abortion access.13,14 
Colombia’s law includes additional provisions that sanc-
tion providers who falsely claim CO or do not comply 
with the CO requirements.15 In Argentina, in contrast,  
there are no legal consequences for not complying with 
CO regulations.15

CONTEXT: In 2017, Chile reformed its abortion law to allow the procedure under limited circumstances. Exploring 
the views of Chilean medical and midwifery faculty regarding abortion and the use of conscientious objection (CO) 
at the time of reform can inform how these topics are being taught to the country’s future health care providers.

METHODS: Between March and September 2017, 30 medical and midwifery school faculty from universities in 
Santiago, Chile were interviewed; 20 of the faculty taught at secular universities and 10 taught at religiously 
affiliated universities. Faculty perspectives on CO and abortion, the scope of CO, and teaching about CO and 
abortion were analyzed using a grounded theory approach.

RESULTS: Most faculty at secular and religiously affiliated universities supported the rights of clinicians to refuse to 
provide abortion care. Secular-university faculty generally thought that CO should be limited to specific providers 
and rejected the idea of institutional CO, whereas religious-university faculty strongly supported the use of CO by 
a broad range of providers and at the institutional level. Only secular-university faculty endorsed the idea that CO 
should be regulated so that it does not hinder access to abortion care.

CONCLUSIONS: The broader support for CO in abortion among religious-university faculty raises concerns about 
whether students are being taught their ethical responsibility to put the needs of their patients above their own. 
Future research should monitor whether Chile’s CO regulations and practices are guaranteeing people’s access to 
abortion care.
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In addition to allowing CO at the individual provider 
level, some countries permit CO at the institutional level— 
allowing an entire institution, such as a hospital or univer-
sity, to refuse to provide abortion services. When institutions 
claim CO, health professionals employed by these institu-
tions are not permitted to provide abortion care, whether 
or not the individuals personally object. Countries in the 
region have different laws regarding institutional CO for 
abortion: Colombia does not allow institutions to claim 
objector status,15 while Mexico City and Uruguay allow 
only private institutions to claim it, and Argentina allows 
both private and public institutions to do so.13,15

Chile—the setting of this study—changed its abortion 
law in August 2017 from a complete ban to one permitting 
abortion when the woman’s life is at risk, the fetus has a 
lethal anomaly or the pregnancy resulted from rape; at the 
time, public support for decriminalizing abortion in these 
circumstances was consistently high, ranging from 70% 
to 77%.16–18 The initial law only permitted the physician 
performing the abortion to claim CO. However, soon after 
Chile’s Congress approved the bill, the abortion reform 
bill was amended to allow institutions and a broader range 
of clinical and nonclinical health care personnel present 
during the abortion procedure—physicians, midwives, 
anesthetists and nurses—to claim CO.

The current regulations permit private institutions—
including those that receive public funding—to claim CO, 
but prohibit public institutions from doing so. The law 
attempts to ensure that CO does not prevent abortion 
access entirely; for example, it may not be used to deny 
either preabortion (i.e., diagnosis of a fetal malformation 
or health condition affecting the pregnant person) or 
postabortion care. Objecting providers must register and 
notify the director of their institution of their objector sta-
tus before making any CO claims, and objecting providers 
are required to refer all women seeking legal abortion to a 
nonobjecting provider.4 In the event of a life-threatening 
emergency in which no nonobjecting provider is not avail-
able, an objecting provider is required to perform or assist 
in the abortion.

Since the law went into effect in September 2017, it is 
estimated that among obstetrician-gynecologists work-
ing in the 69 public hospitals in Chile designated to pro-
vide abortion services, 47% claimed CO status for cases 
involving rape, 27% for cases involving a fetal anomaly 
and 20% for cases in which the woman’s life is at risk.19 In 
some public hospitals, CO claims have reduced abortion 
access, especially those in which 100% of obstetrician-
gynecologists refuse to perform abortions made legal 
by the 2017 measure.19 Indeed, in the first abortion per-
formed under the law, a girl younger than 12 seeking an 
abortion for a pregnancy that resulted from rape had to be 
transported 750 miles from her home to find a provider 
willing to participate in the procedure.20

The Pontificia Universidad Católica de Chile—a private 
religiously affiliated institution, and the highest-ranking 
university and medical school in the country21—was the 

first university in the country to claim CO at the institu-
tional level. In response, its medical student organization 
conducted a university-wide poll of students that revealed 
substantial opposition to CO.22 Fifty-five percent of stu-
dents did not believe CO should be invoked in their edu-
cational institution, and 76% opposed the institution’s 
ability to restrict their faculty from performing abortion 
in other health centers. Similarly, a survey of medical and 
midwifery students attending secular and religious univer-
sities in the Santiago metropolitan area conducted soon 
after abortion was decriminalized found that 97% of stu-
dents supported the legal access to abortion in at least one 
circumstance, and 70–78% agreed that their university 
should train medical and midwifery students to provide 
abortion services.23,24

Because abortion was completely banned before 
reform, abortion training for providers in Chile was 
extremely limited in terms of both procedures and infor-
mation. After decriminalization, the Ministry of Health 
began training practicing providers across the country 
in aspiration techniques and supplying public hospitals 
with the necessary equipment for these types of abor-
tions. However, students who are becoming health care 
providers first receive abortion training from faculty. 
Thus, the views of medical and midwifery faculty on abor-
tion provision and CO may affect students’ knowledge, 
attitudes and training—and, in turn, patients’ future access 
to abortion. Only physicians are legally allowed to provide 
an abortion, but midwives often provide abortion-related 
care. In addition, the law made the medication abortion 
drug mifepristone legal for the first time in Chile; physi-
cians are the only providers allowed to write the prescrip-
tion for mifepristone, but midwives are allowed to counsel 
the patient and give the prescription, and to report sus-
pected cases of unlawful abortions to the police.25

This qualitative study is part of a larger project con-
ducted to assess attitudes about decriminalization of 
abortion and legal reform—including CO—among medi-
cal and midwifery school faculty and students living in 
Santiago, Chile, during the months before and after legal 
reform. Here, we focus specifically on faculty’s views about 
CO; to our knowledge, this is the first study to examine 
CO among medical or midwifery faculty in Chile. This 
research provides insight into the implementation of the 
new law by exploring faculty’s views on the use of CO in 
reproductive health care. It is important to understand fac-
ulty’s perspectives on CO because their views reflect what 
they might teach their students and give us insight into 
whether faculty are revising their curriculum to reflect the 
change in the legal status of abortion.

METHODS

Sample and Data Collection
After reviewing the Chilean Ministry of Education web-
site, we identified 14 universities in Santiago that offer 
midwifery degrees or medical degrees with a special-
ization in obstetrics and gynecology. From those, we 
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identified seven universities to serve as recruitment sites; 
the selected schools included both public and private, 
secular and religiously affiliated (Catholic) universities. 
We estimate that the seven participating universities have 
more than 7,000 students seeking medical or midwifery 
degrees—representing 72% of medical and 38% of mid-
wifery students in the Santiago metropolitan region.26

Faculty within the schools of medicine or midwifery 
who taught classes in obstetrics, gynecology or other 
related fields were eligible to participate. We used a purpo-
sive sampling approach in which we aimed to interview at 
least one faculty member from each medical or midwifery 
department within each university. We obtained faculty 
contact information from university websites and admin-
istrators, and invited 114 via email or phone to participate. 
We recontacted some nonresponders until we had reached 
our numeric goals, as well as thematic saturation and suffi-
cient variation among participants with the same religious 
beliefs, or at the same types of institutions. A total of 30 
faculty members were interviewed. Those who did not  
participate included one professor who was deemed ineli-
gible because she no longer worked at the university; the 
remaining faculty did not respond to our email or phone 
invitations.

We conducted interviews from March to September 
2017; this time frame overlapped with Chile’s decrimi-
nalization of abortion in August 2017. All the interviews 
were conducted before the law was passed, except two 
that were conducted after the law was passed but before 
it was implemented. Two female, native-born Chileans—
each with a master’s degree in sociology, and trained in 
qualitative research methods and in-depth interviewing 
techniques—conducted the interviews in Spanish using 
a semistructured interview guide. They met with faculty 
in a private location of the participants’ choice (e.g., uni-
versity office, clinical office, cafe). Before the interviews, 
faculty read and signed a consent form, and gave their 
permission to be recorded. Interviews lasted approxi-
mately 45 minutes. Interviewees were not compensated 
for their participation. All interviews were audio-recorded 
and then transcribed in Spanish. As fieldwork was con-
ducted, the two interviewers and the lead author met 
regularly to discuss progress, identify lines of inquiry and 
emerging themes.

Our study received human subjects’ approval from 
the Committee of Ethics of the Institute of Social Science 
Research at the University of Diego Portales in Santiago, 
Chile.

Interview Guide
We developed a semistructured interview guide that 
included questions for faculty about their attitudes toward 
abortion and abortion provision; reporting and punishing 
people involved in unlawful abortions; and conscientious 
objection in health care and how they approach these top-
ics in their classrooms. We also presented participants 
with scenarios—for example, a woman seeking PAC or a  

woman seeking information on how to self-manage an 
abortion—and asked them how they would instruct their 
students to approach these cases in their practice. We 
designed the interview guide to be free flowing, which 
allowed participants to introduce new ideas while also 
ensuring that we covered certain topic areas. The interview 
guide also collected demographic data, including educa-
tion, teaching experience, gender, age, number of children, 
religion, political affiliation and region of residence. We 
conducted one pilot interview with a faculty member to 
test and finalize the guide.

Analysis
While most of the analysis was conducted in Spanish, a 
certified translator later translated all codes related to con-
scientious objection into English to aid in the final stage 
of analysis and summary of results, which was conducted 
in English. Four of the study authors are native-born 
Chileans and are fluent in Spanish, while two authors were 
born in the United States and have proficiency in Spanish; 
all authors are proficient in English.

We used a grounded theory approach to qualitative 
data analysis.27 Two of the Chilean study authors, trained 
in sociology and with expertise in reproductive health and 
qualitative research, independently coded an initial set of 
interviews and discussed their respective lists of codes 
with the first author, a Chilean researcher trained in law. 
Together, they revised the code list iteratively after discus-
sion and consensus, and applied the final list of codes to 
all interviews, using NVivo. A total of 27 codes were identi-
fied that reflected the main themes covered in the inter-
views. A fourth author, a sociologist and expert in quali-
tative research on reproductive health care, analyzed and 
summarized data relating to CO after it had been trans-
lated into English.

Our study focuses on faculty views on CO and abortion, 
the scope of CO (which employees should be allowed to 
object and the institution’s obligations toward patients), 
and teaching about CO and abortion. We also sorted 
responses by whether respondents worked in a secular 
or Catholic university, as well as their background—either 
medicine or midwifery. This allowed us to get a more 
robust and insightful analysis that linked individual per-
spectives to a faculty member’s training.

RESULTS

Of the 30 clinical teaching faculty interviewed, 17 were 
female and 13 were male (Table 1). Four of the faculty had 
been teaching for less than five years, 10 for 5–9 years, eight 
for 10–19 years, and seven for at least 20 years. In terms 
of their clinical background, 18 had medical degrees and 
12 had midwifery degrees. The majority, 17, specialized 
in or focused on obstetrics-gynecology, while four faculty 
specialized in or focused on maternal-fetal medicine; no 
other category except for other had more than two. Eleven 
were faculty at public universities, nine at secular private 
universities and 10 at religious private universities. Eleven  



Chilean Faculty’s Views on Conscientious Objection for Abortion

International Perspectives on Sexual and Reproductive Health

TABLE 1. Percentage distributions of medical and 
midwifery faculty study participants, Santiago, Chile, 2017

Characteristic N %
Gender
Female 17 57
Male 13 43

Teaching experience (in yrs.)
<5 4 14
5–9 10 34
10–19 8 28
≥20 7 24
Missing 1 3

Clinical degree
Medicine 18 60
Midwifery 12 40

Specialty/focus area*
Obstetrics-gynecology 17 57
Maternal-fetal 4 13
Infertility 2 7
Bioethics 2 7
Neonatology 2 7
Sexual health 2 7
Other 3 10

University type
Public 11 37
Secular private 9 30
Religious private 10 33

Religion
Practicing Catholic 11 38
Nonpracticing Catholic 8 28
None 6 21
Other 4 14
Missing 1 3

Has children
Yes 23 77
No 7 23

Supports departmental 
changes**
Content of current courses

Yes 14 47
No 13 43
Missing 3 10

Types of courses required
Yes 6 20
No 21 70
Missing 3 10

Total 30 100
*Some faculty reported more than one specialty. **Following decrimi-
nalization of abortion. Notes: Percentages may not add to 100% because 
of rounding.

of the faculty identified as practicing Catholic, eight as 
nonpracticing Catholic, six as having no religion and four 
as other.

Our analysis resulted in five main themes: faculty 
expressed strong support for the right of individual clini-
cians to conscientiously object to provide abortion care; 
they were divided over whether that right should be lim-
ited to specific providers because of the impact on patient 
access; only those working in religiously affiliated settings 
supported the unlimited extension of CO rights to institu-
tions; the debate over CO highlighted the difficulty in bal-
ancing clinicians’ rights with those of patients; and there 
was uncertainty about whether or how curricula should be 
changed as a result of the new law.

Widespread Support for CO to Abortion
While the vast majority of faculty described CO to par-
ticipating in abortion care as both necessary and valid, 
their level of support for a person’s right to abortion 
varied widely. Slightly more than half of faculty from 
secular universities supported the legal right to abortion 
in all circumstances, whereas more than half of religious-
university faculty supported the right to abortion only to 
save a woman’s life; three participants at religious universi-
ties and one at a secular university opposed abortion in 
all circumstances. Support for legal abortion also differed 
between midwifery and medical faculty: Most (nine of 12) 
midwifery faculty supported abortion in all circumstances, 
while most (16 of 18) physician faculty supported abor-
tion in very limited circumstances.

Those opposed to abortion in all circumstances con-
sidered abortion to violate medical ethics; all faculty who 
expressed this opinion came from religiously affiliated uni-
versities. They said that CO allowed clinicians to work in 
accordance with the belief that the lives of the pregnant 
person and the fetus are valued equally. As one obstetrician- 
gynecologist put it, “It’s not a conscientious objection for 
very personal reasons…abortion violates the principles of 
medicine, so we’re never going to do anything that vio-
lates the principles and values of medicine.” Faculty who 
expressed this view believed that abortion harmed one 
of two equally valued patients. As one faculty midwife 
explained, “I’m absolutely pro-women’s rights, and the 
right of a woman to do what she wants with her body. But, 
to my mind, that little baby is not part of her body.”

However, faculty who opposed abortion said that help-
ing to terminate a pregnancy when the process has already 
started, as in the case of an incomplete abortion, or when 
the woman’s life is at risk, was different. Most faculty who 
strongly opposed abortion still supported it in obstetric 
emergencies; some even said that individuals who are not 
comfortable with abortion while managing pregnancy 
complications should work in a different medical specialty 
or in a hospital where other doctors are willing to perform 
abortions. As one physician explained:

“If a woman is dying or her life is threatened, and I 
say, ‘No, actually, I’m not going to interrupt the preg-
nancy because it goes against my principles...I think that 

person should find a different profession or be very care-
ful where they work.... All of us who are against abortion 
understand that there are difficult situations in which you 
have to interrupt the pregnancy.”—Obstetrician-gynecologist, 
religious university

Being religious did not necessarily mean that a faculty 
member opposed abortion or supported CO uncondi-
tionally. Of the participants who identified as practicing 
Catholics, one supported abortion in all circumstances, 
seven supported abortion to save a woman’s life and only 
two opposed abortion in all circumstances. One maternal-
fetal medicine physician—who worked at a secular univer-
sity and was interviewed just before the abortion law was 
passed—had no problem providing abortion under the 
proposed law despite being religious, stating “My faith is 
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strong, but it would not occur to me to make a conscien-
tious objection in the face of an abortion in any of the three 
legal circumstances that are currently being considered....”

A few faculty explained how CO can ensure rights 
for both patients and physicians. As one maternal-fetal 
medicine physician at a secular university put it, “Just as a 
woman has the right or the freedom to abort a pregnancy, 
the physician also has every right to advise you if it is not 
appropriate for them to do it, given their ethical beliefs....”

Abortion Opponents Favor Expanded CO
Faculty who strongly believed that all employees involved 
in abortion care had the right to CO were almost entirely 
from religiously affiliated universities. For example, one 
physician described the range of professionals who should 
be allowed to claim CO:

“The abortion procedure itself is not something that 
the physician does alone, so probably he gets help from 
an anesthetist, a surgical assistant, a midwife, a medical 
assistant. I think it is totally logical to think that they 
could all have a conscientious objection…and have some-
one who’s on the other side do it.”—Obstetrician-gynecolo-
gist, religious university

Many faculty from religiously affiliated schools were 
inclined to prioritize the rights of a broad range of profes-
sionals to use CO to abortion over patients’ rights to medi-
cal care. While these faculty did not explicitly state their 
position this way, many omitted any mention of patient 
rights when asked about balancing provider objection 
with a woman’s right to receive care. For example, one 
physician said:

“The physician is not the patient’s executioner. If a 
woman asks me to shoot her because she wants to die, my 
conscience tells me that I’m not acting in accordance with 
the goals of my chosen profession, which are to respect 
life, to heal whenever possible, to support in most cases.” 
—Physician, religiously affiliated university

Most faculty from secular universities, but few from reli-
giously affiliated universities, preferred to limit the right 
to CO to those with the greatest level of involvement and 
authority in the procedure. An obstetrician-gynecologist at 
a religiously affiliated university made this point:

“If I’m the orderly who takes the person to the operating 
room or something like that, it’s hard for me to believe that 
they could conscientiously object, but I think the anes-
thesiologist and obviously the physician who’s doing the 
abortion should.”

One obstetrician-gynecologist at a secular university 
added that other clinicians should have the right if phy-
sicians are not on-site, stating “It has to be physicians 
[who can invoke CO], except in places where there are 
no physicians providing health care.” One midwife at a 
secular university believed CO rights should be extended 
to those who provide information about and counsel-
ing for abortion: “I think those who intervene directly 
with the procedures, the consent process and inform-
ing the patients should have the right to conscientious 
objection.”

Some faculty members made the explicit link between 
expanding CO rights and restricting abortion access. For 
this reason, this physician opposed an expansive approach 
to objection, as she believed it would create further barri-
ers for women to get a lawful abortion:

“I think the ones who order treatment are the physi-
cians; I think that it should go no further than that.… The 
midwife also has some influence, but I think not the phar-
macist. No, I think there can be no more obstacles in the 
process; I think it is enough for the physician [to object 
to caring for] the poor woman for there to be even more 
obstacles.”—Physician, secular university

Opinions Differ on Institutional CO
Only faculty working in religiously affiliated institutions 
said that they supported institutional CO. For example, 
one physician faculty member at a religiously affiliated 
university asserted that upholding institutional values was 
important to inspire those working within them, stating 
“more than a conscience, institutions have an ideology, 
a spirit; they have things that motivate them.” Another 
physician said that private institutions should be allowed 
the right to CO, but questioned whether the same right 
applied to public institutions; this faculty member sug-
gested that public institutions may even have an obligation 
to guarantee access to abortion care by ensuring that they 
have enough nonobjecting staff:

“I don’t think a public hospital [should] be able to 
refuse…[but] every hospital should ensure that if it has con-
scientious objectors on staff, they also have others who are 
in agreement with the hospital’s position.”—Obstetrician-
gynecologist, religious university

Another faculty member from a religious institution 
anticipated that his institution would never agree to perform 
abortions, thus ruling out the need to make any changes to 
their curricula or for providers to claim CO. When asked 
whether there was a reason to have CO, he responded:

“It doesn’t make any sense to have a conscientious 
objection to an action [an abortion in a CO institution] that 
will always be illegal…. This hospital existed when there 
was an abortion law.... We didn’t do abortions [then] and 
we never had any problems, so I don’t see that there is any 
problem now.” —Gynecologist, religious university

A secular university faculty member agreed that public 
hospitals should not have CO rights, and added that these 
hospitals should make sure they have enough staff willing 
to perform abortions:

“Conscientious objection is personal, not institutional, 
so the institution is the one that has to provide the service 
to the person who requests it…. I can’t force a person to 
perform an abortion if their beliefs do not allow them to, 
but as an institution, there must be safeguards that allow 
the patient to receive care, and at every public institution 
there are people who are going to be for and others who 
object or don’t object. So, managing that will not be a 
problem.”—Physician, secular university

Finally, the idea of institutional CO was unacceptable 
to all faculty members at secular universities who were 
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asked the question. For example, one midwifery faculty 
member said that institutional CO deprives clinicians of 
their rights:

“I think conscientious objection is an individual issue, 
not an institutional one, and it seems to me that it’s part 
of the rights all human beings have to want to participate 
or not in a certain activity…if I work at an institution where 
it’s prohibited, I don’t think that’s right.”—Midwife, secular 
university

Difficulty Balancing Clinicians’ and Patients’ Rights
For some faculty, all from secular universities, the debate 
over CO highlights the tension between a patient’s right 
to health care and a clinician’s right to do what she or 
he thinks is ethical. As one midwifery school faculty 
explained:

“If there is something I disagree with, I have to make 
sure that there is someone else who can do my job…
because otherwise, the client’s rights are completely null 
and void. So, I am protecting my right to conscientious 
objection and not the woman’s right to receive care.” 
—Midwife, secular university

A gynecologist similarly remarked:
“The woman’s right takes precedence, not the con-

science. If you’re working somewhere as the only resident, 
for example, as is my case in [city], I can’t provide or deny 
services to a patient based on my opinion. The patient’s 
right prevails, always.”—Gynecologist, secular university

Another physician placed the respect for individual 
religious liberties below the rights of a woman’s access to 
care:

“Any individual [can object], I think, whose Christian 
faith could make them feel like their principles, beliefs, 
and values are being violated, as long as the patients’ 
rights are safeguarded. So, I could have a conscientious 
objection and not resolve the woman’s problem myself, 
but I am obligated to take her to another doctor who can.” 
—Physician, secular university

Notably, those concerned with preserving abortion 
access all came from secular institutions. In contrast, fac-
ulty from religious universities—all of whom were opposed 
to abortion in most if not all circumstances—did not 
express concern about access.

Uncertainty in Teaching About Abortion and CO
When asked whether university curricula should be 
changed because of the legal reform, most faculty mem-
bers from secular universities—but only one from a reli-
gious university—stated that their curriculum should be 
adapted to teach about the new law and its implications 
for CO. When asked how faculty currently teach about 
CO, a few described approaching it neutrally, like they 
would in any ethical case. As a maternal-fetal medicine 
physician from a religiously affiliated university described, 
“You approach [CO] as a discussion topic and as a case, but 
without giving a response, just the possible options.” A few 
other faculty made it a point to teach students to withhold 

judgment of abortion or reasons for objecting when talk-
ing with their patients, and to claim CO only when there is 
another physician who can perform the abortion. As one 
faculty member explained:

“I have always told the kids [students] that personal 
judgment is not transmittable to the patient; we are there 
to provide a service.… [I tell them] you can only refuse if 
and when there is another colleague on shift in the same 
location with you…. Otherwise, you are up a creek, and you 
can’t refuse to do it.”—Physician, secular university

A faculty midwife from a secular university acknowl-
edged that while “things come up with the students, and 
among us as academics, and there are issues that perhaps 
still aren’t settled;” what they want to convey to the stu-
dents is that people have “the right to health over and 
above conscientious objection, despite the recognition 
that all providers have a right to [CO].” A few faculty even 
taught students to tell patients that they do not have the 
skills necessary for abortion care, rather than telling them 
that they conscientiously object to protect the patient 
from feeling judged. One faculty midwife explained that 
her approach to CO is to teach students not to make it 
about themselves, but to approach it as “I’m not the best 
person to provide that service or information.” She said, “I 
practice this with [my students], ‘I feel like this colleague is 
better than me at this, so we’re going to refer this woman to  
him/her.’”

One obstetrician-gynecologist from a religiously affili-
ated university felt that the law needed further clarifica-
tion before they could teach their students about abortion, 
stating “It’s an issue we still haven’t dealt with, much less 
taught…. We’re waiting a bit to see what is defined, what is 
legislated about the issue.”

In general, faculty had not developed patterns of teach-
ing, most likely because we conducted interviews just 
before and after the ban on abortion was lifted.

DISCUSSION

Our findings indicate widespread support for the right to 
CO in abortion care among our sample of medical and mid-
wifery faculty from both religious and secular universities 
in Santiago, Chile. In general, faculty from religiously affili-
ated universities were more supportive of the use of CO 
by a broad range of individuals (e.g., physicians, midwives, 
pharmacists and administrators) and were less supportive 
of the provision of abortion services than their colleagues 
at secular universities. In turn, those from secular universi-
ties had more concerns about ensuring access to abortion 
through referral and transfer of care, while still generally 
supporting health care providers’ rights to object.

Current CO regulations in Chile permit any health pro-
fessional—even nonclinicians present during an abortion 
procedure—as well as private institutions to register as con-
scientious objectors; there is some indication that use of 
CO is limiting access to abortion.19,28 Following the decrim-
inalization of abortion in Mexico City, widespread use of 
CO by all types of health professionals—including nurses 
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and support staff—and concerns about a lack of provid-
ers willing to provide abortion care led Mexico City’s 
Ministry of Health to restrict the use of CO to obstetrician- 
gynecologists and general surgeons; expand the range 
of providers legally allowed to provide abortions to mid-
level practitioners, including midwives and nurses; and  
improve the provision of medication abortion in pharma-
cies.29 Colombia has limited the use of CO to providers 
directly involved in providing abortion services.15 Given 
that many faculty, particularly those at religious universi-
ties, did not express concern about the impact of CO on 
health care access, a similar step may be required in Chile 
to ensure that people eligible for a legal abortion are able to 
access timely and quality care.

Previous research has found that faculty at religious 
institutions do not necessarily share the same beliefs as 
those that govern their workplaces: For example, one 
study in the United States found that 52% of obstetrician-
gynecologists at religious institutions expressed conflict 
with their patient-care policies.17 In contrast, we generally 
observed a strong adherence to institutional mandates 
among faculty at Chilean religious universities. This might 
be because faculty, physicians and other staff working in 
Catholic-affiliated universities in Chile are often required 
to respect and share the Catholic values of the institution; 
indeed, in some Catholic-affiliated universities in Chile, 
it is explicitly stated that faculty must comply with the 
Catholic directives included in the university statutes and 
regulations.18,19 These requirements result in cohesive opin-
ions on abortion and other sexual and reproductive health 
issues among administrators and staff. However, while 
many religious university faculty in our study defended 
the right of private institutions to refuse to provide abor-
tion care under the new law, their support for abortion in 
obstetric emergencies seemed to conflict with the fact that 
their institutions may claim institutional CO for all abor-
tion care. These faculty seemed to fail to realize that the 
ability of religious universities to claim CO at the institu-
tional level includes refusing to provide abortion care even 
in emergency cases.

Most faculty at religious institutions believed that the 
new law did not require changes to their current curricula 
or classroom discussions. Such opposition was based on 
the assumption that abortion procedures will never be per-
mitted in their institutions. One faculty member wanted 
to refrain from discussing abortion until the recent legal 
change was further clarified; her comment suggests that 
lack of clarity about the new abortion law may affect class-
room teaching. The lack of discussion about abortion 
within these religious institutions indicates a discordance 
between institutional policy and students’ preferences 
to learn about abortion,23 as well as an inability to con-
sider the potential beneficial impacts of teaching about 
abortion on other aspects of obstetrics-gynecology and 
midwifery care, such as counseling, miscarriage manage-
ment and PAC. Research from the United States found 
that health professionals who are trained in abortion  

care are more likely to offer patients counseling on preg-
nancy options and accurate medical information, and to 
have greater competency in postabortion and miscarriage 
management care.30 Furthermore, students in Chile likely 
choose which medical or midwifery program to attend 
because of location and prestige, not because of religious 
practices. Catholic universities in Chile attract students 
who have differing personal or religious views. Findings 
from a recent survey of Chilean medical and midwifery stu-
dents indicated that most—including those from religious 
institutions—want to be trained in abortion provision and 
believe that patient needs are more important than the 
beliefs of clinicians.23 This apparent discordance between 
faculty and student views on this issue has implications for 
the quality of the training experience and student satisfac-
tion with it.

Faculty views on abortion often conflicted with a pro-
vider’s obligation to promote health.31–33 Cook, Dickens 
and Fathalla argue that professionals in private health care 
contexts do not have the ethical obligation to care for all 
patients.34 Faculty at religious institutions in our study 
expressed similar opinions, although some religious- 
university faculty recognized the limits of claiming CO 
when the life of a woman is at risk and no one else is 
available to provide care. Even some faculty opposed to 
abortion and working in religiously affiliated universities 
argued that health care providers not willing to perform an 
abortion in emergency situations should consider another 
profession. However, faculty perspectives were often at 
odds with their ethical responsibility to place the needs of 
a patient above their own, a concept endorsed by interna-
tional codes of medical ethics, international human rights 
organizations and medical organizations.32,33,35,36 This con-
cept is included in the current Chilean law, in which pro-
viders have the legal and ethical obligations to ensure that 
CO does not hinder women’s access to high-quality and 
nonjudgmental care.4

Faculty at secular universities—but not religious ones—
expressed concern that CO may limit women’s access 
to abortion, particularly when there is insufficient staff 
to do so. Yet, in the most recent assessment, which was  
conducted in 2018, as many as 5% of the 69 public hospitals 
designated to provide abortions in Chile had no obstetrician- 
gynecologists willing to perform an abortion to save a 
woman’s life;28 all of these hospitals serve low-income, 
marginalized communities, and in some cases are the only 
hospital nearby. In his analysis of CO in Mexico City, Ortíz-
Millán argued that CO for abortion care must be regulated 
because its widespread use puts undue pressure on willing 
abortion providers and limits access for the lowest-income 
women in particular.37 A similar negative impact of CO on 
abortion access has been documented in Italy, which was 
sanctioned by the European Committee on Social Rights 
in 2014 and 2016 for failing to guarantee people’s access 
to abortion care.38,39

While clinicians can claim CO to abortion for reasons 
other than conscience (e.g., as a way to manage confusion 
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about the law, high workloads, low pay and stigma40), fac-
ulty in our study did not say that they would claim CO for 
these reasons. Now that the law has been in place for a few 
years, research is needed to examine whether these factors 
play a role in Chilean providers’ refusals to perform abor-
tions. One study comparing the experience of abortion 
stigma in Spain (which only allows abortion for medical 
reasons) to the experience in Italy (which allows abortions 
under more circumstances) found that clinicians in Spain 
were less likely to claim CO because they found providing 
abortion care for medical reasons was less stigmatizing.41 
In Chile, given the narrow circumstances—rape, women’s 
health and fetal anomaly—in which abortion is legally per-
mitted, abortion provision may not be as highly stigmatized.

Limitations and Strengths
Our study has several limitations. Its generalizability is 
limited to faculty teaching in the urban center of Santiago; 
while the majority of Chilean medical and midwifery 
schools are located there, faculty in Santiago may have dif-
ferent views about abortion than those working outside of 
the country’s capital. Furthermore, while we captured a 
range of faculty perspectives working in both secular and 
religious universities, our sample may not be representa-
tive of all faculty working in these institutions, and people 
supportive of abortion may have been more likely to par-
ticipate in our study. Also, we interviewed providers about 
CO as the new abortion law in Chile was being passed. 
As providers treat patients who need abortion under the 
current law, their support for CO may change. This study’s 
principal strength is that we obtained perspectives from 
faculty at both secular and religious universities that repre-
sent a wide spectrum of universities in Santiago that offer 
degrees in medicine and midwifery.

Conclusions
Our findings have significant implications for medi-
cal and midwifery training programs in Chile, as well 
as other countries in Latin America. Adjustments to 
these programs may be required to ensure that future 
health professionals have a solid ethical foundation that 
informs them of their responsibility to prioritize their 
patients’ health care needs, including timely, high-quality 
and nonjudgmental abortion services. These programs 
should focus on the ethical implications of denying peo-
ple abortion care and assess whether providers might 
claim CO for reasons other than conscience, such as 
avoiding the stigma, harassment, burden and burnout 
that sometimes accompany abortion provision. Given 
the potential for CO to be used broadly under Chilean 
law, universities and their faculty should strengthen the 
training and support systems for potential future abor-
tion providers so that more providers are willing to serve 
people in need of abortion services.

We found that clinical faculty, irrespective of their 
views about abortion, generally support the use of CO 
in abortion care, and that the concept of CO in abortion 

care is not yet developed enough to include concerns 
about access—nor is it even commonly taught in medi-
cal and midwifery curricula. The strong support among 
religious-university faculty for allowing all those involved 
in abortion care, including institutions, to claim objec-
tor status—even if that limits access to abortion—raises 
concerns about whether students in Chile are receiving 
adequate training to provide legal abortion care. Future 
research should closely monitor whether Chile’s current 
CO practices and regulations are guaranteeing people’s 
access to timely and safe abortion care.
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RESUMEN
Contexto: En 2017, Chile reformó su ley de aborto para per-
mitir el procedimiento bajo circunstancias limitadas. Explorar 
las opiniones del personal académico de medicina y partería 
en relación con el aborto y el uso de la objeción de conciencia 
(OC) en el momento de la reforma, puede informar sobre los 
temas que están siendo enseñados a los futuros prestadores de 
servicios de salud del país. 
Métodos: Entre marzo y septiembre de 2017, fueron entrevis-
tados 30 miembros del personal académico de las facultades 
de medicina y partería de universidades en Santiago, Chile. 
Veinte de ellos enseñaban en universidades laicas y diez en 
universidades con afiliación religiosa. Se analizaron las pers-
pectivas del personal académico sobre la OC y el aborto, el 
alcance de la OC, y la enseñanza sobre OC y aborto, mediante 
el uso de un enfoque de teoría fundamentada.
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des universités laïques et 10, dans des universités de confession 
religieuse. Leurs points de vue sur l’OC et l’avortement, la por-
tée de l’OC et l’enseignement relatif à l’OC et à l’avortement 
ont été analysés selon l’approche de la théorie ancrée.
Résultats: Pour la plupart, le corps professoral des univer-
sités laïques et de confession religieuse reconnaissait le droit 
des cliniciens à refuser la prestation de soins d’avortement. 
Les professeurs d’universités laïques estimaient générale-
ment que l’OC devrait être limitée à certains prestataires 
spécifiques et rejetaient la notion de l’OC institutionnelle, 
alors que ceux des facultés et écoles de confession religieuse 
soutenaient fermement le recours à l’OC par un large 
éventail de prestataires et au niveau institutionnel. Seul le 
corps professoral laïc souscrivait à l’idée que l’OC doit être 
réglementée de manière à ne pas entraver l’accès aux soins 
d’avortement.
Conclusions: Le soutien plus large de l’OC à l’avortement 
parmi le corps professoral d’universités de confession religieuse 
soulève des questions quant à savoir si les étudiants sont sensi-
bilisés à leur responsabilité éthique de faire passer les besoins 
de leurs patientes avant les leurs. La recherche future devra 
surveiller si la réglementation et la pratique de l’OC au Chili 
garantissent l’accès aux soins d’avortement.
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Resultados: La mayoría del personal académico de las 
universidades laicas y de las de afiliación religiosa apoyó el 
derecho del personal clínico a rehusarse a proveer servicios de 
aborto. En general, el personal académico de las universida-
des laicas pensó que la OC debería limitarse a proveedores de 
servicios específicos y rechazó la idea de una OC institucio-
nal, mientras que el personal académico de las universidades 
con afiliación religiosa apoyó decididamente el uso de la OC 
por un amplio conjunto de proveedores y a nivel institucional. 
Solamente el personal académico de las universidades laicas 
avaló la idea de que la OC debería ser regulada de tal forma 
que no obstaculizara el acceso a los servicios de aborto.
Conclusions: El amplio apoyo a la OC en relación con el 
aborto en el personal académico de las universidades con afi-
liación religiosa genera preocupaciones sobre si se está ense-
ñando a los estudiantes sobre su responsabilidad ética de poner 
las necesidades de sus pacientes por encima de las propias. 
Futuras investigaciones deben monitorear si las reglamentacio-
nes y prácticas en materia de OC en Chile están garantizando 
el acceso de las personas a los servicios de aborto.

RÉSUMÉ
Contexte: En 2017, le Chili a réformé sa législation de 
l’avortement, autorisant l’intervention dans des circonstances 
limitées. L’étude de l’opinion du corps professoral des facul-
tés de médecine et des écoles de sages-femmes concernant 
l’avortement et le recours à l’objection de conscience (OC) 
au moment de la réforme peut éclairer la manière dont ces 
sujets sont enseignés aux futurs prestataires de soins de santé 
du pays.
Méthodes: Entre mars et septembre 2017, 30 professeurs et 
enseignants de facultés et écoles de médecine et de sages-femmes 
à Santiago (Chili) ont été interviewés; 20 enseignaient dans Author contact: antonia.biggs@ucsf.edu


