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Across the nation, the personal beliefs of individuals and institutions are interfering with patients’ access to health 
care. Major provider organizations including the American Medical Association, American College of Obstetricians 
and Gynecologists, American College of Surgeons, American Academy of Pediatrics, and American College of Emer-
gency Physicians all agree that the provider’s personal beliefs “must be balanced against the fundamental obliga-
tions of the medical profession and physicians’ paramount responsibility and commitment to serving the needs of 
their patients.”1 Yet some providers still assert a right to deny patients medically appropriate health care services, 
information, and referrals. These providers place their personal beliefs above medically accepted standards of care 
and patients’ health needs.
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It is not just health care providers and institutions 
that are asserting their personal beliefs and restrict-
ing patient access to health care. Religiously-affiliated 
managed care plans may try to exclude coverage for 
reproductive health services. Religiously-affiliated em-
ployers, such as colleges and charitable organizations, 
also refuse to provide coverage for certain services to 
their employees.2 Recently, even owners of for-profit 
companies have refused to provide contraceptive cov-
erage in their employee health plans.3 These bosses 
are imposing their personal beliefs on their employees 
by denying them coverage for needed medical ser-
vices.

Refusals have serious consequences for  
patients and the health care system

• Refusals endanger patients’ lives and health 
and can have irreversible consequences;

• Refusals can further traumatize patients who 
are already in physical and emotional distress;

• Refusals violate patients’ legal rights;

• Refusals increase health care costs for indi-
viduals;

• Refusals create inefficiency in the delivery of 
health care, with costs to both individuals and 
the system.Moreover, some who support the right to refuse 

based on personal beliefs claim that refusals do not 
pose any harm to patients. The presumption is that 
patients can just go somewhere else, or that patients 
can just pay for services that are excluded from insurance coverage. This presumption is simply wrong and ignores 
the harm suffered by those on the receiving end of the refusal. Many do not realize that an individual or institu-
tional refusal to provide services, information, referrals, or coverage can have very serious emotional, physical, and 
financial consequences for patients.

As made clear in the examples below, most patients who are refused health care services or information are 
women. Refusals perpetuate and reinforce the idea that it is acceptable to deny health care services, informa-
tion, or insurance coverage to women based on their reproductive capacity. Subjecting a woman to discrimination 
based on her need for reproductive health care, which is inextricably bound to her status as a woman, is itself a 
real harm, even if a woman receives the services she needs.



11 Dupont Circle NW, Suite 800, Washington, DC 20036  |  202.588.5180   Fax 202.588.5185  |  www.nwlc.org

H E A L T H  C A R E  R E F U S A L S  H A R M  PAT I E N T S :  T H E  T H R E AT  T O  R E P R O D U C T I V E  H E A L T H  C A R E  •  F A C T  S H E E T

Refusals endanger patients’ lives and health and can have irreversible consequences

• Certain medications, including contraception and emergency contraception, are only effective within a narrow 
time-frame. A refusal to dispense these medications may result in delays that put women at greater risk of 
unintended pregnancy, which is associated with an increased risk of morbidity for women and adverse effects 
for infants.4

• Some HIV medications are also highly time-sensitive. A delay resulting from a pharmacist’s objection to treating 
someone based on his or her sexual orientation could make the medicine less or perhaps completely ineffec-
tive, placing the patient’s health and life at risk.

• Some hospitals and medical professionals, based on their religious affiliation or personal beliefs, refuse to sta-
bilize women with miscarriages by completing uterine evacuation until there is no longer a detectable fetal 
heartbeat.5 In some cases, only completing the miscarriage by performing an abortion will stabilize the pa-
tient, and there is no medical treatment that would allow the pregnancy to continue.6 Delays in care can result 
in infertility, infection, and even death.

• A religious hospital’s refusal to provide an abortion to a woman with certain severe medical conditions endan-
gers her life, especially if there is no other provider in the area.7 Women’s health is also endangered by pro-
viders who refuse to perform or refer for abortion care based on their personal beliefs. A woman may need 
an abortion in order to receive treatment for cancer, or because a medication she needs to prevent seizures 
causes serious birth defects. Delays in accessing care may result in a decline in her condition, requiring even 
more aggressive treatment or causing permanent health damage.

• Some hospitals, based on their religious affiliation, refuse to treat women with ectopic pregnancies with the 
medication methotrexate or surgery that would leave their fallopian tubes intact even though these treat-
ments are the medically accepted standard of care in some cases. These providers believe that the medica-
tion causes an abortion, even though ectopic pregnancies are almost never viable.8 Instead, these providers 
remove the entire fallopian tube, subjecting women to unnecessary invasive surgery that reduces their future 
fertility.  Some providers transfer women to nonsectarian hospitals where they can receive the standard of 
care,9 but this results in delays that place women at risk of tubal rupture, the number one cause of first trimes-
ter death.10 

• Some health care providers are opposed to infertility treatment altogether,11 or are opposed to providing it to 
certain groups of people, such as unmarried individuals or those who are gay or lesbian.12 Because fertility 
declines with age, a delay in care resulting from a refusal may decrease a woman’s chances of becoming preg-
nant.13 A delay may also eliminate a woman’s opportunity to use her own eggs, requiring her to seek and pay 
for a donor.

• Refusals that interfere with access to highly effective forms of contraception, such as hormonal contraceptives or 
IUDs, can be especially dangerous for a woman with a medical condition whose life or health may be endan-
gered by pregnancy. These women and their partners also may not have the option of surgical sterilization if 
the only hospital in their area is Catholic-affiliated.14

Refusals can further traumatize patients who are already in physical and emotional distress

• A woman experiencing an ectopic pregnancy or miscarriage likely is already frightened because of her medi-
cal emergency and saddened by the inevitable loss of her pregnancy. A refusal to treat her until there is no 
longer a detectable fetal heartbeat only increases the trauma of the experience. Rather than being treated 
immediately and released from the hospital to begin healing both physically and emotionally, she is forced to 
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undergo a delay in receiving care critical to her health.

• A rape survivor seeking treatment in an emergency room might be denied emergency contraception (EC) based 
on the objections of a doctor, nurse, or religiously-affiliated hospital.15 The provider could refuse to dispense 
the drug, to write a prescription for her to get it elsewhere, or to even tell her about it. Because emergency 
contraception is time sensitive, any refusal potentially increases her risk of pregnancy. A rape survivor who is 
denied EC or is not told of its existence must deal with the anxiety of not knowing whether she will have to 
face a pregnancy resulting from rape.

Refusals violate patients’ legal rights

Refusals deny patients care to which they are legally entitled

• The Emergency Medical Treatment and Active Labor Act (EMTALA) requires that patients receive prompt evalua-
tion and stabilization of their urgent medical conditions.16 Despite this legal requirement, some individuals and 
institutions have denied or delayed care to women experiencing ectopic pregnancies or miscarriages because 
they are religiously opposed to any medical intervention that ends a pregnancy, even when necessary to save 
a woman’s life.17 

• An employer may offer its employees an insurance plan which excludes abortion coverage. Employees may be 
unable to get coverage for abortion care, even when it is necessary to save a woman’s life. This violates the 
Pregnancy Discrimination Act (PDA).  The PDA prohibits employers from treating pregnancy-related medical 
conditions differently from other medical conditions, explicitly requiring insurance coverage of abortion when 
a woman’s life is endangered.18 

• Under the Affordable Care Act (ACA) all new health insurance plans must cover certain preventive services, in-
cluding contraception and screening and counseling for sexually transmitted infections with no cost-sharing.19 
Nevertheless, some employers are challenging this benefit, claiming that providing their employees with cov-
erage for these critical health services violates their religious beliefs.20  

• Section 1557 of the Affordable Care Act (ACA) is a federal law that protects persons from discrimination based 
on their race, color, national origin, sex, age, or disability in programs or activities that receive Federal financial 
assistance, are administered by an Executive agency, or are created under Title I of the ACA.21 So, if for exam-
ple, an employer refused to provide health insurance benefits to its female employees because of a personal 
belief that only men are heads of households and need insurance coverage, that would violate Section 1557’s 
prohibition on sex discrimination.

Refusals deny patients critical information about their health condition, violating their right to informed consent

• A refusal can leave patients unaware of the treatments available to them or that they have received medically 
inaccurate information, violating their right to informed consent under federal and state law.22 A provider 
who thinks that a patient will terminate her pregnancy if given certain information regarding fetal anomalies 
may claim that his or her religious beliefs justify withholding information about the fetus’s condition from the 
patient.

• A doctor who is opposed to assisted reproduction may not inform someone who needs treatment that reduces 
fertility (such as radiation to treat testicular or ovarian cancer) that sperm banking or egg-retrieval can in-
crease the patient’s chances of having biologically-related children. If the patient is not given this information 
before radiation treatments, that opportunity is lost forever.
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Refusals increase health care costs for individuals

Refusals cause patients to pay for health care, even when they are insured 

• An infertility practice group accepted Guadalupe Benitez as a patient, and subjected her to a year of invasive 
tests and treatments.23 When it became clear that she needed in vitro fertilization to become pregnant, every 
doctor in the practice refused, claiming that their religious beliefs prevented them from performing the proce-
dure for a lesbian. This clinic was the only one covered by her health insurance plan, so Ms. Benitez had to pay 
for treatment at another clinic, despite having insurance coverage for infertility treatment.

Refusals add expenses to health care for those who can least afford it

• A health care refusal in a rural area can require a patient to drive long distances in order to get needed care. The 
additional time and expense falls most heavily on those with low-incomes or who do not have the job flexibil-
ity to take time off to seek health care.

• In urban areas, where many low income residents do not have cars, a refusal can require a patient to pay to take 
public transportation to a willing provider, or to hire a taxi to reach a willing hospital or pharmacy—a signifi-
cant additional expense for someone with a low income.

Refusals create inefficiency in the delivery of health care, with costs to both individuals and 
the system

Refusals may result in patients undergoing additional medical procedures, subjecting them to unnecessary risks

• A woman who has a cesarean section and wishes to have a post-partum tubal ligation immediately follow-
ing delivery cannot do so at a Catholic hospital, even though having the procedure at that time is medically 
recommended, presents fewer risks to the patient, and is more cost-effective than delaying the procedure to 
a later time.24 If the patient cannot have the procedure immediately following delivery, she must first recover 
from the cesarean surgery and then schedule the tubal ligation at least six weeks later when she is busy caring 
for her newborn. She may also have to find another doctor to perform the surgery, disrupting the continuity of 
her care.

• In Wisconsin, a pharmacist refused to fill a prescription for emergency contraception for a mother of six, berating 
her in front of other customers. Traumatized after the encounter, the woman did not seek to fill the prescrip-
tion elsewhere. She got pregnant and had an abortion, since her financially strained family could not support 
another child.25

• Some states, such as New York, automatically enroll Medicaid beneficiaries into religiously affiliated managed 
care plans that do not provide family planning services.26 While a patient may still obtain the services else-
where with her Medicaid card, she may not even be aware of the prohibition until she sees her doctor and 
tries to get birth control.

Refusals undermine confidence in the health care profession

• Patients rely on health care professionals to give them essential information about their condition and treatment 
options. Refusals to disclose critical information and make referrals for services greatly undermine public con-
fidence in the health care system.

• Patients must be able to trust their health care providers to give them comprehensive information and treatment 
based on the providers’ professional training and assessment of their medical needs, without fear that their 
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providers are allowing their religious beliefs to cloud their professional judgment.

• Fearing judgment or a refusal to provide care, patients may withhold information or provide inaccurate informa-
tion about their medical histories, current symptoms, or personal health habits, leading to potential misdiag-
noses or ineffective treatment.

Refusals can undermine efforts to improve public health and reduce health care disparities 

• A hospital or health care provider with a religious or moral opposition to birth control may refuse to counsel 
sexually active patients on the use of condoms27 to prevent the risk of transmitting HIV or other STDs, contrib-
uting to higher rates of these diseases.

• A health care provider refusal may make a patient feel guilty, ashamed, alienated from the health care system, 
and fearful of being judged by other providers. A patient may avoid contact with the health care system en-
tirely, including use of preventive care, until his or her condition becomes more serious, reducing the chances 
of the patient recovering and contributing to greater health care costs. A patient may delay seeking medical 
attention until an illness becomes unbearable enough to force a visit to one of our nation’s already overbur-
dened emergency rooms.

Conclusion

Real people can suffer real harms when they are denied access to health care services, information, and referrals. 
Patients rely on their providers to use their medical expertise and professional training to guide treatment deci-
sions. Refusals based on providers’ personal beliefs undermine the trust that patients place in their providers.
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