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l. Introduction

Religious freedom necessarily encompasses the rights of individuals and institutions to
exercise their sincerely-held religious beliefs in the practice of medicine.' The aim of this
brief is to convey the experience of American Muslim health care professionals in
confronting ethical dilemmas in their field and exercising their medical conscience
rights. We also recommend policy measures to strengthen protection of those rights and
the rights of people of all faiths.

American Muslims make up a significant minority of the health care profession. An
estimated 5% of the physician workforce are Muslims, while more than 10% of
American Muslims self-report as physicians or dentists. They are primarily immigrants
from South Asia and the Middle East, as well as indigenous African Americans.?
Published research, as well as our own research in preparing this brief, shows that for a
significant number of Muslims in the healthcare field, Islam inspires and shapes their
approach to their profession. One study of Muslim physicians found that for many, their
faith “defines acceptable medical procedures.”

As a result, while data on the subject is sparse, it is clear that a significant number of
Muslim healthcare professionals experience ethical conflicts in the course of their
training and employment. Participants in one study described “clinical situations where
ethical dilemmas would arise due to their adherence to Islam.” Others reported “a need
for expertise in Islamic medical ethics” and the lack of “a well-developed support
structure to refer to when facing ethical challenges.” Several Muslim physicians
interviewed for this brief reported experiencing significant ethical dilemmas, while others
said they avoided certain fields due to potential ethical conflicts. Throughout this brief
we cite studies to similar effect.

To be sure, not all American Muslim medical health professionals experience serious
ethical conflicts based on their religious views. Many of those we interviewed did not
have qualms about some of the issues we discuss below. Some may not know about, or
feel constrained by, orthodox Islamic teachings on issues in their field. Others may
disagree with orthodox teachings and hold a more liberal view. Still others minimize the

"1n 2020, RFI partnered with the Alliance Defending Freedom and Christ Medicus Foundation to launch
the Medical Conscience Rights Initiative (MCRI). The Initiative seeks to pass laws in each state
supporting medical conscience rights, and uses educational resources, print and digital media, grassroots
coalition building, and on-the-ground legal advocacy. See
https://religiousfreedominstitute.org/medical-conscience-rights-initiative/

2 “National Survey of Muslim Physician Attitudes towards Religion and Medicine.” Initiative on Islam and
Medicine, n.d. https://medicineandislam.org/muslim-physician-in-us-healthcare/

3 Padela, A | et al. “The perceived role of Islam in immigrant Muslim medical practice within the USA: an
exploratory qualitative study.” Journal of medical ethics vol. 34,5 (2008): 365-9.

* Ibid.



opportunities for ethical conflict by self-selecting out of potentially problematic fields and
work environments.® The purpose of this brief is not to claim that all or even most
Muslims in the health care field encounter ethical dilemmas, but to describe the
experiences of those who do.

Il. Theological grounds of Muslim bioethics

While this is not the place for a comprehensive discussion of the theological foundations
that inform the Muslim’s moral outlook, we will address the most salient principles
bearing on the medical field. The purpose of this section is not to persuade non-Muslim
readers as to the truth, validity, or normative value of Islamic beliefs, but to explain the
principles that, as an empirical matter, form the backdrop of Muslim medical
professionals' conscience claims.

The first of those relates to the inherent, created dignity of man. The Quran states, “And
verily, We have dignified man.”® This dignity or nobility consists in man’s soul as well as
his body. The Quran states, “And We created man in the best of forms.”” And the
Prophet said: “Verily, God created Adam in His image.” The 11th-century Persian jurist
Imam al-Sarakhsi said:

God the Most High created man to carry His trusts. He dignified him with
reason and sacred inviolability in order to be responsible for the duties and
rights of God placed over him. Then He granted him inviolability, freedom,
and property rights for him to continue carrying out his trusts. Hence, this
freedom, sanctity, and right of property are granted to a person at the time
he is born. Those capable of discernment and those who are not are equal
in this regard, so likewise sacred inviolability is established at birth
whether he is of sound mind or not.°

It flows from this created dignity that man has a duty not to harm his fellow man. The
Prophet said, “Let there be no harm, nor returning of harm.”® This statement constitutes
the most fundamental axiom of Islamic sacred law and ethics. Harming others has
serious consequences: The Prophet said, “He will not enter Paradise whose neighbor is

® Ibid.

® Quran, Surah Israa’ 17:70

" Quran, Surah Teen 95:4

8 Sahih Muslim, Book 45, Hadith 152

® Al-Sarakhsi, Muhammad bin Ahmad. Usul as-Sarakhsi. Vol. 2, Lajna lhya al-Ma’arif an-Nu’maniyya,
1390H.

1° Sunan Ibn Majah 2340



not secure from his harm,”"" and, “Whoever harms others, then God will harm him.”"2
And conversely: “The most beloved people to God are those who are most beneficial to
people.”

This ethos is reflected in the 9th century Arab physician Ishaq al-Ruhawi’s commentary
on Hippocrates: “And two things are incumbent upon you (physician): the first is to
benefit the patient, and the second is not to harm him.”'* It is telling that some
contemporary scholars argue that al-Ruhawi was probably a Christian Arab living in a
Muslim empire; others believe he was Jewish. Regardless of who is right on this count,
the universality of the truths he espoused is evident.

Indeed, whatever else we might disagree on, the agreement between traditional
believers in Judaism, Christianity, and Islam on the dignity of the human person, his
creation in the image of God, and the consequent duty of the physician to do no harm,
reflects the law that God inscribed on the human heart and that is hence intuitive to any
reasonable person.' Indeed, this law constitutes the substance of reason itself.

" Sahih Muslim, Book 1, Hadith 79

12 Sunan al-Tirmidht 1940

3 Al-Mu’jam al-Awsat lil-Tabarani 6026

4 Levey, Martin & Ruhawi, Ishaq ibn Ali (1967). Medical Ethics of Medieval Islam with Special Reference
to Al-Ruhawt ‘Practical Ethics of the Physician.” American Philosophical Society, p. 56.

'8 It is often but inaccurately claimed that Islam does not recognize the concept of natural law. In fact,
there is widespread agreement among Islamic scholars of the classical period that the broad moral aims
of law and ethics are universal and accessible to reason, even though they did not use the term “natural
law.” See, e.g., Ibn Abdul-salam, 1zz ad-Din. Qawa'id Al-Ahkam Fi Masalih al-Anam. Maktab al-Kulliyat
al-Azhariyya, Cairo 1991, pp. 5-6. (“Most of the goods of this world and its harms are known by reason,
and that is most of the divine law, since it is not hidden from the reasonable person, antecedent to the
advent of divine law, that it is praiseworthy and good to secure pure benefit, and to ward off pure harm,
from the life of the human being and others... The people of wisdom have agreed on this. The same
applies to the divine laws pertaining to the sanctity of life, goods, money, and honor, and on procuring the
best of words and deeds.”). See also Al-Qarafi, Shihab al-Din. Nafa’is al-Usul fi Sharh al-Mahsul.
Muhammad Abd al-Qadir Ata (ed). Beirut: Dar al-Kutub al-limiyya, 2000, p. 4:172-173 (“The prohibition of
killing is rationally related to what the reasonable person does voluntarily.”)(cited in Emon, Anver M.
Islamic Natural Law Theories. Oxford: Oxford University Press, 2010, p. 155). Cf. Maimonides: “[T]he
things generally accepted by all the people as bad, such as murder, theft, robbery, fraud, harming an
innocent man, repaying a benefactor with evil, degrading parents, and things like these. They are the laws
about which the sages, peace be upon them, said: ‘If they were not written down, they would deserve to
be written down.” Ethical Writings of Maimonides, ed. by Raymond Weiss, Charles Butterworth, (Chicago:
University of Chicago Press, 1991), pp. 79-80; The Massachusetts Resolves, in Prologue to Revolution:
Sources and Documents on the Stamp Act Crisis 56 (E. Morgan ed. 1959) ("Resolved, That there are
certain essential Rights of the British Constitution of Government, which are founded in the Law of God
and Nature, and are the common Rights of Mankind-Therefore, ... Resolved that no Man can justly take
the Property of another without his Consent”). Indeed, it would be unnecessary for Islam to explicitly
affirm natural law for its moral precepts to reflect natural law. See Lewis, C. S., The Abolition of Man. San
Francisco: HarperSanFrancisco, 2001, 43. (“This conception in all its forms, Platonic, Aristotelian, Stoic,
Christian, and Oriental alike, | shall henceforth refer to for brevity simply as ‘the Tao'...But what is
common to them all is something we cannot neglect. It is the doctrine of objective value, the belief that
certain attitudes are really true, and others really false, to the kind of thing the universe is and the kind of
things we are.”).



lll. The ethics of personal autonomy

In contrast to this law, the ethos of modern medicine, and a dominant strain of
modernity, was neatly summed up in Planned Parenthood v. Casey, in which the U.S.
Supreme Court articulated the essence of human flourishing as the freedom to make
“choices central to personal dignity and autonomy.” Or, in the formula of the case’s

famous “mystery clause”: “At the heart of liberty is the right to define one's own concept
of existence, of meaning, of the universe, and of the mystery of human life.”"®

That individual autonomy is the greatest good is now axiomatic in the contemporary
secular medical profession. This is evident, for example, in the American College of
Obstetricians and Gynecologists (ACOG) 2007 statement on the limits of the exercise of
conscience in medicine:

Although conscientious refusals stem in part from the commitment to “first,
do no harm,” their result can be just the opposite. For example, religiously
based refusals to perform tubal sterilization at the time of cesarean
delivery can place a woman in harm’s way...by putting her at risk for an
undesired...pregnancy...

Some experts have argued that in the context of pregnancy, a moral
obligation to promote fetal well-being also should justifiably guide care.
But even though views about the moral status of the fetus and the
obligations that status confers differ widely, support of such moral
pluralism does not justify an erosion of clinicians’ basic obligations to
protect the safety of women who are, primarily and unarguably, their
patients. Indeed, in the vast majority of cases, the interests of the
pregnant woman and fetus converge. For situations in which their interests

'® Planned Parenthood of Southeastern Pa. v. Casey, 505 U.S. 833, 851 (1992). Naturally, this attempt to
construct a new moral system outside the boundaries of natural law results in moral incoherence. See,
e.g., Swaine, Lucas. Ethical Autonomy: The Rise of Self-Rule. Oxford University Press, 2020.
(“[TIheorists of personal autonomy have not explained how the liberties and prerogatives afforded to
personally autonomous individuals fit with the other normative values that theorists endorse, such as
justice, toleration, equality, and respect.”); Maclintyre, Alasdair. After Virtue: A Study in Moral Theory. 3rd
ed., University of Notre Dame Press, 2007 (“[T]he price paid for liberation from what appeared to be the
external authority of traditional morality was the loss of any authoritative content from the would-be moral
utterances of the newly autonomous agent. Each moral agent now spoke unconstrained by the
externalities of divine law, natural teleology or hierarchical authority; but why should anyone else now
listen to him?”).



diverge, the pregnant woman’s autonomous decisions should be
respected."”

In this ethical system of personal autonomy, the “do no harm” principle is retained but
the meaning of harm is untethered from traditional understandings of human dignity
consisting in bodily integrity and the sanctity of life. The greatest good lies in the
exercise of one’s personal choice to do as one pleases, and the greatest harm lies in
any impingement on, or inconveniencing of, that exercise. Hence a physician whose
conscience forbids him from harming a healthy woman by destroying her reproductive
organs actually harms the patient by somehow threatening her autonomous choice to
avoid future pregnancies.' And his conscientious objection to taking the life of an
innocent soul harms the patient insofar as preservation of her child’s life impinges on
her autonomy.™ This new ethical system?® recognizes that some people in our society
continue to subscribe to the outmoded, regressive one, but holds that “support of such
moral pluralism” must give way when it stands in the way of one’s exercise of personal
autonomy.

IV. Key areas of conscientious objection for Muslim health care professionals

Given the incommensurability of the ethical system of personal autonomy, that suffuses
the medical field today, with the ethical system of natural law corresponding to Islam
along with commands and prohibitions specified in the faith’s revealed texts, we should
not be surprised to find that many Muslim health care providers encounter ethical

7 ACOG Committee Opinion No. 385: The Limits of Conscientious Refusal in Reproductive Medicine.
Obstetrics & Gynecology 110(5):p 1203-1208, November 2007 (emphasis added).

'8 1t is not obvious why a physician reluctant to perform a medically unnecessary tubal ligation bears
responsibility for the patient’s future pregnancy rather than the woman herself, whose autonomous choice
whether to engage in sexual activity or use contraception remains unaffected by the physician’s exercise
of his conscience.

'® Characteristic of moral reasoning within the system of personal autonomy, the ACOG statement offers
no good reason why the right of the woman seeking the medically unnecessary abortion should be valued
over the autonomy of the physician seeking to exercise his own “choice central to personal dignity and
autonomy.” As Maclintyre writes: “Contemporary moral experience...has a paradoxical character. For
each of us is taught to see himself or herself as an autonomous moral agent; but each of us also
becomes engaged by modes of practice, aesthetic or bureaucratic, which involve us in manipulative
relationships with others. Seeking to protect the autonomy that we have learned to prize, we aspire
ourselves not to be manipulated by others; seeking to incarnate our own principles and stand-point in the
world of practice, we find no way open to us to do so except by directing towards others those very
manipulative modes of relationship which each of us aspires to resist in our own case. The incoherence of
our attitudes and our experience arises from the incoherent conceptual scheme which we have inherited.”
Pg. 68. This is why it is self-defeating to appeal to personal autonomy as a strategy for preserving space
in society for the ethical system grounded in natural law, revelation, and traditional values. See Royer,
Ismail. "Christianity Is Not Merely Another Identity." First Things, 21 June 2021, firstthings.com.

20 “What purport to be new systems or (as they now call them) ‘ideologies,’ all consist of fragments from
the Tao itself, arbitrarily wrenched from their context in the whole and then swollen to madness in their
isolation...” Lewis, 43.



dilemmas in the course of their training and employment. And that is what we do find.
The most severe dilemmas arise when Muslim practitioners are put in the position of
having to choose between a patient’s demand for treatment that would inflict
unjustifiable harm or otherwise compromise the patient’s dignity (even if the patient
does not see it that way), on the one hand, and their own religious and ethical
commitments, on the other. Such scenarios become especially perilous when Muslim
practitioners face adverse consequences at the hand of a government or employer for
refusing to conform to the patient’s wishes.?'

A. Distinguishing a less severe category of conscientious objection

Before addressing ethical dilemmas of that nature, though, | want to distinguish a less
severe category of ethical dilemma a Muslim may experience related to Islam’s
commands and prohibitions that do not put him to the choice of harming others or
suffering professional consequences. | refer here to situations in which Muslims are
pressured to commit an act that is deemed sinful in Islam but would inflict no
measurable harm on patients.

An illustrative example of this category of dilemma would be when a Muslim physician is
asked to administer the anticoagulant drug Heparin, which is typically derived from pigs.
This is problematic for Muslim health care professionals because Islam prohibits
Muslims from consuming or causing others to consume pigs, in the absence of some
dire necessity. However, bovine Heparin is also available, as well as synthetic
alternatives.??> One Muslim bioethicist we interviewed reported that it was common for
hospital administrators to deny Muslim physicians’ religious accommodation requests to
administer equally-effective, non-porcine alternatives to Heparin, even when those
alternatives were available, simply because Heparin is most routinely used.

When an employer refuses to grant a request by a Muslim doctor—or a Jewish or Hindu
doctor—for a religious accommodation when a non-porcine alternative anticoagulant is
readily available and no harm would come to the patient, that employer likely violates

2! To be sure, ethical dilemmas also arise in contexts where base motives such as profit override all
ethical systems, be it personal autonomy or the traditional ethics of life preservation and harm avoidance.
A real-world example of this provided to me by one physician we interviewed is pressure to fudge
numbers in grant reporting; another is pressure to participate in Medicaid fraud. Such ethical dilemmas
are very real but outside the scope of this testimony.

22 See Smith, Natalie et al. “Factoring patients' beliefs and values into decisions around anticoagulation: a
community-led multi-cycle quality improvement project.” Future healthcare journal vol. 10,3 (2023):
301-305; Sattar SP, Ahmed MS, Madison J, et al. Patient and physician attitudes to using medications
with religiously forbidden ingredients. Ann Pharmacother 2004;38:1830-5.



Title VIl of the 1964 Civil Rights Act.Z If the employer is a government actor, it may also
violate the First Amendment.?

However, when a patient who does not consider pork consumption a sin is prescribed
porcine Heparin, he is not harmed—notwithstanding the sin the Muslim doctor believes
he commits by prescribing it. Conscience claims in such cases are distinguishable from
those in which a medical health professional is directed to commit a sin that involves
inflicting harm on a patient.

These cases are different because failing in our duty to God in a way that harms
another human being is more severe than failing in a way that does not.?> We know that
God forgives our sins and that our sins do not harm Him: yet we struggle to live with
guilt and regret for the harm we inflict on our fellow man. The burden on one’s
conscience of the sin of unjustly harming another person is more severe in nature and
degree. This truth is reflected in the maxim articulated by the 12th century Quran
commentator Fakhruddin ar-Razi: “God's rights are based on forgiveness and leniency,
while the rights of people are based on strictness.”?

B. Conscience claims involving harm to others

We turn now to the category of medical conscience dilemma involving the infliction of
harm on another human being. We identify three problematic issues in this category:

3 See 42 U.S.C. § 2000e(j) (prohibiting employers from discriminating on the basis of religion,
“includ[ing] all aspects of religious observance and practice, as well as belief, unless an employer
demonstrates that he is unable to reasonably accommodate to an employee's or prospective employee's
religious observance or practice without undue hardship on the conduct of the employer's business.”).

% See, e.g., Kloosterman v. Metro. Hosp., WL 6140552 (W.D. Mich. Sept. 20, 2023)(holding that a
Christian nurse who alleged a state-owned health system fired her for seeking a religious exemption from
its requirement to use patients’ “preferred pronouns” had “stated a plausible Title VII disparate treatment
claim based on religiously discriminatory termination” and “plausibly alleged a free exercise violation”).

% See, e.g., Smith, Wesley J. "Can Muslim Doctors Refuse to Treat the Opposite Sex?" First Things, no.
226, Oct. 2012, pp. 14-16. While Smith incisively distinguishes here between these two categories of
conscience claims, we disagree if he means to suggest that accommodation requests involving sin not
involving harm to others are per se unreasonable. Accommodation requests of this nature are
appropriately addressed by remedies such as informal resolution or, if that fails, legal remedies such as
Title VII that weigh employee religious liberty interests against society’s legitimate interests: which is to
say, conscience claims of this nature will not prevail in every conceivable case. Smith also identifies a
third category of conscience claim: “no medical professional should ever be forced to participate in a
procedure intended primarily to facilitate a patient’s lifestyle preferences or desires (in contrast to
maintaining life or treating a health-threatening disease or injury).” If by this he refers to issues like
administering the HPV vaccine or PrEP to prevent HIV infection, such conscience claims fall between the
two categories we identified, in that they do not involve merely private sin, nor do they involve directly
injuring another: but for conscientious objectors, they do involve facilitating harm in society. Such claims
are closer to claims involving direct harm and hence constitute a more severe burden on the objector’s
conscience. For this reason, we conclude they also should not be subject to a balancing test.

% Ar-Razi, Fakhruddin. Tafseer al-Kabeer. Dar al-Kitab al-'llmiyya, 2004. Vol. 18, 61.



abortion, “gender-affirming care,” and end of life care. To be clear, when we say
“infliction of harm” here, we mean harm as understood in Islamic ethics, e.g., mutilating
a person’s body or unjustly taking a life, not harm as contrived in the ethics of personal
autonomy.

As emphasized at the outset, we do not claim that some or all of these issues pose
ethical dilemmas for all Muslims in the health care field. Not all Muslims know about
their faith’s ethical teachings with respect to these issues: some may not care about
them; others may have different interpretations of those teachings or their application to
clinical situations. But our research and experience reveals that a significant number of
Muslim health professionals experience a conflict between what they are expected to do
in these situations and their religious values.

1. Abortion

The Quran warns Muslims about the coming Day of Judgment: a day “when the baby
girl is asked for what crime she was killed.”?” On its face this verse refers to infanticide
of children after they have been delivered, but classical scholars read it to cover
abortion.?® Sunni Muslim scholars® agreed that Islam forbids abortion by default;*°
however, most also agreed that there are conditions under which it was permitted.
There is a relatively narrow spectrum of scholarly views on what those conditions are.

The majority of classical scholars held that abortion is forbidden once the fetus has
developed human features such as organs, fingers, or a face, with some scholars
permitting abortion at this stage in the case of some demonstrated urgent
circumstances.?' Still other scholars held that abortion was forbidden from conception.3?
There is general agreement based on the Quran and Hadith that the unborn child
acquires a soul 120 days from implantation in the womb and that abortion at this stage

27 Quran, Surah Takwir 81:8

28 |bn Taymiyya, Ahmed b. Abdul Haleem. Majmu’ al-Fatawa. Vol. 34, Mujamma Malik Fahd, 1996, p. 136.
Ibn Taymiyya said: “Abortion is forbidden by the consensus of Muslims, and it is a form of infanticide,
about which God said: ‘And when the girl who was buried alive is asked for what sin she was killed,” and
He also said: ‘And do not kill your children for fear of poverty.” (The latter verse is Surah Israa’ 17:31.)
2 There is little practical difference between Sunni and Shia Islam in this issue.

% |bn Taymiyya, n.26, supra.

31 See Rashid, Rafaqat, The Figh of Contraception and Abortion, 2024, https://tinyurl.com/59vaczyy;
Yusuf, Hamza, When Does a Human Fetus Become Human? Renovatio, 22 Jun 2018; Royer,Ismail,
There Is No Religious Freedom Argument for Abortion in Islam, CanopyForum, Sept. 23, 2022,
https://tinyurl.com/52nehzvf.

%2 Rashid, 143-46.

10



is tantamount to murder. The most lenient mainstream classical scholars held abortion
to be permissible before ensoulment, with some excuse.*

Hence, as one contemporary Islamic scholar puts it, the implication for Muslim medical
health professionals is that “if the clinician performs an impermissible abortion, even
with the mother's consent, the clinician incurs the liability of sin as well as the obligation
to pay diya (blood money), depending on the stage of the foetus.”*

Several Muslims physicians told me they have ethical qualms about participating in
abortions that are not ethically justifiable. Some subjects of a 2015 study of American
Muslim physicians described abortion as a religiously “prohibited medical procedure”
posing an ethical dilemma.* A 2011 survey of UK medical students found that 60% of
Muslim students would conscientiously object to participating in an abortion sought for
“failed contraception,” while 45% would decline to participate in an abortion sought due
to fetal abnormality.® In another study of Muslim medical students, three quarters
believed that every conceived child has the right to be born and over half considered
abortion to be murder.®” And a study of American Muslim physicians found that nearly
half endorsed resuscitation of babies born at 22 weeks, compared to only 15% of all
American physicians. Likelihood of endorsing resuscitation increased with religiosity.
Significantly, the study also found that American Muslims are more likely than all doctors
to endorse resuscitating pre-term babies over parental objections.®

An lllinois physician who participates with religious scholars in an Islamic faith-based
ethics board told us of a case of a Muslim woman who became pregnant with twins.
She received a genetic screening and was informed that it indicated a possibility that
her children would be born with Down Syndrome. The woman and her husband
approached the ethics board for guidance. At the time, she was sixteen weeks
pregnant, just weeks before the stage at which Islam believes ensoulment of the child
occurs. The physician told us he believes the couple were looking for moral absolution,
to be told that it would not be a sin to abort the children.

33 By comparison, the Mississippi law at issue in Dobbs v. Jackson Women’s Health Organization, 597
U.S. 215 (2022), forbids abortion after 105 days except in the case of medical emergency or fetal
abnormality. See Miss. Code Ann. § 41-41-191(4) (2024).

% Rashid, 210.

3% Padela, n.5, supra.

3 Strickland SL Conscientious objection in medical students: a questionnaire survey. Journal of Medical
Ethics 2012;38:22-25.

37 Saadeh, Rami et al. “Attitudes of Medical and Health Sciences Students towards Abortion in Jordan.”
BioMed research international vol. 2021.

% Arzuaga, Bonnie et al. “Attitudes towards the resuscitation of periviable infants: a national survey of
American Muslim physicians.” Acta paediatrica (Oslo, Norway : 1992) vol. 105,3 (2016): 260-7.

11



The board delivered to the couple a compassionate, well-reasoned opinion.* Citing the
Quranic verse about the dignity of the human being, it said that this dignity rules out
“anything that remotely indignifies the human body. The living child in the womb, even if
not fully formed, will be treated with some level of respect, honor, and sanctity as well.”
The board said that, while some classical scholars held that abortion was permitted
before ensoulment in cases of emergency, this was not such an emergency. The board
concluded:

Aborting a child on the basis that it potentially carries a genetic disorder is
not allowed due to the sanctity of its life, the uncertainty of the disorder,
and the material justification. Allah tests us how He pleases and helps us
through, especially when our intention is to not displease Him. The Quran
has acknowledged that nurturing children is difficult, thus mere difficulty is
not enough of a reason to abort children. Raising a child with Down
Syndrome is undoubtedly even harder, but we must remember that we are
granted ease and mercy by following His commandments.

While this is a case of an exercise of religious ethics that does not involve a Muslim

physician directly treating a patient, it does illustrate the moral reasoning that many

Muslims go through in seeking to please God in their interaction with the health care
field.

2. “Gender-affirming care”

So-called “gender-affirming care” is another issue that tends to create conscience
dilemmas for Muslim health practitioners, because it involves violating the inherent
dignity of the human being and the commandment to do no harm.

Islam holds that mankind is divided into the two sexes of male and female. For example,
the Quran states: “...and from the two of them, He spread forth multitudes of men and
women,”? and “The male is not like the female...”.*'

Now, since God created human beings “in the best of forms,” imbued by God with honor
and dignity, it is forbidden to mutilate that form. The Prophet said, “God curses those
who would change His creation,™? to the extent that he forbade mutilating the dead.*
Given that God created human beings as male and female in the best of forms and that

%9 Unpublished opinion of Darul Qasim Iftaa Department, on file with the author.
40 Quran, Surah Nisa 4:1

41 Quran, Sura Ali Imran 3:36

42 Sahih al-Bukhari Book 77, Hadith 146

43 Sahih Muslim, Book 32, Hadith 3

12



mutilating that form is forbidden, it follows that medical intervention seeking to change
the created sex of a human being is not only ontologically impossible, it amounts to
mutilation and is forbidden.*

Accordingly, a resolution by the American Figh Academy, an Islamic scholarly body,
states that even though an individual may suffer from a “psychological condition where
one feels at odds with their biological sex” which “may encourage one to undergo such
procedures, one must remain aware of the grave sin in doing so.” Likewise, the Figh
Council of North America states, “in accordance with all mainstream figh scholarly
bodies around the world,” that

it is impermissible to actively attempt to change one’s biological
sex/gender, whether through hormone treatment, surgical procedures, or
any combination of the two. All mechanisms for seeking to actively
transition from one sex/gender to another are forbidden according to the
teachings of Islam.*®

What this means for the Muslim health professional is that participating in “gender
reassignment” procedures is sinful.*” Indeed, “[a]ll juristic religious opinions...considered
the change of sex in a totally feminine or masculine human being with no physical
abnormalities in his body (only due to refusal of the person to his native sex...) is a
religious doctrinal crime as it changes ‘what God has created.””®

4 Contemporary Islamic scholarly bodies do unanimously permit medical interventions to treat intersex
individuals. That is because this is considered an abnormal condition that may, and should, be medically
treated. See Zabidi, Tagwa. “Analytical Review of Contemporary Fatwas in Resolving Biomedical Issues
Over Gender Ambiguity.” Journal of religion and health vol. 58,1 (2019): 153-167. See also, passim, Vaid,
M. (2017). And the male is not like the female: Sunni Islam and gender nonconformity. Muslim Matters.
https://muslimmatters.org/2017/07/24/and-the-maleis-not-like-the-female-sunni-islam-and-gender-nonconf
ormity/

4 American Figh Academy. “Male, Female, or Other: Ruling of a Transgender Post Sex Change
Procedures.” 2017, http://fighacademy.com/res03/

6 Figh Council of North America. “What is Islam’s Position on Transgenderism?” 2022.
https://fighcouncil.org/fatwa-regarding-transgenderism/

47 As noted at n.28, this does not apply to the sexual reassignment procedures to treat individuals with
developmental sex disorders.

8 Nabil M. Dessouky. "Gender Assignment for Children with Intersex Problems: an Egyptian Perspective.”
The Egyptian Journal of Surgery, 20, 2, 2001, 499-515. To be sure, some self-described “progressive
Muslims” cite a fatwa by Ayatollah Khomeini apparently permitting surgical attempts at sex reassignment.
See, e.g., Zaharin, A. A. M., & Pallotta-Chiarolli, M. (2020). Countering Islamic conservatism on being
transgender: Clarifying Tantawi’'s and Khomeini’s fatwas from the progressive Muslim standpoint.
International Journal of Transgender Health, 21(3), 235-241; Alipour, M. (2017). Islamic shari'a law,
neotraditionalist Muslim scholars and transgender sex-reassignment surgery: A case study of Ayatollah
Khomeini’'s and Sheikh al-Tantawi’s fatwas. International Journal of Transgenderism, 18(1), 91-103.
Setting aside the irony of progressives appealing to the authority of Ayatollah Khomeini, it's not clear his
fatwa refers to individuals suffering from the psychological condition of gender dysphoria, as opposed to
those with the biological developmental sex disorders.
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For example, Saudi Arabia’s Senior Ulama Council promulgated guidelines for
physicians providing that a “sex-change operation (i.e., converting someone with a
completely developed gender to the opposite sex) is totally prohibited, and it is even
considered criminal in accordance with the Holy Quran and the Prophet'’s sayings.”®
Likewise, the Islamic Figh Council of Saudi Arabia’s Muslim World League issued a
religious verdict stating:

It is not permissible for either a man whose male organs are fully formed
or a woman whose female organs are fully formed to change into the other
gender. The attempt to do so is a crime, the perpetrator of which deserves
to be punished for changing the creation of Allah.*®

This naturally creates a dilemma for the Muslim health professional who adheres to
Islamic ethics of harm avoidance in a field where the dominant ethical system of
personal autonomy holds that harm consists in any impingement of an individual’s
choices. Participants in a study of American Muslim physicians described “sex change”
as a religiously prohibited medical procedure.®” Muslim physicians and medical students
who have conscientiously objected to participating in such procedures have faced “legal
and professional consequences, including expulsion...from training programs.”?

One Muslim physician we interviewed, an endocrinologist living in California who has
been practicing for over thirty years, said:

| have had many challenges in my field, particularly in the issue of
cross-gender hormones. | have asked Islamic scholars about this,
because in California there is an anti-discrimination clause and if | don’t
participate in the treatments I'll be faced with discrimination claims. Initially
| refused, but | was told | should just accept it and treat these individuals.
When there is a contradiction between faith and local laws, one scholar
told me, | have to obey the laws and God will forgive you if you have no
other choice. That’'s what I'm dealing with and what | continue to deal with.

49 Al Jurayyan, Nasir Am. “Disorders of sex development: diagnostic approaches and management
options-an islamic perspective.” The Malaysian journal of medical sciences : MUMS vol. 18,3 (2011): 4-12.
%0 Alipour, Mehrdad. "The Nexus between Gender-Confirming Surgery and lliness: Legal-Hermeneutical
Examinations of Four Islamic Fatwas." Journal of Middle East Women's Studies, vol. 18 no. 3, 2022, p.
359-386.

5! Padela, n.5, supra.

52 From the description of a workshop, “Reconciling Religious Values and Professional Ethics in Caring for
LGBTQ Patients,” at the 2026 Conference on Medicine and Religion.
https://www.medicineandreligion.com/reconciling-religious-values-and-professional-ethics-in-caring-for-Igb
tg-patients.html
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3. End of life care

There is a relatively large body of research establishing that a significant number of
American Muslim health care professionals experience severe crises of conscience in
caring for patients near the end of their lives. Our interviews with Muslim physicians
bear this out. This is not surprising, given the natural sense of every reasonable, sane
person that taking an innocent human life is morally wrong, and in light of the dignity of
man and the command to do no harm. As to murder specifically, Islam prohibits taking a
life except in self defense, or by government authorities for just cause. For example, the
Quran states:

That is why We ordained for the Children of Israel that whoever takes a
life—unless as a punishment for murder or mischief in the land—it will be
as if they killed all of humanity; and whoever saves a life, it will be as if
they saved all of humanity.>

Hence, in the contemporary medical field, there are several clinical scenarios that
present a potential for a crisis of conscience for a Muslim health care professional faced
with a decision to provide, withhold, or withdraw life support from a patient.

d) Brain death

One such scenario involves a patient with a diagnosis of brain death. Traditionally,
death was defined by the cessation of breathing and heartbeat. In 1968, the Ad Hoc
Committee of the Harvard Medical School issued a report defining death to include
irreversible coma, or “brain death.”* Following this, the Uniform Determination of Death
Act (UDDA), adopted by most states, redefined death to include an alternative
condition, that of “an individual who has sustained irreversible cessation of all functions
of the entire brain, including the brain stem.”®

%3 Quran, Surah Maidah 5:32. Cf. Mishnah Sanhedrin 4:5. The Mishnah: A New Translation, translated by
Jacob Neusner, Yale University Press, 1991, p. 592. (“It was for this reason that man was first created as
one person, to teach you that anyone who destroys a life is considered by Scripture to have destroyed an
entire world; and anyone who saves a life is as if he saved an entire world.”); "The Origins of the Precept
'Whoever Saves a Life Saves the World"." Mosaic, Tikvah Ideas, 31 Oct. 2016,
https://ideas.tikvah.org/mosaic/observations/the-origins-of-the-precept-whoever-saves-a-life-saves-the-wo
rid.

54 A Definition of Irreversible Coma: Report of the Ad Hoc Committee of the Harvard Medical School to
Examine the Definition of Brain Death. JAMA. 1968;205(6):337—340. See also Nguyen, Doyen. “Evolution
of the Criteria of "Brain Death": A Critical Analysis Based on Scientific Realism and Christian
Anthropology.” The Linacre quarterly vol. 86,4 (2019): 297-313.

% See, e.g., C.M.R. 10, 144, ch. 52, 1
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The concept of brain death was developed, not on the basis of theology or philosophy,
and not for the benefit of the patient or the patient’s family, but “for the purpose of
increasing the number of organs available for transplantation.”® The UDDA was
adopted “to satisfy the dead donor rule,” that is, the rule that the removal of organs must
not cause the death of the donor, “so that physicians could determine and declare death
without fear of criminal prosecution.”™’ In the words of an early draft of the 1968 Harvard
Ad Hoc Committee report that led to the UDDA:

The question before this committee cannot be simply to define brain
death. This would not advance the cause of organ transplantation since it
would not cope with the essential issue of when the surgical team is
authorized-legally, morally, and medically—in removing a vital organ...>®

A later draft explained that the definition of death needed to be modified because
“[tlhere is great need for the tissues and organs of the hopelessly comatose in order to
restore to health those who are still salvageable.”® This was edited out of the final
report after the medical school’s dean remarked that “the connotation of this statement
is unfortunate.”®® Moreover, transplant surgeons played an “active role” in the Harvard
committee’s work, even though such doctors had no expertise in treating comatose
patients apart from their role in organ transplant.®’

Because brain death is a novel concept whose development was driven by advances in
medical technology and the demand for organs, it presents new ethical considerations.
For example, does removing organs from an otherwise healthy patient in an irreversible
coma constitute the mutilation of a living human being? Is it ever morally justified to
withdraw his life support? Muslims, like people of all faiths, have grappled with this:

Brain death is a source of much controversy within the Islamic juridical
community and debates over brain death illustrate the struggle religious
leaders face in providing ethical guidance for end-of-life healthcare. Over

% Sade, Robert M, and Andrea Boan. “The paradox of the dead donor rule: increasing death on the
waiting list.” The American journal of bioethics : AJOB vol. 14,8 (2014): 21-3. Some have attempted to
deny that the concept of brain death evolved to facilitate organ donation. See, e.g., Machado, Calixto et
al. “The concept of brain death did not evolve to benefit organ transplants.” Journal of medical ethics vol.
33,4 (2007): 197-200. As discussed below, however, such attempts are futile in the face of overwhelming
evidence to the contrary, namely, the records of the Harvard Ad Hoc Committee’s proceedings. As John
Adams said, facts are stubborn things.

57 Sade, supra.

%8 Giacomini, M. “A change of heart and a change of mind? Technology and the redefinition of death in
1968.” Social science & medicine (1982) vol. 44,10 (1997): 1465-82 (citing Henry K. Beecher
manuscripts, Holmes Hall, Harvard Medical School)(emphasis added).

% Ibid.

% |bid.

1 |bid.
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the past several decades, prominent Islamic juridical councils across the
globe have taken up the question of whether brain death can be
considered ontological death and whether the clinical criteria suffice for
legal death within Islam. Some accept brain death as legal death in Islam,
others consider it to be a dying state, whereas a minority reject brain
death as death. Consequently, while the former two camps find it
ethico-legally permissible to withdraw life support from brain dead
patients, the latter does not.®?

These scholarly views correspond to ethical qualms experienced by Muslim health care
professionals in the clinical setting. A recent study found that Muslim physicians “with
higher religiosity had lower odds...of considering ‘brain death’ to signify departure of the
soul,” and concluded that this finding “points toward religious disquiet over this
construction of death.”® A Muslim physician interviewed for another study said, “I feel
that if we are taking any part in decision making of ending somebody else’s life, that’s
not right. That would be against the religion.”%

While one study cautions that “[g]reater research is needed to evaluate how such
perceptions impact physician recommendations and practice,” existing research
signals that it does impact it to some extent. One doctor told researchers, “We do not do
[that] which would terminate their life quickly. We do not take the patients off the
ventilator just because the chance is low for their survival.”®®

Another study found that only 63% of Muslim physicians agreed that physicians should
always withdraw life support from a patient who requests it.” Those with higher levels of
religiosity were even less likely to agree. By comparison, 93% of all physicians in the
United States agree they should always comply with such a request. The study also
found that Muslim physicians with higher levels of religiosity found withdrawing life
support to be more ethically challenging than those with lower levels of religious

62 Padela, Aasim I, and Omar Qureshi. “Islamic perspectives on clinical intervention near the end-of-life:
We can but must we?.” Medicine, health care, and philosophy vol. 20,4 (2017): 545-559. By comparison,
the Catholic Church holds that brain death constitutes death. Battro A. Bernat J. L. Bousser M.-G.
Cabibbo N. Cottier G. Daroff R. B. Davis S., et al. 2007. Why the concept of brain death is valid as a
definition of death: Statement by neurologists and others. In Pontificia Academia Scientiarum Scripta
Varia 110: Signs of Death: Proceedings of the Working Group of 11-12 September 2006, ed. Sorondo M.
S., 21-29. Vatican City: The Pontifical Academy of the Sciences.

8 Popal, Sadaf et al. “Muslim American physicians' views on brain death: Findings from a national
survey.” Avicenna journal of medicine vol. 11,2 63-69. 19 Apr. 2021

8 Padela, n.5, supra.

% Popal, n.55, supra.

% padela, n.5, supra.

57 Duivenbode, Rosie et al. “Assessing Relationships Between Muslim Physicians' Religiosity and
End-of-Life Health-Care Attitudes and Treatment Recommendations: An Exploratory National Survey.”
The American journal of hospice & palliative care vol. 36,9 (2019): 780-788.
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devotion. The study’s authors hypothesized that such qualms are at least partly
attributable to their religious beliefs about the sanctity of life.

Several Muslim doctors told us they informally handle such ethical conflicts by avoiding
taking part in decisions and procedures related to withdrawal of life support, such as by
asking other doctors to handle it. One related to us an incident where he was pushed to
administer a high dosage of the anticoagulant Heparin to a patient with a “brain death”
diagnosis to keep his organs from clotting and preserve them for organ donation. He
was concerned, however, that if he did that, the patient's brain would bleed and he
would die (i.e., “really” die) as a result. The physician reported that he refused to follow
the directive.®®

e) Expanding definition of death

While the pressure on the medical field to obtain organs led to a change in the law’s
definition of death, it has also led physicians routinely to go beyond even the new
definition in the search for organs. “In the United States, a substantial proportion of
patients declared dead by neurologic criteria do not meet the legal standard for death.”®®
That is because, while the UDDA requires “irreversible cessation of all functions of the
entire brain, including the brain stem,” up to half of patients declared dead by neurologic
criteria retain some brain function.” This is because clinical procedures for determining
brain death deliberately exclude certain brain functions in their diagnoses.”" That is,
doctors routinely treat patients as corpses whom the law deems living human beings, in
order to obtain their organs. “This ‘mismatch’ between law and practice is well-known
and has persisted for decades.””?

Moreover, in the pursuit of transplantable organs, a new procedure has been developed
involving comatose patients who retain some level of brain function but whose heart is
beating only due to life support. This procedure is known as “controlled donation after
cardiac (or circulatory) death.” As the American Medical Association explains it:

a patient who has decided to forgo life-sustaining treatment (or the
patient’s authorized surrogate when the patient lacks decision-making

% Note that the Muslim physician’s medical conscience claim regarding administering Heparin in this case
involves possibly causing the death of a patient, whereas the concern with Heparin discussed at IV.A,
supra, relates to personal sin due to the drug’s porcine ingredients.

% Nair-Collins, Michael. "The Uniform Determination of Death Act is Not Changing. Will Physicians
Continue to Misdiagnose Brain Death?" The American Journal of Bioethics, vol. 25, no. 9, 2025, pp.
44-55.

0 Ibid.
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capacity) may be offered the opportunity to discontinue life support under
conditions that would permit the patient to become an organ donor by
allowing organs to be removed promptly after death is pronounced.”

After doctors remove life support from the patient, the transplant surgeons wait long
enough-typically five minutes—to determine that his heart has permanently stopped, but
not so long that organs are damaged due to lack of oxygen. The aim is to wait just long
enough before removing the patient’s organs to make sure he’s really dead, but not so
long that his organs become unusable.

This obviously raises several ethical questions, including whether withdrawing certain
forms of life support from a patient who is still alive constitutes the unjust taking of a life.
As we saw above, a significant number of Muslim physicians express serious
reservations about whether a patient meeting the UDDA's criteria for brain death is truly
dead; in this procedure, the patient is still alive by the UDDA’s definition.

Another problem is that the pressure to harvest a patient’s organs before they are
damaged by lack of oxygen has led to patients having their organs removed while they
are by any measure still alive and even conscious. A recent New York Times
investigation “found that some organ procurement organizations— the nonprofits in
each state that have federal contracts to coordinate transplants — are aggressively
pursuing circulatory death donors and pushing families and doctors toward surgery.””*
And in July 2025, the U.S. Department of Health and Human Services (HHS) launched
an initiative to reform the national organ transplant system following an investigation
that “revealed disturbing practices by a major organ procurement organization.”
Secretary Robert F. Kennedy, Jr., said in a statement, “Our findings show that hospitals
allowed the organ procurement process to begin when patients showed signs of life,
and this is horrifying.””

Public relations disasters like this and the ever-present demand for organs have led to
growing calls within the medical industry for the UDDA to be revised to include even
broader definitions of death. One active proposal is to allow doctors to harvest a
patient’s organs while he not only retains brain function but also while his heart is still
beating. “Using this definition,” two doctors recently wrote in a New York Times opinion

3 American Medical Association. "Opinion 6.1.2 - Organ Donation after Cardiac Death." Code of Medical
Ethics, 2017, code-medical-ethics.ama-assn.org/ethics-opinions/organ-donation-after-cardiac-death.
Accessed 10 Mar. 2026.

™ Rosenthal, Brian M., and Julie Tate. "A Push for More Organ Transplants Is Putting Donors at Risk."
The New York Times, 20 July 2025

s United States Department of Health and Human Services. “HHS Finds Systemic Disregard for Sanctity
of Life in Organ Transplant System.” HHS.gov, 21 July 2025,
https://www.hhs.gov/press-room/hrsa-to-reform-organ-transplant-system.html. Accessed 10 Mar. 2026.
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piece, “these patients would be legally dead regardless of whether a machine restored
the beating of their heart.””®

The prospect of removing the organs from a living human being with a heartbeat and
functioning brain and then causing his death by withdrawing life support is obviously
enormously problematic for Muslims who subscribe to traditional Islamic ethics. Dr.
Aasim Padela, an emergency medicine physician and Professor of Emergency
Medicine, Bioethics and the Medical Humanities at the Medical College of Wisconsin,
told us that there is widespread concern among Muslims in the health care field about
this expanding definition of death. Several Muslim physicians we spoke to echoed this
sentiment. One told us that the pressure to participate in such procedures is a source of
anxiety. Another said that he tries to avoid such dilemmas by delegating them to other
physicians, including a Muslim colleague who himself employs strategies to avoid them.

f) Physician-assisted suicide

A related issue that poses major ethical dilemmas for Muslim health care professionals
is the rising trend of states passing laws permitting physician-assisted suicide (PAS).

The PAS landscape is changing. According to Death With Dignity (DWD), an
organization that promotes PAS legalization, 13 states and the District of Columbia
allow the practice. Just last month, Governor Kathy Hochul signed the “Medical Aid in
Dying Act” into New York state law. DWD reports that pro-PAS bills have been
introduced this year in the legislatures of another 13 states.””

Legal allowances for PAS in the United States, while more limited than the shocking
euthanasia regime in Canada, are nevertheless still alarming. Each new state that
licenses the practice contributes to the growing movement to recategorize the act of
killing patients as a form of health care.

While legalizing PAS and euthanasia should be opposed outright on grounds of moral
principle, it is important also to demand full and unequivocal protections for Muslim and
all medical practitioners and institutions that object to any degree of participation in
carrying them out (for reasons outlined in the introduction to section IV). For those
objecting based on religious convictions, the imperative to safeguard such conscience
protections is even more acute.

® Jauhar, Sandeep, et al. "Donor Organs Are Too Rare. We Need a New Definition of Death." The New
York Times, 30 July 2025
" https://deathwithdignity.org/states/. Accessed 11 Mar. 2026.
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lllinois offers a case study as to how the rise of PAS poses ethical challenges for
Muslims health care professionals. The state’s End-of-Life Options for Terminally Il
Patients Act was signed by the governor in December 2025 and takes effect in
mid-September 2026.”® To qualify under the law, the patient must, among other
things, have a documented incurable and irreversible terminal disease that two
physicians attest will result in death within six months. A qualifying patient must then
sign a form that states:

| request that my attending physician furnish a prescription for medication
that will end my life if | choose to self-administer it, and | authorize my
attending physician to transmit the prescription to a pharmacist to
dispense the medication at a time of my choosing.

One lllinois-based Muslim physician told us that he and coreligionists he has spoken to
in the medical profession are extremely anxious about the new PAS law. “Muslims are
dealing with this,” he said. Patients “can essentially ask for a lethal injection to Kill
themselves... There is a lot of conversation going on: how are we going to give this
injection? Muslims are worrying.”

lllinois’s law purports to allow physicians to opt out of helping patients commit suicide. In
a statement issued upon signing the bill, the governor said that health care
professionals “are not under any duty to participate in the provision of aid-in-dying and
are not subject to criminal or civil liability for...refusing to provide aid-in-dying care to a
patient in good faith compliance with the Act.”

But the lllinois-based Muslim physician explained that, for cultural reasons, many
Muslims will succumb to perceived pressure to participate in assisted suicide because it
is sanctioned by the law, even if it does allow them to opt out. He said he knows many
of his coreligionists “who aren’t going to speak up because they think it's the law. But by
intuition and Muslim background, they know it's wrong.” Such reluctance to exercise the
right to opt out of an ethically problematic procedure that receives the sanction of law
reflects a universal human tendency. It demonstrates that conscience clauses in laws
sanctioning (or requiring) controversial procedures must be robust: employees must
receive notice of their right to conscientiously object, and they must have assurance that
they will not be retaliated against if they do.

Moreover, the Catholic Conference of lllinois has expressed, it is unclear whether the
new law will require physicians who conscientiously object to assisted suicide to refer

8 End-of-Life Options for Terminally Ill Patients Act, 410 ILCS 22/1 et seq. (2026).
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patients who request it.”® If so, this too would pose an ethical crisis for Muslim
physicians who view that level of complicity to be unacceptable.

V. Policy recommendations

A. Issue an EEOC rule and guidance confirming that Title VIl of the 1964
Civil Rights Act applies to medical residents

As noted in Section IV.A above, Title VIl of the 1964 Civil Rights Act is a key provision
protecting health care professionals’ medical conscience rights. However, the law is
currently unsettled as to whether Title VIl applies to medical residents.® This is due in
large part to confusion about whether residents are more akin to employees or students.
The U.S. Equal Employment Opportunity Commission should promulgate a rule and
corresponding guidance clarifying that medical residents are employees for purposes of
Title VII, and that health care facilities are required to reasonably accommodate their
requests for religious accommodation, including conscientious objection.

B. Enact federal medical conscience rights legislation

Several states—including Arkansas, Ohio, South Carolina, Montana, Florida, Idaho, and
Tennessee—have enacted robust medical conscience protections in recent years.
Similar efforts are ongoing in multiple other states.®’ However, federal legislation is
needed to fully safeguard the right of medical health professionals to conscientiously
object. We propose that the White House propose and actively support federal

9 Christian, Gina, and Simone Orendain. "lllinois Legalizes Assisted Suicide, Despite Outcry from
Bishops, Pro-Life Advocates." OSV News, 12 Dec. 2025,
www.osvnews.com/illinois-legalizes-assisted-suicide-despite-outcry-from-bishops-pro-life-advocates/.
Accessed 10 Mar. 2026.

8 Compare Mares v. Miami Valley Hospital, 96 F.4th 945 (6th Cir.2024)(holding, in the due process
context, that “medical residency is more akin to an educational program than full employment”) with Jane
Doe v. Mercy Catholic Medical Center, 850 F.3d 545, 559 (3rd Cir. 2017)(stating that, “[w]hile we won't
(and can’t) speak for all residents, we agree here” that a medical resident “was an employee under Title
VII”); Mayo Foundation for Medical Ed. and Research v. United States, 562 U.S. 44 (2010)(holding that
medical residents are employees for purposes of the Federal Insurance Contributions Act); Cf. Recent
Proposed Rule, Labor and Employment Law—Pregnancy and Medical Residency—Proposed
Regulations to the Pregnant Workers Fairness Act Released, 137 Harv. L. Rev. 2440 (2024), n.9 (“The
dual purpose of medical residencies has previously engendered debates about the applicability of existing
federal civil rights statutes, specifically Title VII...”). The EEOC has issued at least one decision to the
effect that Title VII applies to medical residents. See US Equal Employment Opportunity Commission,
Decision No 88-1, June 27, 1988.

81 Medical Conscience Rights Inititiative—Protecting Religious Freedom in Healthcare. Religious Freedom
Institute, https://religiousfreedominstitute.org/medical-conscience-rights-initiative/. See also The MED Act:
Why We Must Preserve Rights of Conscience for Medical Professionals. Alliance Defending Freedom,
June 7, 2024,
https://adflegal.org/article/med-act-why-we-must-preserve-rights-conscience-medical-professionals/
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legislation that provides protections similar to those state laws, specifically the model
MED Act.®?

1. Private right of action with no balancing test. Many current federal
regulations lack a private right of action, and those that do, e.g.,
Title VII, incorporate a balancing test that, as discussed above in
Section IV.A, is inappropriate and insufficient to protect the right to
conscientiously object to participating in procedures involving the
infliction of harm on another human being.

2. Mandatory notice of rights. We have found that many health care
professionals are unaware of their right to exercise their medical
conscience rights as protected under existing provisions. This
legislation or its implementing regulations should make it
mandatory for health care facilities to post a notice to their
employees of their rights under the law. This would increase
employees’ awareness of their rights and reduce any perceived
stigma in exercising them.

3. Include protections for medical students and residents. Several bills
are currently before Congress that would protect the medical
conscience rights of students when it comes to controversial
procedures such as abortion.®® The proposed legislation should
adopt that approach and extend its coverage to medical students
and residents.

C. Enact federal legislation and take other actions to curb unethical
practices in medicine

As outlined in Section IlIl, our society is sharply divided when it comes to our ethical
worldviews, with two of the broadest paradigms being (1) the ethics of the traditional
understanding of human dignity and (2) the ethics of personal autonomy. In many social
domains, including to a great extent in the medical field, the assumptions of the latter
overwhelmingly form the basis for attitudes, practices, policies, and law. This has led to
practices such as “gender-affirming care” and physician assisted suicide that conflict
with traditional ethics, in turn putting medical health professionals who hold to those
ethics in a position to seek the right to opt out of practices they deem unethical.

However, precisely because novel and controversial practices like “gender-affirming
care” and physician-assisted suicide conflict with traditional ethics, there exist eminently

8 |bid.
8 See, e.g., Conscience Protections for Medical Residents Act, S. 3238, 119th Cong. (2025)
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reasonable grounds for prohibiting them, or at least for prohibiting federal tax dollars
from funding them—grounds such as the imperative to respect the dignity of other
human beings and to avoid harming them.

Importantly, while people of faith may have religious teachings that correspond to those
grounds, they are intelligible to any reasonable person, even to people of no faith at all.
Indeed, even those who disagree with the conclusions of those with traditional ethics
acknowledge that their moral premises are reasonable. An example is the 2007 ACOG
statement on the limits of conscience (acknowledging that conscientious objections to
medically unnecessary sterilization “stem in part from the commitment to ‘first, do no
harm,” and that objections to performing abortions are grounded in “a moral obligation
to promote fetal well-being”).

Accordingly, it is eminently reasonable for the government to enact laws that harmonize
with the traditional ethics of respect for human dignity and harm avoidance. Not only are
such laws “ordinances of reason for the common good,” they reduce the need for
conscience protections because, by definition, they do not put those subject to them in
the position of having to choose between obeying their government or employer and
obeying their conscience’s dictate to do no harm.

Accordingly, we recommend that the White House take action to:

1. Advocate for federal leqgislation prohibiting federal funds for any
facility that performs “gender-affirming care.”®*

2. Work with state governors and lawmakers to encourage state
action to curb “gender-affirming care” and physician-assisted
suicide.

3. Use the “bully pulpit” to draw attention to the harmful, unethical
nature of “gender-affirming care” and physician-assisted suicide.

D. Launch a Presidential commission on the end of life to examine and
propose recommendations concerning the ethics of the expanding
definition of death and malfeasance in the organ donation system

We recommend that the White House establish a Presidential Bioethics Commission
that will focus on the disturbing, progressive devaluation of human life in our society.
This trend has seen the mutilation of children in the service of an increasingly

8 Currently, federal funds for abortions are primarily prohibited by the Hyde Amendment, which restricts
HHS funding for abortions in Medicaid, Medicare, and CHIP. The Assisted Suicide Funding Restriction Act
of 1997 prohibits the use of federal money—including Medicare, Medicaid, and other federal health
programs—to pay for items or services that assist in causing a patient's death.
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discredited ideology, an ever-expanding definition of death, corruption in the national
organ donor network that has resulted in the systematic removal of organs from living
human beings, and an increasing acceptance in culture and the law of physician
assisted suicide. All of these developments grossly violate the very purpose of
medicine: to benefit the patient. A Presidential Bioethics Commission can bring together
leading ethicists, philosophers, theologians, and practitioners to engage in a public
inquiry into these matters and to clarify the ethical confusion surrounding them with the
aim of recommending policy that is grounded in reason and serves the common good.
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