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Introduction

Interactions with abusive patients are not uncommon in health care settings,
Emergency Departments (EDs) in particular. The Bureau of Labor Statistics
reported that in 2000, 48% of all non-fatal injuries from occupational
assaults and violent acts occurred in health care settings (U.S. Department of
Labor, 2001). ED settings are challenging for various reasons, including lack
of sufficient data to make an assessment of the likelihood a threat will be
carried out, lack of information regarding the patient’s medical history and
medications (s)he has taken, and lack of sufficient time to adequately assess
risks and alternatives. An Occupational Safety and Health Administration
(OSHA) report sites some reasons for this increase, including long waits in
EDs or clinics, increasing presence of drug or alcohol abusers, low staffing
levels, and lack of staff trained in managing hostile patients or family
members (OSHA, 2004). Conflicts with patients or colleagues may
contribute significantly to stress and difficulty functioning effectively
(Beaton & Murphy, 1993, Post & Weddington, 1997; Simpson & Grant,
1991). Although health care providers have an obligation to treat patients
despite some personal risks, the ability to provide quality care in a safe
environment may be significantly compromised by abusive behavior. Health
care providers, patients, and patients’ family members thus have mutual
obligations to treat each other with respect and to refrain from abusive
behavior in the clinical encounter.
Johnson and colleagues (1996) describe abuse as along a continuum of

“noncompliant” behaviors, ranging from behaviors that harm only the
patient, to disruption of services for other patients, to verbal threats, to
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physical abuse. Physical violence obviously poses an immediate threat to
others and requires adequate measures to ensure a safe environment, which
is crucial to protect the best interest and safety of the patient, staff, and other
patients. This helps preserve the therapeutic environment needed to provide
appropriate and safe medical treatment to all patients (Brasic & Fogelman,
1999; Hill & Petit, 2000). Some may consider the issue straightforward;
physical abuse cannot and should not be tolerated. However, a recent case
that received widespread media coverage brings to light some of the
challenges and controversies when addressing difficult or abusive patients.

Physical Abuse in the ED

A recent Associated Press news story relates the following case:
A construction worker [who was] claimed in a lawsuit [recounted] that
when he went to a hospital after being hit on the forehead by a falling
wooden beam, emergency room staffers forcibly gave him a rectal
examination. [The claimant] says in court papers that after he denied a
request by NewYork-Presbyterian Hospital emergency room employees
to examine his rectum, he was “assaulted, battered and falsely
imprisoned.” His lawyer … said he and [the claimant] later learned the
exam was one way of determining whether he had suffered spinal damage
in the accident. Then, [his lawyer] said, emergency room staffers insisted
on examining his rectum and held him down while he begged, “Please
don’t do that.” … [The patient reportedly] hit a doctor while flailing
around and staffers gave him an injection, which knocked him out, and
performed the rectal exam (Associated Press, 2008).
This case raises several important questions, such as:
1. Can decisional capacity of trauma patients be reliably and rapidly

assessed?
2. Should the expressed desires of patients be respected, even in cases

where detailed assessment of decisional capacity is not feasible?
3. How should the benefit of diagnostic procedures be weighed against

patient autonomy in uncertain cases?
4. What is the role of ethics committees in these types of cases?
One role of an ethics committee in a case such as this is to educate staff

and the public about the relevant ethical issues. This case provides a good
example of the dual obligations of meeting the prima facie duty of respect
for persons that guides clinical care. These dual obligations include
respecting patient autonomy and protecting vulnerable patients from harm.
Regarding respecting patient autonomy, health care providers must protect
the rights of patients with decisional capacity to make their own choices,
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even if the patient’s choice is to refuse a potentially life-saving medical
intervention. Although physicians make diagnoses and recommend
treatment, the individual patient is most capable of deciding whether the
proposed interventions are compatible with his/her value system and whether
to consent to treatment or procedures. Informed consent is a fundamental
right of patient autonomy in medical decision making (Etchells, Sharpe &
Walsh, 1996; Hansson, 1998; Meisel & Kuczewski, 1996; Moskop, 1999;
Prentice, 1999). Accordingly, the assessment of medical decision-making
capacity is an essential component of the processes of informed consent and
informed refusal of treatment. Yet, according to one study, only 23% of
patients leaving against medical advice included documentation regarding
the patient’s decisional capacity (Seaborn & Osmun, 2004). Another recent
study showed that only 67% of physicians were able to appropriately assess
patient capacity (Evank, Warner & Jackson, 2007).
If a patient possesses full decisional capacity (i.e., he can communicate a

choice, evidence understanding of the consequences of following a particular
course of action, and act freely, without undue influence or coercion), his
autonomy should be respected within the boundaries of a safe medical
environment. For patients who may disagree with a recommended course of
treatment, risks and benefits of the proposed intervention, as well as
alternatives, should be clearly explained to them. A fundamental question in
this particular case is whether there was adequate time to conduct a
sufficiently valid assessment of decisional capacity. The alleged refusal and
hitting of a staff member, in the setting of a trauma evaluation, may have
been interpreted by staff as evidence of impaired decisional capacity.
Regarding the obligation to protect vulnerable patients from harm,

patients who lack decision-making capacity should be assessed and treated,
regardless of their consent or lack thereof. In addition to lack of decisional
capacity, certain circumstances may override a patient’s right to refuse
medical care, such as threat of harm to self or others, suicidal ideation,
threats to other parties, and public health risks. Abusive behavior may be the
result of a medical or traumatic condition that may require emergent
intervention. Medical evaluation, including possible psychiatric evaluation,
should be conducted as soon as safety allows. Particular attention should be
paid to potentially treatable medical or psychiatric etiologies of violent
behavior or altered mental status. However, treating a patient without his or
her consent does not excuse the health care staff from caring for patients by
treating them with dignity and respect, and explaining procedures to patients
(particularly those that involve invading bodily privacy). In cases involving
refusal of care, adequate delivery of information, including indications, risks,
benefits, and alternatives, is an essential component of an “informed



130 HEC Forum (2008) 20 (2): 127–136

refusal.”
Perhaps this case demonstrates an overly narrow focus that Fiester aptly

describes when approaching cases using ethical principles such as “respect
for persons” as an ethical guideline. That is, an over-focus on the principle of
“autonomy” may cause some health care providers to conclude that their
main obligation is to merely determine whether the patient has decisional
capacity or not, and then to either comply with or override his refusal,
accordingly. This view overshadows other moral obligations at play. Fiester
(2007, p. 688-689) describes four obligations that a principle-based approach
to ethical analysis overlooks: to express regret when caring for a patient who
is suffering, to apologize when we have wronged someone, to make amends,
and to regain the patient’s trust when we have undermined the patient’s trust
or confidence. Certainly, health care providers working in acute care settings
like busy EDs may have little or no time to establish trust when intervening
to save a patient’s life. But considering the stress experienced by such
patients and their family members, it would not be surprising if potentially
abusive behavior exhibited by some could be avoided with proactive
measures, such as educating patients regarding diagnostic and therapeutic
interventions, explaining the reasons for needed interventions, and eliciting
patient input in seeking compromise to resolve conflicts.
Ensuring a consistent approach to abusive behavior within an institution

that is consistent with OSHA’s recommendations is something the ethics
consult service should support and endorse. Necessary measures when
treating violent patients may include physical restraint, pharmaceutical
interventions, police involvement, or patient removal. The use of physical or
chemical restraints should be limited to cases in which there is an immediate
threat to the safety of staff or patients, and in which other measures are
unsuccessful in controlling behavior. Some examples of cases in which
restraints should be appropriately used include patients who are violent, or
who pose an immediate elopement risk (i.e., risk of leaving the hospital
without discharge orders and without notifying staff).
Care should be taken to avoid unintended consequences of “zero

tolerance” policies, such as patients being automatically charged with assault
for physical abuse, regardless of circumstances. There is a balance to be
sought in being proactive, appropriately reactive, and supportive of goals to
achieve a “violence-free workplace.” That said, OSHA’s report on
workplace violence is a helpful resource for assessing whether a hospital has
adequate policies and safeguards in place to address workplace violence
across the board (OSHA, 2004). Examples of such measures include:

• Creating and disseminating a clear policy of zero tolerance for
workplace violence, verbal and nonverbal threats and related
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actions. Ensuring that managers, supervisors, coworkers, clients,
patients and visitors know about this policy.

• Ensuring that no employee who reports or experiences workplace
violence faces reprisals.

• Encouraging employees to promptly report incidents and suggest
ways to reduce or eliminate risks. Requiring records of incidents to
assess risk and measure progress.

• Outlining a comprehensive plan for maintaining security in the
workplace. This includes establishing a liaison with law enforcement
representatives and others who can help identify ways to prevent and
mitigate workplace violence.

• Affirming management’s commitment to a worker-supportive
environment that places as much importance on employee safety and
health as on serving the patient or client (OSHA, 2004, pp. 8-9).

Verbal Abuse/Threats in the ED

Some patients may not appear physically violent or abusive, but instead, they
make threats or reference to violent behavior. In one case, ED staff requested
an ethics consult after the stepfather of a patient frequently seen in their ED
for non-urgent health care needs wrote derogatory messages directed toward
specific ED staff on the dry erase board of the room where his stepdaughter
was examined. The fact that the staff requested an ethics consult bodes well
for the institution, as it signaled recognition that the stepfather’s behavior
was unacceptable. In other institutions, the attitude that staff should “grin
and bear it” in the face of verbal abuse may be pervasive. In this case, the
ethics committee wrote a letter to the patient’s father, explaining to him that
his behavior was unacceptable and would not be tolerated in further
encounters at the ED. Other strategies to effectively handle such patients are
summarized in Table 1.
This case presents an example of how the ethics committee advocated on

behalf of the health care staff—a departure, perhaps, from a committee’s
typical focus on patient advocacy. Caring for potentially abusive patients
requires patience from the health care staff, and exerts an emotional toll.
Thus, supporting health care staff is an important intervention that ethics
committees should implement. However, the ethics committee should also
be open to the possibility that a patient’s or family member’s abusive
behavior has been provoked by understandable and remediable causes. In
this regard, it is important to help staff separate the patient as person from
the behavior. Johnson and colleagues offer the following suggestions for
dealing with abusive behaviors (Johnson, Moss & Clarke, 1996, p. 78):
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• Learn the patient’s story and seek to understand his or her
perspective.

• Identify the patient’s goals for treatment.
• Share control and responsibility for treatment with the patient.
• Educate the patient so he or she can make informed decisions.
• Involve the patient in the treatment as much as possible.
• Negotiate a behavioral contract with the patient.
• Consult a psychiatrist or psychologist for assistance in patient

management or determination of decision-making capacity.
• Be patient and persistent.
• Do not tolerate verbal abuse.
• Contact appropriate security personnel when physical abuse is

threatened or occurs.
Health care professionals should seek to maintain a nonjudgmental

approach to patients, from all walks of life, ethnicities, psychosocial
backgrounds, and personal histories. Considering the cultural and class
diversity among both patients and health care staff in U.S. hospitals, staff
might consider whether communication differences based on culture, gender,
or class are at play when there is a complaint of verbal abuse. Research has
shown that communication styles vary by gender and culture, and may be
operating in communication encounters being perceived as antagonistic or
verbally abusive. For example, Ribeau, Baldwin and Hecht (1994) found that
whites misinterpreted the way African Americans spoke with other African
Americans as being “antagonistic or brutal.” African American participants
in Ribeau and colleagues’ study thus claimed to “code switch,” or change the
way they speak when they interact with whites.
In situations when abusive behavior is attributed to a patient’s psychosis,

paranoia, or other mental disorders, withholding judgment may be easier for
staff because the patient is seen as having little or no control of his or her
behavior. In the psychiatric population, interventions that have been proven
effective in managing disruptive patients include communicating early with
the patient, using a team approach, involving family, maintaining a quiet
environment, providing appropriate psychiatric interventions, and
fastidiously monitoring psychiatric patients (D’Orio, Purselle, Stevens &
Garlow, 2004; Martin, 2002).

Role of the Ethics Committee

In many acute clinical scenarios, management of the abusive patient must be
undertaken expeditiously and decisions must be made immediately at the
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bedside. Other circumstances of longstanding abusive or noncompliant
behavior in outpatient or inpatient settings may necessitate the involvement
of institutional ethics committees. A recent study demonstrated several goals
of ethics consultation applicable in addressing the abusive patient: protection
of patient rights, resolving conflict, and meeting staff needs (Fox, Myers &
Pearlman, 2007). The ethics committee may serve critical roles in the
communication with staff and patients, development of unbiased
expectations of behavior parameters, and establishment of consequences of
abusive behavior, including alternate arrangements for patient medical care,
if indicated.
When addressing abusive behavior, the fundamental ethical issues include

beneficence, distributive justice, and respect for patient autonomy.
Beneficence describes the duty of health care providers to “do good.”
Questions to be addressed include whether the duty of providers to provide
medical care outweighs the duty to ensure a safe atmosphere for staff and
other patients. When an abusive patient interferes with the therapeutic
atmosphere, beneficence and distributive justice should be weighed. Doing
good for a single patient, abusive or otherwise, must be weighed against the
ethical imperative to provide quality care for other patients at the institution.
Respect for patient autonomy demands that providers allow patients the right
to make decisions regarding their personal health care. However, there are
important limits on respect for patient autonomy. Respect for autonomy may
be overridden by ethical duties to prevent harm to self or others, including
cases in which an abusive patient threatens staff or other patients. Even in
cases where behavior expectations must be set, individual rights of each
patient must be strongly considered and protected within certain limitations.
Ethics committees may be consulted by health care facilities for guidance

regarding how to handle patients with a past history of abusive behavior
toward staff or other patients, who return to their facility for medical care.
When, if ever, are such institutions relieved of a duty to treat such patients?
The ethical responsibility of health care providers to provide care does allow
for some consideration of the environment in which it is provided. The
American Medical Association’s (2001) Principles of Medical Ethics state
that: “A physician shall, in the provision of appropriate patient care, except
in emergencies, be free to choose whom to serve, with whom to associate,
and the environment in which to provide medical care.” In emergencies,
federal law (the Emergency Medical Treatment and Active Labor Act,
“EMTALA”) mandates the evaluation and stabilization of all patients. But in
non-emergent settings, where a patient’s disruptive behavior occurs
repeatedly, appropriate recommended actions include meeting with the
patient (and possibly the patient’s family) to establish expectations of
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acceptable behavior, perhaps in the form of a patient contract. If the patient
does not uphold the proposed standards, he/she may be referred to another
provider.
Unfortunately, there will always be a cadre of individuals who are not

psychologically equipped to uphold behavioral contracts. In these cases, the
ethics committee should ensure that all attempts have been made to reach a
compromise before a patient is banned from a particular facility. A
multidisciplinary approach to abusive behavior can be effective toward this
end. Phillips (2007) describes a program at an urban tertiary care medical
center that involves training nurses, administrators, chaplains, security
officers, and psychologists to respond more effectively to potentially abusive
patients. It should also be noted that, for obvious reasons, there is less
concern about banning an abusive family member from a health care
environment than banning a patient. Whenever possible, attempts should be
made to distribute the burden of un-remediable abusive individuals across
health care facilities and/or departments to minimize the emotional toll on
staff and to minimize disruption of care for other patients and family
members.

Summary

Effectively dealing with abusive patients involves striking a balance between
respecting the patient’s autonomy and protecting health care staff and other
patients. Although in some cases, emergent decisions make the involvement
of an ethics committee impractical, there are several potential areas of
appropriate committee input into the issues that arise from cases involving
abusive patients. The case of a patient who resorted to physical abuse in the
process of refusing a medical procedure raises questions about decisional
capacity, consent to treatment, and the scope of health care providers’ duties
to care for patients. The case of a family member who wrote threatening
messages on an ED exam room dry erase board raises questions about
abusive behavior and limits that can and should be placed on patients’/family
members’ behaviors. Both of these cases raise questions about “zero
tolerance” policies for abuse in health care facilities and implications of
OSHA’s recommendations for a “violence-free workplace.” Ethics
committees should be prepared to intervene, educate, and advise when
abusive behavior is an issue. Knowledge of appropriate responses and
resources will best serve patients and the health care providers who care for
them under a variety of challenging circumstances.
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Table 1. Effective Strategies for Caring for Potentially Abusive Patients

1. Ensure a safe atmosphere.
2. Rule out a medical emergency.
3. Address underlying issues.
4. Speak calmly and rationally.
5. Avoid emotional reactions.
6. Avoid judgmental assumptions.
7. Respect the patient’s autonomy.
8. Educate the patient about alternatives.
9. Do not be manipulated.
10. Have patience.
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