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Guidelines for Providing Ethical Care in 
��Ĝ����ȱ��������Ȭ�������ȱ�������������
�¢ȱ���ȱ������ȱ���ȱ���������ȱ���������ȱ������ȱ�����Ĵ��ȱ����������

The purpose of this document is to  
recommend guidelines for providing  
ethical care in the context of difficult 

patient/provider relationships. Healthcare 
professionals have the responsibility to respect 
the beliefs and preferences of their patients 
and the duty to balance the values and medical 
needs of the individual patient with the need to 
maintain a functioning healthcare system that can 
respond to the needs of many. These guidelines 
seek to balance the rights and corresponding 
responsibilities of patients and providers. 

Statement of the Problem
The ideal clinical encounter may be challenged or 
�������ȱ�¢ȱ�ȱ��Ĝ����ȱ������������ȱ��ȱ ����ȱ���ȱ
������Ȧ��������ȱ��ȱ���ȱ��������ȱ���ȱ��ȱ����ȱ���Ě���ȱ
with the values/behavior of the patient that the 
therapeutic process is blocked and the medical 
needs of the patient cannot be met in a respectful 
manner. These guidelines advise providers how 
��ȱ�������ȱ��������¢ȱ ��ȱ ����ȱ ���Ě�����ȱ ���������ǯȱ
They consider the objectives to respect the patient, 
meet the patient’s healthcare needs, and respect the 
�����ę����ȱ�����ȱ��ȱ����������ȱ���������ǯȱ

Medicine works only where there is a 
cooperative and consensual relationship 
between patients and professionals (O’Rourke 
1986).

Background
���ȱ������ȱ�����Ĵ��ȱ����������ȱ���ȱ�����������¢ȱ
focused on the rights of patients and the 
corresponding duties of healthcare providers to 
respect those rights.  This focus is consistent with 
two assumptions:

1. Respect for the dignity of persons requires that 
the clinical relationship focus on the patient’s 
beliefs and preferences, and

2. In healthcare institutions, individual patients 
and families have much less power than 
providers, which results in significant 
limitations on their ability to effectively 
negotiate their beliefs and preferences with 
healthcare professionals.

Patient-centered relationships are a primary 
emphasis of bioethics. A patient-centered 
relationship is a covenantal relationship.  
Professional standards require that providers 
identify, understand, and accommodate to the 
unique beliefs and preferences of individual 
patients to the degree necessary to meet their 
healthcare needs.  Put in terms of the American 
Board of Internal Medicine (1995): 

Altruism is the essence of professionalism.  
The best interest of patients, not self-interest, 
is the rule.

To reach this ideal, the healthcare provider is 
required to subjugate personal interest to the 
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patient’s welfare. This requirement does not mean 
that healthcare professionals must subordinate 
their personal interests to any and all of the 
patient’s personal interests, but only to those 
interests that are necessary to meet the patient’s 
healthcare needs in a respectful manner. The 
patient-centered relationship includes several 
expectations, namely, that

• mutual trust and respect will exist; 

• confidences will always be respected and 
maintained;

• the patient has been informed of, has consented 
to, and will cooperate with, the healthcare 
treatment plan; 

• the right care will be provided in a timely 
fashion; and

• services will be reimbursed.

Differentiating the patient’s real needs from 
imagined needs, or medical needs from nonmedical 
needs, and judging what constitutes a respectful 
������ȱ���ȱ���������ȱ��Ĵ���ȱ��ȱ�������ȱ��Ě������ǯȱȱ
�������ȱ��Ě������ȱ�����ȱ�����ȱ���ȱ��������ȱ���������ȱ
toward the right action for the good of the 
patient.

Nevertheless, the mandate to provide patient-
centered care is tempered by a recognition that 
the clinical encounter does not occur in isolation 
from the complex matrix of relationships in which 
all persons exist. The patient’s interests may not 
always justly dominate the relationship. The 
preamble to the AMA Code of Ethics expresses this 
complex context: “As a member of this profession, 
a physician must recognize responsibility not only 
to patients, but also to society, to other health 
professionals, and to self.” A more complete 
description of the relational matrix includes 
family, friends, the legal system, and regulatory 
agencies.

Each patient/provider relationship falls 
somewhere on a continuum from nurturing to 
��Ĝ����ǯȱȱ���������ȱ����ȱ������ȱ���ȱ�¡����ȱ����ȱ
patients may behave idiosyncratically, and less 
����ȱ������¢ǰȱ��ȱ�ȱ������ȱ��ȱ��ě�����ȱ���ȱ�������ǯȱȱ
���������ȱ����ȱ����ȱ��ȱ�������£�ȱ����ȱ����ȱ��Ĝ����ȱ

relationships are created at least in part by systemic 
rules or procedures, or by the personal style of 
���������ǯȱ������ȱ���ȱ���������¢ȱ��Ĝ����ȱ�������ȱ
of the nature of the disorder or treatment. 

Providers need to explore their own internal 
expectations, values, and biases and examine 
their “professional” perspective and sense of 
themselves as experts. They also need to develop 
an awareness and understanding of their own 
communication and relationship style and skills. 
Many healthcare providers have an exaggerated 
view of the value and importance of healthcare and 
health maintaining behaviors — a view that their 
patients may not share. Questions that a provider 
may use for critical self-evaluation include the 
following:

• Is there a language or communications barrier 
between the patient and me?

• What is the patient’s usual communication 
and relationship style?  How does the patient’s 
family communicate?

• What is my usual communication and 
relationship style?

Ȋȱ ��ȱ���ȱ�������ȱ���ȱ�ȱ����ȱ�������ȱ��Ĝ�������ȱ
in other relationships?

• How often, or for how long, has this relationship 
been a problem? 

• What do other members of the multidisciplinary 
team think about the relationship?

• Are there issues of justice? Are the appropriate 
resources being expended?

Ȋȱ ��ȱ �����ȱ�������ȱ �¢ȱ ��ȱ��ę��ȱ��ȱ �����ȱ ���ȱ
����������ȱ��Ĝ����¢ǵ

• What is an appropriate or proportional 
��������ȱ��ȱ����ȱ��Ĝ����ȱ���������ǵ

Preventing the Problem
It may be possible to avoid or prevent the 
escalation of a difficult relationship using the 
following processes:

• Engagement: Elicit and understand the 
patient’s story; avoid closed-ended questions; 
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establish the patient’s expectations; set 
the agenda and establish mutual goals of 
treatment.

• Empathy:  Respect the perspective of the other 
person; make the patient comfortable; create 
an emotionally safe environment; respond 
to the patient’s behavioral and nonverbal 
expressions.

• Enlistment: Ask the patient to define the 
problem; enlist the patient in providing 
information and collaborating in decision 
making.

• Education: Assume that the patient wants to 
know what is happening, and why; evaluate 
the level of the patient’s understanding and 
curiosity; don’t underestimate or overestimate 
the patient’s ability to need and understand 
information.

Another alternative that may help prevent 
��Ĝ�������ȱ��ȱ��ȱ���ȱ���ȱ�������ȱ���������ȱ���������ȱ
by Arthur Kleinman et al. (1978):

1. What do you think causes your problem?

2. Why do you think it started when it did?

3. What do you think your sickness does to you? 
How does it work?

4. How severe is your sickness? Will it have a 
short or long course?

5. What kind of treatment do you think you 
should receive?

6. What are the most important results you hope 
to receive from this treatment?

7. What are the chief problems your sickness has 
caused for you? 

8. What do you fear most about your sickness?

Triggering the Problem
On the other hand, elements that can trigger 
a difficult clinical relationship include the 
following:

• insensitive, arrogant, or rushed providers;

• patient or family demands for futile, excessive, 
or inappropriate care;

• lack of mutual understanding of, or agreement 
to, the treatment plan;

• systemic rules, procedures, schedules;

• angry, rude, demanding behavior from the 
provider or patient;

• an assertive, well-informed patient;

• a passive, uninformed patient;

• evidence or suspicion of substance/medication 
abuse;

Ȋȱ �����ȱ��������ǰȱ��������¢ǰȱ��ȱ�����ę����¢ǰȱ �����ȱ
certain relationships;

• patients or providers who feel “trapped” 
and who perceive no positive alternatives or 
reason for hope;

• patients or providers who have limited, 
marginal, or dysfunctional social skills;

• evidence of mental illness or personality 
disorder;

• untreated pain or other symptoms;

• psychological and social stresses, such as 
ę�������ȱ��ȱ�����¢ȱ��������ǲ

• discomfort with dependency or the role of 
“patient;”

• side-effects or iatrogenic impacts of 
treatment;

• patients or providers who appear unable or 
unwilling to control their own behavior; and

• prejudices or cultural biases.

��������¢ǰȱ������¢ǰȱ���ȱ����������
This document encourages providers to make 
a respectful and accommodating response to 
all patients until it is clearly established that 
the clinical encounter is no longer manageable.  
Providers dealing with these situations must make 
a professional commitment to empathy, integrity, 
and compromise. 

Integrity is a virtue in which a person 
intentionally adopts a position after careful 
consideration of the relevant factors.  Integrity 
���ȱ������ȱ�ȱ����ȱ��ȱ���ȱ������ȱ�������ȱ��Ě�¡����ȱ
and unwilling to consider the situation from the 
perspective of the other person.
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Empathy is the ability and willingness to respect 
the perspective of the other person.  Empathetic 
behavior often requires that one give up or 
suspend an adopted position in order to explore 
the situation fully from the other person’s point 
of view.  Empathy, fully exercised, can lead to 
compromise.

Compromise occurs when one or both parties 
are willing to move from an adopted position to 
accommodate the other.  Compromise can mean 
that one party capitulates to the other or that both 
change their positions to a mutually agreeable  
resolution. 

Finding a balance among integrity, empathy, 
���ȱ����������ȱ��ȱ�ȱ���Ě�����ȱ������������ȱ��ȱ�ȱ
mark of moral maturity.  

�����������ȱ
1. A basic level of healthcare should be available 

to everyone in need.

2. Creating and maintaining a mutually 
satisfactory patient-provider relationship is 
essential to providing quality healthcare. 

řǯȱ���ȱ��ę������ȱ��ȱȃ������ȱ������������Ȅȱ������ȱ
with each relationship, but at a minimum, 
“satisfaction” is that which allows the 
therapeutic process to go forward. 

4. Providers must understand and accommodate 
the behavior of patients in order to achieve a 
therapeutic process.

5. Providers must maintain their ethical 
����������ȱ��ȱ���������ȱ����ȱ����ȱ��ȱ��Ĝ����ȱ
situations and relationships.

6. Providers may negotiate an episodic or time-
limited commitment to provide care to a 
�����ę�ȱ�������ǯ

7. Providers have the right to refuse any request 
or demand for healthcare intervention that 
they believe violates professional standards 
of practice.

8. Depending on the location of the service and 
the duration of the illness episode, providers 
have varying levels of obligation to address 

���ȱ�������ȱ��ȱ���ȱ����������ȱ�����ȱ��ȱ�����ę�ȱ
patients.

9. Providers have a right to expect that a patient 
will willingly cooperate with a mutually 
negotiated treatment plan.

10. Decisionally capable adults have the right to 
refuse any healthcare intervention. 

11. Patient-provider relationships are embedded 
in a matrix of other relationships that may 
prevent and ameliorate, or create and 
�¡��������ǰȱ���Ě���ǯȱȱ���ȱ��������ȱ�������������ȱ
need to be considered to develop a consensus 
about the patient’s care plan. 

12. Because professionals have the greater 
power to enter and control the therapeutic 
relationship, they have the greater obligation 
to establish and maintain the cooperation 
required for the therapeutic process.

13. Professionals have an unconditional obligation 
to undergo  or submit to self-critical evaluation 
and peer review.

	��������ȱ���������� 
1. Necessary healthcare ought to be provided 

to patients regardless of their values or 
behavior.

2. The provider has a greater obligation to 
establish and maintain the cooperation 
required for the therapeutic process.

3. When the patient blocks the therapeutic 
process, the provider is obligated to renegotiate 
the cooperation necessary to restore the 
therapeutic process.

4. When the provider blocks the therapeutic 
process, other professionals involved in 
the matrix of relationships are obligated to 
help that provider restore the therapeutic 
process.

5. If  the therapeutic process cannot be 
�������������ǰȱ���ȱ���Ě�����ȱ���������ȱ��ȱ���ȱ
core of the relationship ought to withdraw 
and be replaced by others who can negotiate 
the necessary cooperation.
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6. If the provider refuses to withdraw from 
the conflict, it may be necessary to use a 
formal process to assess and/or replace the 
provider.

7. If a provider cannot withdraw without causing 
abandonment, the provider must subjugate 
self-interest to the interests of the patient 
and continue to negotiate the cooperation 
necessary to provide treatment.

8. The decisionally capable patient who has 
given informed consent to treatment has an 
����������ȱ��ȱ���������ȱ��Ĝ������¢ȱ��ȱ���� ȱ���ȱ
the therapeutic process; or that patient should 
withdraw from the clinical encounter. 

9. The provider is obligated to provide 
information to the patient about the potential 
consequences of his or her lack of cooperation 
with treatment.

10. Determining decisional incapacity must be 
a critical, open process which is centered on 
the patient’s interests. Declaring a patient to 
��ȱ�����������¢ȱ���������ȱ ������ȱ�����ę������ȱ
��¢ȱ���ȱ��ȱ����ȱ��ȱ�ȱ�����ȱ��ȱ�������ȱ�ȱ��Ĝ����ȱ
relationship with an uncooperative patient.

11. Providers must do all they can to enhance 
decisional capacity and enhance the patient’s 
ability to meet mutually agreed-to expectations 
for the provision of healthcare.

12. If the patient is not decisionally capable of 
negotiating the required cooperation, the 
substitute decision maker should be treated 
with the same full respect as that accorded 
the patient.

13. Providers have no obligation to meet a patient’s 
healthcare expectations if those expectations 
are

• beyond the provider’s competence,

• medical ly  contra indicated and/or  
���Ȭ����ę����

• illegal, or

• unethical.

14. If providing care is acutely or immediately 
dangerous to the provider, the level of danger 
must be decreased so that needs can be met.

15. The following strategies may not be used 
 ������ȱ����������ȱ�����ę������Ǳ

• physical restraints,

• chemical restraints,

• chemical alteration of behavior,

• legal threats,

• threatening harm,

• deceit or misrepresentation,

• incomplete disclosure that results in 
misinformed consent,

• excessive persuasion, manipulation, or 
coercion,

• co-opting others to coerce a patient, or 

• limiting access to equipment or assistance 
that is necessary for self-care.

Ethics Consultation
An ethics consultation may be indicated if 
���Ě���ȱ�������ȱ��ȱ����������ȱ����ȱ ��ȱ������ȱ���ȱ
�����������ȱ�������ǯȱ���ȱ�������ȱ��ȱ���ȱ���Ě���ȱ��¢ȱ
be the patient’s or family’s behavior, the provider’s 
behavior, systemic policies or procedures, or an 
inability to achieve mutual understanding and 
goals.

The consultation team should consider the 
following:

ŗǯȱ����ȱ��¢���ȱ���ȱ�������ȱ���������ȱ��ȱ���Ě���ȱ
to the whole of the relationship.

2. Assure that the provider has accepted and 
carried out the obligation to place the patient’s 
best interest foremost.

3. Evaluate the patient’s behavior for the 
purpose of understanding the patient’s beliefs 
and preferences rather than for making a 
psychological diagnosis. 



7©2000 by the Center for Practical Bioethics, Reviewed 2015

Śǯȱ�¡�����ȱ���ȱ��Ě�����ȱ����ȱ�����ȱ��ȱ�¢����ȱ
dynamics have on both the physician and the 
patient.  

śǯȱ�����ȱ��ȱ���ȱ�������Ȃ�ȱ��ę������ȱ��ȱ���ȱ�������ȱ
and the patient’s need. 

6. Avoid blame.  Look for middle ground.    

7. Look for ways to begin the negotiation or 
mediation process.

8. Look for “win-win” outcomes.  

9. Keep the patient’s “medical good” in mind, 
but be careful not to focus on “medical good” 
to the exclusion of the patient’s “personal 
good.”

��������ȱ��������ȱ��ȱ��Ĝ����ȱ
�������������

1. One party accommodates or capitulates to 
���ȱ�����ȱ�¢ȱ �����ę����ȱ���ȱ��ȱ���ȱ�������ȱ��ȱ
preferences.

2. The trigger point or immediate cause of the 
��Ĝ����¢ȱ��ȱ�������ǯ

3. A breakthrough to mutual understanding 
��������ȱ���ȱ����������ȱ��Ĝ����¢ǯ

Śǯȱ���ȱ���Ě���ȱ��ȱ������£��ȱ�¢ȱ����������ȱ���ȱ
the sake of the shared goal of meeting the 
patient’s medical need.

5. The member of the healthcare team who 
relates most effectively may take on the 
primary communication or case management 
responsibility.

6. Either the provider or the patient withdraws 
from the relationship.

7. An authoritative third party assumes 
responsibility.

8. A contract for treatment is developed that may 
or may not be based on mutual understanding 
and agreement.

9. Judicial remedies are pursued, including 
��¢��������ȱ ����������ȱ ��ȱ ���ę������ȱ ��ȱ
jail.
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