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issues arise and should be resolved (Arnold, Forrow, and
Barker 1995). Without excellence in the medical interview,
encompassing communication skills and relationship build-
ing, excellence in clinical ethics on the part of a practitioner
will not be soon achieved. Patient referral to a bioethics
consult service is not likely to change this fact. �
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Why Some Conflicts Involving
“‘Difficult’ Patients” Should Remain
Outside the Province of the Ethics

Consultation Service
Cheryl Cline, Queen’s University

In “The ‘Difficult’ Patient Reconceived,” Autumn Fiester
(2012) presents a compelling alternative to an account of
inappropriate patient behaviors that locates their cause in
“the patient’s mental or physical pathologies” (2). Fiester
argues that, in at least some situations, challenging patient
behaviors are better understood as reactions to “problem-
atic interactions or negative experiences related to the de-
livery of medical care” (2). Because “difficult” patients may
be individuals who feel morally wronged by the medical
encounter in some way, an ethical obligation is generated
on the part of the attending organization to address this
(perceived) harm. Fiester concludes that, as “the institu-
tion in American medicine charged with both addressing
ethics-infused conflicts and possessing the skill set to me-
diate them” (2), it is the organization’s ethics consultation
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service (ECS) that is best equipped to “address, validate,
repair, or assist in making amends” in these cases.

It is Fiester’s conclusion that I wish to explore in this
commentary. As Fiester points out, “‘difficult’ patient
conflict” is an umbrella term used in connection with
more than one type of complex clinical relationship. Once
challenging issues are unpacked on a case-by-case basis
we can expect them to stem from a wide range of causes,
which, in turn, point us toward a diverse array of remedies,
only one of which may be the ECS and only in a subset of cases.
In this commentary, I argue that some conflicts will be
driven by considerations helpfully described as having
ethical significance only in a very general sense, not in
the more limited manner that would normally trigger an
ethics consultation. Others will raise ethical issues more

16 ajob May, Volume 12, Number 5, 2012



The “Difficult” Patient Reconceived

effectively addressed by health professionals operating as
supportive resources outside the ECS. A third set of situa-
tions will embody ethical complexities of the sort already
routinely dealt with by ECSs, rendering the call to expand
the mandate of such services unnecessary and, I argue,
misguided. In order to develop these points, I take a closer
look at Fiester’s second patient scenario. Along the way, I
consider what other ethics resources besides the ECS might
be available to patients, families, and health care teams.

RECONCEIVING ETHICS RESPONSIBILITIES IN HEALTH

CARE ORGANIZATIONS

Fiester describes a difficult patient situation in which Susan,
the mother of an 8-year old patient, has an outburst in a
surgeon’s office in reaction to an unreasonable wait time,
inhospitable exam room, and disrespectful interactions
with both her physician and his receptionist. In light of
the issues that prompt the outburst—and despite Susan’s
perception that she has been ill-treated—the most effective
mechanism for assisting in making amends to her may not
be the ECS in this case. It is far from certain that many ethics
consultants possess the organizational ethics competencies
required to effectively manage the systems-levels problems
that Fiester says may be catalyzing conflicts like this one.
Once we look beyond the systems issues, it is also not
clear that Susan’s experience involves an ethical dilemma
or moral quandary at all. While there are certainly core
ethical values at stake in this encounter, there does not
appear to be what I would call a significant value conflict or
deep moral uncertainty of the kind that normally triggers
the involvement of an ethics mediator with expertise in
“bioethical principles, practices, and norms.”

Competencies aside, the service itself may not be
sufficiently empowered to improve outcomes for the
family beyond ensuring that Susan has an opportunity
to give voice to her grievances with a mediator present.1

Furthermore, there may be other patient supports available
that can more effectively meet Susan’s need to have
her substandard care investigated. Though health care
organizations typically assign some key responsibilities for
ethics to the designated clinical ethicist or ethics committee,
there are many other health professionals who also address
complex ethical issues as a central or routine part of
their job. Colleagues whose professional responsibilities
prominently interface with ethics may include an organi-
zation’s patient advocate or representative, ombudsperson,
medical unit or program managers, risk manager, human

1. One study of nine clinical ethics services found that there was
significant variability in how visible each service was in its orga-
nization as well as in reporting structures, two key factors that
affect how much impact a service can have within an organization
(Godkin et al. 2005). Having said that, it is possible, in some or-
ganizations, that the ethics service is well integrated, with robust
organizational ethics structures in place as well as properly trained
personnel. In these cases, the ECS may then be the appropriate
service to respond. However, I do not believe this is currently the
norm in most health care organizations.

resource personnel, legal counsel, human rights officer,
social workers, and spiritual care providers.

Moving outside “the physician–patient dyad” in this
case, there likely are other professionals who are at least
as well if not better equipped than an ethics consultant
to effectively mediate in this case. For example, some
hospital medical programs have access to clinical social
workers whose responsibilities include helping to identify
and solve problems in clinical relationships, enhancing
communication between patients, families, and health
care teams, engaging in patient and family advocacy, and
clarifying and addressing conflicts using standard conflict
management techniques such as negotiation, mediation,
and group facilitation (and, unlike many ethics consultants,
social workers typically receive formal education and
training to prepare them to competently perform these
functions). Furthermore, some pediatric units have a
regular social worker assigned to them who has a history
working with this population of patients and families and
is arguably better placed to understand their needs and the
local context than a more distant third party.

However, in Susan’s case a referral to an organization’s
patient representative may be more appropriate. Fiester’s
account of Susan’s story is a good example of a multidi-
mensional conflict that is the product not only of poor staff
communication but also of shortcomings within the struc-
ture of the health care setting itself, including problems in
“appointment scheduling and adequate infrastructure for
pediatric patients” (2). Because patient- and family-centered
care is the heart of the health care mission, in most health
organizations there are designated professionals whose pri-
mary responsibility is to respond to patient concerns about
the quality of the care they receive, and formal processes in
place to help patients navigate their way through the com-
plaints system. While many of the concerns that fall under
the responsibility of a patient relations office will have
an ethical component to them—and will involve patients
and family members who feel “morally wronged”—they
nevertheless typically remain outside the scope of the ESC.

Susan’s experience in the surgeon’s office was also
aggravated by unprofessional staff and physician conduct.
In some organizations these matters would be dealt with
under policies that codify patient entitlements and staff
obligations through documents like patients’ bills of rights
and workplace codes of conduct—institutional commit-
ments that, again, are often overseen outside the ECS.

LABEL THE ENCOUNTER, NOT THE PATIENT

While Susan’s situation may not be an appropriate referral
for the ECS, there will be others involving vexing patient
behavior that are. However, even with these cases in mind,
I believe it would be a mistake to advertise this particular
issue as suitable subject matter for the ECS. The problem is
not just an explanatory account of “difficult” patients that
locates sources of conflict in patient pathology but also the
label itself. At first blush, “‘difficult’ patient” terminology
insinuates that the patient is the locus of the problem,
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regardless of the causal story, and it is difficult to see what
positive value is added by including it in an ECS mandate.
To employ this loaded language—even in the presence of
scare quotes intended to neutralize it—is to legitimize the
biased manner in which the issues are being interpreted, and
to privilege the health provider vantage point from which
the conflict is being framed. In Susan’s case, it also serves to
conceal the underlying quality-of-care issues that surface
when we take the patient’s experience as our starting point.
A preferred approach might be to widen our description
of the ECS mandate to include the medical encounter in
its entirety in the language we use (e.g., “complex clinical
relationship”), and also to provide a more fine-grained
list of the possible sources of moral conflict underlying
“difficult” patient scenarios that might legitimately trigger
an ethics consultation. Once we attend to these two things,
I believe we find ourselves back to the familiar list of issues
that ethics services already typically address—and with a
better idea of what issues should fall outside their scope.

CONCLUSION

Using Fiester’s second patient scenario as a springboard, I
have suggested that “ethically infused conflicts,” including

those involving “difficult” patients, should not automati-
cally fall into the province of the ECS. Health care provision
is fundamentally a moral enterprise and responsibility for
ethical health care is widely shared throughout organiza-
tions. Consequently, any expansion of an ECS’s mandate
should be preceded by a thorough examination of other
supportive resources and mechanisms already available
to patients, families and teams through cognate programs
and professions. Ethics consultants should also be mindful
that there are ethics-related matters arising “at the bed-
side” that are not the primary responsibility of the ECS
at all. �
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Difficult Patients, Difficult Doctors:
Can Consultants Interrupt the “Blame

Game”?
Jean Abbott, University of Colorado School of Medicine

To use the term “difficult patient” in a gathering of clini-
cians is to see the eyes light up, subtle nods, and murmurs
of recognition. Physicians “know” a difficult patient when
they see one. Everybody has a story, usually a current one.
They will tell you that the difficult patient is one of the pri-
mary frustrations and causes of moral distress in the medical
workplace. While the exact definition may vary, common
themes emerge: the “noncompliant” patient, the patient
whose problems are primarily psychiatric, the patient with
no known biomedical disease, the alcoholic or addict, the
morbidly obese patient. Dr. Fiester (2012) paints a vivid pic-
ture of the conventional view of patients who trigger frus-
tration in practitioners. Well before the New England Journal
of Medicine published a description of “hateful” patients
in 1978, the British Medical Journal wrote about “heartsink”
patients in 1988, and William Carlos Williams wrote “The
Use of Force” about a recalcitrant child, no less, the diffi-
cult patient has been a fact of life in medicine (Groves 1978;
O’Dowd 1988).
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Dr. Fiester also rightfully points out that the common
use of this deceptive shorthand is a marker of unidirectional
thinking. And who’s to object? Certainly not the patient.
However much she might claim that her frustration is valid,
every argument just proves the point. From the physician
perspective, “difficult patients” account for anywhere from
15 to 60% of encounters. And yes, patient “pathology” is a
cofactor that sometimes confounds the encounter. However,
it really is time to be curious about the interaction as a
whole, not just the patient’s psychopathology. The problem
of “difficult interactions” is not going away. In fact, as the
complexity of our society’s health problems increases, it is
likely to get more common.

While early studies focused on the patient, more recent
articles have recognized the importance of the physician
role. Jackson and Kroenke report that the greatest predictor
of difficult patient encounters was not the patient, but the
physician! In their study, physicians with poorer psychoso-
cial attitude scores averaged 23% “difficult” encounters in
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