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Abstract

The duty to provide care is foundational to the nursing profession and the work of nurses.

Unfortunately, violence against nurses at the hands of recipients of care is increasingly

common. While employers, labor unions, and professional associations decry the phe-

nomenon, the decision to withdraw care, even from someone who is violent or abusive, is

never easy. The scant guidance that exists suggests that the duty to care continues until

the risk of harm to the nurse is unreasonable, however, “reasonableness” remains un-

defined in the literature. In this paper, I suggest that reasonable risk, and the resulting

strength of the duty to provide care in situations where violence is present, hinge on the

vulnerability of both nurse and recipient of care. For the recipient, vulnerability increases

with the level of dependency and incapacity. For the nurse, vulnerability is related to the

risk and implications of injury. The complex interplay of contextual vulnerabilities de-

termines whether the risk a nurse faces at the hands of a violent patient is reasonable or

unreasonable. This examination will enhance our understanding of professional respon-

sibilities and can help to clarify the strengths and limitations of the nurse's duty to care.
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1 | INTRODUCTION

Workplace violence in health care has generated a significant body of

literature (Ashton et al., 2018; Babiarczyk et al., 2020; Beattie et al.,

2019, 2020; Ferri et al., 2020; van Leeuwen & Harte, 2011; Morphet

et al., 2018; Wand & Coulson, 2006; Whittington, 2002; Wolf et al.,

2014; Zuzelo, 2020). Despite this, and the recognition of the pre-

valence of workplace violence in foundational documents such as

codes of ethics (ANA, 2015; CNA, 2017), little attention has been

directed toward the ethical dilemmas that arise when health care

providers encounter violence. While the duty to provide care1 is a

basic standard of nursing practice, a nurse's ability to safely meet this

standard is compromised in the face of violence and unreasonable

risk. An important ethical question thereby arises: What constitutes a

reasonable risk, and what makes a risk unreasonable? In this paper, I

propose to clarify the limitations on a nurse's duty to provide care in

situations of violence by examining the vulnerabilities and corre-

sponding ethical responsibilities of both nurses and recipients of

nursing care.2 The perspective presented here sets the stage for

further research examining nurses' ethical decision‐making with re-

spect to caring in the context of violence, and the resulting limitations

on the duty to provide care.

This is an open access article under the terms of the Creative Commons Attribution‐NonCommercial‐NoDerivs License, which permits use and distribution in any

medium, provided the original work is properly cited, the use is non‐commercial and no modifications or adaptations are made.

© 2021 The Authors. Nursing Inquiry published by John Wiley & Sons Ltd.

1For the present purpose, I use the terms “duty to care” and “duty to provide care” inter-

changeably as a full discussion of the differences in meaning, while interesting, are beyond

the present scope.

2Throughout this paper, I use the term “recipient of care,” which is inclusive of the terms

patient, client, and resident, as well as recognizing that at times families and communities are

recipients of nursing care.
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2 | DUTY TO PROVIDE CARE

Much of the literature on duty to care in nursing relates to situations

where there is a risk of personal harm to the nurse, as in the context

of disasters and infectious disease (see for e.g., Benedetti et al., 2021;

Hilliard, 2007; Malm et al., 2008; McConnell, 2020; McDougall et al.,

2020; Pfrimmer, 2009; Reid, 2005). In these situations, fulfilling a

duty to provide care can place nurses at increased risk of injury or

infection, as well as a cascade of potential burdens and harms that

may extend beyond the nurse, to members of their family and

community.

The discussion in the literature and professional codes of nursing

ethics support the notion that the duty to provide care is not un-

limited (ANA, 2015; CNA, 2017). There is a level of risk that is un-

reasonable for a nurse to accept in the discharge of their professional

duties. Risk exists on continua of likelihood and magnitude, from

nonexistent through to certain death. While a nurse would be ex-

pected to provide care when there is little to no chance of personal

harm, there is no such expectation in a situation where personal harm

is all but guaranteed, as might be the case with the transmission of a

highly infectious agent (Benedetti et al., 2021; Hilliard, 2007).

Somewhere between “nonexistent” and “certain death,” there is a

point at which the level of risk becomes unreasonable, and the nurse

is essentially absolved of their duty to provide nursing interventions

in that situation or at that time. The presence of mitigating factors

such as the availability of personal protective equipment, vaccination,

or natural immunity to the agent alters the tipping point, lowering the

risk to an acceptable level.

Although the term “reasonable” is ethically and problematically

imprecise, it can be more clearly defined by acknowledging the

subjectivity of risk and the multitude of factors that affect an in-

dividual's vulnerability (Bensimon et al., 2007; Geppert, 2020; Malm

et al., 2008; McConnell, 2020; McDougall et al., 2020; Reid, 2005;

Water et al., 2017). For example, a nurse may feel a strong obligation

to care for someone suffering from an infectious disease when the

nurse has been vaccinated against it or has the appropriate personal

protective equipment to prevent transmission. On the contrary, the

duty to provide care may be reasonably limited in this same situation

if the nurse is especially susceptible to the pathogen or has pre‐

existing health condition or an immunocompromised family member

for whom infection would be a significant burden.

In addition to infectious diseases, health care providers also

encounter physical and psychological violence in the workplace with

alarming frequency (Casey, 2019; Kibunja et al., 2021; Lee et al.,

2020; Ramacciati et al., 2018; Royal College of Nursing, 2018; Shea

et al., 2017). There is a dearth of research regarding the limits of a

nurse's duty to provide care in the context of violence from re-

cipients of care, although codes of ethics acknowledge that nurses

should not have to tolerate abuse (ANA, 2015). Similarly, employers

and unions tend to agree that nurses should not be subjected to

violence at work (Manitoba Nurses Union, n.d.; Winnipeg Health

Region, n.d). However, nurses regularly face violent situations that

are not prevented by workplace health and safety regulations and

related policies (Ashton et al., 2018; Babiarczyk et al., 2020; Beattie

et al., 2019; Ferri et al., 2020; Morphet et al., 2018; Wolf et al.,

2014). These high‐risk situations force nurses to make choices

about whether and when to provide care, and cause dilemmas

around the enforcement of policies that permit the refusal of care

(Beattie et al., 2020).

Following the same thesis of “reasonableness” used in the con-

text of infectious disease, a nurse who is larger in stature, trained in

self‐defense, and/or supported by a team of people may consider the

risk of harm from a potentially violent situation to be reasonable. On

the other hand, a nurse who is less prepared or lacks the required

support may assess the level of risk to be unreasonable. The pan-

demic paradigm would suggest that the first nurse has a stronger

duty to provide care than the second nurse. In other words, the

second nurse's duty is limited by certain factors that predispose them

to a greater risk of harm. Since these factors vary from person‐to‐

person and with each unique situation, the level of reasonable risk

must be weighed by the individual nurse in every situation.

The notion of “reasonableness” is frustratingly vague and in-

sufficiently instructive to guide nurses' decisions about whether to

(attempt to) provide care to a violent person. In the next section, I will

examine the limitations of a nurse's duty to provide care in the

context of violence, by defining “reasonableness” in terms of vul-

nerability. In addition, I will unpack the ways in which vulnerabilities

intersect to strengthen or limit a nurse's duty to provide care.

3 | VULNERABILITY AND
RESPONSIBILITY

There are intuitively and morally relevant differences between var-

ious workplace violence scenarios that alter the strength of a nurse's

duty to provide care; that is, differences in perspective on the duty to

provide care are determined by various contextual factors. For ex-

ample, nurses will recognize that there is a stronger obligation to

provide care when the recipient will die without the nurse's inter-

vention, and a weaker obligation when there is an excessive level of

risk for harm or injury to the nurse, or when the care is nonurgent

(Benedetti et al., 2021). The reasonability of providing care is based

on the varying level of risk for injury/harm to the recipient of care

and the nurse.

I suggest that vulnerability is the pivotal element around which

the ethical and practice‐related implications of these contextual

variations coalesce. The duty to provide care is directly impacted by

the vulnerabilities and mitigating factors inherent in each instance.

The risks to the recipient of care and the nurse vary in ways that

make the decision to provide interventions either more or less rea-

sonable. I propose that reasonableness can be determined by calcu-

lating the vulnerability of both the care provider and the recipient

of care.

The element of trust is particularly salient in this calculation. The

notion of vulnerability is central to decisions regarding the duty to

provide care as it encompasses the ways in which the recipient of
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care is dependent upon the nurse's actions and choices, and vice

versa (Walker, 2007). The recipient of care is vulnerable in the sense

that they require the assistance of a nurse to maintain or restore a

level of wellness, and the recipient must trust that the nurse will

intervene for their benefit. This makes the person susceptible to

negative outcomes if they do not receive the required assistance.

In addition, there is a reciprocal vulnerability on the part of the nurse

in that they are dependent on the recipient of care to behave pre-

dictably and within the boundaries of expected interpersonal inter-

actions. The nurse must trust they will not be injured by the

recipient's actions. This notion will be unpacked further in the fol-

lowing section, starting with the recipient of care.

3.1 | Vulnerability of recipient of care

The level of dependency of the recipient is particularly significant to the

nurse, as it confers their responsibility to provide the care that is needed

(Goodin, 1985, as cited in Walker, 2007). There is a continuum of de-

pendency, ranging from self‐sufficiency to complete reliance on another

for life‐sustaining measures. In the middle of this continuum, the nurse's

level of responsibility is affected by variables such as the likelihood and

degree of harm that is expected to result from absent or delayed care. A

person who is reliant on another for the necessities of life, including

nutrition, hydration, or ventilation, is acutely vulnerable to the actions and

choices of the other. At this level of dependency, the recipient dies if the

responsibility is not fulfilled. Conversely, the dependency of a person who

needs help to transfer from their bed to a chair, to get dressed, or to

change hearing aid batteries is notably less urgent, and therefore they are

less vulnerable to withholding or delay of care. It stands to reason that the

nurse's duty to provide care strengthens with the (increasing) level of

vulnerability produced by the recipient's dependency. There is a much

stronger obligation to uphold the duty to provide care in situations where

the absence of care would lead to an outcome of death rather than a

simple inconvenience (Beattie et al., 2020; Benedetti et al., 2021).

In situations where a recipient of care is violent, the nurse's duty to

provide care will be dictated by the recipient's level of dependency. For

example, it would be difficult to justify a refusal to provide care to

someone who is at imminent risk of dying from an injury sustained during

a psychotic episode, even if the person is throwing punches or furniture.

In this case, the vulnerability conferred by their emergent medical con-

dition establishes a strong responsibility for the immediate provision of

life‐saving medical assistance. There would be less urgency to intervene if

the injury were not life‐threatening, making it possible to allow time for

the behavior to de‐escalate before offering care.

Several other characteristics can also affect vulnerability. For ex-

ample, children and people with cognitive impairment or developmental

disabilities tend to be classified as vulnerable persons, as they are often

dependent on others to provide the necessities of life. However, the

more capable a person is of performing self‐care, the less dependent and

the less vulnerable they are to the actions and choices of an external

caregiver. As a result, the duty to provide care is affected by the in-

dividual's ability to understand the implications of their actions and

choices. For example, people with greater cognitive capacity tend to be

held to higher standards of social conduct. People who commit crimes

while experiencing mental illness or cognitive impairment are not ac-

countable in the same way as people who commit these actions while in a

rational state of mind. A young child who speaks a harsh truth is more

likely to be excused than an adult who utters the same words because we

accept that children may not have internalized the social norms that

govern interpersonal behavior, or developed a sense of empathy. People

are generally quicker to forgive a person who is incapable of under-

standing that a violent act will cause harm than someone who knows the

consequences but chooses to do it anyway.

Nurses are governed by specific legislation that codifies their

obligations to children, people in care, and people with cognitive and

developmental disabilities (The Child and Family Services Act, 1985;

The Protection for Persons in Care Act, 2000; The Vulnerable Per-

sons Living with a Mental Disability Act, 1993). The duty to care is

stronger for vulnerable persons because they are incapable of pro-

tecting, providing, or speaking for themselves. Therefore, cognitive

capacity must be factored into decisions about when and whether to

intervene when a recipient of care becomes violent. In general, the

more capable someone is, the less tolerant others tend to be of any

violent outbursts. Although there have been calls to prosecute

people committing acts of violence against health care providers

(van Leeuwen & Harte, 2011), it seems unlikely that someone who is

incapable of appreciating the consequences of their actions will

benefit from the involvement of the criminal justice system.

The implications of vulnerability on a nurse's duty to provide care

are directly related to the recipient's level of dependency, as well as

on their cognitive capacity. As discussed previously, the duty to

provide care is strongest when the recipient is highly dependent on

care for survival or significant health outcomes, and/or when they are

less capable of anticipating or appreciating the outcomes of their

actions. As a result, vulnerability varies in ways that are ethically

important to decisions related to the duty to provide care.

For example, a person with advanced dementia is dependent on care

providers for sustenance and safety, making them highly vulnerable to the

care provider's actions and choices. A nurse may be obligated to provide

care in spite of risks when an individual is experiencing transient delirium

or lacks awareness of the harm caused by reactive behaviors. Alter-

natively, if a person becomes violent in an emergency department simply

because they are tired of waiting to be assessed for a nonurgent condi-

tion, they are choosing to act out despite being capable of appreciating

the implications of their behavior. In such a situation, it might be justifiable

to remove that person from the department, and refuse to provide care at

all, as long as the level of dependency does not reach a threshold where it

confers a duty to provide care.

Consider a final example where someone insists they will

only accept care from providers of a particular race, age, or sex.3

3This is not to suggest that a request for a provider of a certain gender is always dis-

criminatory. For example, it would be a reasonable accommodation in a situation where

religious or cultural belief systems dictate that females must receive care from a female

provider or have a chaperone present if care is provided by a male.
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While this does not constitute physical violence, it is a form of dis-

crimination, and can even reach the level of verbal abuse, depending on

the viciousness with which the person refuses to cooperate or engage

with any care provider that does not fit their accepted demographic.

In cases where the recipient appears capable of understanding the

implications of their actions, the strength of the duty to provide care

depends on the physical vulnerability of the recipient. If they are bed-

bound and receiving life‐sustaining interventions, it is far more difficult to

justify a reduction in care than if the care requirements were less urgent,

such as assistance with activities of daily living.

3.2 | Vulnerability of the nurse

It is not only the vulnerability of the recipient that must be con-

sidered in assessing a duty to provide care. It is generally supported in

the literature that health care professionals will uphold their duty to

provide care in situations of high risk unless the risk of harm exceeds

what is deemed “reasonable” (Bensimon et al., 2007; Geppert, 2020;

Malm et al., 2008; McConnell, 2020; McDougall et al., 2020; Reid,

2005; Water et al., 2017). The notion of “reasonableness” is affected

by various factors such as the likelihood the nurse will be injured

during an altercation, and the implications of this potential injury,

which may include permanent or temporary disability that could

impair the nurse's ability to work, support their family, and engage in

other responsibilities.

The notion of vulnerability differs between people and scenarios

due to the interplay of innumerable personal characteristics and

circumstances. For example, a person of smaller stature or who is less

physically fit may be more prone to injury than someone who is

physically larger or trained in self‐defense. Similarly, there may be

significant implications of a workplace injury for a single parent with

no alternative income or family to assist with childcare. On the other

hand, a nurse who is precariously employed may feel obligated to

provide care in spite of higher levels of risk when the prospect of

withdrawing their services means they do not get paid.

Workplace violence will never be eliminated, but the risks can be

mitigated. Nurses must evaluate the level of risk that is reasonable

and in line with their duty to provide care, based on their own cir-

cumstances and personal vulnerabilities with respect to family and

other responsibilities. Nurses must also take some responsibility for

minimizing their own vulnerabilities and preventing violent incidents.

Strategies such as situational awareness, training and education,

communication between providers, reporting of incidents, and

awareness of triggers for violence may help (Babiarczyk et al., 2020;

Beattie et al., 2019; Casey, 2019; Ferri et al., 2020; Morphet et al.,

2018; Wand & Coulson, 2006; Zhang et al., 2021). Although some

responsibility technically falls on the recipient of care, they often lack

the capacity to be aware of the possible outcomes of their behaviors

and/or the ability to consciously treat others with respect, it is im-

portant to recognize that many acts of violence are perpetrated by

people who lack self‐awareness and self‐control. It is also critical to

understand that the recipient is not always accountable to the nurse,

even if the nurse is vulnerable to the recipient's actions. A person

with limited cognitive capacity is not expected to bear the same kind

of responsibility as someone with full capacity and therefore is not

held accountable in the same way.

There is also a certain amount of responsibility borne by the

employer to reduce risks and facilitate nurses' ability to fulfill their

duty to provide care (Pfrimmer, 2009; Upshur & Nelson, 2008). For

example, employers need to ensure nurses have access to appro-

priate personal protective equipment to guard against infectious

diseases. Similarly, employers can mitigate the risks of violence to-

ward nurses through a variety of institutional factors, including

adequate staffing, safe visit plans, working alone protocols, and team‐

based interventions. In situations where the recipient of care is

deemed not accountable for their actions, the responsibility for

protecting the nurse may shift even more strongly to their employing

institution.

The same personal and institutional/employer factors would apply to

situations where the violence is emotional or psychological rather than

physical; for example when a nurse is subject to racist, sexist, or homo-

phobic insults from a recipient of care. The harms caused by any type of

assault, including verbal, are known to be traumatic and can significantly

affect nurses' physical and mental health (Paradies et al., 2015). Although

the Canadian Human Rights Act (1985) prohibits discrimination, it does

not protect individual nurses from the moral injury sustained when re-

cipients of care refuse to abide by it. Even more problematic, there is an

almost inevitable risk of moral injury—either by being subject to dis-

crimination or by being complicit in permitting it to continue (Litz et al.,

2009), regardless of whether the nurse identifies with the groups rejected

by the recipient of care, or with those deemed “acceptable” to that

person.

With these kinds of psychological violence, the limits on the duty

to provide care are not as clear as they might be with physical violence

because the potential impacts on the nurse are harder to assess, al-

though no less significant. The vulnerability of the nurse would

be determined based on personal factors including their social

identity, the likelihood of experiencing verbal abuse, and characteristics

of their personality or life experiences that would impact the extent of

the harm. When an individual fails (or refuses) to be accountable for the

harms they cause, the nurse's employer can take on some of the re-

sidual responsibility by implementing strategies to mitigate or re-

mediate these harms. Prevention of psychological harm presents a

greater challenge to employers than physical violence where perpe-

trators can be overpowered or disarmed. Employers cannot prevent

verbal abuse simply by having more staff on hand during the provision

of care. Effective strategies to mitigate psychological violence in the

workplace are limited; zero‐tolerance policies are often used as a last

resort because they are difficult to enact and enforce (Beattie et al.,

2019, 2020), and hiring based on the characteristics that the recipient

accepts or rejects is in direct contravention of the Human Rights Code

(Canadian Human Rights Act, 1985). Although the employer can and

ought to mitigate risks for all types of workplace violence, it is ulti-

mately the nurse's responsibility to decide whether to provide care and

to have appropriate justification for their decision.
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4 | DISCUSSION

Although there are limits to a nurse's duty to provide care, the in-

dividual nurse is rarely, if ever, justified in simply walking away from a

situation. As a result, nurses feel a sense of responsibility even when

it is not safe to provide the required care intervention and feel they

must do something. As Reid (2005) points out, “…the risk refused by

one individual is left to be absorbed by someone else…” (p. 351).

Regardless of the potential danger to the nurse, there is an inherent

level of vulnerability and corresponding responsibility.

For example, a nurse working overnight at a small rural emergency

department encounters a patient brandishing a knife. The nurse de-

termines that the risk of approaching the patient to provide care is un-

reasonable. The nurse also assesses the patient has a high degree of

vulnerability and that their care needs still require prompt intervention.

The nurse's responsibility turns to either finding someone who can accept

the risk (e.g., another nurse, or security or law enforcement), or mon-

itoring the patient's condition and intervening only when the risk drops

below the threshold of reasonableness (i.e., if the patient were to lose

consciousness or de‐escalate). The nurse's duty to demonstrate respect

and protect the dignity of the person (and others) remains a priority even

when direct care cannot safely be provided.

The decisions that nurses need to make when faced with physical or

emotional violence are fundamentally complex. There are ethical chal-

lenges to consider even when the withdrawal of direct care is justified.

When there is no other care provider or when the threat of violence does

not abate, the nurse is still accountable for protecting those who are

vulnerable to their decisions and actions, including the violent person and

others in the nurse's direct or indirect care. When the nurse is unable to

safely address priority care needs, the person's secondary needs, in-

cluding safety (of the person and others in the vicinity), comfort, or

privacy becomes a priority. Interventions aimed at secondary needs

should respect the humanity of the person. At a minimum, the nurse's

duty to provide care requires they remain vigilant to any opportunity to

safely address the person's vulnerabilities. The vulnerabilities of nurses

and their recipients of care are individualized and context‐dependent.

Regardless, nurses have a duty to provide whatever care is possible in

ways that maintain the person's dignity while also minimizing the risk of

harm to the nurse and to others in the area, thereby addressing, as

appropriate and possible, the nurse's own and other's vulnerability. Nur-

ses can never simply abandon their patients. Participants in the study by

Beattie et al. (2020) aptly describe this morally distressing position as

being “stuck” between nontolerance of violence and the duty to provide

care (p. E19).

Violence in health care settings will continue to raise ethical

questions and challenges for nurses. For instance, how can the wel-

fare of nurses and patients be protected when aggression makes it

unsafe to provide necessary nursing interventions? What risks are

reasonable or unreasonable, and how does a nurse decide? When

withdrawal of care is justified, how can the nurse manage any guilt or

moral distress that occurs? There is a great deal of work to be done to

clarify the values, expectations, and factors that affect the respon-

sibilities of individual nurses, the nursing profession, the institutions

that employ nurses, and society in general. It is critical that we

deepen our understanding of these groups' respective roles in pre-

venting, managing, and responding to violence against health care

providers. I suggest that much of this study hinges on the interplay of

vulnerabilities in any given situation.

5 | CONCLUSION

Workplace violence, especially against health care providers, is a complex

phenomenon fraught with ethical challenges. When a situation exceeds

the limits of a nurse's duty to provide care, the nurse may need to shift

their obligations to meet the patient's ongoing needs. The discussion in

this paper sought to tease out some of the morally relevant distinctions

that affect a nurse's duty to provide care.

Vulnerability is a central quality that determines whether the risk

a nurse faces at the hands of a violent patient is reasonable or un-

reasonable. The vulnerabilities of the recipient of care are determined

based on their dependency on care as well as their capacity to ap-

preciate the impacts of their actions. These vulnerabilities impact the

strength of the provider's duty to provide care in the face of personal

risk. The personal characteristics and circumstances of the nurse

determine their own vulnerability, and there is a complex interplay

between the nurse's own vulnerabilities and those of the recipient of

care. The nurse's duty to provide care can also be affected by stra-

tegies implemented by the employer to mitigate risks to a level the

nurse deems reasonable. A thorough examination of the vulner-

abilities of both the nurse and the recipient of care enhances our

understanding of nurses' professional responsibilities and may serve

to guide nurses in conceptualizing and fulfilling their duty to care.
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