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Is this a Case of Patient Abandonment? 
 
A 29-year-old white female presented to the 

emergency department of Woller Hospital at 3:00 A.M. 
on May 15, 2009. She was complaining of abdominal 
pain, which she described as right upper quadrant pain 
that radiated all the way down to the suprapubic area. 
She was very nauseated and reported having had three 
episodes of vomiting prior to her arrival in the ED. She 
stated that the pain started around 1:00 A.M.  

To ease the pain she took Tramadol and 
Hydrocodone that she had from a previous episode of 
abdominal pain. She denied diarrhea. She was not at all 
hungry. She had no dysuria, urgency or frequency. The 
pain did not radiate to the back. Her last menstrual 
period was 3 weeks prior and normal, and her periods 
were usually regular. She denied any upper respiratory 
symptoms. She was not certain if she had a fever but 
had felt chilled earlier and was having episodes of 
feeling hot.   

 
Past Medical History  

Significant for cholecystectomy 5 years ago and 
tubal ligation 4 years ago. She was G3 P2 Ab1with two 
living children.  

The patient gave a history of admissions for 
similar pain in both July of 2008 and January of 2009.  
She could not recall the name of the hospital for the 
July 2008 admission and reported being admitted to St. 
Anne’s Hospital in January 2009. During both of these 
admissions, she reported having had a CT scan of the 
abdomen and pelvis. According to the patient, neither 
workup revealed a cause for the abdominal pain.  

Her discharge from St. Anne’s Hospital in January 
of 2009 included a referral to the on-call 
gastroenterologist, Dr. Jones, for follow-up evaluation. 
However, according to the patient, she never scheduled 
an appointment with Dr. Jones. 
 
Medications  
• Tramadol 50 mg q4hrs prn 
• Vicodin 5/500 q4hrs prn 
• Citalopram 40 mg daily 
 
Allergies 
• Penicillin, Motrin & Celebrex 
 
Social History  

Patient’s marital status was separated. She was 
unemployed with no health insurance. She smoked 1 
pack of cigarettes daily, denied use of alcohol or street 
drugs, and drank 20 oz. of Diet Pepsi daily.   

Family History  
She denied contact with any family members or 

knowledge of their health. 
 
Physical Exam  
• Well-developed young female lying on the cart in 

no distress 
• BP–126/74, P–88, R–20, Temp–98.2 
• HEENT—Ears and throat non-inflamed, no other 

findings 
• Neck—No adenopathy or thyromegaly 
• Lungs—Clear to P & A 
• Heart—Regular rhythm, no murmurs 
• Breasts—No masses or tenderness 
• Abdomen—Rounded, soft, normal bowel sounds, 

tender with guarding in the right upper quadrant. 
No masses or organomegaly. Mildly tender in the 
lower abdomen, but nothing localized   

• Pelvic—Parous outlet,\; vaginal wall epithelialized 
without discharge; cervix normal; bimanual 
revealed uterus to be midline, small and freely 
mobile; Adnexa neg; RV exam was confirmatory 

• Extremities—No edema or lesions  
 
Labs   
• CBC—WBC–8400 with normal differential, Hb–

13.9, Hct–40.3, Plt–233,000 
• Complete metabolic profile—all values normal. 

Amylase and Lipase were normal  
• Urinalysis—1.025, Neg. on dipstick and micro 

exam 
• BMP was normal 
• Chest X-ray was normal 
• Flat and upright abdominal films were 

unremarkable 
 
Following continued complaints of severe 

abdominal pain in May, 2009, the patient was admitted 
for observation at Woller Hospital, hydrated with IV 
fluids, given oral Percocet, as well as morphine 
administered via PCA pump. Anti-emetics were also 
ordered. A urine pregnancy test was negative. 

She remained afebrile. Despite the pain 
medications provided, the patient reported she was still 
uncomfortable with her pain level at 8 or 9 on a scale 
of 10. Her vital signs were stable, and she appeared 
comfortable despite verbalizing that she was still having 
significant pain. She never vomited and her abdomen 
remained soft. She was eating well and ambulating.   



Attempts to get records from the admission of 
July 2008 were not possible due to the patient’s inability 
to recall the name of the hospital. Records were 
obtained from the hospitalization at St. Anne’s in 
January 2009, which showed a normal CT and 
Ultrasound of the abdomen.  

Upon admission to Woller Hospital, a CBC and 
BMP were normal. Post cholecystectomy syndrome 
was in the differential diagnosis. Upon discharge she 
was told to contact Dr. Smith and schedule a follow-up 
appointment 1 week after discharge.   

She was discharged and given a non-refillable 
prescription for Percocet (enough to last until her 
appointment with Dr. Smith), and told to contact his 
office to schedule a follow-up appointment in 2 weeks. 
Final diagnosis upon discharge was:   

1) Abdominal Pain—etiology unknown 
2) Drug-seeking behavior 
 
Three weeks after discharge she called the office 

of Dr. Smith and was given an appointment for the 
following week; however she failed to keep her 
scheduled appointment. The patient called again 1 week 
later asking for a refill on her Percocet, which the office 
denied. At that time, the patient was instructed to 
report to the emergency room if the pain continued or 
increased in severity and advised to schedule her 
follow-up appointment. She agreed and was given an 
appointment was to see Dr. Smith 2 days later. 
However, the patient did not keep the appointment, 
nor did she call to cancel.   
 
Risk Management Lessons 

 
Would this be considered a case of patient 
abandonment? 

In this case, the patient’s failure to keep an 
appointment does not protect a physician from an 
allegation of abandonment. There may have been a 
legitimate reason why the patient could not keep her 
prior appointment. It would be a better practice to 
reschedule her one more time. At that time, she should 
also be informed that if she fails to keep the third 
scheduled appointment, it is Dr. Smith’s office policy 
to no longer continue to accept her as a patient. If 
there is sufficient time before the appointment, a 
confirmatory letter stating that policy should be sent to 

the patient. With that policy and documentation, any 
claim of abandonment would be much harder to prove.   

As an alternative, physicians may adopt an office 
policy that they will not reschedule a new patient if he 
or she fails to keep the initial appointment (absent 
advance notice and a legitimate reason). This policy 
must be communicated to the patient when the initial 
appointment is made.   

 
Did Dr. Smith’s office have an obligation to 
provide care and follow this patient? 

When on-call for the ED, a physician must care 
for the referred patient until the condition is resolved 
or until patient’s care is directly transferred to another 
provider willing to assume care. In general, the 
physician must see the patient in follow up until 
stabilized. The physician, however, is not obligated to 
treat the patient for any unrelated conditions. 

 
Had a doctor/patient relationship been 
established with the on-call doctor?  

Although state laws vary as to what constitutes a 
valid doctor/patient relationship, many have held that 
the agreement by the on-call physician to provide 
services in follow-up does establish a physician-patient 
relationship. Physicians who later refuse to provide this 
follow-up care sets up a possible patient-abandonment 
situation. The relationship may be expressed or 
implied, and a face-to-face meeting is not required to 
establish a physician-patient relationship. Physicians are 
encouraged to review the terms of their on-call 
contracts with the hospital and medical staff bylaws to 
determine specific responsibilities for follow up. 

How long must the physician follow the patient? 
Long enough to resolve the original problem for 

which the patient was initially referred. For most 
patients this will only be 1 or 2 visits, but some may 
require care for a longer period. If payment for 
ongoing care becomes an issue, physicians should deal 
with such a patient in the same way they would deal 
with any established patient who is unable or unwilling 
to make payment arrangements for continued care. 

Although there is always a potential to be sued for 
patient abandonment, efficient communication and 
proper documentation of the actions taken can 
minimize exposure. 
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