BEHAVIORAL HEALTH INFORMATION FOR HIP PRIMARY CARE PHYSICIANS

DEALING WITH DIFFICULT PATIENTS

General Tips for Dealing With Difficult Patients

1. Recognize the emotions that the patient elicits from you. Being aware will help you to respond
appropriately and will give you insight as to what may be going on with your patient. Ask
yourself why a patient’s behavior is so upsetting.

2. Avoid arguments with the patient. Strive to join with the patient and him or her patient to
medical issues.

3. When unsure what to do, listen. Listening provides the opportunity to further plan out a
response, calms the patient and provides you with additional data.

4. Reflect the patient’s feelings. Name the feelings (e.g., “it sounds like you are very angry™).

5. Expect approximately 10 percent of your encounters to be frustrating. Remember that no mat-
ter how skilled you are, you will still run into difficult patients.

6. Avoid temptation to “bail out” of difficult clinical relationships.

7. Document the difficulties you have experienced, your recommendations and patient’s non-
adherence.

8. Be firm, but not hostile. Emphasize the ongoing nature of the relationship. Explain the limits
to treatment.

9. Share the problem. Discuss difficult patients with colleagues for ideas, reassurance and to
depersonalize the problem.

10. Explain your rationale.
11. Pay attention to the way you say “no.” Avoid responding defensively.

12. Use your unpleasant feelings about the patient to understand him or her better. Acknowledge
both positive and negative feelings about the patient.

13. Rule out underlying psychiatric disorders or refer to a mental health center if possible.

14. Emphasize your ongoing relationship. Shorter but more frequent visits may decrease many
problems associated with difficult patients.

15. Convey interest and concern.

Angry/Demanding Patients

Difficult Patients

Description

= These patients often display an exaggerated sense of entitlement. In an attempt to
manipulate doctors, staff and the system, they commonly resort to:

- Intimidation.
- Threats.
- Anger.
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Feelings These Patients Elicit
= Anger.

= Frustration.

= Fear.

= Disgust.

= Lack of appreciation.

How to Recognize
Angry/demanding patients are usually easy to recognize, as they tend to:
< Rely on intimidation and threats.
< Manipulate others through guilt induction.
= Have great difficulty dealing with any type of frustration.
= Be largely inflexible.
= Degrade others.
= Yell and/or anger very easily.

Psychological Factors

It is generally believed that the anger and abundant demands from these patients mask an underlying fear of
abandonment.

Psychiatric Diagnosis Considerations
= Depressive disorder.

= Impulse control disorder.

= Personality disorder.

= Substance dependence/withdrawal.

Strategies for Dealing With These Patients
1. Support the entitlement but rechannel it toward the proper treatment.
Acknowledge the patient’s entitlement — not to unreasonable demands but to realistically good care.

E.g., “I can see that you are upset about the pain you are still feeling and it is very understandable.
You are fighting to gain some control over this and to finally get a good night’s sleep. However, it
seems like you are fighting the very people who are trying to help you. You are entitled to the best
possible care. Let’s discuss some of our options at this point.”

2. Avoid logical (or illogical) debates with the patient.
Instead, there should be a tireless repetition that the patient deserves good medical care.
3. Do not allow the patient to let you lose control of your emotions.

Remain calm and resist the urge to vent your anger at the patient. You may want to begin speaking
more slowly and/or softly.
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4. Find out how demanding patients came to their conclusions/demands.

Often these patients express their conclusions but not their underlying needs or concerns. After the
patient explains why he or she is demanding something, it will be easier to explain why something
else may be in their best interest.

5. Set limits.

For example, a patient who frequently “loses” prescriptions might be told that prescriptions will be
rewritten one time only.

Overly Dependent Patients

Description

These patients exhibit a strong need for all types of attention. They commonly:
= Seek repeated reassurance.

= Request sedatives and analgesics.

« Demonstrate chronic neediness.

Feelings These Patients Elicit
= Sense of wary.

= Aversion to patient.

= Exhaustion.

How to Recognize

Early signs are the patient’s extreme gratitude and the doctor’s feeling of being appreciated and powerful.
Later on, however, the doctor is viewed as inexhaustible. As this occurs, the telltale signs of the overly
dependent patient emerge:

= Frequent phone calls.
= Frequent requests for visits.
= Need for attention.

Psychological Factors

Overly dependent patients often set up a dynamic whereby the physician is placed in the role of the inex-
haustible mother and the patient takes on the role of the unplanned, unwanted, unlovable child.

Psychiatric Diagnosis Considerations
= Dependent personality disorder.
= Anxiety disorder.
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Strategies for Dealing With These Patients
1. Set limits.

As early as possible, the patient should be told firmly, yet tactfully, that the physician has human
limits to skill and knowledge as well as limits to time and stamina. Set limits on phone calls, visits,
etc.

2. Give written appointments.

Hand the patient a written appointment and remind him or her that they should only call during
office hours or in the event of an emergency.

3. Say “so long” instead of “goodbye.”
Avoid statements that may arouse fears of abandonment.
4. Do not make any excessive displays of attention.

By avoiding excessive attention, you avoid reinforcing dependence. By the same token, you should
reinforce responsible, independent behaviors.

5. More frequent but briefer scheduled appointments may help reduce unscheduled drop-ins.
Some of these patients do better when given more frequent (but shorter) “check-in” appointments.

Somaticizing Patients

Description

Somaticizing patients often demonstrate many of the same characteristics as overly dependent patients.
These patients generally experience unexplained aches and pains. The symptoms may be persistent or may
vary from visit to visit.

Feelings These Patients Elicit
= Frustration.

= Sense of wary.

= Aversion to patient.

= Exhaustion.

How to Recognize

= Thick chart.

= Frequent complaints of vague aches and pains.

= Chronic headaches, stomachaches or back pain.

= Frequent phone calls or visits.

= Patient gets increasingly frustrated when doctor cannot diagnose or treat problem.
= Patient has had numerous diagnostic tests and has seen numerous subspecialists.
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Psychological Factors
= It is critical to rule out organic and psychiatric pathology prior to diagnosing a complaint as somatic.
= Complaint may be the manifestation of depression or an anxiety disorder.

Psychiatric Diagnosis Considerations
= Somatization disorder.

= Depressive disorder.

= Anxiety disorder.

Strategies for Dealing with these Patients
1. Do not dismiss somatic complaint.
The patient is experiencing discomfort. Do not label pain as “just in your mind.”
2. Screen for depression or anxiety.

Depression and anxiety can manifest in lack of energy, difficulty sleeping and bodily complaints.
Screen for these or refer to behavioral health specialist to screen.

3. Set limits.
Set limits on frequency of appointments and phone calls if this becomes an issue.
4. Switch from a strategy of cure to a strategy of care.

Physicians should sympathetically inform these patients that their symptoms may never be cured.
Rather, they must work together to create a care plan and to manage symptoms. This may involve
the family, simplification of medical regimen and possibly a negotiated contract.

Help-Rejecting Patients

Description

These are the “long suffering” patients. The symptoms of these patients are never quite relieved. If one set of
symptoms is in remission, new ones usually emerge. These patients can even come across as smug as they
announce that “once again the regimen did not work.”

Feelings These Patients Elicit

= The physician’s reaction to this patient at first may be fear that he or she overlooked a treatable illness.
= Feelings of irritation and self-doubt may also develop.

= Frustration.
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How to Recognize

= Chronic pessimism.

= Failure to follow regimen.

= Nay-saying appears to increase in direct proportion to the physician’s efforts.
= Often a pattern of unstable relationships.

Psychological Factors

It is believed that these patients experience intense fears of abandonment and need to feel close to their
caregiver. At the same time, they fear being engulfed by the caregiver.

Psychiatric Diagnosis Considerations
= Depressive disorder.
= Personality disorder.

Strategies for Dealing With These Patients
1. Share the pessimism.

Do not tell patient that he or she is immature or that an unconscious manipulation is going on.
Instead, share the pessimism by explaining that the treatment may not be entirely curative, and even
if it is, regular follow-up visits (determined by the doctor) are necessary (alleviate fear of
abandonment).

2. Limit unrealistic expectations.
Convey that patient will not become so close as to be engulfed or so distant as to be abandoned.
3. Referral tip.

This type of patient may be more likely to accept a behavioral health referral if a medical appoint-
ment is scheduled for a time following the referral appointment. In this way, the doctor can convey
that the behavioral health consultation is an adjunct to the medical treatment, not a form of aban-
donment.

Deniers/Self-Destructive Patients

Description

These patients demonstrate seemingly self-murderous behavior. This is the type of patient who following a
heart attack, will not change his or her diet or continues shoveling snow despite warnings not to.

Feelings These Patients Elicit
= Malice.
e Frustration.

« Powerlessness.
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How to Recognize

= Patient displays a seemingly unconscious wish to die.

= Self-destructive denial of the problem/illness.

= Many self-destructive patients are likable, hard-working people.

Psychological Factors

Self-destructive patients often use denial as a defense to avoid dealing with the anxiety associated with a
serious medical condition.

Psychiatric Diagnosis Considerations
= Depressive disorder.
= Personality disorder.

Strategies for Dealing With These Patients
1. Work with the denial, do not fight it.

If patient uses denial but does not appear to have self-destructive intent, appeal to the patient’s sense
of sturdiness. Avoid doomsaying as patient easily denies bad news. Instead, try to deliver medical
advice with a light touch and focus on maintenance of good health. If self-destructive intent is sus-
pected, inquire about suicide and refer to behavioral health services.

2. Use compassion.

3. Document.

Diligently document the recommendations that were made to the patient and the patient’s compe-
tence to refuse treatment.

Patients Addicted to Medication

Description

Typically, the medications to which most patients become addicted are benzodiazepines and opiates. Patients
may present already on these medications or they may demand to be put on these medications. If the patient
is unwilling to discontinue a medication on the advice of his or her doctor, this may be a sign of addiction.

Feelings These Patients Elicit
= Manipulation.

= Anger.

= Frustration.
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How to Recognize

= Patient highly resistant to stopping medication even when clinically indicated.
= Signs of “doctor shopping.”

= Patient demands certain medications.

= Symptoms of withdrawal develop when patient stops taking the medication.

= Withdrawal symptoms may include: anxiety, dizziness, irritability, insomnia, fatigue, headache, tremor,
shakiness, dizziness and difficulty concentrating.

Psychological Factors
= Mental as well as physical dependence may develop.

Psychiatric Diagnosis Considerations

= Substance abuse, dependence or withdrawal.
= Depressive disorder.

= Anxiety disorder.

= Personality disorder.

= Impulse control disorder.

Strategies for Dealing With These Patients
1. Consider possibility of psychiatric disorder.

People who abuse medications often have a history of psychiatric disorders, social problems or other
chemical dependencies.

2. Set firm limits.

Because of underlying personalities or the addiction itself, these patients are likely to try to manipu-
late the system.

3. Provide ongoing support.

Interventions such as education and referral to counseling or social services can be helpful.
Techniques such as relaxation and assertiveness training may help during the post-withdrawal period.
Patients may be more likely to visit a mental health specialist if the purpose is to learn specific tech-
niques/skills that can help with their medical condition or current problem.

Dramatic, Emotional or Erratic Patients

Description

These patients are characterized by being overly dramatic, dependent or demanding. These traits are part of
the patient’s personality and remain consistent across different contexts.
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Feelings These Patients Elicit

= Physician may feel idealized by the patient.

= Physician may later feel devalued by the patient.

= Physician feels like the “rescuer” or the “abandoner.”
= Frustration.

How to Recognize

= Highly dependent.

= Poor frustration tolerance.

= Splitting — seeing self and others as “all good” or “all bad.”

= Projection — attributing to others an impulse that the patient has repressed.

=These patients quickly develop idealized relationships often followed by jealousy or degradation when
physician is unable to give enough of the attention they crave.

= There may be an exaggerated sense of self-confidence, smugness or vanity.
= Omnipotence and devaluation — patient reflects a grandiose self and devalues others.

Psychological Factors

= Often these patients are experiencing significant anxiety about medical treatments and may also have fears
of abandonment.

Psychiatric Diagnosis Considerations
= Borderline histrionic, narcissistic and antisocial personality disorders.

Strategies for Dealing With These Patients
1. Extend the patient’s social and health care support networks.

These patients often benefit from reassurance that the practitioner is consistently prepared to care
for them. They should also be made aware that there are other services that may be beneficial, such
as behavioral health services.

2. Set limits.

While letting the patient know that you are prepared to care for them, do not allow them to over-
step boundaries and expect or demand treatment that is not indicated or needed.

3. These patients often respond best to warm involvement from health care providers.
4. Maintain boundaries.

If patient’s style is disruptive or if denial interferes with self-care, a referral to behavioral health serv-
ices is indicated.

5. Recognize patient’s strengths but also redirect back to best possible care.

Show interest in patient’s opinion and explain why there may be a better way of handling the
problem.
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Anxious/Fearful Patients

Description

These patients are chronically worried about their health and medical conditions. They may be stubborn,
rigid and preoccupied with right and wrong.

Feelings These Patients Elicit
= PCP may feel constant need to reassure these patients.
= Frustration.

How to Recognize

= The patient is constantly fearful or worried.
= Preoccupation with right and wrong.

= Rigidity.

= Dependency.

= Excessive demands on health care system.
= Need for constant reassurance.

= Orderly and over-controlled.

= Displaced anger.

Psychological Factors
These patients often use knowledge and routine to push away fear and uncertainty.

Psychiatric Diagnosis Considerations
Avoidant, dependent and obsessive compulsive personality disorders.

Strategies for Dealing With These Patients
1. Use a clearly stated approach with attention paid to details, but do not struggle over who is in charge.
2. Tolerate dependency while maintaining appropriate limits.
3. More frequent but briefer appointments may be helpful.

4. Schedule interactions proactively as this may minimize excessive demands at inconvenient times and
can give the PCP greater control over interactions.

5. Forewarn these patients whenever change is about to occur.
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Odd or Eccentric Patients

Description

These patients generally fall into one of three categories:
= Guarded, suspicious and argumentative.

= Aloof or uninvolved.

= |diosyncratic.

Feelings These Patients Elicit
= Uncertainty.

= Discomfort.

= Anger.

How to Recognize

= Openly suspicious of interventions and motives (guarded).
= Seem uninterested in the details of their illness (aloof).

= Speech is constricted or digressive (idiosyncratic).

= History of missed appointments (all three catagories).

Psychological Factors
= These patients’ presentation may reflect psychotic symptoms or an underlying thought disorder.

Psychiatric Diagnosis Considerations
= Paranoid, schizoid and schizotypal personality disorders.

Strategies for Dealing With These Patients

Guarded:
1. Acknowledge their perceptions of the world without debate or agreement.
2. Refocus attention on health care treatment.

Aloof:

Try to show that you understand the patient’s style and respect his or her privacy. Explain the need for
personal questions but do not push patient to increase social involvement.

Idiosyncratic:
1. Use consistent approach to their complaints.
2. Avoid challenging the truthfulness of their complaints.
3. Avoid reinforcing their perspective.
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