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From time to time, all physicians encounter 
patients whose behavior evokes negative 

emotions. In 1978, in an article titled “Taking 
care of the hateful patient,”1 Groves detailed 4 
types of patients—“dependent clingers, enti-
tled demanders, manipulative help-rejecters, 
and self-destructive deniers”1—that even the 
most seasoned physicians dread, and provided 
suggestions for managing interactions with 
them. The topic was revisited and updated in 
2006 by Strous et al.2 

See related editorial, page 543

 Now, more than 10 years later, the chal-
lenge of how to interact with diffi cult pa-
tients is more relevant than ever. A cultural 
environment in which every patient can be-
come an “expert” via the Internet has added 
new challenges. Patients who are especially 
time-consuming and emotionally draining 
exacerbate the many other pressures physi-
cians face today (eg, increased paperwork, 
cost-consciousness, shortened appointment 
times, and the move to electronic medical 
records), contributing to physician burnout.
 This article further updates the topic 
of managing challenging patients to refl ect 
the current practice climate. We provide a 
more modern view of challenging patients 
and provide guidance on handling them. 
Although it may be tempting to diagnose 
some of these patients as having a person-
ality disorder, it can often be more helpful 
to recognize patterns of behavior and have a 
clear plan for management. We also discuss 
general coping strategies for avoiding physi-
cian burnout.
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ABSTRACT
Some patients have behaviors that make interactions 
unpleasant, sometimes contributing to suboptimal out-
comes and physician burnout. Understanding common 
diffi cult personality types can help doctors plan effec-
tive strategies for dealing with each, resulting in more 
effective communication, less stress, and better health 
outcomes.   

KEY POINTS
Patients who intensely question everything need valida-
tion of their need for information and a collaborative 
approach based on sound medical evidence.

Patients whose behavior is hostile and demanding need 
limits placed on aggressive behavior and assurance that 
the healthcare team is working in their best interests.

Patients who seek reassurance to the point of overuse of 
the doctor’s time need to have boundaries set.

Many patients who injure themselves and deny the prob-
lem have a personality disorder. They need empathy and 
a clear plan for care, often involving behavioral therapy.

Physicians should plan effective communication strate-
gies for diffi cult patients, discuss issues with colleagues, 
and use relaxation methods to help avoid burnout.   
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 ■ INTERNET-SEEKING, QUESTIONING

A 45-year-old man carries in an overstuffed brief-
case for his fi rst primary care visit. He is a medical 
editor for a national journal and recently worked 
on a case study involving a rare cancer. As he ed-
ited, he recognized that he had the same symptoms 
and diagnosed himself with the same disease. He 
has brought with him a sheaf of articles he found 
on the Internet detailing clinical trials for experi-
mental treatments. When the doctor begins to ask 
questions, he says the answers are irrelevant: he 
explains that he would have gone straight to an 
oncologist, but his insurance policy requires that 
he also have a primary care physician. He now ex-
pects the doctor to order magnetic resonance im-
aging, refer him to an oncologist, and support his 
request for the treatment he has identifi ed as best. 

The Internet: A blessing and a curse
Patients now have access to enormous 
amounts of information of variable accuracy. 
As in this case, patients may come to an ap-
pointment carrying early research studies that 
the physician has not yet reviewed. Others 
get their information from patient blogs that 
frequently offer opinions without evidence. 
Often, based on an advertisement or Internet 
reading, a patient requests a particular medi-
cation or test that may not be cost-effective or 
medically justifi ed.
 In a survey more than 10 years ago, more 
than 75% of physicians reported that they had 
patients who brought in information from on-
line sources.3 Hu et al4 reported that 70% of 
patients who had online information planned 
to discuss it with their physicians. This prac-
tice is only growing, including in older pa-
tients.5 
 Physicians may feel confused and frustrat-
ed by patients who come armed with informa-
tion. They may infer that patients do not trust 
them to diagnose correctly or treat optimal-
ly. In addition, discussing such information 
takes time, causing others on the schedule to 
wait, adding to the stress of coping with over-
booked appointments.

Why so overprepared?
Patients who have or fear that they have can-
cer may be particularly worried that an impor-
tant treatment will be overlooked.6 Since they 
feel that their life is hanging in the balance, 

their search for a defi nitive cure is understand-
able. 
 Internet-seeking, intensely questioning 
patients clearly want more information about 
the treatments they are receiving, alternative 
medical or procedural options, and comple-
mentary therapies.7 The response to their de-
sire for more information affects their impres-
sion of physician empathy.8

Adapting to a more informed patient 
Approaching these patients as an opportunity 
to educate may result in a more trusting pa-
tient and one more likely to be open to phy-
sician guidance and more likely to adhere to 
an advised treatment plan. Triangulation of 
the 3 actors—the physician, the patient, and 
the Web—can help patients to make more-
informed choices and foster an attitude of 
partnership with the physician to lead them 
to optimal healthcare. 
 In a review of the impact of Internet use 
on healthcare and the physician-patient rela-
tionship, Wald et al9 urged physicians to:
• Adopt a positive attitude toward discuss-

ing Internet contributions
• Encourage patients to take an active role 

in maintaining health
• Acknowledge patient concerns and fears
• Avoid becoming defensive
• Recommend credible Internet sources.
 Laing et al10 urged physicians to recognize 
rather than deny the effects of patients’ on-
line searching for information and support, 
and not to ignore the potential impact on 
treatment. Consumers are gaining autonomy 
and self-effi cacy, and Laing et al encouraged 
healthcare providers to develop ways to incor-
porate this new reality into the services they 
provide.10

 How Web-based interaction can assist in 
patient decision-making for colorectal cancer 
screening is being explored.11 Patients at home 
can use an online tool to learn about screen-
ing choices and would be more knowledgable 
and comfortable discussing the options with 
their care provider. The hope is to build in 
an automatic reminder for the clinician, who 
would better understand the patient’s prefer-
ence before the offi ce visit. 
 One approach to our patient is to say, “I 
can see how worried you are about having the 

Every patient 
can now
become
an ‘expert’
via the Internet



CLEVELAND CLINIC JOURNAL OF MEDICINE  VOLUME 84  • NUMBER 7  JULY 2017 537

SCHUERMEYER AND COLLEAGUES

same type of cancer you read about, and I want 
to help you. It is clear to me that you know a 
lot about healthcare, and I appreciate your en-
gagement in your health. How about starting 
over? Let me ask a few questions so I can get a 
better perspective on your symptoms?” Many 
times, this strategy can help patients reframe 
their view and accept help.

 ■ DEMANDING, LITIGATION-THREATENING

A 60-year-old lawyer is admitted to the hospital 
for evaluation of abdominal pain. His physician 
recommends placing a nasogastric tube to pro-
vide nutrition while the evaluation is completed. 
His wife, a former nurse practitioner, insists that 
a nasogastric tube would be too dangerous and 
demands that he be allowed to eat instead. The 
couple declares the primary internal medicine phy-
sician incompetent, does not want any residents to 
be involved in his care, and antagonizes the nurses 
with constant demands. Soon, the entire team 
avoids the patient’s room. 

Why so hostile?
People with demanding behavior often have 
a hostile and confrontational manner. They 
may use medical jargon and appear to believe 
that they know more than their healthcare 
team. Many demand to know why they have 
not been offered a particular test, diagnosis, or 
treatment, especially if they or a family mem-
ber has a healthcare background. Such pa-
tients appear to feel that they are being treat-
ed incorrectly and leave us feeling vulnerable, 
wondering whether the patient might one day 
come back to haunt us with a lawsuit, espe-
cially if the medical outcome is unfavorable. 
 Understanding the motivation for the be-
havior can help a physician to empathize with 
the demanding patient.12 Although it may 
seem that the demanding patient is trying to 
intimidate the physician, the goal is usually 
the same: to fi nd the best possible treatment. 
Anger and hostility are often motivated by 
fear and a sense of losing control. 
 Ironically, this maladaptive coping style 
may alienate the very people who can help 
the patient. Hostile behavior evokes defen-
siveness and resentment in others. A power 
struggle may ensue: as the patient makes more 
unreasonable demands and threats, the physi-
cian reacts by asserting his or her views in an 

attempt to maintain control. Or the physician 
and the rest of the healthcare team may sim-
ply avoid the patient as much as possible.

Collaboration can defuse anger
The best strategy is often to steer the encoun-
ter away from a power struggle by legitimiz-
ing the patient’s feeling of entitlement to the 
best possible treatment.13 Take a collaborative 
stance with the patient, with the common 
goal of fi nding and implementing the most 
effective and lowest-risk diagnostic and treat-
ment plan. Empathy and exploration of the 
patient’s concerns are always in order. 
 Physicians can try several strategies to im-
prove interactions with demanding patients 
and caregivers:
 Be consistent. All members of the health-
care team, including nurses and specialists, 
should convey consistent messages regarding 
diagnostic testing and treatment plans. 
 Don’t play the game. Demanding patients 
often complain about being mistreated by 
other healthcare providers. When confronted 
with such complaints, acknowledge the pa-
tient’s feelings while refraining from blaming 
or criticizing other members of the healthcare 
team.
 Clarify expectations. Clarifying expecta-
tions from the initial patient encounter can 
prevent confl icts later. Support a patient who 
must accept a diagnosis of a terminal illness, 
and then when appropriate, discuss goals 
moving forward. Collaboration within the 
framework of reasonable expectations is key.
 For our case, the physician could say, “We 
want to work with you together as a team. We 
will work hard to address your concerns, but 
our nurses must have a safe environment in 
which to help you.” Such a statement high-
lights shared goals and expression of concern 
without judgment. The next step is to clarify 
expectations by describing the hospital rou-
tine and how decisions are made.
 Offer choices. Offering choices whenever 
possible can help a demanding patient feel 
more in control. Rather than dismiss a pa-
tient’s ideas, explore the alternatives. While 
effective patient communication is preferable 
to repeated referrals to specialists,14 judicious 
referral can engender trust in the physician’s 
competence if a diagnosis is not forthcoming.15 

Empathy and 
exploration 
of a patient’s 
concerns are 
always in order
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 A unique challenge in teaching hospitals 
is the patient who refuses to interact with resi-
dents and students. It is best to acknowledge 
the patient’s concerns and offer alternative 
options:
• If the patient is worried about lack of com-

pleted training, then clarify the residents’ 
roles and reassure the patient that you 
communicate with residents and supervi-
sors regarding any clinical decisions

• If possible, offer to see the patient alone or 
have the resident interact only on an as-
needed basis

• Consider transferring the patient to a non-
teaching service or to another hospital.

 Admit failings. Although not easy, admit-
ting to and apologizing for things that have 
gone wrong can help to calm a demanding pa-
tient and even reduce the likelihood of a law-
suit.16 The physician should not convey defen-
siveness and instead should acknowledge the 
limitations of the healthcare system. 
 Legitimize concerns—to an extent. Le-
gitimizing a demanding patient’s concerns is 
important, but never be bullied into taking ac-
tions that create unnecessary risk. Upsetting 
a demanding patient is better than ordering 
tests or providing treatments that are poten-
tially harmful. Good physician-patient com-
munication can go a long way toward prevent-
ing adverse outcomes.

 ■ CONSTANTLY SEEKING REASSURANCE

A 25-year-old professional presents to a new pri-
mary care provider concerned about a mole on her 
back. She discusses her sun exposure and family 
history of skin cancer and produces photographs 
documenting changes in the mole over time. Im-
pressed with this level of detail, the physician takes 
time to explain his concerns before referring her to 
a dermatologist. Later that day, she calls to let the 
doctor know that her procedure has been sched-
uled and to thank him for his care. A few weeks 
after the mole is removed, she returns to discuss 
treatment options for the small remaining scar.
 After this appointment, she calls the offi ce re-
peatedly with a wide array of concerns, including 
an isolated symptom of fatigue that could indicate 
cancer and the relative merits of different sun-
screens. She also sends the physician frequent e-
mail messages through the personal health record 

system with pictures of inconsequential marks on 
her skin.

Needing reassurance is normal—to a point
Many patients seek reassurance from their 
physicians, and this can be done in a healthy 
and respectful manner. But requests for reas-
surance may escalate to becoming repeated, 
insistent, and even aggressive.1 This can elicit 
reactions from physicians ranging from feeling 
annoyed and burdened to feeling angry and 
overwhelmed.17 This can lead to signifi cant 
stress, which, if not managed well, can lead to 
excessively control of physician behavior and 
substandard care.18 

 Reassurance-seeking behavior can mani-
fest anywhere along the spectrum of health 
and disease.19 It may be a symptom of health 
anxiety (ie, an exaggerated fear of illness) 
or hypochondria (ie, the persistent convic-
tion that one is currently or likely to become 
ill).20,21 

Why so needy?
Attachment theory may help explain needi-
ness. Parental bonding during childhood is as-
sociated with mental and physical health and 
health-related behaviors in adults.22,23 People 
with insecure-preoccupied attachment styles 
tend to be overly emotionally dependent on 
the acceptance of others and may exhibit de-
pendent and care-seeking behaviors with a 
physician.24

 Needy patients are often genuinely grateful 
for the care and attention from a physician.1 
In the beginning, the doctor may appreciate 
the patient’s validation of care provided, but 
this positive feeling wanes as calls and requests 
become incessant. As the physician’s exhaus-
tion increases with each request, the care and 
well-being of the patient may no longer be the 
primary focus.1 

Set boundaries
Be alert to signs that a patient is crossing the 
line to an unhealthy need for reassurance. 
Address medical concerns appropriately, then 
institute clear guidelines for follow-up, which 
should be reinforced by the entire care team if 
necessary.22 
 The following strategies can be useful for 
defi ning boundaries: 
• Instruct the patient to come to the offi ce 

Offering choices 
can help 
a demanding 
patient feel 
in control
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only for scheduled follow-up visits and to 
call only during offi ce hours or in an emer-
gency 

• Be up-front about the time allowed for 
each appointment and ask the patient to 
help focus the discussion according to his 
or her main concerns25 

• Consider telling the patient, “You seem re-
ally worried about a lot of physical symp-
toms. I want to reassure you that I fi nd no 
evidence of a medical illness that would re-
quire intervention. I am concerned about 
your phone calls and e-mails, and I wonder 
what would be helpful at this point to ad-
dress your concerns?” 

• Consider treating the patient for anxiety.
 It is important to remain responsive to all 
types of patient concerns. Setting boundaries 
will guide patients to express health concerns 
in an appropriate manner so that they can be 
heard and managed.18,19 

 ■ SELF-INJURY

A 22-year-old woman presents to the emergency 
department complaining of abdominal pain. After 
a full workup, the physician clears her medically 
and orders a few laboratory tests. As the nurse 
draws blood samples, she notices multiple fresh 
cuts on the patient’s arm and informs the physi-
cian. The patient is questioned and examined 
again and acknowledges occasional thoughts of 
self-harm.  
 Her parents arrive and appear appropriately 
concerned. They report that she has been “cut-
ting” for 4 years and is regularly seeing a thera-
pist. However, they say that they are not worried 
for her safety and that she has an appointment 
with her therapist this week. Based on this, the 
emergency department physician discharges her. 
 Two weeks later, the patient returns to the 
emergency department with continued cutting and 
apparent cellulitis, prompting medical admission.

Self-injury presents in many ways
Self-injurious behaviors come in many forms 
other than the easily recognized one presented 
in this case: eg, a patient with cirrhosis who 
continues to drink, a patient with severe epi-
lepsy who forgets to take medications and lands 
in the emergency department every week for 
status epilepticus, a patient with diabetes who 
eats a high-sugar diet, a patient with renal in-

suffi ciency who ignores water restrictions, or a 
patient with an organ transplant who misses 
medications and relapses. 
 There is an important psychological dif-
ference between patients who knowingly con-
tinue to challenge their luck and those who do 
not fully understand the severity of their con-
dition and the consequences of their actions. 
The patient who simply does not “get it” can 
sometimes be managed effectively with edu-
cation and by working with family members 
to create an environment to facilitate critical 
healthy behaviors.
 Patients who willfully self-infl ict injury 
are asking for help while doing everything to 
avoid being helped. They typically come to 
the offi ce or the emergency department with 
assorted complaints, not divulging the real 
reason for their visit until the last minute as 
they are leaving. Then they drop a clue to the 
real concern, leaving the physician confused 
and frustrated. 

Why deny an obvious problem?
Fear of the stigma of mental illness can be a 
major barrier to full disclosure of symptoms 
of psychological distress, and this especially 
tends to be the case for patients from some 
ethnic minorities.26  
 On the other hand, patients with border-
line or antisocial personality disorder (and less 
often, schizotypal or narcissistic personality 
disorder) frequently use denial as their pri-
mary psychological defense. Self-destructive 
denial is sometimes associated with traumatic 
memories, feelings of worthlessness, or a de-
sire to reduce self-awareness and rationalize 
harmful behaviors. Such patients usually need 
lengthy treatment, and although the likeli-
hood of cure is low, therapy can be helpful.27–29   

Lessons from psychiatry  
It can be diffi cult to maintain empathy for pa-
tients who intentionally harm themselves. It 
is helpful to think of these patients as having 
a terminal illness and to recognize that they 
are suffering. 
 Different interventions have been studied 
for such patients. Dialectical behavior thera-
py, an approach that teaches patients better 
coping skills for regulating emotions, can help 
reduce maladaptive emotional distress and 
self-destructive behaviors.30–32 Lessons from 

Good
communication 
can go
a long way
toward
preventing
adverse
outcomes
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Remain
compassionate, 
but set limits

this approach can be applied by general prac-
titioners:
• Engage the patient and together establish 

an effective crisis management plan 
• With patient permission, involve the fam-

ily in the treatment plan
• Set clear limits about self-harm: once the 

patient values interaction with the doctor, 
he or she will be less likely to break the 
agreement.

 Patients with severe or continuing issues 
can be referred to appropriate services that 
offer dialectical behavior therapy or other in-
tensive outpatient programs. 
 To handle our patient, one might start by 
saying, “I am sorry to see you back in the ER. 
We need to treat the cellulitis and get your 
outpatient behavioral team on board, so we 
know the plan.” Then, it is critical that the 
entire team keep to that plan.

 ■ HOW TO STAY IN CONTROL 
AND IMPROVE INTERACTIONS

Patients with challenging behaviors will al-
ways be part of medical practice. Physicians 
should be aware of their reactions and feel-
ings towards a patient (known in psychiatry 
as countertransference), as they can increase 
physician stress and interfere with providing 
optimal care. Finding effective ways to work 
with diffi cult patients will avoid these out-
comes.

Physicians also feel loss of control
Most physicians are resilient, but they can 
feel overwhelmed under certain circumstanc-
es. According to Scudder and Shanafelt,33 a 
physician’s sense of well-being is infl uenced 
by several factors, including feelings of con-
trol in the workplace. It is easy to imagine 
how one or more diffi cult patients can create 
a sense of overwhelming demand and loss of 
control. 
 These tips can help maintain a sense of 
control and improve interactions with pa-
tients:
 Have a plan for effective communication. 
Not having a plan for communicating in a dif-
fi cult situation can contribute to loss of control 
in a hectic schedule that is already stretched 
to its limits. Practicing responses with a col-
league for especially diffi cult patients or using 
a team approach can be helpful. Remaining 
compassionate while setting boundaries will 
result in the best outcome for the patient and 
physician.
 Stop to analyze the situation. One of the 
tenets of cognitive-behavioral therapy is rec-
ognizing that negative thoughts can quickly 
take us down a dangerous path. Feeling angry 
and resentful without stopping to think and 
refl ect on the causes can lead to the physician 
feeling victimized (just like many diffi cult pa-
tients feel). 
 It is important to step back and think, 
not just feel. While diffi cult patients present 
in different ways, all are reacting to losing 
control of their situation and want support. 
During a diffi cult interaction with a patient, 
pause to consider, “Why is he behaving this 
way? Is he afraid? Does he feel that no one 
cares?” 
 When a patient verbally attacks beyond 
what is appropriate, recognize that this is 
probably due less to anything the physician 
did than to the patient’s internal issues. Iden-
tifying the driver of a patient’s behavior makes 
it easier to control our own emotions.
 Practice empathy. Diffi cult patients usu-
ally have something in their background that 
can help explain their inappropriate behavior, 
such as a lack of parental support or abuse. Be-
ing open to hearing their story facilitates an 
empathetic connection.

TABLE 1

Strategies for avoiding burnout

Compliment residents

Discuss stressors

Celebrate good things

Devote a few minutes to relaxation every few hours

Exercise

Encourage nice behavior; treat each other with 
respect and kind words

Recognize the privilege of being a physician

Connect with loved ones  

Based on information in reference 36.



CLEVELAND CLINIC JOURNAL OF MEDICINE  VOLUME 84  • NUMBER 7  JULY 2017 541

SCHUERMEYER AND COLLEAGUES

 ■ AVOIDING BURNOUT

Burnout is rampant in the medical profession 
and affects every specialty.34,35 Simonds and 
Sotile36 have written an excellent book on 
teaching resilience to neurosurgical residents, 
and their techniques can be applied to any 
specialty. They suggest several strategies for 
avoiding burnout (Table 1). 

Discuss problems
Sadly, physicians often neglect to talk with 
each other and with trainees about issues 
leading to burnout, thereby missing important 
opportunities for empathy, objectivity, refl ec-
tion, and teaching moments. 
 Lessons can be gleaned from training in 
psychiatry, a fi eld in which one must learn 
methods for working effectively in chal-
lenging situations. Dozens of scenarios are 
practiced using videotapes or observation 
through one-way mirrors. While not every-
one has such opportunities, everyone can 
discuss issues with one another. Regularly 
scheduled facilitated groups devoted to dis-
cussing problems with colleagues can be 
enormously helpful. 

Schedule quiet times
Mindfulness is an excellent way to spend a 
few minutes out of every 3- to 4-hour block. 
There are many ways to help facilitate such 
moments. Residents and students can be pro-
vided with a small book, Mindfulness on the 
Go,37 aimed for the busy person. 
 Deep, slow breathing can bring rapid relief 
to intense negative feelings. Not only does it 
reduce anxiety faster than medication, but it is 
also free, is easily taught to others, and can be 
done unobtrusively. A short description of the 
role of the blood pH in managing the locus ce-
ruleus and vagus nerve’s balance of sympathet-
ic and parasympathetic activity may capture 
the curiosity of someone who may otherwise 
be resistant to the exercise. 
 Increasingly, hospitals are developing 
mindfulness sessions and offering a variety of 
skills physicians can put into their toolbox. 
Lessons from cognitive-behavioral therapy, di-
alectical behavior therapy, imagery, and muscle 
relaxation can help physicians in responding 
to patients. Investing in communication skills 
training specifi c to challenging behaviors seen 
in different specialties better equips physicians 
with more effective strategies.  ■
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