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How can we better 
manage difficult  
patient encounters? 
These communication strategies—
including 2 mnemonics and an 

at-a-glance guide—can help you help patients with 
unexplained complaints.

It’s a scenario all office-based physicians 
are familiar with: Your day has been go-
ing well, and all your appointments have 

been (relatively) on time. But when you scan 
your afternoon schedule your mood shifts 
from buoyant to crestfallen. The reason: 
Three patients whom you find particularly 
frustrating are slotted for the last appoint-
ments of the day. 

CASE 1 u  Mr. E, age 44, a high-powered at-
torney, has chronic headache that he has com-
plained off and on about for several years. He 
has no other past medical history. Physical ex-
amination strongly suggests that Mr. E suffers 
from tension-type headaches, but he continues 
to demand magnetic resonance imaging (MRI) 
of the brain. “I think there’s something wrong 
in there,” he has stated repeatedly. “If my last 
doctor, who is one of the best in the country, 
ordered an MRI for me, why can’t you?”

 
CASE 2 u  Mr. A is a 37-year-old man who lost 
his home in a hurricane 3 years ago. Although 
he sustained only minor physical injuries, Mr. 
A appears to have lost his sense of well-being. 
He has developed chronic—and debilitating—
musculoskeletal pain in his neck and low back 
in the aftermath of the storm and has been 
unable to work since then.

At his last 2 visits, Mr. A requested increas-
ing doses of oxycodone, insisting that nothing 
else alleviates the pain. When you suggested a 
nonopioid analgesic, he broke down in tears. 
“Nobody takes my injuries seriously! My insur-
ance doesn’t want to compensate me for my 
losses. Now you don’t even believe I’m in pain.” 

CASE 3 u  Ms. S is a 65-year-old socially iso-
lated widow who lost her husband several 
years ago. She has a history of multiple so-
matic complaints, including fatigue, abdomi-
nal pain, back pain, joint pain, and dizziness. 
As a result, she has undergone numerous di-
agnostic procedures, including esophagastro
duodenoscopy, colonoscopy, and various 
blood tests, all of which have been negative. 
Ms. S consistently requires longer than the 
usual 20-minute visit. When you try to end 
an appointment, she typically brings up new 
issues. “Two days ago, I had this pain by my 
belly button and left shoulder blade. I think 
that there must be something wrong with me. 
Can you examine me?” she asked toward the 
end of her last visit 6 weeks ago. 

The burden of difficult  
patient encounters 
Cases such as these are frustrating, not so Im
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much for their clinical complexity, but rather 
because of the elusiveness of satisfying  
doctor-patient interactions. Besides a litany 
of physical complaints, such patients typi-
cally present with anxiety, depression, and 
other psychiatric symptoms; express dissatis-
faction with the care they are receiving; and 
repeatedly request tests and interventions 
that are not medically indicated.1 

From a primary care perspective, 
such cases can be frustrating and time-
consuming, significantly contribute to 
exhaustion and burnout, and result in un-
necessary health care expenditures.1 (See 
“Unexplained complaints in primary care: 
Evidence of action bias” on page 408 to learn 
more.) Studies suggest that family physi-
cians see such patients on a daily basis, and 
rate about one patient in 6 as a “difficult” 
case.2,3 

Physician attitudes, training play a role 
Research has established other critical 
spheres of influence that conspire to create 
difficult or frustrating patient encounters, 
including “system” factors (ie, reduced du-
ration of visits and interrupted visits)4 and 
physician factors. In fact, physicians’ nega-
tive attitude toward psychosocial aspects of 
patient care may be a more potent factor in 
shaping difficult encounters than any patient 
characteristic.3,5 

Consider the following statements: 
�•  �“Talking about psychosocial issues 

causes more trouble than it is worth.” 
•  �“I do not focus on psychosocial prob-

lems until I have ruled out organic  
disease.” 

•  �“I am too pressed for time to routinely 
investigate psychosocial issues.” 

Such sentiments, which have been as-
sociated with difficult encounters, are part of 
the 32-item Physician Belief Scale, developed 
30 years ago and still used to assess beliefs 
about psychosocial aspects of patient care 
held by primary care physicians.6

Lack of training is a potential problem, 
as well. In one survey, more than half of di-
rectors of family medicine programs agreed 
that training in mental health is inadequate.7 
Thus, family physicians often respond to pa-

tients like Mr. E, Mr. A, and Ms. S by becom-
ing irritated or avoiding further interaction. A 
more appropriate response is for the physi-
cian to self-acknowledge his or her emotions, 
then to engage in an empathic interaction in 
keeping with patient expectations.4 

As mental health treatment becomes 
more integrated within family medicine,8 
pointers for handling difficult patient en-
counters can be gleaned from the traditional 
psychiatric approach to difficult or frustrat-
ing cases. Indeed, we believe that what is now 
known as a “patient-centered approach” is 
rooted in traditions and techniques that psy-
chiatrists and psychologists have used for de-
cades.9 

Core principles  
for handling frustrating cases
A useful approach to the difficult patient en-
counter, detailed in the TABLE that we created, 
is based on 3 key principles: 

•  �The doctor-patient relationship should 
be the target for change. 

•  �The patient’s emotional experience 
should be an explicit focus of the clini-
cal interaction. 

•  �The patient’s perspective should guide 
the clinical encounter. 

In our experience, when the interac-
tion between patient and doctor shifts from 
searching for specific pathologies to building 
a collaborative relationship, previously recal-
citrant symptoms often improve. 

 

Use these communication techniques
There are 2 main ways to elicit a conversation 
about personal issues, including emotions, 
with patients. One is to directly ask patients 
to describe the distress they are experienc-
ing and elicit the emotions connected to this 
distress. The other is to invite a discussion 
about emotional issues indirectly, by asking 
patients how the symptoms affect their lives 
and what they think is causing the problem 
or by selectively sharing an emotional experi-
ence of your own.

Once a patient has shared emotions, you 
will need to show support and empathy in 

Which strategy are 
you most likely 
to use to manage 
challenging cases? 

n	 �Schedule regular 
brief visits

n	 �Find out what 
the patient wants 
to address at  
each visit

n	 ��Schedule tests 
to ensure that 
nothing is missed

n	 ��Talk to the patient 
about his or her 
emotions 

instant  
poll
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order to build an alliance. There is more than 
one way to do this, and methods can be used 
alone or in combination, depending on the 
particular situation. (You’ll find examples in 
the TABLE.) 

z Name the affect. The simple act of 
naming the patient’s affect or emotional ex-
pression (eg, “You sound sad”) is surprisingly 
helpful, as it lets patients know they have 
been “heard.” 

z Validate. You can also validate pa-
tients like Mr. E, Mr. A, and Ms. S by stating 
that their emotional reactions are legitimate, 
praising them for how well they have coped 
with difficult symptoms, and acknowledging 
the seriousness and complexity of their situ-
ations. 

z Align. Once a patient expresses his 

or her interests and goals, aligning yourself 
with them (eg, “I want to do everything in 
my power to help you reduce your pain…”) 
will elicit hope and improve patient satisfac-
tion. 

And 2 mnemonic devices—detailed 
in the box10,11 on page 417—can help you 
improve the way you communicate with  
patients.

Communication can also be nonverbal, 
such as thoughtful nodding or a timely thera-
peutic silence. The former is characterized by 
slow, steady, and purposeful movement ac-
companied by eye contact; in the latter case, 
you simply resist the urge to immediately re-
spond after a patient has revealed something 
emotionally laden, and wait a few seconds to 
take in what has been said. 

table 

How to handle difficult patient encounters

Core principles Communication techniques Visit structure 

Make your relationship with the 
patient, not the “disease,” the 
target of change

Elicit emotions via direct and indirect questioning.

•  Directly question 
“How does that make you feel?”

•  Inquire about impact on life
“With all of these headaches, I’m wondering how you 
are handling things.”

•  Seek patient explanatory model
“Do you have any thoughts on what’s behind these 
headaches?”

•  Self-disclose 
“My sister struggled with migraines for years, too, but 
eventually she found the right treatment.”

Schedule frequent, regular, 
brief appointments  
in advance

Focus the discussion on the  
patient’s emotional experience

Offer support and empathy.

•  Name the affect 
“You sound sad.”

•  Validate 
“You’ve lost your wife and have pain all over your body. 
That’s a lot for anyone to cope with.”

•  Align 
“I want to do everything in my power to help you get 
your pain down so you can get back to work.”

Set the agenda at the  
beginning of the  
appointment

Allow the patient’s perspective 
to guide the clinical encounter

Use nonverbal behaviors that convey attentive listening.

• Thoughtful nodding

• Occasional silence 

De-emphasize diagnostics 
and prescriptions for patients 
with medically unexplained 
symptoms and instead explore 
personal stressors
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How to provide therapeutic  
structure
Family physicians can further manage pa-
tient behaviors that they find bothersome 
by implementing changes in the way they 
organize and conduct patient visits. Studies 
of patients with complex somatic symptoms 
offer additional hints for the management 
of frustrating cases. The following strate-
gies can lead to positive outcomes, includ-
ing a decrease in disability and health care  
costs.12 

z Schedule regular brief visits. Mr. E, 
Mr. A, and Ms. S should have frequent and 
regular, but brief, appointments (eg, 15 min-
utes every 2 weeks for 2 months). Proactively 
schedule return visits, rather than waiting for 
the patient to call for an appointment prn.11 
Sharing this kind of plan gives such patients a 
concrete time line and clear evidence of sup-
port. Avoid the temptation to schedule diffi-
cult cases for the last time slot of the day, as 
going over the allotted time can insidiously 
give some patients the expectation of pro-
gressively longer visits. 

z Set the agenda. To prevent “doorknob 
questions” like Ms. S’s new symptoms, re-
ported just as you’re about to leave the exam 
room, the agenda must be set at the outset of 
the visit. This can be done by asking, “What 
did you want to discuss today?”, “Is there 
anything else you want to address today?”, or 
“What else did you need taken care of?”13 

Explicitly inquiring about patient expec-
tations at the start of the visit lets patients like 
Ms. S know that they are being taken serious-
ly. If the agenda still balloons, you can simply 
state, “You deserve more than 15 minutes for 
all these issues. Let’s pick the top 2 for today 
and tackle others at our next visit in 2 weeks.” 
To further save time, you can ask the patient 
to bring a symptom diary or written agenda 
to the appointment. We’ve found that many 
anxious patients benefit from this exercise.

z Avoid the urge to act. When a patient 
suffers from unexplained symptoms, effective 
interventions require physicians to avoid cer-
tain “reflex” behaviors—repeatedly perform-
ing diagnostic tests, prescribing medications 
for symptoms of unknown etiology, insinuat-
ing that the problem is “in your head,” formu-
lating ambiguous diagnoses, and repeating 

physical exams.12 Such physician behaviors 
tend to reinforce the pathology in patients 
with unexplained symptoms. The time saved 
avoiding these pitfalls is better invested in ex-
ploring personal issues and stressors. 

The point is that such patients should be 
reassured via discussion, rather than with du-
bious diagnostic labels and potentially dan-
gerous drugs. This approach has been shown 
to improve patients’ physical functioning 
while reducing medical expenditures.12 

Into action with our 3 cases 
CASE 1 u  Given these principles, how would 
you handle Mr. E, the patient who is demand-
ing an MRI for a simple tension headache? 
Although placating him by ordering the test, 
providing a referral to a specialist, or defend-
ing your recommendation through medical 
reasoning may seem to be more intuitive (or 
a “quick fix”), these strategies often lead to 
excessive medical spending, transfer of the 
burden to a specialist colleague, and ongoing 
frustration and dissatisfaction on the part of 
the patient. In this case, validation may be a 
more useful approach. 

“I can totally understand why you’re frus-
trated that we disagree,” you might say to  
Mr. E. “But you’re right! You definitely de-
serve the best care. That’s why I’m recom-
mending against the MRI, as I feel that would 
be a suboptimal approach.” 

2 mnemonics to boost your patient 
communication skills
NURS is a reminder to: 

Name the patient’s emotion (“You say that these constant headaches 

  really get on your nerves.”) 

Understand (“I can see why you feel this way.”)

Respect (“You’ve been through a lot and that takes a lot of courage.”)

Support (“I want to help you get better.”)10 

BATHE can help you learn more about the patient’s situation:

Background (“What has been going on in your life?”)

Affect (“How do you feel about that?”) 

Trouble (“What troubles you the most about this situation?”)

Handling (“How are you handling this?”)

Empathy (“That must be difficult.”)11

CONTINUED
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Although the 
techniques 
we’ve outlined 
require  
practice, they 
need not be 
time-consuming. 

Often patients like Mr. E will require 
repeated validation of their suffering and 
frustration. The key is to be persistent in 
validating their feelings without compromis-
ing your own principles in providing optimal 
medical care. 

CASE 2 u  Let’s turn now to Mr. A, who is re-
questing escalating doses of opioids. Some 
physicians might write the prescription for 
the dose he’s insisting on, while others draw 
a hard boundary by refusing to prescribe 
above a certain dose or beyond a specific 
time frame. Both strategies may compromise 
optimal care or endanger the doctor-patient 
alliance. Another quick solution would be to 
provide a referral to a psychiatrist, without 
further discussion. 

In cases like that of Mr. A, however, the 
patient’s demands are often a sign of more 
complicated emotions and dynamics below 
the surface. So you might respond by stating, 
“I’m sorry to hear that things haven’t been 
going well. How are you feeling about these 
things? How does the oxycodone help you? In 
what way doesn’t it help?” 

It is important here to understand how 
the medication serves the patient—in addi-
tion to the ways it hurts him—in order for him 
to feel understood. Inviting Mr. A to have an 
open-ended discussion may allow him to re-
veal what is the real source of his distress—los-
ing his job and his home. 

CASE 3 u  Now let’s turn to Ms. S, who is con-
vinced that she has a physical malady despite 
negative exams and tests. In truth, she may 
be depressed or anxious over her husband’s 
death. One way to address this is to confront 
the patient directly by suggesting that she has 
depression triggered by her husband’s death. 
But this strategy—if used too early—may feel 
like an accusation, make her angry, and jeop-
ardize your relationship with her. 

An alternative approach would be to say, 
“I think your problems are long-standing and 
could require a while to treat. Let’s see each 
other every 2 weeks for the next 2 months so 
we get adequate time to work on them.” This 
would be an example of structuring more fre-
quent visits, while also validating the distress-
ing nature of her symptoms.
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