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ABSTRACT 
“Problem patients” are rare, but they take up a dispropor-
tionate amount of clinician time and energy. They often 
are defined in terms of the effect they have on clinicians 
rather than any specific behavior – such effects can in-
clude frustration, self-doubt and unprofessional behavior. 
The key to avoiding those pitfalls is to take a deeper look 
and understand what is behind patients’ problematic  
behaviors. Given the vagueness of the term there are 
many potential etiologies, most of which are address-
able, at least in part. This article presents a brief guide to 
identifying and managing the various conditions that can 
cause a disruption of the usually rewarding doctor-patient  
relationship, and also encourages us to consider the role 
we might play in this disruption. 
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INTRODUCTION 

‘A Typical Problem Patient (Part 1)’
As you pack your children into the car, the physician calls 
with the psychiatric consult. “The patient is refusing his 
medication,” she says.

“What medication?” you ask. 

“Acetaminophen.”

“Really, you’re calling me because he won’t take  
‘Tylenol’? On a holiday, seriously?” 

“Well, his fever is rising and I have to give him some-
thing; if I don’t control his fever this could get dangerous.” 

“Well, why is he refusing?” 

“I don’t know – maybe he’s suicidal. Maybe he’s just 
being difficult.” 

“Well, which do you think it is?”

Irate, she says, “like you said, it’s a holiday and I’m  
the only doctor for this whole service. It’s really busy  
and I don’t have time for this. I don’t know why he’s being 
so difficult – that’s your job to figure out,” and abruptly 
hangs up. 

You prepare to tell your children that the parade is off. 

THE PROBLEM PATIENT

A PubMed search of the term “problem patient” yields more 
than 100 articles. Although the term dates back to the 1950s, 
the definitive treatment of the subject was a now-classic 
1978 article by James E. Groves,1 in which he used a particu-
larly dramatic synonym: the “hateful” patient.

What is a Problem Patient?
Finding a useful definition is elusive. Descriptions in the  
literature often say less about patients and more about how 
we react to them.2 These patients leave us feeling frustrated,  
angry and helpless. We then feel ashamed at our unprofes-
sional attitude. We may even worry about our ability to  
provide appropriate care in light of these feelings. 

How Should we Approach Such Patients?
First, we must understand them. We need an algorithm, lest 
we use “problem patient” as if it were an explanation in  
itself. This article will attempt to organize the different pos-
sible etiologies that might account for a patient’s seeming 
attempt to disrupt the normal treatment alliance. 

We begin with the most basic of decision points: 

Is the Patient’s Behavior Deliberate?
Much of our frustration stems from our conviction that a  
patient’s problematic behaviors are “on purpose.” Often, 
this is not the case.* Many disorders can affect a patient’s be-
havior and the ability to cooperate with care. How does one 
decide? A focused medical interview can inform our hypoth-
eses regarding what might underlie a patient’s problematic 
behavior. One must be careful – provocative metaquestions 
(“why are you being so difficult?”) are rarely helpful, but 
an empathic inquiry into a patient’s behavior can help one  
assess the level of awareness and control over this behavior. 

NON-DELIBERATE BEHAVIORS

Delirium†

Delirious patients may actively resist treatment, sometimes 

† This and the next few diagnoses are discussed in more detail elsewhere in 
this issue; here the discussion is restricted to a consideration of their role in 
causing problematic behaviors.

*It is understood that a discussion of “deliberate behavior” introduces dilem-
mas regarding concepts of consciousness and free will. These will be deferred 
to philosophers and this author will not attempt to rise above a lay under-
standing of these concepts. 
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violently; such “agitated patients” are relatively easy to iden-
tify. Less dramatic, but more common, are the hypoactive 
delirious patients who do not resist treatment but cannot 
consistently participate.3 They may not take their medica-
tions or may not cooperate with physical rehabilitation. In 
such cases, the critical issue is to recognize the delirium and 
treat the underlying cause. When the cause is unknown or 
not easily treated, medications (usually antipsychotics) may 
help address problematic behaviors, but given their side ef-
fects and questionable efficacy, such medications are usually 
reserved for the most dangerous behaviors. Otherwise, the 
main treatments are behavioral, emphasizing frequent re-
assurance and reorientation. Questions of competency may 
arise, but given that delirium is usually a transient condi-
tion, decisions around treatments and disposition should be 
deferred if possible until the patient is more coherent. 

Dementia
The uncooperative demented patient has a more permanent 
condition that is likely to deteriorate. In the unfamiliarity of 
the hospital setting, they may become more confused, if not 
frankly delirious, and the focus should be on returning the 
patient to their usual baseline. Family members may help 
determine what that baseline is. Once there, the “problem” 
in their problematic behavior usually lies in their inability 
to understand their situation. The priority should be to iden-
tify a substitute decision-maker, such as a guardian who can 
act on the patient’s behalf. 

Major psychiatric disorders
In addition to cognitive disorders, major psychiatric dis- 
orders can impair one’s ability to cooperate with treatment. 
Psychotic patients may not trust their clinicians, depressed 
patients’ negatively distorted world view may cloud their 
judgment and depressed or anxious patients may lack con-
centration or seek to avoid stressful decisions altogether. In 
each case, the focus of treatment should be the psychiatric 
disorder itself, with the problematic behaviors conceptualized  
as secondary to the psychiatric illness. 

Somatic Symptom Disorders
Although DSM-54 has revised the classification of the  
“Somatoform Disorders,”5 the central concepts remain the 
same: there are patients who appear to experience patholog-
ical symptoms for which there is no clear medication ex-
planation. In addition, some patients are so worried about 
having an illness that they cannot function properly. Both 
types of patients can drain the medical system as well as the 
patience of their clinicians.

The classic approach to the somatizing patient is to sched-
ule frequent and regular medical visits. This seems simple, 
but it is contrary to the “problem-driven” focus of modern 
medicine. To schedule visits regardless of the current sta-
tus of the patient seems counterintuitive; however, this 
preventive approach is grounded in behavior theory with its 

attempt to decrease the association between symptoms and 
medical attention (for a fuller discussion of the approach to 
somatic symptom disorders, see Oyama et al6).

DELIBERATE BEHAVIORS

Factitious disorder and malingering
At times, we suspect patients are lying to us. Usually they 
are not, but rarely patients do deliberately fabricate their 
medical history or symptoms. Lying is not a medical or psy-
chiatric disorder, it is a common human behavior – the issue 
here is the motivation for the behavior. 

A patient with factitious (or Munchausen) disorder fabri-
cates symptoms: the reasons for this are not clear but pre-
sumably derive from a desire to be treated as a patient. Most 
of us are familiar with the care and attention that come with 
being a patient; few of us, however, are willing to lie or fake 
symptoms to obtain this. Our understanding of those who 
do is poor; however, it is assumed that most have underlying 
severe psychiatric disorders. 

Malingering is simpler, in that patients lie for some  
rational (that is, easily understandable and identifiable sec-
ondary) goal: money, relief from responsibility, shelter or 
protection for example. It is not a disorder, it is “bad” – but 
usually understandable – behavior. It need not occur as part 
of another psychiatric disorder, and although we associate 
malingering with sociopathy, this is not always the case: we 
can all empathize with a homeless patient who presents to an 
emergency department with vague symptoms in a desperate  
attempt to get out from the cold.

At times, the “practical” goals associated with ma-
lingering can overlap with a desire to assume the patient 
role, and differentiating malingering from factitious disor-
der can be challenging, particularly as it seems to require 
us to look into the hearts and minds of our patients to 
discern their motivations. It may be helpful to remember 
that patients with factitious disorder are often very psycho-
logically ill people who may have a number of comorbid psy-
chiatric disorders (particularly personality disorders) requiring  
careful assessment and an offer of treatment, whereas as 
noted above, malingering can be independent of any other  
psychiatric disorder.

Many clinicians find untruthful patients to be particularly 
trying; however there is no benefit from taking an unpro-
fessional stance. It is usually best to avoid direct confron-
tation, which is likely to be met with anger, denial and an 
abrupt discharge against medical advice. Patients should be 
approached forthrightly and empathically in an attempt to 
clarify the diagnosis and engage the patient in a treatment 
that includes education about the disorder and its potential 
consequences (C Harrington, personal communication). It 
may be useful to consider what the patient seeks to gain 
from their behavior and it may be helpful to address this 
goal, particularly if the behavior is not part of a larger per-
sonality issue. A patient seeking shelter, for example, may 
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not be aware of the options available and providing practical 
assistance is not only kind, but likely to decrease their reli-
ance on the medical system for survival. Most important, 
is to do no harm, by, for example, performing unnecessary 
diagnostic procedures or starting unnecessary medications. 

Personality Disorders
Personality disorders include, by definition, difficulties with 
normal relationships. It should be no surprise, then, that 
these patients interact poorly with the medical system. In-
stead of DSM-5’s rigid categories, it may be more helpful to 
use Grove’s original approach1 by recognizing certain broad 
personality types that have particular difficulties with the 
medical system: 

The Dependent Clinger: These patients require an unrea-
sonable degree of explanation and attention that challenges 
a clinician’s professionalism, as well as one’s time-manage-
ment skills. The usual inclination to appease a patient fails 
in light of their bottomless pit of need, resulting in mutual 
frustration and anger. 

The Entitled Demander: These patients seek attention 
through intimidation and devaluation. They may demand 
tests, refuse payment, or threaten legal proceedings. Clini-
cian reactions can range from helplessness to defensiveness 
to outright malevolence. 

The Manipulative Help-Rejecter: Although professing to 
want medical help, these patients are more interested in the 
relationship with their clinicians. Improvement risks los-
ing that relationship, thus they remain ill. They may justify 
their noncompliance by devaluing their clinicians, leaving 
them to feel guilty or inadequate. 

The Self-Destructive Denier: Unlike Help-Rejecters, 
who desire a clinical relationship, the self-destructive pa-
tient seems motivated only by a desire for self-harm. These  
patients can challenge the essence of our professional ethic – 
our desire to help the sick – and our resulting frustration can 
lead to anger and a wish to abandon these patients. 

Such categories derive more from clinical wisdom than 
empirical investigations, and only roughly correlate with 
the (recently abandoned) DSM symptom clusters. For ex-
ample, some Entitled Demanders might belong in the prior 
DSM’s “dramatic cluster” whereas the more dependent ones 
would belong in the “anxious” cluster; however, obtaining 
an official diagnosis is probably less important than recog-
nizing the patterns of behavior, in order to guide therapeutic 
responses to these patients.7 

There is no simple method to successfully treat each of 
these patients, but the key is to first recognize and then un-
derstand them.8 The unaware clinician risks either adopting 
the patient’s point of view or feeling personally attacked. 
Once recognized, the clinician can step back and realize 
that the behaviors are part of a larger interpersonal prob-
lem affecting all areas of a patient’s life.9 It may also help 
to realize that some of the unpleasant feelings experienced 
by the clinician provide insights into the degree of inade-

quacy and self-hatred that the patient experiences every day.  
Understanding this can, hopefully, encourage empathy (or, at 
least, sympathy) and professional distance. Once achieved, 
the clinician can decide on an appropriate treatment plan, as 
well as appropriate boundaries and limits to the professional 
interaction. 

CODA: WHEN THE PATIENT ISN’T THE PROBLEM 

‘A Typical Problem Patient (Part 2)’
Walking into the patient’s room, you see him comfortably 
lying in his hospital bed, watching the very basketball 
game you were listening to as you drove to the hospital.  
A few questions about the game convince you that he is 
cognitively intact and his animated and intelligent discus-
sion of the game start to make depression or some other 
psychiatric disorder seem unlikely. Getting down to busi-
ness, you tell him, “the reason I’m here is that your doctors  
are concerned that you won’t take your medications.” 

“That again?” he says with exasperation. 

“Well,” you explain, “apparently they think you really 
need the acetaminophen – why are you refusing it?” 

“Because I have cirrhosis,” he answers. “I’ve had it for 
years, and the doctor who diagnosed it told me I should 
never use Tylenol again.” 

You admit that the explanation makes perfect sense. 

Later, you find the consultee, who admits that she forgot 
about the patient’s liver disease, but is unapologetic, say-
ing that she had a long night on call, and that the patient’s 
inappropriate flirtatiousness combined with a questioning 
of her expertise during her initial evaluation caused her to 
cut the interview short. 

Sometimes, the “problem” lies with us. One large gener-
al medical survey found that physicians who reported high 
frustration with patients were less experienced, worked lon-
ger hours and had more symptoms of depression, stress and 
anxiety than other doctors.10 Fatigue, stress and burnout can 
affect our ability to maintain a professional demeanor. 

Even at our best, there will always be patients who “push 
our buttons.” 

Before branding a patient as a problem, we should examine 
ourselves, our reaction to the patient and consider why we 
are having that reaction. It is helpful to avoid assigning fault, 
and instead seeing a problematic relationship as a mutual 
“failure to communicate.” Reestablishing rapport should be 
the overriding issue. Then, the clinician must work to cre-
ate a trusting, empathic and professional relationship. Even 
when a patient does fit into one of the categories of “prob-
lem patient” listed here, this approach will be more fruitful 
than explaining (or dismissing) a patient with a label. 

R H O D E  I S L A N D  M E D I C A L  J O U R N A L   31W W W. R I M E D . O R G  |  R I M J  A R C H I V E S  |  J U N E  W E B P A G E J U N E  2 0 1 4 

http://www.rimed.org
http://www.rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2014-06.asp


IDENTIFYING AND MANAGING PSYCHIATRIC EMERGENCIES

References
1. Groves JE. Taking care of the hateful patient. The New England 

Journal of Medicine. 1978;298(16):883-887.
2. Gillette RD. ‘Problem patients’: a fresh look at an old vexation. 

Family Practice Management. 2000;7(7):57-62.
3. Kalabalik J, Brunetti L, El-Srougy R. Intensive Care Unit Delir-

ium: A Review of the Literature. Journal of Pharmacy Practice. 
2013.

4. American Psychiatric Association., American Psychiatric Asso-
ciation. DSM-5 Task Force. Diagnostic and statistical manual 
of mental disorders: DSM-5. 5th ed. Washington, D.C.: Ameri-
can Psychiatric Association; 2013.

5. Wollburg E, Voigt K, Braukhaus C, Herzog A, Lowe B. Construct 
validity and descriptive validity of somatoform disorders in 
light of proposed changes for the DSM-5. Journal of Psychoso-
matic Research. 2013;74(1):18-24.

6. Oyama O, Paltoo C, Greengold J. Somatoform disorders. Ameri-
can Family Physician. 2007;76(9):1333-1338.

7. Miller MC. Personality disorders. The Medical Clinics of North 
America. 2001;85(3):819-837.

8. Nash SS, Kent LK, Muskin PR. Psychodynamics in medically 
ill patients. Harvard Review of Psychiatry. 2009;17(6):389-397.

9. Strous RD, Ulman AM, Kotler M. The hateful patient revisited: 
Relevance for 21st century medicine. European Journal of Inter-
nal Medicine. 2006;17(6):387-393.

10. Krebs EE, Garrett JM, Konrad TR. The difficult doctor? Char-
acteristics of physicians who report frustration with patients: 
an analysis of survey data. BMC Health Services Research. 
2006;6:128.

Author
Robert Boland, MD, is Professor of Psychiatry and Human 

Behavior, Department of Psychiatry and Human Behavior at 
the Alpert Medical School of Brown University.

Correspondence
Robert Boland, MD
Professor of Psychiatry and Human Behavior
Residency Training Office 
Butler Hospital
345 Blackstone Blvd Providence, RI 02906 
401-455-6417
Fax 401-455-6497
robert_boland_1@brown.edu 

R H O D E  I S L A N D  M E D I C A L  J O U R N A L   32W W W. R I M E D . O R G  |  R I M J  A R C H I V E S  |  J U N E  W E B P A G E J U N E  2 0 1 4 

mailto:robert_boland_1%40brown.edu%20?subject=
http://www.rimed.org
http://www.rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2014-06.asp

	COVER
	CONTENTS 1 - Psychiatric Emergencies
	CONTENTS 2 - Commentary, Columns
	CONTENTS 3 – News/People
	CONTENTS 4 - Contributions
	COMMENTARY: Friedman
	COMMENTARY: Aronson
	PSYCH: Identifying and Managing Psychiatric Emergencies
	PSYCH: Delirium: Presentation, Epidemiology, and Diagnostic Evaluation (Part 1)
	PSYCH: Delirium: Treatment and Prevention (Part 2)
	PSYCH: The ‘Problem Patient’: Modest Advice for Frustrated Clinicians
	PSYCH: Serotonin Syndrome: A Concise Review of a Toxic State
	PSYCH: Practical Management of Alzheimer’s Dementia
	PSYCH: Emerging Drugs of Abuse: Clinical and Legal Considerations
	CONTRIBUTION: Outpatient, Awake, Ultra-Minimally Invasive Endoscopic Treatment  of Lumbar Disc Her
	CONTRIBUTION: Promoting Medical Student Research Productivity:  The Student Perspective
	CASE: Gastrointestinal CMV in an Elderly, Immunocompetent Patient
	CASE: An Unusual Case of Pulmonary Embolism  in a Young Healthy Female Competitive Rower
	HEALTH: Rhode Island Clostridium difficile Infection Trends  and Laboratory ID Events Ranking
	HEALTH: Using the Rhode Island Prescription Drug Monitoring Program (PMP)
	HEALTH: Enhanced Surveillance for Opioid Overdose in Rhode Island
	HEALTH: Vital Statistics
	RIMS NEWS
	NEWS: JWU Opens State’s First  Physician Assistant Program
	NEWS: New System Vaults Lifespan’s Core Laboratory into Future
	NEWS: Brown Honors Dr. Aronson, Founding Medical School Dean,  with $3M Endowed Fund
	NEWS: Brown University Oncology Research Group Celebrates 20th Anniversary 
	NEWS: Board of Ed OKs RIC/URI Shared Nursing Education Center at South Street Landing
	NEWS: Health Dept. Issues Conditional CVS Application to Operate MinuteClinics 
	NEWS: New Law Expands Access to  Prescription Monitoring Program
	NEWS: State Troopers now Equipped with Narcan
	NEWS: Health Department Reports Number of Babies Born Dependent on Drugs Doubles
	NEWS: Kent and Memorial Hospitals Using Germ-Zapping Robots to Fight Infection 
	NEWS: Bradley/Hasbro Center Launches Asthma Study for Latino Students
	NEWS: Memorial Family Medicine Staff  Plant Seeds of Healthy Eating
	NEWS: Bradley/Hasbro Study: CBT Benefit Youngsters with OCD 
	NEWS: RIH Study: Medicare Patients with Dementia Increases Readmission Rates
	NEWS: CharterCARE and Prospect joint venture receives state approval 
	NEWS: Women & Infants Opens Expanded Infusion Center, Integrative Care Suite 
	NEWS: Rhode Island Hospital Acquires New Gamma Knife 
	SPOTLIGHT: Pitch Perfect: Piyush Gupta, MD,  Wins at Google Glass Challenge 
	PEOPLE: Recognition, Appointments
	LEXICON: The Esoteric Prefixes of Medicine (Part II)
	HERITAGE: 100 Years Ago:  Dr. Blumer Calls for Experts to Assess Mental Health of ‘Insane Aliens’
	RIMJ AROUND THE WORLD: Belgium, Portugal, Israel, France

