
Taking care of the 
hateful patient

and whatever else comes 
up…

2/23/23: 
M. Huddleston, MD AAHIVS:  no financial disclosures



Continuing Education Credits

In support of improving patient care, Community Health Center, 
Inc./Weitzman Institute is jointly accredited by the 
Accreditation Council for Continuing Medical Education 
(ACCME), the Accreditation Council for Pharmacy Education 
(ACPE), and the American Nurses Credentialing Center (ANCC), 
to provide continuing education for the healthcare team.

This series is intended for post-graduate residents engaging in a 
year-long Residency program. 

Please complete the survey on New Innovations to satisfy your 
continuing education credit.

A comprehensive certificate will be sent out after the end of the 
series, June, 2022. 



Disclosures
• With respect to the following presentation, there has 

been no relevant (direct or indirect) financial relationship 
between the faculty listed above or other activity planners 
(or spouse/partner) and any for-profit company in the 
past 12 months which would be considered a conflict of 
interest.

• The views expressed in this presentation are those of the 
faculty and may not reflect official policy of Community 
Health Center, Inc. and its Weitzman Institute.

• We are obligated to disclose any products which are off-
label, unlabeled, experimental, and/or under investigation 
(not FDA approved) and any limitations on the 
information that are presented, such as data that are 
preliminary or that represent ongoing research, interim 
analyses, and/or unsupported opinion. 



• Better explore difficult interactions
– Patient factors

– Clinician factors

– Structural factors

• Come up with approaches to ease the suffering

Learning objectives:
By the end of this didactic, the NP Resident will be able to…



The difficult patient; the heart-sink patient…





An aside on the art: Lucian Freud

1922-2011
Grandson of Sigmund Freud

Considered the preeminent 
British artist of his generation. 

Most definitely would have 
qualified as a difficult patient…



Definitions:

Difficult patient: What does 
that mean?

Hateful?

Heart-sink?

15-30% of patients in 
primary care…



Case:

Groups of 2-3.

Each discuss a case.

Then discuss w/ whole 
group. 

What are the common 
characteristics?



Patient characteristics:

• Mental health disorders

• Multiple symptoms / somatic

• Chronic pain

• Unmet expectations

• Angry, defensive, aggressive

• Manipulative and threatening

• Noncompliant

• Self-destructive



Clinician characteristics

• Younger age

• Female

• Greater stress

• Heavier workload / sleep deprivation

• Perfectionist tendencies

• A desire to be liked

• Less experience (even 12 years v. 9 years)

“Rethinking the Difficult Patient Encounter,” 
http://www.aafp.org/fpm/2012/0700/p17.html

http://www.aafp.org/fpm/2012/0700/p17.html


Other clinician characteristics:

• Greater need for diagnostic certainty

• Rushed interrupted visits

• Emotional burnout

• Negative bias toward specific conditions

• Personal health issues

• Limited knowledge of patient’s health condition

• Technology as distraction
– Listen w/ your eyes



FAMILY PRACTICE MANAGEMENT | www.aafp.org/fpm | June 2007



Imagine this 
is a difficult 
patient: 
what can 
we do to 
ease the 
interaction? 
to make the 
visit more 
productive 
for both 
ourselves 
and the 
patient?



"Where did all the sages get the 
idea that a man's desires must be 
normal and virtuous? Why did 
they imagine that he must 
inevitably will what is reasonable 
and profitable?"

-- Fyodor Dostoyevsky

Caveats:



“Problem Patients: A Fresh Look at an Old Vexation,” 
Family Practice Management, 2000 Jul-Aug;7(7):57-62

1. Allow patients to vent (within reason).

2. Strengthen your communications skills.

3. Become a more effective history taker.

4. Try not to judge.
“Understand the difference between 

having high personal standards and trying to 
impose those standards on patients.”



5. Remain calm and confident.

6. Understand your own strengths / vulnerabilities.

7. Be patient. (change is slow, if at all…)

8. Be proactive. (in the face of uncertainty)

9. Avoid becoming an enabler.

10. Respect your patients. 



Pope Leo XIII : " Liberty, the highest of natural 
endowments, being the portion only of intellectual or 
rational natures, confers on man this dignity–that he is 
'in the hands of his counsel' and has power over his 
actions.  But the manner in which such dignity is 
exercised is of the greatest moment, inasmuch as on the 
use that is made of liberty the highest good and the 
greatest evil alike depend. Man, indeed, is free to obey 
his reason, to seek moral good, and to strive 
unswervingly after his last end.  Yet he is free also to 
turn aside to all other things; and, in pursuing the empty 
semblance of good, to disturb rightful order and to fall 
headlong into the destruction which he has voluntarily 
chosen."



How do we ease suffering?

• Suffering of the patient, and our own angst…

1. Recognize fallacies.

2. Accept personal factors that contribute.

3. How do we find compassion?

4. Recognize strong negative emotions as useful.



Linear fallacy

Problem History Exam            Tests                Treatment               Cure

Problem is, some people 
don’t want to be cured.



“The [therapeutic] narrative makes one 
responsible for one’s psychic well-being, 
yet does so by removing any notion of 
moral culpability. It enables one to 
mobilize the cultural schemes and values 
of moral individualism and of self-
improvement. Yet by transposing these to 
childhood and deficient families, it 
exonerates the person from the moral 
weight of being at fault for living an 
unsatisfactory life.” 

“the therapeutic narrative emerges from 
the fact that the individual has become 
embedded in a culture saturated with the 
notion of rights…. This mechanism can 
transform suffering into victimhood and 
victimhood into identity.” 



Toolbox: deflection

“a soft answer turneth away wrath.”

“You’ve kept me waiting for 
more than half an hour! My 
time is just as valuable as yours. 
How can you people be so 
rude?!”



Toolbox: deflection

“You seem quite upset. Could 
you help me understand what 
you are going through?”

Attempt to name the patient’s 
emotional state.

Confrontational response…



Toolbox: deflection

“Have these problems made 
it more difficult for you to 
manage your everyday 
activities or get along with 
other people?”





Toolbox: improve partnership

“How do you feel about the 
care you are receiving from 
me? It seems to me that we 
sometimes don’t work 
together very well.”



Toolbox: revise expectations

“What’s your understanding 
of what I am recommending, 
and how does that fit with 
your ideas about how to 
solve your problems?”



Toolbox: revise expectations

“I wish I could solve this 
problem for you, but the 
power to make the 
important changes is really 
yours.”



“Early signs of the clinger are the 
patient’s genuine gratitude, but 
to an extreme degree, and the 
doctor’s feelings of power and 
specialness to the patient, an 
emotion not unlike puppy love.” 

- “The Hateful Patient”



“The most helpful therapeutic strategy 
with the entitled demander is to support 
the entitlement but to re-channel it in the 
direction of the indicated regimen.”

- “The Hateful Patient”



“These behaviors elicit first in the 
physician anxiety that a treatable illness 
has been overlooked, next irritation with 
the patient and, finally, depression and 
self-doubt in the doctor.”

- “The Hateful Patient”



“The starting point for the care of such a 
patient is to recognize without shame or 
self-blame that they provoke in the their 
caregivers the fervent wish that they 
would die and ‘get it over with.’”

- “The Hateful Patient”





Whitman:

“I swear the earth shall surely be 
complete to him or her who shall be 
complete,

The earth remains jagged and broken 
only to him or her who remains jagged 
and broken.”

Which is fine, but we shouldn’t discount the 
power of negative thoughts, nor assume that 
the fault is always only within ourselves…



Risk Categories:



“Racism may indeed carry out the doom 
of the western world and, for that matter, 
of the whole of human civilization.  
When Russians have becomes Slavs, 
when Frenchman have assumed the role 
of commanders of a force noir, when 
Englishmen have turned into "white 
men," as already for a disastrous spell all 
Germans were Aryans, then this change 
will itself signify the end of Western 
man.  For no matter what learned 
scientists may say, race is, politically 
speaking, not the beginning of humanity 
but its end, not the origin of peoples but 
their decay, not the natural birth of man 
but his unnatural death.”

-- H. Arendt





How can
you tell
at the start
what you 
can give away
and what
you must hold
to your heart.
What is
the well
and what is
a cup. Some
people get 
drunk up.

--Kay Ryan

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwja4ISLo6TSAhWDz4MKHc6qAYUQjRwIBw&url=https://www.loc.gov/rr/program/bib/ryan/&psig=AFQjCNGtw9JCCqd_NTSBfxJu-MVyo9iKdQ&ust=1487872447794988


Specific “difficult” scenarios…

• The splitter and the rub of confidentiality.

• Pain meds.

• Hard news.

• The many forms of resistance…

– Denigration

– Denial

– Complaints







How to say no…

• Recognize that “no” hurts…

• Bait and switch

• Accept responsibility 

– (won’t v. can’t)

• Repeat, repeat, repeat

• Show faith



Ease the suffering: before the visit

• Ask yourself, “Why do I consider this patient 
difficult?”

• What biases and assumptions do I have?

• What is my agenda?

• Take three deep breaths

– Relieve tension

– Be present



Ease the suffering: during the visit

• Be aware of body language.

• Figure out the patient’s agenda.

• What social history can I gather to help 
explore potentially unhelpful assumptions?





“Sticking the Landing: How to Create a Clean 
End to a Medical Visit,” 
Fam Pract Manag. 2004 Jul-aug; 11(7):51-53



Start with an Agenda:

• Exhaust the agenda:

– Why are you here?

– And what else?

– And what else?



Use verbal cues:

• “Let me do this and 
then we’ll do that…”

• Foreshadowing.

• Give notice of the visit’s 
end…



Address the pt’s emotions up front:

• BATHE technique

– Background

– Affect

– Troubles

– Handling

– Empathy



Address the pt’s emotions up front:

• BATHE technique

– What’s going on in your life?

– How do you feel about that?

– What troubles you most 
about it?

– How are you handling this?

– That must be difficult for you.



Address your own emotions:

• Guilt.

• Inadequacy.

• Cognitive distortions.



Have a seat:

• Time perception.

• Body language.

• “I paint people not because 
of what they are like, not 
exactly in spite of what they 
are like, but how they happen 
to be.” - Lucian Freud



Be prepared for “oh by the way”:

• “I know this can be 
uncomfortable to discuss, and 
I am glad you brought it to my 
attention. In order to deal 
with it adequately, I am going 
to need more time to talk to 
you. I’d like to schedule an 
appointment so that we can 
give it the attention it 
deserves. How does that 
sound?”



Be more specific: the ending

• “Is there anything else you 
want to talk about?”

• “Is there something else 
you want to talk about?

• “Do you have any questions 
about what we discussed 
today?”



a. Geographic tongue (benign migratory glossitis)
b. Fissured tongue (scrotal tongue, lingua plicata)









The difficult patient; the heart-sink patient…



So let’s move on from 1978…

• Goals

– Talk about motivational interviewing

– Resistance

– Ambivalence

– Stages of change

– Confrontational interviewing

– (and we’ll move quickly because…)







Extreme reframing and reflection:

• 54 year old smoker who doesn’t want to quit. He has 
COPD, DM, and a history of a heart attack. “It’s the 
only thing I enjoy…”

• How do you approach this?

• (and who is this painter?)



Caveats:

“Motivational interviewing is a method of 
communication rather than a set of techniques. 
It is not a bag of tricks for getting people to do 
what they don't want to do. It is not something 
that one does to people; rather, it is 
fundamentally a way of being with and for 
people."



“Humiliation, shame, guilt and angst are not the 
primary engines of change."

Caveats:



"reflection is not a passive process."

• simple reflection

• amplified reflection

• double-sided reflection

Caveats:



To recap:

• Goals

– Motivational Interviewing is an approach.

– Resistance can be difficult

• Contributes to difficult encounters

– Ambivalence is universal

– Stages of change: a construct

– Confrontation

• As the opposite of MI…



A few last thoughts on thriving in 
medicine:

Because difficult encounters 
reflect difficulties in our 
engagement with the world…

Is that a true statement?

How cultivate compassion?

How do we care for ourselves?



• "Every sufferer, in fact, searches instinctively for a cause of his 

suffering; to put it more exactly, a doer, –to put it still more 

precisely, a sentient responsible doer, –in brief, something 

living, on which, either actually or in effigie, he can on any 

pretext vent his emotions.  For the venting of emotions is the 

sufferer’s greatest attempt at alleviation, that is to say, 

stupefaction, his mechanically desired narcotic against pain of 

any kind.”  -- Nietzsche 



Proust and rough empathy…
“Later on, when, in the course of my life, I 
have had occasion to meet with, in 
convents for instance, literally saintly 
examples of practical charity, they have 
generally had the brisk, decided, 
undisturbed, and slightly brutal air of a 
busy surgeon, the face in which one can 
discern no commiseration, no tenderness 
at the sight of suffering humanity, and no 
fear of hurting it, the face devoid of 
gentleness or sympathy, the sublime face 
of true goodness.” – Swann’s Way



Compassion: 

Image of pt. as child…

Centering…

Meditate on your mother’s bones…
all that is built crumbles

all that is gathered in disperses
everyone we meet will disappear
everyone born will die

Experience…
Art, music, nature: self care: being present

.
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