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Objective: To determine the association between “dif-
ficult” patient status and personality disorder.

Design: A survey using the Diagnostic Interview for Per-
sonality Disorders.

Participants: Twenty-one patients nominated by 9 fam-
ily medicine providers who subjectively experienced their
care as difficult and 22 control subjects systematically se-
lected from the same practices.

Main Outcome Measure: The presence of personal-
ity disorder measured by the Diagnostic Interview for Per-
sonality Disorders.

Results: Personality disorders were more prevalent

among the difficult patients: 7 of 21 difficult patients
and 1 of 22 control subjects had at least 1 personality
disorder (P=.02). Five of 7 difficult patients had
dependent personality disorder. None of the providers
realized that the difficult patients had personality
disorders.

Conclusions: Unrecognized personality disorder can
make difficult provider-patient relationships more likely.
Dependent personality disorder may be especially diffi-
cult. Improved physician awareness of personality dis-
orders may lead to more effective understanding and treat-
ment of some difficult patients.
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W HEN physicians ex-
perience negative re-
actions to patients,
they often perceive
the patients as “dif-

ficult.”1-9 Such patients make up 15% to 30%
of primary care practice populations.3,5,10,11

Physiologic or functional health out-
comes may be worse for this group: they
make more frequent medical visits, have
lower Short Form Health Survey scores, re-
ceive more prescriptions, undergo more
laboratory investigations, and receive more
referrals1,10,12 than “nondifficult” control
subjects. Physicians suffer significant stress
from interactions with these patients.13

Negative feelings toward patients may
be “important clinical data about the pa-
tient’s psychology”4,14 or even a “diagnos-
tic tool”15 for recognition of underlying psy-
chopathologic disorders. Groves4 described
4 stereotypical “hateful patients” with names
evocative of specific personality disorders
later described in the Diagnostic and Statis-
tical Manual of Mental Disorders, Third Edi-
tion, Revised ( DSM-III-R)16: dependentcling-
ers, entitled demanders, manipulative help
rejecters, and self-destructive deniers. Later,
Hahn et al5 used a self-report question-
naire (the Personality Disorder Question-
naire–Revised) to demonstrate a greater
prevalence of diagnosable personality dis-
order among their difficult patient sample.
Greater Axis I psychopathologic disorder
also has been demonstrated in the difficult

patients, identified by the Difficult Doctor-
Patient Relationship Questionnaire.5,10 How-
ever, because self-report instruments have
limited specificity for diagnosis of person-
ality disorder,17,18 the initial finding of in-
creased personality disorder among diffi-
cult patients remains to be replicated.

Difficulties in physician-patient rela-
tionships originate in the interplay of unique
styles and personality characteristics of the
physician and the patient and should not
be ascribed solely to psychiatric disorder in
the patient.19,20 However, some difficulties
experienced by physicians within the phy-
sician-patient relationship may result from
unrecognized psychopathologic disorders
inpatients,more specifically,personalitydis-
order. The objective of the present study is
to assess the relative prevalence of person-
ality disorder among patients considered dif-
ficult by their physicians when compared
with nondifficult control subjects.

RESULTS

PATIENTS

Providersnominated39patientsasdifficult:
8by2ofthephysiciansfromtheprivatefam-
ily practice group, 4 by the faculty practice
physician,6by thesolopractice familyphy-
sician, 13 by 2 physicians in the university
student health center, and 8 by the family
nursepractitionersof theMercedresidency
program.Reviewofofficeschedulesyielded
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a list of 62 control subjects: 17 from the private group prac-
tice, 7 from the faculty practice physician, 9 from the phy-
sician in solo private practice, 23 from the student health
center, and 6 from the Merced family nurse practitioners.
We completed interviews with 21 difficult patients and 22
control subjects, for an overall response rate of 43% (54%
of difficult patients and 35% of control subjects).

Among those interviewed, control and difficult
groups did not differ in years of education, current mari-
tal status, social status, gender, or age (Table 1).

TESTS OF THE HYPOTHESIS

Patients nominated as difficult by their regular provider were
more likely than control subjects to have at least 1 person-
ality disorder according to the DIPD (7 of 21 difficult pa-
tients and 1 of 22 control subjects; P=.02, 1-tailed test)
(Table 2). Total symptom score (the sum of the inter-
view) correlated with the total number of reasons for dif-
ficulty cited by the primary care provider (range, 1-6) among
difficult patients (r =0.52; P ,.01, 2-tailed test).

PATIENTS AND METHODS

STUDY POPULATION

The study began in 1991 after approval from the Human
Investigation Committee of Valley Medical Center in Fresno,
Calif, and the California State University, Fresno, Com-
mittee on the Protection of Human Subjects. Primary care
providers from 5 settings participated in the study: 3 fam-
ily physicians in local private group practice; a family
physician in local private solo practice; family nurse practi-
tioners associated with the University of California at Davis/
Merced Family Practice Residency Training Program; fam-
ily physicians at the student health center at California State
University, Fresno; and a faculty family practice physician
associated with the University of California at San Francisco/
Fresno Family Practice Residency. We intended this con-
venience sample of providers to represent a cross section
of practice settings and the patient demographics of the lo-
cal community. We also attempted to recruit patients from
the practices of the family practice residents at the county
hospital in Fresno but abandoned this approach because
of low response rates.

Providers nominated 2 to 6 patients from their prac-
tice whose care they considered particularly difficult. Pa-
tients with Axis I or specific medical diagnoses were not
excluded. Providers then described each patient they nomi-
nated using a list of 6 criteria derived from the medical lit-
erature on difficult patients. Providers cited 1 or more cri-
teria for each patient: (1) feelings of frustration or aversion
in the physician, (2) uncertainty of diagnosis, (3) a larger
number of problems or complaints, (4) apparent lack of
organic basis for complaints, (5) noncompliance with or
nonresponse to standard medical therapy, and (6) inap-
propriate demands or dependence.

Nondifficult control subjects for each provider were
identified by consecutive sampling of every third to sev-
enth patient from the most recent fully scheduled week of
appointments for the provider. (The exact frequency
depended on the number of control subjects needed to
generate a 2:1 ratio of control subjects to difficult patients
from each practice.) Patients younger than 18 years and
non–English-speaking patients were excluded. We con-
tacted potential participants by mail, explaining the
nature of the study and the general psychological content
of the survey instrument and offering a $10 stipend. We
then invited participants by telephone to be interviewed.
All interviews were conducted in person in a private
office.

For each patient, the interviewer recorded gender, edu-
cation, and current and lifetime marital status.

INSTRUMENT

Patients were interviewed using the Diagnostic Interview for
PersonalityDisorders (DIPD),21,22 a semistructured interview
dividedinto11sections.Eachsectionexplicitly inquiresabout
the criteria for an Axis II personality disorder as delineated
in the DSM-III-R 16 (antisocial, avoidant, borderline, compul-
sive, dependent, histrionic, narcissistic, paranoid, passive-
aggressive, schizoid,andschizotypal).Theorganizationof the
DIPD is similar to that of another semistructured interview,
the Structured Clinical Interview for DSM-III-R Personality
Disorders.23 Reliability testingfortheDIPDwasdonewithpsy-
chiatric inpatients without evidence of major psychotic dis-
order or organic brain disorder. Multiple interviewers agreed
on the global presence or absence of personality disorder for
95% of the patients. Kappa values for specific personality dis-
orders ranged from 0.46 to 0.84.21

In general, interrater reliability is easy to achieve with
the DIPD. Before undertaking the present study, the princi-
pal investigator who developed the DIPD trained 1 of us
(D.P.N.) in the use of the instrument. He established inter-
rater reliabilitywith theoriginatorsof the interview,withglo-
balagreementonthepresenceofpersonalitydisorderandkappa
values for specificdisordersconsistentlyexceedingpublished
values.Theauthorwhowas trained(D.P.N.), in turn, trained
additional interviewers for the present study: 3 graduate stu-
dents in clinical psychology, a psychologist with a PhD em-
ployedbytheMercedresidencyprogram,asecond-yearmedi-
cal student, and a patient education specialist. Interrater re-
liability higher than published values was established before
interviewersconductedstudyinterviews.All interviewerswere
unaware of the status (difficult or control) of study patients.

OUTCOMES

We evaluated 2 outcomes: (1) the presence or absence of
personality disorder, defined by meeting the required thresh-
old score of 2 on any of the individual personality disor-
der scales of the DIPD, and (2) the total symptom score,
developed to summarize and simplify the DIPD data by sim-
ply adding the presence of all positive symptoms together
with equal weighting.

ANALYSIS

Association of difficult status with personality disorder was
evaluated with the Fisher exact test. We used Student t tests
for independent samples to evaluate association of person-
alitydisorderwithsocioeconomicanddemographicvariables
and the Pearson correlation coefficient to analyze correlation
of total symptom score with total number of reasons for dif-
ficulty and demographic and socioeconomic variables.
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DEMOGRAPHIC VARIABLES

Gender, education, social status, and current or lifetime
marital status were not associated with presence of per-
sonality disorder or any difference in total symptom score.

TYPES OF PERSONALITY DISORDERS

Of the difficult patients diagnosed as having personality
disorder, 3 had dependent disorder, 2 had paranoid dis-
order, 1 had dependent and obsessive disorders, and 1 met
criteria for 6 distinct personality disorders, including de-
pendent disorder. The 1 control subject with personality
disorder had paranoid personality disorder (Table 2).

COMMENT

Are physicians’ most difficult patients more likely to have
DSM-III-R –based personality disorders? The present study
suggests that the answer is yes. In addition to association
of personality disorder with difficult patients, total person-
ality disorder symptom score (an experimental index sum-
ming all pathologic personality traits measured by the DIPD
with equal weighting) correlated with the number of rea-
sons cited by a clinician for difficulty with a patient.

Interpretation of our findings is hindered by several
limitations.Weencountereda lowresponse rate; only35%
of control subjects were interviewed, which may have led
to significant response bias. Clearly, there are personality
disorders, suchasschizoid,paranoid, antisocial, andavoid-
ant, with features that might lead a patient to avoid unnec-
essary contact with health care providers and to avoid our
interview.Also, includingcriteria fornominationmayhave
biased our sample toward specific personality disorders.

Although 2 screening instruments exist for the iden-
tification of difficult patients, the Difficult Doctor-Patient

Relationship Questionnaire5 and the Patient Description
Questionnaire,12 we chose to acquire our sample by asking
physicians who were unaware of the study hypothesis to
designatetheirmostconspicuousdifficultpatients.Wechose
thisdesignbecauseweweremost interested in thediagnos-
tic sensitivity of negative physician affect, reasoning that
physicians would be most likely to be distressed by those
patients to whom they had the strongest emotional reac-
tions.Moreover, thePatientDescriptionQuestionnairewas
reliability testedonapreselectedpopulationofdifficultpa-
tients nominated by their physicians according to criteria
similar to those used in this study: (1) “presentation with
multiple symptoms across physical systems,” (2) “exces-
sivedemands forcareandattention,”or(3)“sicknessprone
with a low threshold for complaints.” Similarly, many of
theDifficultDoctor-PatientRelationshipQuestionnaireques-
tions were written to identify patients who invoked strong
subjective responses in their physicians. Cutoff thresholds
were chosen such that physicians viewed nearly all prob-
lem patients as “demanding and irritating.” It is possible,
however, thatourlesssystematicselectionbiasedthesample
towardpatientswithpersonalitydisorder.Further research
isneededwithpatients screenedviavariousdifficultpatient
criteria from different primary care practice populations to
verify and extend our finding of more personality disorder
among difficult patients.

We did not control for Axis I or specific short- or
long-term medical diagnoses in this study. When we in-
terviewed the primary care providers on completion of
the study, most difficult patients identified with person-
ality disorder had specific or suspected Axis I diag-
noses. Subsequent research will need to control for con-
current Axis I disorders.

The nature and validity of personality disorders as
defined by DSM-III-R has been a subject of prolonged and
complicated discussion and research.24 Diagnosis has tra-
ditionally been problematic, with poor interrater agree-
ment being common regardless of the method used.23 The
DIPD is one of several semistructured and self-report in-
struments designed for the diagnosis of DSM personal-
ity disorders. Others include the Structured Interview for
DSM-III Personality Disorders,25 the Structured Clinical
Interview for DSM-III-R Personality Disorders,26 and the
Personality Diagnostic Questionnaire.18 The DIPD has not
been validated with primary care, nonpsychiatric pa-
tients or compared with other methods for diagnosis of
personality disorder. It is similar in design to the Struc-
tured Clinical Interview for DSM-III-R Personality Dis-

Table 1. Subject Characteristics

Difficult
Patients

Control
Subjects P

Mean age, y 42.3 35.9 .09
Education, y

,13 7 7
13-16 7 10 .66
.16 7 5

Gender
F 18 17 .70
M 3 5

Race
White 17 15
Hispanic 1 6 .13
Asian 1 2
African American 2 0

Marital status
Never married 9 8
Currently married 5 9
Widowed 0 2 .30
Divorced 4 2
Separated 3 1

Ever married
Yes 12 14 .76
No 9 8

Table 2. Personality Disorder in Patients and Controls

No. (%) With Any
Personality Disorder*

Difficult patients 7/22 (32)†‡
Control subjects 1/22 (5)§

*According to Diagnostic Interview for Personality Disorders criteria.
†P=.02, 1-tailed test.
‡Three of the 7 patients had dependent disorder, 1 had dependent and

obsessive disorders, 2 had paranoid disorder, and 1 had more than 2
personality disorders.

§This control subject had paranoid disorder.
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orders, which also has been compared in published re-
ports17,27-31 with other methods for diagnosis of Axis II
disorders. Unfortunately, diagnostic concordance be-
tween methods generally has been poor, with median
chance corrected agreement approximately 0.25 be-
tween compared methods.23

Althoughthestudywasnotdesignedtoestablishpreva-
lence of any single disorder among the study groups, de-
pendentpersonalitydisorderwaspresentasan isolateddis-
order or as one of multiple personality disorders among 5
of 7 patients identified as difficult by their regular provid-
ers. Dependent personality disorder is characterized by ex-
cessive need to be taken care of, and the trend toward in-
clusion of these patients in this sample is consistent with
some of the anecdotal literature4,32 suggesting that patients
with “clinging” features have always been difficult for pri-
mary care providers. Surprisingly, given the frequency of
reports of aversion to patients with the disorder,33 only 1
individual from the difficult group was diagnosed as hav-
ing borderline disorder (a patient meeting criteria for sev-
eral distinct personality disorders). However, our sample
is small; although the general finding of personality disor-
der among the difficult group did achieve statistical signifi-
cance, the sample is inadequate to address the question of
relative frequency of specific disorders among this group.

Personalitydisorder isnot theonly reason fordifficult
patients in the primary care setting. Physician-patient dif-
ficulties also can be a problem of the relationship.9,19 No
proventreatment isavailable forpersonalitydisordersother
thanreducingmorbidityandmortalitywithappropriatetreat-
mentforconcurrentAxisIandmedicaldiagnoses.24 Patients
with personality disorders have trouble adapting to the tri-
als and misfortunes of life. Without help from their health
careprofessionals,morbidityandmortalityarehighamong
patients with associated medical and psychological condi-
tions.24,33 Realistic prognosis for a difficult patient is more
likely when personality disorders are detected. Other po-
tential benefits of diagnosis include improved understand-
ing of the patient and of the provider’s feelings, more rapid
and informed requests for help, and decreased cost to the
medical systemfromunnecessarymedical intervention.Re-
cent research results also suggest that understanding the
natureofthepatient’sproblemcanalleviatesomeofthe“heart
sink” these patients typically cause in the physician.33,34

Among physicians, difficult patients are appar-
ently a common phenomenon. If unprocessed or not un-
derstood further, the feelings of aversion and discom-
fort that such patients evoke can compromise the
therapeutic interaction. Although personality disorders
may not be responsible for the behavior of most difficult
patients, information such as that reported here could
help the reflective clinician recognize a difficult relation-
ship constructively, moving to potential explanations and
beyond, to interdisciplinary strategies for more effective
management and satisfactory outcomes.
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