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Difficult patient, or something 
else? A review of personality 
disorders
Specific behaviors or expressed thoughts may signal a 
need for screening. Take into account an individual’s 
strengths and limitations when designing a Tx approach.
 

THE CASES 
Winston S* is a 23-year-old man referred by a psychiatrist colleague for primary care. 
He works delivering papers in the early morning hours and spends his day alone in his 
apartment mainly eating frozen pizza. He has worked solitary jobs his entire life and says 
he prefers it that way. His answers to questions lack emotion. He doesn’t seem to have 
any friends or regular contact with family. He follows the medical advice he receives but 
can’t seem to get out of the house to exercise or socialize. His psychiatrist was treating 
him with a selective serotonin reuptake inhibitor for depression when he was referred.

Denise L* is a 37-year-old woman who transferred to your practice because she says the 
previous practice’s office manager was disrespectful and the doctor did not listen to 
her. She has been “very appreciative” of you and your “well-run office.” You have ad-
dressed her fibromyalgia and she has shared several personal details about her life. In the 
following weeks, you receive several phone calls and messages from her. At a follow-up 
visit, she asks questions about your family and seems agitated when you hesitate to an-
swer. She questions whether you remember details of her history. She pushes, “Did you 
remember that, doctor?” She also mentions that your front desk staff seems rude to her. 

Ruth B* is an 82-year-old woman whose blood pressure measured in your office is  
176/94 mm Hg. When you recommend starting a medication and getting blood tests, 
she responds with a litany of fearful questions. She seems immobilized by worries about 
treatment and equally so about the risks of nontreatment. You can’t seem to get past the 
anxiety to decide on a satisfactory plan. She has to write everything down on a notepad 
and worries if she does not get every detail.

● HOW WOULD YOU PROCEED WITH THESE PATIENTS? 
* This patient’s name has been changed to protect his identity. The other 2 patients are an amalgam of pa-
tients for whom the authors have provided care.
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histrionic, or narcissistic disorders. Patients 
with borderline personality disorder (BPD), 
for example, demonstrate a longstanding pat-
tern of instability in affect, self-image, and re-
lationships.4  Patients with BPD often display 
extreme interpersonal hypersensitivity and 
make frantic efforts to avoid real or imagined 
abandonment. Identity disturbance, feelings 
of emptiness, and efforts to avoid abandon-
ment have all been associated with increased 
suicide risk.7 

In a primary care setting, such a patient 
may display extremely strong reactions to mi-
nor disappointments.  When the physician is 
unavailable for a last-minute appointment or 
to authorize an unscheduled medication re-
fill or to receive an after-hours phone call, the 
patient may become irate. The physician, who 
previously was idealized by the patient as “the 
only person who understands me,” is now de-
valued as “the worst doctor I’ve ever had.”8

Cluster C disorders
With these individuals, anxious or fearful 
thinking and behavior predominate. Avoidant, 
dependent, and obsessive-compulsive disor-
ders are included in this cluster. 

Dependent personality disorder (DPD) 
is characterized by a pervasive and extreme 
need to be taken care of.  Submissive and 
clingy behavior and fear of separation are ex-
cessive. This patient may have difficulty mak-
ing everyday decisions, being assertive, or 
expressing disagreement with others.4 

Obsessive-compulsive personality dis-
order falls in this cluster and is typified by a 
pervasive preoccupation with orderliness, 
perfectionism, and control, at the price of 
flexibility and efficiency.  This individual may 
be reluctant to get rid of sentimental objects, 
have rigid moral beliefs, and have significant 
difficulty working with others who do not fol-
low their rules.4

THESE CLUES MAY SUGGEST 
A PERSONALITY DISORDER 
If you find that encounters with a particu-
lar patient are growing increasingly difficult, 
consider whether the following behaviors, at-
titudes, and patterns of thinking are coming 
into play. If they are, you may want to consider 

According to a survey of practicing 
primary care physicians, as many as  
15% of patient encounters can be dif-

ficult.1 Demanding, intrusive, or angry patients 
who reject health care interventions are often-
cited sources of these difficulties.2,3 While it is 
true that patient, physician, and environmental 
factors may contribute to challenging interac-
tions, some patients who are “difficult” may ac-
tually have a personality disorder that requires 
a distinctive approach to care. Recognizing 
these patients can help empower physicians to 
provide compassionate and effective care, re-
duce team angst, and minimize burnout.

❚ What qualifies as a personality dis-
order? A personality disorder is an enduring 
pattern of inner experience and behavior that 
deviates markedly from the expectations of 
the individual’s culture, is pervasive and in-
flexible, has an onset in adolescence or early 
adulthood, is unchanging over time, and leads 
to distress or impairment in social or occu-
pational functioning.4  The prevalence of any 
personality disorder seems to have increased 
over the past decade from 9.1%4 to 12.16%.5 The 
Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5) classifies personality disor-
ders in 3 clusters—A, B, and C (TABLE4)—with 
prevalence rates at 7.23%, 5.53%, and 6.7%, re-
spectively.5 The review below will focus on the 
distinct personality disorders exhibited by the 
patients described in the opening cases. 

A CLOSER LOOK AT THE CLUSTERS 
Cluster A disorders
Paranoid, schizoid, and schizotypal disorders 
are part of this cluster. These patients exhibit 
odd or eccentric thinking and behavior. Indi-
viduals with schizoid personality disorder, for 
instance, usually lack relationships and lack 
the desire to acquire and maintain relation-
ships.4 They often organize their lives to remain 
isolated and will choose occupations that re-
quire little social interaction. They sometimes 
view themselves as observers rather than par-
ticipants in their own lives.6 

Cluster B disorders
Dramatic, overly emotional, or unpredictable 
thinking and behavior are characteristic of 
individuals who have antisocial, borderline, 

The International 
Personality 
Disorder 
Examination 
has a 15-minute 
screening tool 
to help identify 
a personality 
disorder, 
regardless of 
cluster.
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First-line 
treatment of 
personality 
disorders is 
psychotherapy; 
medications are 
mainly used 
for symptom 
management.

using a screening tool, which we’ll discuss in 
a moment.

❚ Clues to cluster A disorders
•	 The patient has no peer relation-

ships outside immediate family.
•	 The patient almost always chooses 

solitary activities for work and per-
sonal enjoyment.

❚ Cluster B clues
•	 Hypersensitivity to treatment dis-

agreements or cancelled appoint-
ments are common (and likely ex-
perienced as rejection).

•	 Mood changes occur very quickly, 
even during a single visit.

•	 There is a history of many failed 
relationships with providers and 
others.

•	 The patient will describe an indi-
vidual as both “wonderful” and 
“terrible” (ie, splitting) and may do 
so during the course of one visit.

•	 The patient may also split groups  
(eg, medical staff) by affective ex-
tremes (eg, adoration and hatred).

•	 The patient may hint at suicide or 
acts of self-harm.7 

❚ Cluster C clues
•	 There is an excessive dependency 

on family, friends, or providers.
•	 Significant anxiety is experienced 

when the patient has to make an 
independent decision.

•	 There is a fear of relationship loss 
and resultant vulnerability to ex-
ploitation or abuse.

•	 Pervasive perfectionism makes 
treatment planning or course 
changes difficult.

•	 Anxiety and fear are unrelieved de-
spite support and ample information.

CONSIDER THESE SCREENING 
TOOLS
Several screening tools for personality dis-
orders can be used to follow up on your 
initial clinical impressions. We also highly  
recommend you consider concurrent screen-
ing for substance abuse, as addiction is a com-

mon comorbidity with personality disorders.
❚ A sampling of screening tools. The 

Standardised Assessment of Personality Ab-
breviated Scale (SAPAS)9 is an 8-item measure 
that correlates well with disorders in clusters A 
and C. 

BPD (cluster B) has many brief scale  
options, including the McLean Screening  
Instrument for Borderline Personality  
Disorder (MSI-BPD).10 This 10-item question-
naire demonstrates sensitivity and specificity 
for BPD.

The International Personality Disorder 
Examination (IPDE) includes a 15-minute 
screening tool to help identify patients who 
may have any personality disorder, regardless 
of cluster.11

IMPROVE PATIENT ENCOUNTERS 
WITH THESE Tx PEARLS 
In the family medicine clinic, a collabora-
tive primary care and behavioral health team 
can be extremely helpful in the diagnosis and 
management of patients with personality dis-
orders.12  First-line treatment of these disor-
ders is psychotherapy, whereas medications 
are mainly used for symptom management. 
See Black and colleagues’ work for a thorough 
discussion on psychopharmacology consider-
ations with personality disorders. 13

The following tips can help you to improve 
your interactions with patients who have per-
sonality disorders.

❚ Cluster A approaches 
•	 Recommend treatment that re-

spects the patient’s need for rela-
tive isolation.14 

•	 Don’t be personally offended by 
your patient’s flat or disinterested 
affect or concrete thinking; don’t 

TABLE

Distinct personality disorders  
within related clusters4

Cluster A Cluster B Cluster C

Paranoid

Schizoid

Schizotypal

Antisocial

Borderline

Histrionic

Narcissistic

Avoidant

Dependent

Obsessive-compulsive
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Try to provide 
just 2 treatment 
choices to the 
patient with 
a cluster C 
personality 
disorder. 

let it diminish the emotional sup-
port you provide.6 

•	 Consult with a health psycholo-
gist (who has expertise in physi-
cal health conditions, brief treat-
ments, and the medical system) 
to connect the patient with a long-
term therapist. It is better to focus 
on fundamental changes, rather 
than employing brief behavioral 
techniques, for symptom relief. 
Patients with personality disorders 
tend to have better outcomes with 
long-term psychological care.15 

❚ Cluster B approaches
•	 Set boundaries—eg, specific time 

limits for visits—and keep them.8

•	 Schedule brief, more frequent, ap-
pointments to reduce perceived 
feelings of abandonment.

•	 Coordinate plans with the entire 
clinic team to avoid splitting and 
blaming.16

•	 Avoid providing patients with per-
sonal information, as it may pro-
vide fodder for splitting behavior. 8 

•	 Do not take things personally.  Let 
patients “own” their own distress. 
These patients often take an emo-
tional toll on the provider.16 

•	 Engage the help of a health psy-
chologist to reduce burnout and for 
more long-term continuity of care. A 
health psychologist who specializes 
in dialectical behavioral therapy to 
work on emotion regulation, dis-
tress tolerance, and interpersonal 
effectiveness would be ideal.17

❚ Cluster C approaches
•	 Engage the help of family and other 

trusted individuals in supporting 
treatment plans.18,19

•	 Try to provide just 2 treatment 
choices to the patient and reinforce 
his or her responsibility to help 
make the decision collaboratively. 
This step is important since it is 
difficult to enhance autonomy in 
these patients.20

•	 Engage the help of a cognitive be-

havioral therapist who can work on 
assertiveness and problem-solving 
skills.19

•	 Be empathetic with the patient and 
patiently build a trusting relation-
ship, rather than “arguing” with 
the patient about each specific 
worry.20 

•	 Make only one change at a time. 
Give small assignments to the 
patient, such as monitoring symp-
toms or reading up on their condi-
tion. These can help the patient feel 
more in control.21

•	 Present information in brief, clear 
terms. Avoid “grey areas” to reduce 
anxiety.21

•	 Engage a behavioral health pro-
vider to reduce rigid expecta-
tions and ideally increase feel-
ings of self-esteem; this has been 
shown to predict better treatment  
outcomes.22

CASES
Mr. S displays cluster-A characteristics of 
schizoid personality disorder in addition 
to the depression he is being treated for. 
His physician was not put off by his flat af-
fect and respected his limitations with social 
activities. Use of a stationary bike was rec-
ommended for exercise rather than walks 
outdoors. He also preferred phone calls to 
in-person encounters, so his follow-up visits 
were conducted by phone.

Ms. L exhibits cluster-B characteristics of BPD. 
You begin the tricky dance of setting lim-
its, keeping communication clear, and not 
blaming yourself or others on your team for  
Ms. L’s feelings. You schedule regular vis-
its with explicit time limits and discuss with 
your entire team how to avoid splitting. You 
involve a psychologist, familiar with treating 
BPD, who helps the patient learn positive in-
terpersonal coping skills.

Ms. B displays cluster-C characteristics of de-
pendent and obsessive-compulsive personality 
disorders. At her follow-up visit, you provide 
a great deal of empathy and try not to argue 
her out of each worry that she brings up. You 



243MDEDGE.COM/FAMILYMEDICINE VOL 70, NO 5  |   JUNE 2021  |   THE JOURNAL OF FAMILY PRACTICE

make one change at a time and enlist the help 
of her daughter in giving her pills at home and 
offering reassurance. You collaborate with a 

cognitive behavioral therapist who works on 
exposing her to moderately anxiety-provoking 
situations/decisions. 		              JFP
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