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ABSTRACT
In the inpatient medical setting, difficult patient behaviors 
can complicate care delivery. When difficult behaviors are 
present, patients may experience worsened outcomes, and 
medical providers may experience distress. Most recommen-
dations for such behaviors in the literature focus on outpa-
tient care or inpatient psychiatric settings; recommendations 
for inpatient medical settings are limited. While difficult 
behaviors are commonly associated with personality disor-
ders, patients without AQ6personality disorders may also 
exhibit these behaviors when acutely stressed, such as when 
they are experiencing a medical illness. Common difficult 
behaviors include splitting, acting out, avoidance, boundary 
crossing, false compliance, and dependence. Increased rec-
ognition of difficult behaviors, understanding of why these 
behaviors occur, and familiarity with potential management 
techniques may improve patient outcomes and reduce clini-
cian distress. We provide a narrative review of these chal-
lenging behaviors, discuss potential underlying causes, and 
provide management recommendations.
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INTRODUCTION
Difficult patient behaviors can complicate and interrupt 
patient care, resulting in increased morbidity, mortality, and 
costs—both in terms of healthcare costs and in loss of pro-
ductivity.1–4 Additionally, these behaviors tend to elicit coun-
tertransference reactions from medical teams and contribute 
to clinician distress and burnout,5 further complicating care. 
Most studies on the prevalence of difficult behaviors have 
focused on the outpatient setting, with an estimated 15% of 
encounters being complicated by such behaviors.6,7 While 
inpatient studies are limited, a recent study of hospitalized 
patients found that approximately 25% were perceived as 
having difficult behaviors by their physician.8

Despite the significance and prevalence of these behav-
iors, many hospitals lack standardized approaches to mitigat-
ing disruptive behaviors,9 and much of the literature focuses 
on management in outpatient—not inpatient—settings.5,10 
To help physicians familiarize themselves with these behav-
iors, the authors present a narrative review of these chal-
lenging behaviors, starting with a description of each, fol-
lowed by potential patient motivations, common clinician 
responses, and management strategies (Table 1). As this is a 
narrative review and not scoping, not all behaviors or strate-
gies will be discussed; instead, the most common will be 
highlighted and discussed. These include splitting, boundary 
crossing, acting out, malingering and sabotaging discharge, 
avoidance of care (also called “avoidant coping”), false com-
pliance, and dependency.

THE PHYSICIAN’S ROLE AND 
COUNTERTRANSFERENCE

Before discussing the individual difficult behaviors, it is 
important to acknowledge the social and cultural context 
of particular behaviors and the role of countertransference 
in these doctor-patient interactions. Importantly, behaviors 
and clinicians’ perceptions of behaviors are impacted and 
shaped by social and cultural contexts.11 For example, the 
behavior of Black patients may be perceived as “aggressive” 
more commonly than the behavior of White patients because 
of clinician bias.12–14 Cultural contexts must be considered 
before deeming a behavior inappropriate, and bias must be 
recognized and acknowledged. Additionally, understanding 
cultural contexts may help clinicians discuss and manage 
these behaviors with patients and families.

The role of the physician in the “difficult patient” interac-
tion should not be overlooked. One study by Jackson and 
Kroenke demonstrated that the greatest predictor of expe-
riencing a difficult patient encounter was the physician, not 
the patient.6 This is reassuring—if a physician can improve 
their response to challenging situations, they can reduce the 
burden of difficult interactions.

By reflecting on the behaviors that a physician finds par-
ticularly challenging and proactively considering the range 
of possible responses, the physician may feel better prepared 
to respond thoughtfully during a difficult patient interaction. 
To do so, one must understand and reflect on their coun-
tertransference. Countertransference, as classically defined 
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by Sigmund Freud, is a therapist’s emotional response to 
a patient’s transference (or redirected feelings).15,16 Mod-
ernly, countertransference has been thought of as a health-
care provider’s total emotional response to a patient.15,16 For 
the purposes of this review, we will use the latter defini-
tion. Countertransference may include positive, neutral, or 
negative (such as frustration, anger, or distress) emotions 
and commonly involves mixtures of emotions. Importantly, 
countertransference can impact patient outcomes, particu-
larly if the clinician has a strong positive or negative emo-
tional response.16

THE BEHAVIORS

Idealization, Devaluation, and Splitting
Splitting is a defense mechanism in which a person divides 
experiences, objects, and people as either “all good” or “all 
bad,” with no in-between.17 Splitting is an attempt to under-
stand complex situations, especially ones that are confusing 
or threatening. Patients may unconsciously use this defense 
to reduce anxiety and maintain self-esteem.

A common scenario on a medical floor occurs when a 
patient requests special privileges or benefits from team 
members, such as receiving medications early or via a par-
ticular route of administration, picking up snacks from the 
gift shop or food delivery services, or providing therapies 
at certain times of day or under certain circumstances. The 
team members who meet these requests become idealized, 
and those who do not are devalued, which in turn splits the 
team members against each other. Clinicians who meet the 
requests feel that they are providing the best care for the 
patient and turn against those who do not. The clinicians 
who do not meet the request become angered by the per-
ceived permissiveness of those who do. The hospital is fertile 

ground for splitting dynamics due to frequent staff rotations 
and numerous aspects of care that can be negotiated.

To counteract this defense mechanism, one must first 
recognize that it is occurring and the countertransference 
evoked. For instance, the “good provider” may feel spe-
cial and may be inclined to go “above and beyond” for the 
patient. The “bad provider” may feel rejected, hopeless, or 
mad; this may result in the clinician feeling inclined to avoid 
the patient, punish the patient, or even do less than medically 
indicated.17,18 Discussing such emotional responses should 
be done as a team and ideally include all clinicians and staff 
involved in the patient’s care.18

A multidisciplinary team meeting with physicians, nurs-
ing, social work, and other ancillary clinicians is crucial for 
bringing together the care team to identify and educate about 
the splitting that is occurring. The team can determine a con-
sistent approach to addressing patient requests, then clearly 
present the plan to the patient to establish expectations; this 
can minimize further splitting.19 Joint rounds with all spe-
cialists involved with the patient’s care may also be helpful.20

Boundary Crossing
Boundaries in physician-patient relationships separate pro-
fessional behavior from unprofessional behavior and ethical 
behavior from unethical behavior. Therefore, any behavior 
that threatens the professional or ethical standards of the 
physician-patient relationship is a boundary concern. Issues 
are generally split into boundary crossings (a less seri-
ous infraction that may occasionally be therapeutic for the 
patient and does not cause harm) and boundary violations 
(a more serious breach of the relationship that is harmful 
for the patient).21 Patients may seek to breach professional 
boundaries in attempts to fulfill psychological needs, such 
as a need to feel closer to the physician or to exert control 
over a situation.

Table 1   Challenging Behaviors that may be Encountered in the Hospital, Underlying Psychological Needs, and Suggested Management 
Techniques

Challenging behavior Underlying psychological need(s) Suggested management strategies

Splitting Make sense of a complex situation
Reduce anxiety
Maintain self-esteem

Multidisciplinary team meeting(s)
Joint rounds
Team education
Consistent approaches

Boundary crossing Feel closer to physician
Maintain control

Seek peer supervision
Affirm support while setting limits

Acting out Regain control De-escalate situation
Prioritize safety
Set limits

Symptom falsification Wanting to feel cared for
Desire for attention and support

Consider confrontation
Therapeutic discharge
Avoid unnecessary workup and treatment

Avoidance Need for encouragement and support
Avoid emotional pain of a challenging situation

Assess for co-occurring syndromes (e.g., delirium)
Provide adequate education
Invite questions and participation

Dependence Desire for connection
Wanting to feel cared for

Provide choices
Setting boundaries
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Most physicians appreciate how negative countertransfer-
ence can adversely affect patient outcomes; however, posi-
tive countertransference can also be problematic. For exam-
ple, a physician may make themselves available outside of 
their normal hours to a patient whom they like. Over time, 
the patient’s needs may grow, and the physician may become 
weary of responding to their increasing requests. The physi-
cian may become resentful of the patient or be faced with a 
difficult conversation to re-establish appropriate boundaries.

It may be therapeutic to explore these psychological needs 
with the patient. For example, when a patient asks their phy-
sician increasingly personal questions (for example, “how 
old are you?” and “are you married?”), a physician may 
counter by gently asking “what makes you ask me that?” 
Alternatively, a physician may respond to the questions by 
reaffirming the boundary (for example, “This visit is about 
you, not me. Let’s go back to talking about you and your 
symptoms so that I can best determine how to help you.”). 
In general, when physicians are considering disclosing per-
sonal details, they should ask themselves if the disclosure is 
expected to be therapeutic for the patient. If not, avoiding 
disclosure is recommended.

Similarly, a physician should carefully consider the 
potential outcomes before crossing the boundary of physi-
cal touch, such as a pat on the back or a hug. When patients 
are experiencing a large amount of distress, such as in acute 
grief or after receiving a serious diagnosis, boundary cross-
ings may be beneficial.22 However, some patients may be 
inappropriately flirtatious; in these cases, we recommend 
against crossing physical boundaries. Seeking supervision 
from a colleague to obtain a second opinion and reaffirm 
boundaries may be helpful.23

In general, when a clinician finds themselves doing some-
thing for a patient they would not usually do, it is worthwhile 
to ask oneself the purpose of the action and consider whether 
the action is truly helpful or could be harmful. A physician 
may also consider whether a certain action is one that they 
would take for all patients—if not, this can be a warning 
signal that a specific action may be inappropriate.

Acting Out
Acting out includes both physical aggression (towards 
staff or property) and verbal aggression (yelling, insulting, 
and threatening). Patients may exhibit hostile behavior in 
attempts to regain control of a situation. Anger, frustration, 
and fear are common countertransference responses to act-
ing out behaviors; these emotions and subsequent behaviors 
resulting from these emotions tend to exacerbate the act-
ing out behaviors.24 Key interventions for addressing acting 
out behaviors include establishing safety, recognizing and 
acknowledging the countertransference, and developing a 
plan to prevent the countertransference from further escalat-
ing the behavior.

When patients are physically aggressive, the physician 
should prioritize the safety of all parties, and hospital secu-
rity should be involved. If available, medications for agita-
tion should be administered. When the patient is verbally 
aggressive, providers may talk quietly and slowly to encour-
age the patient to lower their voice. If this is ineffective, it 
can be helpful to say something like, “I am unable to hear 
you when you are yelling.” If this is also ineffective, it is 
reasonable for the clinician to tell the patient they are leaving 
the room and will return when the situation has de-escalated. 
This is not the time to try to reason or argue with the patient. 
The physician should instead focus on de-escalating tactics. 
It can be helpful to see if the patient needs food, water, 
or medication for pain or other symptoms. The physician 
should pay close attention to their body language, ensuring 
an open posture with arms uncrossed and palms open.

After acting out has occurred, empathetically approaching 
and discussing behaviors with patients is a reasonable first 
step once the situation has fully deescalated.25 Exploring 
the underlying emotions and encouraging patients to find 
other outlets can prove beneficial.24 Limits may need to be 
set with the patient, with clear expectations for future behav-
ior.26 When episodes of acting out occur repeatedly, care 
contracts or behavioral contracts may be considered. The 
Academy of Consultation-Liaison Psychiatry has a useful 
guide to creating such a care plan.27 Care contracts can vary 
widely across institutions. These contracts tend to be writ-
ten agreements, with a copy provided to the patient, setting 
expectations for behavior, outlining rewards when behavioral 
expectations are met (e.g., an extra snack or TV time), and 
possibly including punishments when acting out occurs (e.g., 
restriction of phone privileges or TV time).

Care contracts have some notable limitations. These docu-
ments are not contracts as defined by law, and some may be 
perceived as punitive or infantilizing. Generally, the goal 
of a care contract should be to improve patient care, estab-
lish expectations of patients and clinicians, and address the 
underlying cause(s) and function(s) served by the problem-
atic behavior.27 It may be helpful to focus on the behaviors 
of the medical team, rather than the patient’s actions. Ulti-
mately, we are unable to control patients, and attempts to 
do so frequently escalate the situation and damage trust and 
rapport.

Malingering and Factitious Disorder: 
Sabotaging Discharge
Both malingering and factitious disorder are characterized 
by intentional falsification or augmentation of symptoms for 
gain. In malingering, this gain is secondary and external, 
such as money, housing, or avoidance of legal charges. In 
factitious disorder, the gain is primary and subconscious, 
deriving from the psychological benefits of being in the sick 
role, such as feeling cared for or receiving attention and sup-
port.28,29 In many cases, this distinction can be difficult to 
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discern, as patients may have both primary and secondary 
gains. An additional challenge is that patients usually do 
not admit to symptom falsification. Diagnosis of malinger-
ing and factitious disorder requires evidence of symptom 
falsification; physicians must take care to rule out medical 
causes of symptoms, especially in the absence of evidence 
of falsification.29 Common emotions provoked by suspected 
symptom falsification include frustration, anger, and dread.30

Unfortunately, due to the nature of these conditions, there 
is little evidence to guide physicians on how to address 
symptom falsification.31 The physician has several options 
for confronting the patient, ranging from more direct, force-
ful confrontation to a more persuasive confrontation that 
encourages the individual to seek psychiatric treatment. 
Another option is a more subtle attempt to allow the patient 
to “save face.”32,33 Many patients will request discharge once 
they have been confronted about falsified symptoms; there-
fore, confrontations must be carefully timed to ensure patient 
safety. Another tactic is directly discussing with the patient 
that no medical cause of the symptoms has been found, and 
as such, no further workup or treatment is indicated. In such 
cases, treatment is discharge from the acute setting with out-
patient follow-up.

Providers may feel hesitant to discharge a patient who 
desires admission; Taylor et al.’s paper on the utility and 
necessity of the therapeutic discharge may be helpful in alle-
viating provider distress and provides a framework for this 
process.34 Recognition that unnecessary workup and admis-
sion come with the risk of financial and iatrogenic harm may 
be helpful to acknowledge. Even without a specific diagno-
sis, if further hospitalization is not indicated, discharge may 
be appropriate. When some patients are confronted with an 
upcoming discharge, they may “up the ante” to sabotage dis-
charge and remain in the hospital. In these cases, 1:1 moni-
toring, camera monitoring, or involvement of security may 
be necessary to prevent self-inflicted harm.34 In most cases, 
patients with factitious disorder do not seek treatment for 
the factitious disorder itself. Therefore, the physician’s role 
may be limited to managing the sequelae of the falsified 
symptoms and reducing the potential for additional harm, 
either from the patient themselves or iatrogenic.

Non‑participation:  Avoidance
Avoidance refers to when a patient does not engage in their 
care, which may present as refusing to engage with rehabili-
tative therapies, refusing needed testing, or minimally par-
ticipating in conversations with the team. Avoidance may be 
driven by negative emotions. For instance, a patient may feel 
disrespected by their healthcare team or may feel insecure, 
either in being able to ask questions of their physicians or in 
the team’s competency.35,36 Additionally, patients may fear 
failure or may fear disappointing friends, family, or clini-
cians. Patients may lack the information needed to make a 
decision, particularly information that meets their level of 

healthcare literacy.35–38 Patients may decline treatment or 
fail to engage in treatment due to not fully understanding 
the severity of their condition or the potential benefits of 
the treatment. The physician may feel frustrated, angry, or 
resigned; these emotions can cause the physician to begin to 
become disengaged in the patient’s care themselves.39

Encouraging participation, such as by inviting the patient 
to ask questions or provide their thoughts and concerns, is 
a useful first step. Physicians can encourage and improve 
patient participation by using open-ended questions and 
patient-focused, collaborative, and supportive language.37 
Ensuring that patients receive adequate education is nec-
essary to improve participation if knowledge is a barrier, 
and handouts and consultation of services such as speech 
therapy may be useful. Tailoring the conversation to the spe-
cific patient (e.g., how it may impact their life, rather than 
how the condition affects people broadly) may be helpful, 
so that patients are adequately informed to decide based on 
their lives and values.38

The physician must also ensure that the patient does not 
have an underlying condition that impairs their ability to 
participate. For example, the patient may have a subtle hypo-
active delirium limiting their ability to engage. Hypoactive 
delirium is under-recognized in the general hospital and can 
present with apathy, listlessness, decreased communica-
tion, and withdrawal.40 Catatonia is another neuropsychi-
atric diagnosis that may interfere with a patient’s ability to 
participate in medical care. If these conditions are suspected, 
a psychiatry consultation may be helpful for establishing a 
diagnosis and management plan.

False Compliance
Non-adherence (also referred to as non-compliance) is the 
term used to describe a patient’s failure to follow medi-
cal recommendations. False compliance is a term used to 
describe the situation in which patients maintain that they 
are following their treatment plan despite evidence to the 
contrary. Examples of false compliance include a patient 
with heart failure who affirms that he is following his rec-
ommended diet, though his clinical course would suggest 
the contrary, and a patient with cystic fibrosis who does not 
appear to be following her pulmonary toilet routines based 
on repeated admissions and pulmonary function tests.

These behaviors may be guided by a variety of motiva-
tions, including feeling embarrassed or ashamed, not want-
ing to disappoint physicians, or to preserve autonomy.41,42 
Patients may be non-adherent with medications and treat-
ments because treatments can be seen as a symbol of illness 
or deficit, and medications can be seen as an imposition or 
stigmatizing. Additionally, some medications may have side 
effects that are intolerable or embarrassing to the patient 
(such as the sexual side effects of antidepressants), and 
openly exploring embarrassing side effects may be a fruitful 
avenue to allow the patient to acknowledge non-adherence 
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and explore other options. There also may be some positive 
aspects of the illness, and patients may feel ambivalent about 
receiving treatment. Certain symptoms may be gratifying, 
provide compensation, relieve the patient of responsibilities, 
evoke caregiving from others, provide a sense of power, or 
serve other defensive functions.43

The physician may experience frustration because of the 
patient’s non-adherence or may doubt their own effective-
ness. They may respond by becoming overly didactic or 
proscriptive. In situations of false compliance, the physi-
cian can feel stuck or ineffective, knowing that the patient 
is not adhering to treatment despite their assertions to the 
contrary. When non-adherence or false compliance is sus-
pected, gentle confrontation may be helpful. Exaggerated 
questioning (e.g., asking, “How often do you miss your 
medication dosages? Every other day?” instead of asking, 
“Do you ever miss your medication dose?”) may facilitate an 
honest response by implying that less-than-perfect adherence 
is permissible. Similarly, giving the patient explicit permis-
sion to be imperfect (e.g., telling the patient, “It’s okay to 
miss dosages every now and then. To update your treatment 
plan, I need to know how often it’s occurring.”) may help the 
patient feel safe in their disclosure and encourage partnership 
in the physician-patient relationship.

Dependence
The patient who is overly dependent on their healthcare 
team or system may defer decision-making to their clini-
cian, frequently ask for reassurance, or refuse to carry out 
health-related tasks independently. Patients may exhibit 
these behaviors as a result of feeling overwhelmed or out of 
a desire to feel cared for. This can be difficult for the physi-
cian to avoid, as it appeals to their altruism and paternalism. 
However, it reinforces dependency and is fraught for the phy-
sician who is then responsible for the outcome, whether good 
or bad. It is valuable to recognize the patient’s emotional 
need underlying the dependence, which is connection and 
feeling cared for. Dependent patients are exquisitely sensitive 
to ruptures in the relationship.

The physician may initially be pleased with the patient’s 
adherence and positive regard, but over time may become 
exhausted by the reassurance-seeking behaviors. As the 
physician distances themself from the patient, dependent 
behaviors increase.

It can be helpful for the physician to approach the patient 
with a warm and supportive stance that neither challenges 
nor acquiesces to the dependency. Providing choices when-
ever possible can increase the patient’s sense of agency, 
gradually reducing dependent tendencies as the patient 
sees that asserting independence will not result in loss of 
the relationship. Inviting the patient to discuss their experi-
ence, as well as their hesitation to decide, may be useful. By 
setting boundaries while remaining warmly supportive, the 

physician can help the patient see that the emotional need 
can be met without the dependent behaviors.

In more extreme examples, the patient frequently returns 
to the hospital or seeks constant reassurance from physi-
cians. In these cases, physicians may need to set firm bound-
aries and expectations; for example, limits on how long or 
how often they will see the patient.44 It may also be helpful 
to engage other support systems for the patient, including 
social work, chaplaincy, family, or friends.

CONCLUSIONS
Difficult patient behaviors can impede care and worsen out-
comes in acute medical settings. To improve care and reduce 
physician distress, it is helpful for physicians to be aware of 
these behaviors, to recognize their own countertransference, 
and to identify management strategies. Recognition that 
these behaviors serve a psychological purpose—typically 
to gain control over an uncertain or stressful situation or 
to alleviate distress—can reduce the physician’s frustration 
and provide insight on how to proceed. Attempts to engage 
the patient in other ways to meet these needs can be helpful. 
Additionally, setting limits and boundaries can be therapeu-
tic, especially when these boundaries are enacted from a 
thoughtful and patient-centered perspective.
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