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TOPIC:  Continuation of Personality Disorders (from Last Week) 

-Three Clusters of Personality Disorders
 (Review)

A. Eccentric (“Odd”) Behaviour

B. Anxious or Fearful Behaviour

C.
 Dramatic, Emotional, or Erratic Behaviour

A.  Eccentric (“Odd”) Behaviour (Review)
Paranoid

  •Persistent mistrust and suspiciousness

Schizoid

  •Lack of motivation to form relationships

Schizotypal

  •Oddities of thought, speech, perception, behaviour

B.  Anxious or Fearful Behaviour
 (Review)

Avoidant

  •Over-sensitivity to rejection; avoids social rel’ns

Dependent

  •Inability to function independently

Obsessive-Compulsive

  •Restricted emotionality; focus on rules; perfectionism 

C.  Dramatic, Emotional, Erratic (Review)
Antisocial

  •Chronic antisocial behaviour (onset before 15)

Histrionic

  •Dramatic and emotional outbursts

Narcissistic

  •Exaggerated sense of self-importance
Personality Disorders Characterized by Dramatic, Emotional or Erratic Behaviour (continued)

-The two personality disorders that will cause the most havoc in our practices are Histrionic and Borderline Personality disorders.

-Histrionic Personality Disorder:  Back in the day this disorder used to be called Hysterical Disorder and was thought to be caused by the uterus.  Nice!… The primary features are reactive and dramatically expressed behaviours, including emotional outbursts, dramatization of oneself, and cravings for excitement.  The individual with Histrionic Personality Disorder also displays characteristic disturbances in social relationships (e.g., shallowness, lack of consideration, excessive demands for reassurance due to feelings of dependence).

-
Beginning in early adulthood, individuals with Histrionic Personality Disorder often display excessive emotionality and attention seeking in various contexts. They tend to overreact to other people, and are often perceived as shallow and self-centered. This pattern is suggested by five (or more) of the following (from DSM IV, American Psychiatric Association, 1994): 

1. Discomfort in situations in which he or she is not the center of attention.

2. Frequent, inappropriate, seductive or provocative behaviour in interpersonal interactions.

3. Rapid shifts of emotions, and shallow expression of emotions; emotions often appear to be "turned on and off too quickly" to be deeply felt.

4. Consistent use of physical appearance to draw attention to self.

5. Excessively dramatic style of speech that lacks detail; opinions are strongly presented, but underlying reasons may be vague, without supporting facts and details.

6. Self-dramatic, theatrical, and exaggerated expression of emotion.

7. Easily influenced by others or circumstances (e.g., fads).

8. Views relationships as more intimate than they actually are.  

-These patients will be problematic because they may misinterpret the doctor’s behaviour, which will then lead to lawsuits, or on the other hand they may get angry if the doctor does not respond to their seductive ways and then cause trouble. 

-The patient may be problematic in that they will want all of the doctor’s attention. 

-These patients must be recognized early and it is important to start responding appropriately early in treatment in order to build a healthier relationship.

-Problematic reactions of caregivers in these situations:


-Reacting to emotional outbursts.


-The patient may like the attention and therefore be resistant to getting better.

-Typical pitfalls health care professionals fall into with these patients:

-Excessive work-ups are done beyond what is necessary because the presentation of the patient’s symptoms is highly dramatic.

-The patient invites you to be emotionally interactive with them through their seductiveness and then they turn on you.

-The practitioner tends to get frustrated because they are dramatic and vague about their condition. Practitioner becomes irritated.

-These patients also tend to describe the events in their life as a story without feeling much about it. 

-Pseudo-emotionality – They appear to be emotional but not real emotionality.  

-This is a hallmark feature of this disorder.

-This is what we are looking for in order to diagnose these patients early on.

-Useful strategies in working (protecting ourselves) with these patients:


-Maintain level of objectivity.

-Maintain appropriate boundaries at all times – do not get personal with patients in general.  In the end you rely on your reputation across all patients you work with.

-It is important to know yourself and know when you are violating your own boundaries and your own comfort level.  It is important in these situations to bring yourself back and keep your feelings in check.

-Validate patient’s concerns but also be factual with them-minimizes things being misinterpreted.

-It is important to help these patients recognize that they have a skill set and that they do not have to rely on inappropriate behaviour to get attention. Basically rechannel their energies into positive behaviors outside of their dysfunction. Reinforce the right things that they do. 

Example – Provide positive feedback when they follow treatment plan.  Ie/ doing their exercises. 

-These patients are likely to present with conversion disorders.

-Borderline Personality Disorder: Borderline Personality Disorder is characterized by a basic disturbance in identity, self-destructive acts, affective instability, inappropriate anger, and chronic feelings of emptiness or boredom over a period of several years, lack of ability to function as a responsible parent, unlawful behaviour, inability to maintain an attachment to a sexual partner, failure to honour financial obligations, impulsivity, lying, and recklessness.

-
Individuals with Borderline Personality Disorder show a generalized pattern of instability in interpersonal relationships, self-image, and observable emotions, and significant impulsiveness. This pattern begins by early adulthood, occurs in various contexts, and is indicated by five (or more) of the following (from DSM IV, American Psychiatric Association, 1994): 

1. Frantic efforts (excluding suicidal or self-inflicted cuts or burns) to avoid real or imagined abandonment. Significant developmental problems in the first 18 months of life.  People who have failed to make appropriate healthy attachments early on in life.  Subsequently they go through life not feeling attached and being concerned about real or potential abandonment.
-This is a feeling that gets projected out and internalized in. It gets projected out in that they imagine on the outside that people are really going to abandon them.  If a person acts out on these thoughts what is likely to happen is that people will abandon them. 

-It is internalized in as a strong sense of internal instability.

2. A pattern of intense and unstable interpersonal relationships that may quickly alternate between extremes of idealization (the other person may be "put on a pedestal") and devaluation (the other person's negative qualities are now exaggerated).

3. Identity disturbance: sudden and dramatic shifts in self-image in terms of shifting values (e.g., sexual identity, types of friends) and vocational goals.

4. Impulsiveness in at least two areas that are potentially harmful (e.g., spending, sex, substance abuse, reckless driving, binge eating, excluding suicidal or self-mutilating behavior).
5. Repeated suicidal behaviour or threats, or self-inflicted cuts or burns (e.g., self-mutilating behaviour).

6. Significant, sudden changes in mood and observable emotion (e.g., intense periodic sadness, irritability, or anxiety, usually lasting a few hours and rarely lasting more than a few days; extreme reactivity to interpersonal stresses).

7. Chronic feelings of emptiness; also may be easily bored.

8. Inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of temper, constant anger, recurrent physical fights).

9. Temporary, stress-related psychosis (symptoms such as paranoia or grossly distorted body image). 
-These patients are very unpredictable and unreliable and there in lies the challenge. 
-You don’t know from visit to visit what to expect from these patients.

They are characterized as impulsive, unstable and this results in rapid change of behaviour. 

-There is a high correlation b/w this disorder and depression, anxiety, and having a number physical ailments.

-How do we respond to these patients?

-These patients are likely to have angry outbursts in our practices.  Therefore we must tolerate their affect to a point but we also need to set limits on what is acceptable.

-Hallmark feature of this disorder – instability

-Therefore we must create and maintain stability (routine and regularity), be reliable.  Be internally consistent with your own responses to the patient.

Example – schedule their appointments at similar times on similar days.

-Provide clear non-technical answers so that you do not frighten them (these people are easily frightened).

-Be aware of their potential for self –destructive behavior.

-Discuss your feelings with colleagues in order to diffuse your feelings, and how to deal with difficult patients.

OBJECTIVE 1: 
Identify risk factors associated with personality disorder patients and manage them appropriately.
-Many of us know someone with a personality disorder. They may have great difficulty controlling their impulses and emotions, and often have distorted perceptions of themselves and others. As a result, these individuals may suffer enormous pain and have significant difficulty functioning at home, work, and in relationships. 

-Families commonly endure episodes of explosive anger and rage, extreme depression (e.g., person rarely gets out of bed), self-mutilation (self-inflicted cuts and burns), and suicide attempts by family members with personality disorders. These individuals are often referred to treatment by loved ones who recognize a troubling pattern, or who have reached their personal limit in trying to cope with them. 

-Individuals with personality disorders, particularly Antisocial and Borderline Personality Disorders, are more likely to abuse drugs and alcohol. Use of illegal drugs and alcohol have been found to be closely associated with violent crimes, including murder, rape, assault, and child and spousal abuse. Over half of those individuals in the criminal justice system have severe personality disorders, particularly Antisocial Personality Disorder or Borderline Personality Disorder. 

-People with severe personality disorders are high-cost, persistent, and intensive users of mental health services. One in every 20 individuals suffers with a personality disorder. Up to 10% of those in outpatient mental health treatment clinics have a personality disorder, and almost 15% of individuals in inpatient psychiatric care have a severe personality disorder. 

-Individuals with personality disorders usually present for therapy with presenting issues other than personality problems, most often with complaints of depression and anxiety.

-For example, among patients with Borderline Personality Disorder, major depression has been observed in up to 74% of these individuals, and Panic Disorder has been found to occur in 10% to 25% of these individuals. 

-Individuals with personality disorders are also more likely to have an eating disorder, or a history of significant trauma. About one-third of people who frequently use general health services (and for whom no clear medical diagnosis is found) have severe personality disorders. 

-Individuals with personality disorders are more likely to be stigmatized and blamed for their illness, relative to other psychiatric and medical disorders. 

OBJECTIVE 2: 
Know what treatment alternatives are available for patients
with personality disorders.
-As noted, these disorders will most often manifest themselves during increased times of stress and interpersonal difficulties in one's life.  Therefore, treatment most often focuses on increasing one's coping mechanisms and interpersonal skills. 

-Individuals with a personality disorder often require a longer time in treatment, and more energy and time from the therapist without the same rate of gain as with patients whose problems are not complicated by personality disorders. However, personality disorders are definitely treatable! 

-There has been an increase in research that clearly supports the underlying neurobiology of these disorders, and increased demonstrations of the effectiveness of different types of medications and psychotherapies. The linkages for treatment of substance abuse and personality disorders are growing, and programs for effective community diversion in the criminal justice system for non-violent personality disordered offenders are being established. 

-As noted, the length of treatment, frequency of treatment sessions, treatment strategies used, and goals and expectations for both therapist and patient need to be changed when a patient has a personality disorder. The opportunities for the treatment of severe personality disorders continue to evolve, but further steps are needed to improve access to currently available treatment both for those individuals with personality disorders, and their families. Additional early recognition/intervention programs and support for continued research into the neurobiology and treatment of personality disorders are also needed.

TOPIC:  

THE “DIFFICULT” PATIENT

OBJECTIVE:
Recognize when a patient presents a problem for the doctor, in managing their health status, and be able to respond appropriately to that patient’s particular needs.

-Your text (Chapter 4) provides an excellent overview of working with different types of challenging patients:  angry patients, silent patients, “Yes, but…” patients, and demanding patients.  There are a number of other patient presentations in working with chronic pain patients that can make them difficult.  These include the Obsessional, Dependent, and Alienated patient. Clearly there is an overlap between personality styles in a general patient population, and the chronic pain population.  All these patients present with specific challenges that you should be prepared to face in practice. 
-Perception:  Perception refers to the person’s appraisal of the threat presented by the various stressors he or she is trying to manage at a given time.  In this context, they may evaluate their health problem as little or no problem for them overall.  Or, they may rate it as a significant problem, but not be willing to consider the changes required in their lifestyle, to effectively diminish the threat posed to them.  
-Coping Patterns:  Perception cannot meaningfully separated out from the behaviour patterns which we call “coping”.  That is, when a person’s perception of a situation is unrealistic, their patterns of behaviour can hardly be expected to be adequate to the problems posed, and conversely any pattern of poor coping you will note in a patient, will invariably be supported by an unusual or inadequate perception of the problematic situation.  As the old saying goes, “Perception is everything” and nowhere is it more true than in it’s impact on your efforts to help your patient consider reasonable and necessary changes in their day to day life.
-The “Difficult” Patient:  When a doctor encounters a patient who has a serious health need (your perception), but no awareness of that need (patient’s perception) the patient will have little motivation to come to treatments or to make necessary changes to their life, required by their serious health problem.  This is the situation that is often referred to as treating the “difficult” patient.  
-Five kinds of “difficult” patients are likely to be encountered if you work with chronic pain patients.  They are the Angry Patient, the Obsessional Patient, the Dependent (Yes, but …”) Patient, the Alienated Patient, and the Dissimulating Patient.
-The patient’s presentation of clinical information is subject to the influence of a variety of “response styles” that he or she may want to take with respect to providing information to you.  We will review a number of response styles that patients can present with and discuss what conclusions you can, or can’t, draw from them.  Being mindful of the limits of the reliability of the information that you are provided is key to drawing useful clinical conclusions from your assessment findings.

-Clinical Management: Difficult Patients and Personality Disorders 

-Not all patients have personality disorders.

-Angry Patients 
-Possible causes of patient anger:

•Difficulty in getting to the office 

•Problems with the office staff – non-accommodating staff, waiting period, being ignored, absence of confidentiality, inefficiency.
•Anger toward the illness from which the person suffers

•Anger at the cost of health care

•Problems with consultants to whom the practitioner referred the patient

•Unanticipated problems from a procedure recommended by the practitioner – if a patient’s symptoms get worse – You may have known they would but failed to prepare them.

•Previous unsupportive or condescending treatment by a physician

•Anger directed at family members’ responses – whether inadequate or overemotional – to the patient’s illness 
•Other significant news or problems unrelated to your service, such as work- or family-related conflicts –misplaced anger.
-How to respond to these patients:

•Elicit the patient’s reason for being angry (find out why):

“You seem angry; tell me more about it.” -Let the patient vent, encourage negative feedback.  This lets them feel attended to.

•Empathize with the patient’s experience:

“I can understand why you would be angry” Basically “kill them with kindness”.
•Solicit the patient’s perspective:
“What can we do to improve the situation?” -Get them involved in rectifying the problem: ask them for ideas for a solution.
  This will validate and diffuse their anger.  

•If appropriate, apologize:

“I’m sorry you had to wait so long.” 

-The risk of making an apology is that there is the expectation that whatever occurred will not happen again.  An apology means that a change must occur.

-Silent patients 

-How to work with them:

-In the literature -useful but not recommended actions:

•Point out the problem:  “You’re being very quiet.”-Patients are cognizant to the fact that they are being quiet.  This is not going to accomplish much.

•Elicit the patient’s reason for silence: “Why are you being so quiet?”-The patient is not going to open up and tell you about their internal life based on this question. Or say, “Is something else going on?”

-Recommended:

•Explain the need for collaboration: (address their silence indirectly)

“For me to help you, I really need you to talk to me more about your problem.”

•Respond to cues of hearing impairment or language barriers:

“Are you having trouble hearing or understanding me?”

-These last two items puts the onus on the doctor so the patient does not feel the burden.

-
Demanding patients 

-Patients that try to dictate treatment regimen, or want you to do something for them right away.

-These patients a lot of the time have been very spoiled throughout life.

-However the m/c underlying personality characteristics is fear and desperation.  Fear motivation arises from them thinking they will not get the help they need.

•Take a step back from the demand:

“You seem adamant about the MRI.  Why do you think it’s so important?”

•Solicit the goal of the demand: -look underneath the demand.  Why are they making this demand?  What is their motivation?

“Is there a particular problem you think the MRI will help us diagnose?”

•Acknowledge emotions unexpressed at the time of the demand:- make the assumption that there is something underlying/ unexpressed which leads to the demand.

“It must be very frustrating that your back still hurts.”

•Solicit the patient’s perspective: collaboration.

“What do you think is causing your problem?”

“In what way had you hoped I could help you? “-This gives the patient the chance to talk about his or her own disappointment.

Summary:  

General Guidelines 

•Seek broader possibilities for the patient’s emotion or problems

•Respond directly to the patient’s emotions

•Solicit the patient’s perspective on the problem

•Avoid being defensive

•Seek to discover a common goal for the visit 
-The list of personality disorders covered in these lectures are the most common but there are many more.

-Dr. H recommends that we read the chapters on personality disorders- they will be of much help to us in practice.

There will be an A/V tape of a patient on the exam for this module.  There will also be a write up of what is said provided so we do not have a hard time with the sound problem.

