
Novel patient complaint management
strategies can improve care
Effective complaint management can bolster patient satisfaction and
reduce liability risks

The way you manage patient complaints has a major effect on satisfaction
and quality of care delivered, says Michelle Regan-Donovan, RN,
BSN, CEN, principal of Millennium Strategies, based in Charlottesville,

VA and Ambulatory Care Advisory Group, based in Chicago, IL. “Frequently,
letters of complaint may be the only way a hospital may identify trends within
the ED [emergency department] environment, such as inappropriate treatment,
staff attitudes, or turnaround times,” she stresses. 

All complaints must be taken seriously, emphasizes Joel A. Stettner, MD,
FACEP, assistant chairman of the department of emergency medicine at
Summit Medical Center in Oakland, CA, and chairman of the emergency
medicine group management section of American College of Emergency
Physicians (ACEP). “There always will be some frivolous complaints, but you
can’t dismiss any complaint as unimportant. Patients will tell lots of people if
they are unhappy,” he adds.

Instead of getting defensive, use complaints as a tool, recommends Charles
Zeller, MD, FACEP, president of Southwestern Michigan Emergency Services
in Kalamazoo. “Many times, people try to circle the wagons and react to nega-
tive comments by trying to support the actions of the ED staff. This mindset
can be counterproductive,” he says. “By doing that, you may lose the real value
of the complaint. There is a learning experience from almost every complaint
you will receive in your ED.”

Document the type of complaint
Complaints should be carefully tracked by category and outcome, says

Regan-Donovan. “Document the type of complaint, such as attitude of staff,
poor quality care by their perception, inappropriate medical treatment, misdiag-
nosis, issues with follow-up, etc.,” she advises.

A form should be used to track complaints (see ED complaint management
form in this issue), Regan-Donovan recommends. “However, the result will
depend on the resources available and the credibility given to the system of
complaint management,” she adds.

Tracking of complaints gives ED managers insight into the perception of
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patients with regard to staff attitudes, quality of care,
timeliness, and other issues, says Regan-Donovan. “It
also allows management to track bogus complaints for
defense to hospital administration and the board as
required,” she explains.

The form may also reveal the inappropriate man-
agement of various high-risk patients, notes Regan-
Donovan. “One hospital noted that a particular
physician was removing collar and boards of all
patients, and had, in fact, cleared (without C-spine
films) several cervical spine fractures,” she says. “One
was actually discharged.”

Another incident involved a diagnosis of hypo-
glycemia and a patient complaint letter that stated the
patient, in fact, had a carotid occlusion and was hospi-
talized the following day for a carotid endartarectomy,
says Regan-Donovan. “The patient did not sue, how-
ever, the complaint led to other charts and peer review
for a physician who was eventually allowed to retire,”
she reports. 

At Glen Oaks, every ED complaint is logged by a
secretary and categorized in the following areas:
finances, timeliness of service, quality of care, and
communication. “We openly share these complaints
with the appropriate people, so we aren’t just getting
the patient’s perception about what happened,” says
Joseph Shanahan, Esq., MD, director of emergency
medicine at Glen Oaks Hospital in Glendale Heights,
IL. “If it involves other people, we get their input
within two or three days.”

Complaints about individual staff members were
also tracked. “If a complaint involves a physician, it
gets logged in by a physician number, so we can track
problem areas,” Shanahan explains. “If someone is
seeing 20% of patients and accounts for 45% of our
complaints, we have to sit down with that person and
come up with a plan to address it.”

For example, several patients may raise the same
issue about a nurse or physician. “In one case, the
majority of complaints about a particular physician
said that it didn’t seem like he spent enough time with
patients. Now he sits down on a chair when he talks to
the patient. After making that one change, we haven’t
had another complaint about that physician in two
years,” Shanahan explains. “But if we didn’t have the
system to track these things, we never would have

known it was an issue.”
By tracking complaints, meaningful changes can be

made. “In one month, we had two similar complaints,”
Phyllis T. Doerger, MD, FACEP, chair of ED at
Miami Valley Hospital and regional director for
Premier Health Care Services, Inc. “Both gentleman
had catheters put in and felt like nobody explained
how to take care of it, or how long it was going to be
in. When we investigated, we found that both the
physician and nurse assumed the other one would
teach the patient, and it ended up that nobody told
them.” The physicians and nurses created a discharge
instruction sheet for catheter care, she reports.

Meticulous tracking of complaints has contributed
to a lower complaint rate, Doerger notes. “We were at
2.4 per 1000, and it’s now down to 1.9 per 1000,
which includes billing errors,” she says. “At the end of
each quarter, we sit down and review whether com-
plaints were accurately categorized.”

Here are categories of complaints and ways to
address each:

Billing. “Financial complaints have been exacer-
bated over the years because there are so many inde-
pendent bills. A patient may receive separate bills from
the radiologist, pathologist, and the facility, which is
confusing,” says Stettner. “It’s helpful to have some-
one at the billing company who can help patients
understand the different bills they have received. That
individual can also act as an ombudsman to resubmit a
bill to the insurance company which might have been
rejected.”

At Glen Oaks, it was noted that a significant num-
ber of complaints concerned charges for minor injuries
or illnesses, says Shanahan. “Ninety percent of our
financial complaints involved 10% of our charges. We
found that by reducing the cost by 20%, it did away
with a significant percentage of our complaints,” he
reports. 

Wait times. A significant number of complaints are
due to wait times, often with patients expressing frus-
tration over another person being seen first. “Often, all
it takes is better communication as opposed to leaving
them in the dark,” says Zeller. “Most people are very
understanding about the priorities of care when there
is a seriously injured person, but if no one makes the
effort to explain that, it doesn’t help.’
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Giving patients an accurate estimate of wait time is
key, says Doerger. “The patient should not be sitting,
waiting, without knowing why. Someone needs to
explain that: now the film will be developed and the
physician will need to review it, and it will be another
half hour before they’ll get back,” she explains.

Attitudes. Complaints about rudeness call for train-
ing, says Doerger. “We have had several patient satis-

faction seminars for the entire staff, but still we all
have bad days or say things that are wrongly perceived
by the patient,” she notes. “If a particular individual is
getting more complaints than average, there is inten-
sive work done with them on retraining their interper-
sonal skills.”
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Reduce legal risks of 
complaints

ED managers can do a lot to reduce liability risks pre-
sented by patient complaints, says Michelle Regan-

Donovan, RN, BSN, CEN, principal of Millennium
Strategies, based in Charlottesville, VA and Ambulatory
Care Advisory Group, based in Chicago, IL. “A compre-
hensive complaint management system for most ED’s is
highly time and resource consumptive. However, if
complaints are well managed, that may ward off any
number of liability concerns,” says Regan-Donovan. 

If a patient’s complaint is not properly managed, the
patient may report the

problem to other bodies, such as the Office of Quality
Monitoring at the Joint Commission on the
Accreditation of Healthcare Organizations (JCAHO) or
their state Peer Review Organization, warns Sue Dill
Calloway, RN, MSN, JD, director of risk management
for the Ohio Hospital Association in Columbus. 

“Many organizations now post toll-free numbers for
patients to voice any concerns or comments,” notes Dill
Calloway. “Hospitals in our state have recently seen a
significant increase in the past year of unannounced sur-
veys by HCFA [Health Care Financing Administration],
which occurred after the patient lodged a complaint,”
she reports.

Hospitals have also had visits from the Office of the
Inspector General when patients lodge complaints of
fraud and abuse, notes Dill Calloway. “Articles covered in
the newspaper could have a negative effect on the hospital
and compromise patient trust in the facility,” she says. 

Here are ways to reduce legal risks posed by complaints:
Listen to patients. Proper handling of patient com-

plaints can reduce or prevent lawsuits, says Dill
Calloway. “Patients who are disgruntled often file law-
suits. When I defended nurses and physicians who had
been named in medical malpractice lawsuits, we were
able to settle about 78% of all the claims for this com-
pany without one penny of payment,” she reports.
“These were considered to be nonmeritorous claims.”

However, in taking the depositions of these plaintiffs,

it became clear why the suits were filed, says Dill
Calloway. “Patients usually filed the lawsuits because
they had complaints that fell on deaf ears,” she explains.
“Simply listening to the patient’s concern and com-
plaints may have been all that would have been needed
to deter a lawsuit.”

Keep a paper trail. Legal counsel should be pursued
after meetings of the medical director, nursing director
and hospital administration, or as a direct result of an
alleged lawsuit or maloccurence, Regan-Donovan notes.
“A paper trail of some sort (even if only a file) is recom-
mended to show that indeed there is a system for track-
ing and following up on various types of patient
complaints,” she says. 

Know which complaints to refer to risk manage-
ment. “Any allegation which meets the JCAHO’s defi-
nition of [a] sentinel event should be reported, because
the facility only has 45 days to complete a thorough and
credible root cause analysis,” says Dill Calloway. “Also,
any complaints alleging serious criminal activity, fraud
and abuse, potential litigation, or violations of federal or
state statutes and regulations should all be reported to
risk management.”

Risk managers should always be advised of any
threat (formal or telephoned) that intimates lawsuit, mis-
diagnosis, or bad outcome, as soon as possible, stresses
Regan-Donovan. “A short memo to the directors (medi-
cal, nursing) and the director of the department is suffi-
cient,” she says. “This should not negate the return call
to the patient, however, since much crisis intervention
might be achieved with the phone call and empathetic
conversation.”

Don’t acknowledge error. “Written or phone
responses to a complaint should always be documented,
and admission of error or libel never acknowledged to
the complainant until legal counsel is notified, even if it
is known to be true,” stresses Regan-Donovan. 

Always indicate that the management team will be
doing everything in their power to correct the situation,
without suggesting or promising any disciplinary action
or an ongoing problem, Regan-Donovan says. “Instead,
thank them for identifying a very important issue, and
suggest that you will be addressing this with others as
appropriate,” she advises.   ■

Continued on page 138
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Creating scripts for 
consistent complaint 
responses 

Rationale: In response to concerns regarding the
enforcement of various ETC policies, we have created
scripts to be used by all ETC staff and volunteers in
order to communicate a more consistent and consumer-
friendly message. Ideally, stating the appropriate policies
to all new patients and their visitors when taken back to
the treatment area will save time and frustration for all
staff members. In addition, the flow of visitors, as well as
their inappropriate behaviors (i.e., eating/drinking at
patient’s bedside, wandering in and out, etc.) should
decrease. Remember, our approach and how we commu-
nicate with patients/visitors is equally as important as
what we say. When possible, apologize for the inconve-
nience, give an explanation, and offer an alternative.
Hopefully, this will help to prevent any power struggles. 

RE: Signing out against medical advice
“You are signing out AMA—against medical advice.

The danger in that is that your medical treatment has not
been completed and we have not yet determined what is
wrong with you. The risks involved in your leaving are
(explain appropriate risks). Please understand that you
will be billed for services received thus far. Also, if you
leave now and then decide to come back, you will have
to start the registration and triage process all over.”

RE: Wait times
In order to relieve wait-related anxiety and to

increase the patient’s understanding of why they are
waiting, we need to be proactive in giving wait time
explanations after every contact with the patient (even if
you are just re-stating what you have already told them).
Below are some examples:

Physician: “I want to have some blood work done up
on you. It will take us approximately one and a half
hours for the lab to complete all the tests ordered.”

Nurse: “Your physician wants to admit you to the
hospital. We have a few things to be done down here
first.We anticipate that you will be in your room in
about two hours.”
• Being specific/concise in your word choice will help

to lessen any misunderstandings. Telling a patient
that you’ll be “right back” or that you’ll get them dis-
charged “shortly” may mean something much differ-
ent to them than what you intended.

Re: Calling the patient’s physician
When a patient/family member requests that you call

the patient’s physician, explain to them what the appro-
priate procedure is. For example, tell them that they will
be examined by an ETC physician first, who will deter-
mine the immediate course of treatment. After they have
the necessary information and test results, they will then
get in touch with the patient’s physician if appropriate.
Explain to them that private physicians don’t generally
want to be called until the ETC physician has informa-
tion to tell them, and that if you call his/her physician
now, s/he will just tell you to get in touch with him/her
after the patient has been seen. 

RE: Food/drink policy
“I’m sorry. Unfortunately, due to infection control

regulations, visitors are not allowed to have anything to
eat/drink at the patient’s bedside. I’d be glad to keep it
for you out in triage.”
• Be prepared to explain why the patients are allowed

to eat or why they may have seen staff members eat-
ing or drinking.

RE: Visitor policy
A. In general: “I can allow two visitors at a time to go

back to see the patient. We ask that you stay at the bed-
side and limit your trips in and out. There may be times
when we need to do certain procedures and will ask that
you step out; please wait in the waiting room. Also,
there may be times when we need to limit all visitors;
we ask for your cooperation during these times.”

B. When limiting all visitors: “I’m sorry, we are ask-
ing to not have any visitors for the next (estimate time)
due to (explain reason).”
• Be willing/offer to take a message to the patient if

needed.
C. Ob/Gyn visitation: Patients going back to the

Ob/Gyn rooms may have male visitors accompany
them. When approaching those rooms, ask any visitor,
male or female, to wait outside that area until you can
check to be sure that another patient is not in the middle
of an exam.

When taking the patient and her visitor back, let them
know that the area where you are going is for women
who often need pelvic/female examinations, and it is
important for us to maintain our patients’ privacy.
Explain that for that reason, visitors will be asked to
step out for a short time when any patients need to be
examined.
• Before an exam, make a general announcement to the

room that all visitors will need to leave. Let them
know they are welcome to return in (estimate time).
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If you are unsure how long it may take, let them
know you will call out when they may return.

• Keep in mind that some patients prefer to have their
“significant others” with them during the exam.
Please be willing to accomodate the patient’s wishes,
when possible.

• There have been many times when a patient has had
numberous (hundreds, it seems!) visitors who keep
coming in and out. Staff needs to be willing to speak
to the entire family and explain to them that the con-
stant coming and going is disruptive to both the
patient and the staff trying to provide the patient care.
If you have to limit the visitations, make sure the
patient is aware of the situation; s/he may be very
helpful in controlling his/her own visitors.

RE: Triage process (explaining the order of events)
“Hi, I’m the triage/check-in nurse. What brings you

here today?” (Do not ask “Why are you here?” Many
patients perceive the question phrased this way as being
confrontational in nature.)

“What I need to do is get some preliminary medical
information from you, including your blood pressure and
temperature. Then, I’ll have you have a seat in the wait-
ing room and we will get you registered. When we have
an appropriate bed available for you, we will take you
back to the treatment area to be seen by a physician.”

A. If too busy to triage immediately: “Please have a
seat in the waiting room and I’ll be with you in a few
minutes.”
• Damage control: If it’s quite busy, be prepared to give

estimated wait times before patient will be seen by a
physician and/or how many people are in front of
them. Help them to understand that you are waiting
on a particular type of bed that is appropriate for
them, and that, at this time, there are none available.

RE: Excessive outside phone calls about a patient
“Unfortunately we have had a large number of phone

calls regarding this patient, and, while we realize you
are concerned about your family member/friend, all I
can tell you at this point is that s/he is here being treated
and is in _________ condition.”
• Offer to let the patient know that they called and/or

take the caller’s name and phone number and give it
to a family member who may be present.

• If they ask to speak with the patient’s nurse, explain
to them that you are unable to have the patient’s nurse
come to the phone because s/he is currently treating
patients and that we try not to take the staff away
unless it is urgent. (Offer to get a family member if
one is around.)

RE: When there are no rooms available
“Unfortunately, right now I don’t have any beds open

that would be appropriate for the treatment you need. If
you’ll have a seat in the waiting room, I’ll get you back
just as soon as a bed opens up. In the meantime, if you
see us taking back other patients, don’t think we’ve for-
gotten about you—it’s just that we may have an open
bed that is appropriate for the medical care that patient
needs.”

RE: Clerical incoming phone calls
Rationale: In response to concerns regarding the

seemingly increasing number of incoming phone calls,
we have created scripts to help appropriately triage the
calls. This should help decrease the number of calls
needing to be transferred, make sure the transferred calls
make it to the appropriate area, and help to keep your
phones/desks clear from people utilizing them for phone
calls. 

Patient Inquiry Phone Calls:
When patient inquiry phone calls come in, first verify

if the patient is here, and then where the patient is.
Before giving any information, be sure we can even
acknowledge that the patient is here!

If the patient is still listed in the waiting room:
“The patient you are calling about is currently wait-

ing to be taken to the treatment area to be evaluated.”
• If requested, take message and then call patient up to

window and give them the information . . . this will
cut down on the amount of patients who are utilizing
your phone for calls.

• If the caller is insistent upon speaking with the
patient, page the patient to your desk, tell them that
they have a phone call and may use your phone, but
to please make it brief.
If the patient is in a treatment area:
“The patient you are calling about is currently being

evaluated in our treatment area. I am sorry, but we can-
not give you any other information over the phone.”
• If the caller is insistent that they need to speak with

the patient, try to take a message and/or determine if
the patient has visitors here that can take the phone
call. Otherwise transfer the call to the back. (If you
take a message and are busy, you can utilize the vol-
unteers or patient representatives to get the message
to the patient/visitors.)

• If the caller is insistent that they need to speak with
the patient's nurse or physician, transfer the call to the
back. 

Source: Miami Valley Hospital



One nurse was the focus of 22 patient complaints in
one year, notes Doerger. “Obviously, there was a prob-
lem with the way she was interacting. When she left,
the complaints dropped considerably. But even the
best nurses will get one or two a year,” she says. “Even
if they provided good medical care, it may not be what
the patient wants. For example, if the patient has
chronic back pain, [he or she] may want you to pre-
scribe narcotics.”

Focus groups allow staff to hear complaints and
public perception firsthand so that they can empathize
with patient issues, says Regan-Donovan. “Staff mem-
bers and patients can talk about misconceptions such
as perceived neglect by staff or delays in treatment,
and defuse ongoing attitudes of staff that patients per-
ceive as negative,” she explains. 

Any complaint that is attributed to a trend in a sin-
gle individual, a shift, or an ongoing problem should
be addressed as a quality or human resource issue,
documented, and appropriate disciplinary action
[should be] taken, says Regan-Donovan. “Sometimes
focus groups with staff and patients can be helpful at
assisting staff in realizing the patient’s perception of
the ED and the care received there,” she says.

Individual staff members. If a complaint is about
an individual nurse or physician, he or should not be
kept in the dark, says Doerger. “If the patient’s percep-
tion was that [the] physician was rude or didn’t com-
municate, you need to let them know about that,” she
stresses. “It’s not that you believe that the facts are
what the patient relates, but, in essence, what they per-
ceive is true, [what] is their reality. You don’t necessar-
ily have to believe the patient, but in essence what they
think is true, is true.”

Complaints should be tracked by staff members,
says Stettner. “There might be physicians who get
more complaints than others. If there is an internal
management problem, you absolutely need to know
about it,” he explains. “The earlier one knows about
that, the more effectively an intervention can be
designed.”

Medical management. These may or may not have
some merit. “A patient may believe you gave them the
wrong antibiotic or think you missed a fracture, but it
may be they are mistaken or misunderstood what you
told them,” says Doerger.

Regardless, complaints about clinical issues require
an explanation and some empathy, says Stettner. “I don’t
believe it’s an admission of guilt to say, ‘I am sorry it
didn’t come out as well as you expected,’” he notes. 

Any patient who has a complaint about his or her
medical management should be contacted immedi-

ately, Doerger says. “Usually it turns out to be a com-
munication problem, but it is our job to explain what
we are doing,” she notes.

Contact can be in the form of a letter, phone call, or
even a meeting, says Doerger. “I invited one man to
come in and look at his x-ray because another doctor
had told him they were misinterpreted. We looked at
the film and discussed the findings and he understood
everything perfectly when he left,” she recalls. “And if
there has been a serious outcome like a death, that is
also a situation when you may need to sit down face to
face.”

If there is an issue between a family doctor and an
ED physician, you may need to all sit down in the
same room as a group, says Doerger. “If the family
calls and complains that their family doctor made
comments about the ability of [the] ED physician, it is
helpful to call that practitioner and talk about the
issue,” she says. “Most of the time, the patient has
misunderstood, but sometimes the doctor does feel
something wasn’t done correctly. That needs to be
addressed so it’s not a ‘he said, she said’ situation.”

Follow up with complaints
Return every complaint with at least a phone call,

advises Regan-Donovan. “Express thanks for making
you (director, nurse manager, guest relations guru,
etc.) aware of the issue (whatever it is), and express
concern that they were dissatisfied and let them know
that you are making every effort to address their prob-
lem,” she says.

Send patients a thank-you note for complaining,
suggests Stettner. “Send a note explaining that you
will pursue the matter, stressing that your goal is to
give high quality care,” he says. “You are not admit-
ting anything,” but you are acknowledging that the
patient has a complaint. “Even if you don’t solve the
problem, you’ve sent a message that you think the
complaint is important enough to respond to it.”

Follow up on patient care when appropriate. “A
classic example is abdominal pain when the diagnosis
is not clear,” says Stettner. “You have done everything
you can in the ED, but should follow up to make sure
the patient is OK,” he notes. “Likewise, with an injury
you are a little worried about, you might routinely tell
patients to come back in 24 hours, but sometimes
patients don’t follow instructions.”

At Summit’s ED, a random sampling of patients are
also called back to check on their perception of the
care they received. “We call back 5% of patients at
random, and ask them what their experience was like,”
says Stettner. 

However, it’s a challenge to make these resources
available. “It’s good PR, but the resources to do that are
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not always there. Today, all of us are working harder
with greater acuity, so there is not a lot of time to do
that,” says Stettner. “Clerks can make many of these
calls, but if it’s a more serious situation you might want
to have a nurse or physician make the call.”

Careful following up with complaints reduces lia-
bility risks (see related story on risk management
aspects of complaints). “We feel strongly as a physi-
cian group that managing complaints appropriately has
decreased our risks,” says Doerger. “People tend to sue
when they are angry, especially if they feel you are not
listening to them. If you can defuse the anger, they
may not want to go through legal maneuvering.
Otherwise, they may feel they have no other recourse
than to turn to a lawyer.”

Achieve consistency with scripts
At Miami Valley, inconsistent application of ED

policies had resulted in a significant number of patient
complaints. “For instance, our policy is to allow two
visitors at the bedside, and family members can trade
off by exchanging ID badges. That keeps the number
down to a reasonable amount, but allows patients to
have their family members with them, and the family
is kept in the loop,” says Doerger. “But some nurses
were making sure no one was [in the room without a
badge], while others were letting everyone back there.”

The inconsistent enforcement of the policy resulted in
complaints, says Doerger. “Patients tended to take it per-
sonally, feeling it was because they didn’t have insur-
ance, or thinking it was a race issue, when it was really
just the different personality of the nurses,” she explains.

Patient “scripts” were written by the patient repre-
sentative, nursing staff, and chair (see the ED’s scripts
in this issue) with standardized answers to explain
policies on visitors, food, and communicating with pri-
vate physicians. “We gave them out to everyone and
asked for comments. When everyone agreed they liked
the wording, we trained everyone in how to use them,”
says Doerger. “Occasionally, we’ll have a resurgence
of complaints in a particular area, and we then review
how to use the scripts during staff meetings.”

The scripts had a dramatic effect on reduction of
complaints, Doerger reports. “We had over 100 com-
plaints related to policy issues, and this dropped those
complaints down to almost none,” she says. 

The scripts enable staff to clarify policies for
patients. “A frequent complaint from women is, ‘they
did a pregnancy test even though I told them I wasn’t
pregnant,’” Doerger notes. “Some physicians have
trouble phrasing the need for this test, so they don’t
mention the test, and the patient sees ii on the bill and
is furious. Scripts can help physicians and nurses
explain why we need to rule out pregnancy. Then, if

the patient refuses it, you can at least document that
and explain the risks and benefits.”

Here are some ways to improve management of
complaints:

Implement a formal complaint management pro-
cess. “There should be a formal review of complaints
every month,” Stettner recommends. “At staff meet-
ings, review complaints by category and the most
recent Press Ganey survey results.” (see policy for
complaint management in the ED, in this issue.)

Empathize with the patient. “Presume and inti-
mate to the patient or complainant that they are right
and thank them for letting you know that there is a
problem,” advises Regan-Donovan. “This allows you
to empathize with their ‘perception’ of the issue. Many
complaints only need an ear and confirmation that you
will provide some resolution so that it does not occur
again.”

If patients feel they are being taken seriously, their
frustration usually lessens, says Shanahan. “Ninety
percent of the time, if you just listen to them, that is all
they really want,” he explains. “Seldom do we have to
adjust bills or drop charges. People just want to know
their concerns were acknowledged. Maybe the patient
didn’t realize you had four other patients waiting or
just had the death of an infant.”

Get feedback from staff involved in patient’s
care. “To every extent possible, determine the staff
members who were involved, even if it means pulling
the patient’s record,” says Regan-Donovan. “No cor-
rections will be made if the parties involved are not
aware of the issues at hand. Always listen to the ‘other
side of the story.’”

Maximize the value of complaints by asking staff
for feedback, says Zeller. “There should be some very
candid discussions with the parties involved. The idea
is not to question the validity of the complaint, but
rather to explore what could we have honestly done
better to have avoided this complaint,” he explains. 

Ferret out underlying problems that led to the
patient’s complaint, says Zeller. “Sometimes the
details of a complaint don’t give you that information.
It may be focused on one aspect of care, when in fact
the event that triggered it was an inappropriate com-
ment,” he notes. 

Interview staff members who were directly involved
with the patient’s care, Zeller suggests. “If you look at
a chart of any given patient, you can identify a whole
lot of people involved,” he says. “The complaint may
be directed at the physician, but there may also be a
nurse or a security guard who encountered the patient,
who may give you some insight about what was going
on that night. Maybe it was a terribly busy night, or
clerks were shortstaffed.”
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Have one person handle complaints. At Miami
Valley, all physician complaints except billing errors
are handled by a single individual. “There is a school
of thought that individual doctors can handle their own
complaints, but I like the philosophy of one central
person handling all complaints,” says Doerger. 

It’s not a good idea to allow clinicians to manage
patient complaint directed at them, says Doerger. “They
may get the patient on the phone and become defensive
or argue, which makes the problem worse,” she
explains. “Also, the patient usually doesn’t feel comfort-
able talking to the doctor they’re complaining about.”

The individual charged with managing complaints
should be personally involved, says Shanahan. “I have
no problems giving patients my home number or call-
ing them at night when they are home from work,” he
explains. “If you can take a bad experience and turn it
around to a good experience, that is well worth the
investment of time.”

Ask for feedback from the patient. “Ask for the
complainant’s assistance and get them involved,” says
Zeller. “Tell them, ‘We are not a perfect ED. Please give
us your honest opinion as to how we might make this
better.’ It is amazing how many people, if they sense you
are serious, will make every effort to help you with that.”

One patient’s family felt as if their questions about
the patient at discharge were not adequately answered,
recalls Zeller. “They told us it would have meant a lot if
somebody had just given us some closure, and asked if
we had any other questions.” he says. “It’s now standard
practice that the last inquiry prior to discharge is, ‘Do
you have any other questions or concern about your
care or family member’s care?’ We ask the staff to docu-
ment that.”

Summarize complaints on a regular basis. “On a
periodic basis, there should be some generic summary
of all complaints that come to the ED, shared with the
entire department,” says Zeller. “That way, people
have a sense of the nature of the complaints and can
better identify trends.”

Don’t minimize complaints. “There is a tendency
to sugarcoat complaints when presenting them to indi-
viduals,” Zeller notes. “The motivation is to spare
them bad feelings, but it’s better off to be straightfor-
ward. Otherwise, you don’t tend to get honest thinking
and constructive responses.”

Complaints should not be presented as criticism,
notes Zeller. “To eliminate defensiveness, that attitude
has to come from the top down, and be intrinsic to
[the] culture of the department. It must be practiced
and not preached,” he says. “Complaints should not be
used in a negative fashion to unduly chastise employ-
ees with the threat of termination. The vast majority of
complaints do not merit that.”

Staff may still feel the need to defend themselves.
“On a busy, high acuity night, a patient with a minor
problem may complain because they had to wait. The
employee then feels unduly criticized because they
were doing what they were supposed to do,” says
Zeller. “But it really doesn’t matter, because it’s what
experience the patient is having that counts.”

Notify the ED chairman when appropriate. The
ED chairman should always be involved when there is
an allegation made against a physician such as a mis-
diagnosis or potential for a bad outcome, Regan-
Donovan stresses. “Any report of an adverse event that
comes in the form of a patient complaint deserves
immediate notification of the director,” she adds. 

Similarly, system complaints or notable trends that
involve nursing staff, timeliness of care, or general sat-
isfaction issues should involve the nursing manager
and/or director, Regan-Donovan says.

Involve EMS. EMS is a valuable source of com-
plaints and may help identify issues regarding care
delivery in the ED, says Regan-Donovan. “These fre-
quently may involve attitudes and bad or potentially bad
outcomes,” she explains. “Addressing these in a special
forum with representatives from this group may also
improve relationships between EMS and ED staff.” ■

New technology:
Continuous-speech voice
activated dictation

Traditional voice-recognition systems for ED docu-
mentation provide structured templates for particu-

lar chief complaints. “The doctor can dictate ‘fill in the
blanks’ answers to the various questions and blanks in
the template,” says Jonathan M. Teich, MD, PhD,
director of clinical systems research and development
for Partners Healthcare System, and an ED physician at
Brigham and Women’s Hospital in Boston. An accu-
rate, easy-to-use voice recognition system can improve
the speed of documentation, eliminate transcription
costs, and make the transcribed record available imme-
diately, says Teich. “A structured-template system
could also generate coded data which can be used for
billing and for care monitoring (at the cost of flexibility
in what you can enter),” he notes. 

Over the past two years, breakthroughs in accuracy
have led to the availability of continuous-speech, gen-
eral dictation systems. “These are now being upgraded
to be more responsive to medical vocabulary and syn-
tax,” reports Teich. “These systems are responsible for
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most of the excitement about voice recognition,
because you can generate a much more flexible note
compared to the structured-template systems.”

Still, there are potential downsides. “The downsides
are that accuracy is not yet as good as we would wish
it to be, and that, as a result of this, the net speed of
dictation and correction is no more than about 10 to 20
words per minute,” Teich notes. “Therefore, this
reduces or eliminates the work of a transcriptionist but
adds to the physician’s documentation time during a
busy emergency department shift.”

At New Britain General Hospital, voice activated dic-
tation was implemented in the ED, which sees 50,000
visits annually. “We first tried IBM’s product and have
stayed with it through the upgrades: Simply Gold, Via
Voice, Via Voice Gold, and Via Voice 98 Executive,”
says Louis Graff, MD, associate director of the ED at
New Britain General Hospital in New Britain, CT. 

A medical dictionary was added to each product,
says Graff. “We have used the Via Voice Gold for the
last seven months for three ED physicians, but we did
not move all the other physicians to it because we did-
n’t think it was good enough. We were using a tem-
plate to try and make it work best (a paragraph of
dictation for history, past history, review of system,
etc.),” he explains. 

That product was able to transcribe 120 words per
minute, so the dictation took three to four minutes, says
Graff. “But it took three to four additional minutes to
correct the 20 to 30 mistakes per page,” he notes. 

After upgrading to Via Voice 98, the rest of the
physician group switched to the voice activated dicta-
tion. “This product only has four to eight mistakes per
page of dictation. We feel this is acceptable,” says
Graff. “We also have a special microphone headset
that probably has helped the accuracy as well.”

Because the ED has two computers, each working
physician can set up the computer with his or her own
voice print. “It takes two to four minutes to switch
users, so you don’t want to have to waste that time
during the shift. Instead, he expains, the physicians
keep the computer logged on to their voice print dur-
ing their shift,” says Graff.

Cost savings can be considerable, notes Graff. “Via
Voice 98 costs $149 for the software. The computer
costs $2000 for a Pentium II, 400 MHz, 128 RAM,” he
says. “For an emergency department with two physi-
cians working, you need two machines and two copies
of Via Voice 98. So the total is $4298 for a 50,000 vis-
its per year ED with 12 physicians, which replaces
transcription which costs $10 per chart, at a cost of
$500,000 per year.

Instant access to the transcript is another benefit. “It
is also immediately available for patient care, whereas

transcription often has a four-hour or even 24-hour
turnaround time. This is adequate for documentation
for reimbursement but not for patient care,” Graff says.

Each physician was trained for 30 minutes with one
of the experienced physicians, with additional time at
home. “Each physician had his own computer at home
and was given a copy of Via Voice to load on his own
computer so he could practice at home and get experi-
enced,” Graff explains. 

Four products currently offer medical voice to text
continuous-speech recognition, says Todd B. Taylor,
MD, FACEP, an ED physician at Good Samaritan
Regional Medical Center, Phoenix Children’s Hospital
(AZ) and former chair of ACEP’s section on
Computers in Emergency Medicine. 

“I have been able to test three of them in a relatively
controlled way,” reports Taylor. “I have found little
difference in the underlying speech engine technology.
The main difference seems to be how the technology
has been implemented (i.e., the front end),” he says. “I
believe this is where the main opportunity [is] to make
these products usable and practical for the ED.”

Computer-generated charting makes sense only
when you have more physician time than you have
patients, argues Taylor. “It makes sense if the physi-
cian can use this ‘down time’ to complete charts,” he
notes. “Otherwise, time spent completing charts may
detract from patient care.”

However, this does not account for the added bene-
fits a well-designed, structured charting system may
bring to the mix, he notes. “When one considers real-
time CQI, use of ‘macro-type’ charting, and immediate
availability of the chart, such systems may soon begin
to break the cost-of-time conundrum.” ■
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Resources
Here is a listing of vendors that offer medical voice-

to-text continuous speech recognition systems:
• “VoiceXpress for Medicine” by Lernout &

Hauspie, 52 Third Avenue, Burlington, MA
01803. Translation Engine: Proprietary.
Telephone: (800) 634-8723 ext. 5100.

• “PowerScribe” by the MRC Group, 23240
Chagrin Blvd., Ste. 400, Cleveland, OH 44122.
Telephone: (800)342-8283. Fax: (216) 464-4019.
World Wide Web: http://www.mrc-group.com.
Translation Engine: Dragon’s Naturally Speaking. 

• “VoiceDoc for ED” by Alien Robotics, Inc. 6905
Merton Road, Pittsburgh, PA 15202. Telephone:
(412) 732-9000. Fax: (412) 732-9002. World Wide
Web: http://www.AlienRobotics.com. Translation
Engine: IBM ViaVoice.



Fee-for-Service Nursing:
An idea ready to be tested 

By Thom Mayer, MD, FACEP, FAAP, Chairman
of the department of emergency medicine at Inova
Fairfax Hospital in Falls Church, VA; Robert
Cates, MD, MS, Vice Chairman, and Rick Flinn,
RN, MSN, Patient Care Director.

One of the most fundamental precepts taught in the
nation’s leading business schools is that a suc-

cessful business requires alignment of strategic incen-
tives among the key stakeholders. Alignment of
strategic incentives helps assure that these key stake-
holders are focusing their best efforts and intentions
toward a similar goal, preferably with similar incen-
tives and reward systems. Without such alignment of
incentives, different players are pulling in different
directions and it is extremely difficult for the business
entity to be successful. While we would like to think
that most emergency department (ED) teams have
aligned strategic incentives, in fact, in EDs across the
country (and in healthcare systems overall), we often
see a classic example of misalignment of incentives.

The majority of emergency physician groups are
compensated in some form of either fee-for-service or
discounted fee-for-service system, whereby the physi-
cian or the physician group is compensated directly or
indirectly for increases in patient volume and prof-
itability of the group. (While capitation is a popular
strategy for reimbursement, it has not penetrated EDs
as much as primary care [practices]). However, virtu-

ally all nurses in the country are compensated on some
type of strict salary arrangement, usually based on a
specific amount of compensation per hour. When an
ambulance arrives at such an ED, the emergency
physician sees not only a patient, but also a potential
“revenue enhancement opportunity.” For the nursing
staff, it’s just more work. While this example may
overstate both the physician’s desire for compensation
from increased numbers of patients and the nurse’s
focus on work as opposed to caring for ill and injured
patients, the analogy is nonetheless useful. While
highly motivated ED nurses always enjoy the chal-
lenge of a critically ill or injured patient, the vast
majority of the patients seen, even those brought by
ambulance, are not in that category. This is a classic
instance where the physician’s incentive is geared
toward direct or indirect increases in compensation
and satisfaction from seeing larger volumes of
patients, while the nursing staff is rarely, if ever,
rewarded for increases in volume and acuity. Most
business schools would agree that this is a classic case
of misalignment of strategic incentives.

Compounding the problem further is the fact that
many EDs across the country are facing unprecedented
nursing shortages, particularly in securing critical care
nurses with a year or more of experience. Indeed, many
hospitals are experiencing nursing staff shortages in
general, including in the operating suites, critical care
units, and medical/surgical floors, as well as the ED.
Experienced nurses now have attractive job opportuni-
ties with managed care organizations, demand manage-
ment systems, research and education, and other
careers—all of which have contributed to the drain of
experienced nurses to non-clinical care settings. These
shortages, combined with the misalignment of strategic
incentives, actually create a substantial opportunity for
healthcare institutions with a vision to be creative.

One creative solution to this problem is, in its most
simplistic form, to simply realign the strategic incen-
tives. Specifically, we propose the creation of “fee-for-
service nursing.” At Inova Fairfax Hospital, we have
proposed that such a concept be created for one or
more pilot units in the hospital to help address align-
ment of strategic incentives and current nursing short-
ages. It is a bold, but basic, concept intended to assure
that nurses are appropriately rewarded for settings in
which recognized increases in volume and acuity are
experienced. It is intended to create both excitement in
the care of the patient, as well as a culture in which
nurses are preferentially drawn to a busy critical care
setting in which their work is recognized and
rewarded. It seeks to create a team-based compensa-
tion strategy similar to the manner in which our ED
physicians are compensated.
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• “Vocalex” by Vocalex, Inc. 6718 Loop Road,
Centerville, OH 45459. Telephone: (888)
VOCALEX. E-mail:
voice@voicerecognition.com. Translation Engine:
Phillips SpeechMagic.

• Reviews of voice-activated dictation systems
appear in the following publications: Windows,
August 1998:62-68; PC World, September
1998:74-75; PC World, August 1998:75.



Our physician group structure is one that is based
strictly on a fee-for-service system. Physicians with the
group are employees of the professional corporation,
with a salary, specified benefit plan, and contracted
number of hours for which they work. In this respect,
they are similar to our nurses. However, our physicians
are also compensated on a bonus basis, which com-
bines issues of productivity, customer service, attain-
ment of the group’s overall goals and objectives, and
also recognizes seniority with the group. This bonus is
paid on a quarterly basis, since this helps match the
“immediate ego gratification needs” of our staff with
appropriate compensation, which helps tie work and
effort with more proximal rewards. Quite simply, at the
end of each quarter, physicians receive a bonus based
on productivity of the group, which is prorated accord-
ing to their contribution to the overall billings of the
group, as well as the customer service, team goals,
quality goals, and seniority issues addressed above.

While many hospitals have some form of a gain-
share program for their employees, these programs
have some recognized weaknesses. First, there is often
a fairly low relative percentage of revenues available
to the staff, the goals are perceived to be too distant
from the individual staff’s efforts, it is paid on a once-
a-year basis, which is too distant to motivate most staff
members, and, quite frankly, many staff feel they have
little or no ability to impact the broad financial, quality
improvement, and patient satisfaction goals outlined in
such plans. This is largely true because most such
gainshare goals are not unit-based goals, and the
majority of ED physicians and RNs think in terms of
unit-based operations.

Fee-for-service nursing is, at this stage, a proposal
that has been put forward, but not yet enacted. To our
knowledge, it has not been put in place in any EDs. It
starts with a simple concept of aligning strategic incen-
tives and reward systems. Second, fee-for-service nurs-
ing has a basic format in which key units with strategic
significance and RN shortages are targeted as pilot units
in which the success or failure of fee-for-service nursing
will be examined. Nurses continue to be paid on a base
salary and/or hourly rate compensation, with benefit
packages similar to those presented in the past, including
any existing gainshare programs. However, senior man-
agement and ED management then identify key drivers,
among which may be volume, acuity, charges, collec-
tions, quality indicators, and customer service indicators
to which all staff are committed and upon which the fee-
for-service component will be paid. All such drivers
must share several factors. First, those factors must rea-
sonably be within the control and/or modification of
individual staff members. For example, we want our
staff to say to the patient, “Thanks for coming to see us,

come back again if you need us.” Such statements may
help affect both volume and customer service ratings in
the ED, and may well improve both customer loyalty
and profitability. Second, a data system must be in place
which can collect and monitor the key drivers of the
compensation program (and the success of the institu-
tion) without massive staff time. If the measurement sys-
tem requires too much staff time, it can be at cross
strategic purposes with the incentives as originally
aligned. Third, to the best extent possible, the incentives
should be measurable and attainable on a short-term vs.
long-term basis, meaning that they should be monitored
and paid quarterly, as opposed to annually. Fourth,
because of the differences in physician professional
billing and nursing charging structures, measurements
will not be possible for individual RN profitability, satis-
faction, etc. Instead, some form of team-based compen-
sation should be used that coincides with the strategic
significance of our team-based philosophy in the ED. 

Finally, the concept of fee-for-service nursing is
based on a simple reward and measurement system
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which, in effect, helps align strategic incentives, cre-
ates a highly desirable work unit, improves employee
satisfaction, improves recruitment and retention, and
by definition, improves the key drivers identified by
senior and ED management as being critical to the
success of the unit.

The major drawbacks to fee-for-service nursing are
three in number. First, this does involve the creation of
an additional bonus pool that would need to be paid to
the nursing staff over and above the baseline compen-
sation that is available. However, if shortages exist in
the unit already, the finances can come from two
potential sources. In such settings, the nursing staff
often works with a shortage of nurses, which may have
an impact on volume, quality of care, and the customer
service rating. By investing in the staff at times of
shortages and when the staff is working short staffed,
the hospital takes a more long range view in realizing
that an investment of capital can result in substantial
return on a long-term basis. In addition, many units are
so short staffed that they are paying combinations of
overtime, traveling nurses, and other bonus dollars for
recruitment of nurses. If these dollars are instead com-
mitted to a fee-for-service nursing system, it is our
belief that the revenue can be generated for the bonus
plan. Second, piloting specific units for this program
may create the possibility of an “elitism mentality”
among those units, which need to be examined care-
fully by senior management, and specifically by the
chief nurse executive. However, if fee-for-service nurs-
ing programs are successful, it is entirely possible they
may spread throughout the hospital, helping to elimi-
nate the sense of elitism. Finally, and in many respects
most important, to create such a system takes substan-
tial personal courage on the part of the management of
the hospital and the ED. This is a model that is sub-
stantially different from those that have been utilized
in the past, and it requires the personal integrity of
those involved to assure that such a revolutionary con-
cept is given a fair chance of success.

We believe that fee-for-service nursing is an idea
whose time has come. It certainly requires the imagi-
nation to think of new ways of structuring financial
compensation, as well as the considerable personal
courage to see it through, but we believe it may help
address alignment of strategic incentives and the
recruitment problems that many EDs face.   ■

Correction:
The incorrect scantron form for the salary survey

was inadventantly included in the November issue of
ED Management. Please mark your answers on the
survey itself and return it to us. We apologize for any
inconvenience this may have caused. 
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CE objectives
After reading this issue of ED Management,

the continuing education participant should
be able to:
1. List three approaches to complaint manage-

ment.
2. Explain ways to reduce legal risks of com-

plaints.
3. Describe the benefits of voice activated dicta-

tion.
4. Discuss the concept of fee-for-service nursing.


