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EDITORIAL

Complaints, doctors and older people

Complaints about patient care take up much time and
may still not be satisfactorily resolved [1]. Complaints
may have different meanings to different people:
employers have business and clinical governance
objectives, and may perceive things differently from
the clinician and the person making the complaint.

The quality of service in hospitals is subjective,
personal and intangible, yet there is a tendency to
manage service organizations by focusing on what is
most tangible, such as numbers of patients served, the
cost of providing the service and the revenues
generated [2]. These indicators of performance provide
evidence of activity, not quality. By focusing on what is
measurable, they may lead to incentives for steadily
poorer standards of quality by staff, who are increas-
ingly overworked, underpaid and under-appreciated
[2]. This tendency towards mediocrity changes in the
business world only when a new competitor enters the
market place; competition in health is unlikely in those
countries where health care is mainly provided by the
state. In a genuinely competitive environment, com-
plaints must be taken seriously: 91% of customers who
have had a bad experience do not return and, on
average, tell 10 acquaintances of their experience [3].
On the other hand, when complaints have been
handled well, the customer is more likely to return
for repeat business than if there had been no problem
in the ®rst place [3].

Clinical governance

If the incentives (particularly in the UK and other
centralized health-care systems) worked against dealing
well with complaints in the past, the introduction of
clinical governance may alter the organizational per-
spective. Clinical governance is a term invented in the
UK [4] to ensure that: (i) systems are in place to
monitor quality of clinical practice and ensure that
these are functioning properly, (ii) clinical practice is
improved as a result, and (iii) clinical practitioners meet
standards such as those set by national professional
regulatory bodies.

In interpreting this national programme for UK
geriatricians, the British Geriatrics Society and Royal
College of Physicians of London set out the questions
and processes required by organizations in developing
a systematic approach to clinical governance (Figure
1). Complaints within the clinical governance cycle
form one part of the monitoring process (asking `Am I
doing it correctly?'). Systematic monitoring of clinical

care and performance involves bringing together all the
evidenceÐincluding audit, critical incidents, indepen-
dent professional reviews, risk assessments and external
peer review visits as well as complaints [5]. Organiza-
tions must develop systems to pull out consistent
messages from the monitoring process, use that infor-
mation systematically to improve services and make
organizational changes through business planning and
through personal development plans for individuals.
Whether clinical governance can act as a counter-
weight to other pressures within organizations is not
yet clear.

Effects of complaints

Complaints have a direct effect on the clinician. Their
impact has been studied in general practitioners [6].
Three stages of complaint experience are described:
initial impact, con¯ict and resolution. The ®rst phase
describes being out of control, feelings of shock and
panic and a sense of indignation towards the patient.
The second stage encompasses the many con¯icts
generated by the complaint: emotional con¯ict (such as
feelings of anger, depression and even suicide), con-
¯icts around aspects of professional identity (includ-
ing doubts about clinical competence, con¯icts with
family and colleagues) and those arising from the
management of the complaint. In the third stage there
is some sort of resolution. For many, this means
practising defensively. A few may even plan to leave
clinical practice. Very few doctors saw complaints as
a learning experience [6]. Other health-care profes-
sionals report anger, guilt, isolation, worry and
symptoms of depression after receiving a complaint
[7, 8].

The patient perspective is most important. The
principal goals of complainants are usually to have their
grievance acknowledged, obtain an explanation, receive
an apology and ensure steps are taken to prevent
recurrence [9]. In this issue of Age and Ageing,
Anderson et al. [10] describe the number, instigators,
nature and outcome of complaints concerning elderly
patients treated at an Australian hospital over 1 year.
The main ®ndings are that the complaint rate for older
patients was similar to that for younger patients, that
most complaints relate to communication, and that ana-
lysis of complaints may provide pointers for improve-
ment in quality of care. This can be compared with a
UK study [11] which found that older patients were
twice as likely to complain as younger patients. Again,



most complaints were about poor attitudes of and
communication by staff.

The General Medical Council has reported that 70%
of complaints against doctors relate to communication
problems. It is not clear whether these are more likely
in older than younger patients but there are distinctive
features that affect communications between older
patients and physicians [12]. Ageism can occur in
medical encounters with older people: physicians may
trivialize older peoples' medical problems, they may
spend less time with them or they may consider older
patients to be more dif®cult to deal with than younger
patients. Geriatric medicine is complex: patients often
have co-existing multiple problems, many of which
may not be soluble. Sensory de®cits may not be recog-
nized or overcome successfully, while cognitive impair-
ment may be either missed or cause inappropriate
stereotyped behaviour. Clinical discussions with older
people are unusual in that a third person is often
present (usually a friend or relative), which compli-
cates the communication process. Three major roles
for this third person have been described: as an
advocate (supportive), as a passive participant (mini-
mally involved and generally disengaged) or as an anta-
gonist (working against the patient either openly or
covertly) [13]. Each of these may require time,
experience and understanding if they are to be handled
successfully.

The speci®c problems of communication in manag-
ing older patients complicate the generic issue of
how to improve communication between all doctors
and patients. Doctors use different distinct styles: the
paternalistic, the shared and the informed. Each has
advantages and disadvantages and most doctor±patient
encounters combine approaches from different models
[14].

The possibilities for misunderstanding are enor-
mous. For example, in a study of prescribing in general

practice, 14 different categories of misunderstanding
between doctors and patients were identi®ed, each of
which had potential or possible adverse consequences
for medicine-taking [15]. Perhaps medicine has
become too preoccupied with the technical side of
care rather than personal or human aspects [10, 14].
Rising numbers of complaints re¯ect changes in
society. They also emphasize the need to get the
physical and the psycho-social elements of care in
balance.

In the UK, the care of older people is becoming a
key measure of satisfaction with the National Health
Service. The increasing number of complaints and
some high-pro®le cases have raised elderly care higher
up the consumer agenda. Currently, there is little
evidence here of a change to an open, `no blame'
culture [16]. Yet, doctors must understand and learn
from the messages being given by patients. Organiza-
tions should take complaints more seriously as part of
clinical governance in the drive to provide continually
improving patient care.

DAVID A. BLACK

Queen Mary's Hospital, Sidcup, Kent DA14 6LT, UK
Fax: 020 8 308 3074. Email: dablack@dial.pipex.com

1. Wallace H, Mulcahy L. Cause for Complaint? An evaluation of the

effectiveness of the NHS complaints procedure. London: The Public

Law Project, 1999.

2. Senge PM. The Fifth Discipline. The Art and Practice of the

Learning Organisation. London: Random House, 1990.

3. Moores B. Customer Services. In Crainer S, ed. Financial Times

Handbook of Management. London: Pitman Publications, 1995.

4. First Class Service. London: NHS Executive, 1998

5. Clinical Governance. Joint Position Paper by the British Geriatrics

Society and the Geriatric Medicine Committee of the Royal College of

Physicians. London: British Geriatrics Society/Royal College of

Physicians, 1999.

6. Jain A, Ogden J. General practitioners experiences of patients

complaints: quantitative study. Br Med J 1999; 318: 1596±9.

7. Glenn H. Effect of claims on doctors. Clinical Risk 1996; 2: 181±5.

8. Ennis M, Vincent C. The effect of medical accident and litigation

on doctors and patients. Law Policy 1994; 16: 97±121.

9. Department of Health. Being Heard: the report of a review

committee on NHS complaints procedures. Leeds, UK: Department

of Health, 1994.

10. Anderson K, Allan D, Finucane P. Complaints concerning the

hospital care of elderly patients: a 12-month study of one hospital's

experience. Age Ageing. 2000; 29: 409±12.

11. Webb B. A study of complaints by patients of different age groups

in an NHS Trust. Nursing Standard 1995; 9: 34±7.

12. Adelman RD, Greene MG, Ory MG. Communication between

older patients and their physicians. Clin Geriatr Med 2000; 16: 1±24.

13. Adelman R, Greene MG, Charon R. The physician±elderly

patient±companion triad in the medical encounter: the development

of a conceptual framework and research agenda. Gerontologist 1987:

27; 729±34.

390

Editorial

Figure 1. The clinical governance cycle.
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