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Abstract

This paper shows by way of examples how complaints can be attributed to various department and clinical units and used to monitor changes in satisfaction ratings.  In theory, satisfaction ratings and complaint frequencies are related complementary concepts.  It should be possible to measure one to estimate the other.  In practice, a problem arises in some departments where complaints are rare.  Typically, too few data items are available to allow analysis of changes in rate of complaints.  This paper shows how complaint frequencies can be calculated from time to complaints, even for situations where complaints occur infrequently.  Using the data from an acute hospital, we show how to analyze time-between complaints. In contrast to patient satisfaction surveys, time-to-complaint studies are less expensive as they collect less data and more informative as they do not mix positive and negative satisfaction ratings and therefore dilute and over whelm the attitudes of a small sample of un-satisfied patients with overwhelming number of satisfied patients.   

Introduction

Patient satisfaction surveys are expensive, as many patients are asked and much effort must go into each inquiry.  Consider the effort that goes into surveying patients:  Organizations prepare or purchase surveys, collect data, call non-responders, analyze data, benchmark the data against national norms, provide feedback to providers, organize improvement teams, implement changes in work processes, and re-survey patients to see if the changes improved their satisfaction.   It is not surprising that in this long and expensive process, the improvement component sometimes receives little attention. Thus, much data is collected but little organizational change occurs.  Concern with cost of conducting satisfaction surveys has led us to re-think the process and to suggest an alternative that would significantly reduce the cost.  Instead of systematically seeking patient’s input through standardized satisfaction survey instruments, we – as well as others
,
 -- propose to rely on patient complaints.  Both of these sources provide a valid source for giving a customer a voice – satisfaction surveys require a great deal of time and money to collect the data, while patient complaints are more readily available and cost less to collect.
There are several problems with most patient satisfaction surveys.  First, they do not seem to be related to some obvious correlates of satisfaction.  For example, no evidence exists that patient satisfaction is correlated with care outcomes (e.g. mortality or morbidity); logic dictates that there should be a relationship; after all, patients should be dissatisfied if the treatment does not produce the expected outcome.  But researchers have not been able to establish a link between poor outcomes and satisfaction with care.
,
   Patient satisfaction also does not correlate well with patient complaints.
  Patients complain about a broad range of issues:  poor care and treatment (29%), poor communication (22%), excessive bill (20%), unfriendly staff (13%), lack of access to staff (9%), and problems with the cleanliness or safety of the environment (7%).
 Obviously patients who complain are dissatisfied; as more patients complain one should expect more dissatisfied patients.  But this is not the case.  Anecdotal data from risk managers suggests that many have witnessed awards and accolades given to Departments who seemingly have improved patient satisfaction but continue to have a large number of complaints.  They justifiably ask: “If patients are satisfied, why are they complaining?”  In this paper, we propose to use patients’ complaints as a surrogate for patients’ satisfaction with care.  In contrast to patient satisfaction, patient complaints are linked to many correlates of quality of care, including frequency of lawsuits.

The second problem with patient satisfaction surveys, and perhaps the underlying reason for why they do not correlate well with quality measures, relates to how views of a minority of patients are mixed with a large majority.  Typically, satisfaction surveys report the average satisfaction rating over a period of time.  This average mixes responses from dissatisfied and satisfied patients.  Maybe a handful of patients have complaints; many do not.  Mixing responses from both groups allows the larger majority of non-complaining or possibly satisfied patients to dwarf the responses from the minority of dissatisfied patients.  In the process, important information on the specific nature of the problems the organization faces is lost.  An average score emerges that depicts a rosy picture and does not allow managers to improve work processes to produce better, near perfect, care.  In this paper we show a new way of measuring satisfaction built entirely on patients who complain; as such, it allows health care managers to hear the voice of their customers without the distortions caused by mixing that voice with a myriad of other more satisfied patients.

The third problem with satisfaction surveys is their low response rate.  Many patients do not complete satisfaction surveys.  In some populations and for some surveys the response rate is as low as 36% and as high as 65%.
  Assuming that non-responders are satisfied seems an obvious fallacy.  After all, an angry customer, hurt by the process, will not complete an anonymous satisfaction survey.  It is more likely that this customer will complain to an external source, may request corrective action (bill forgiven) from the hospital or may sue the organization.  Angry patients do not see completing satisfaction surveys as a remedy to their problem and therefore they do not participate in the process.   But they see the complaint process as the start of corrective action.  Satisfaction surveys may be biased because the very group that is most dissatisfied is unlikely to participate.  We propose to use patient complaints to establish satisfaction with services.  In this process, the missing sub-group has been changed:  instead of missing the most dissatisfied patients, the analysis is based on their input and the people who are satisfied or who do not feel strongly about their care are missing.  
Despite the advantages of analysis of complaints as a measure of patient satisfaction, few hospitals do so.  The main concern is that complaints are occasional and improvement teams need more regular data.  Recent advances in time to event control charts allow us to address this problem with complaint data.  The next section shows how time to a complaint can be used to overcome concerns that complaints are rare events.    

Time to Next Complaint
The analysis of time-to-dissatisfied or time-to-complaint can be done per day, per discharge or per visit, depending on the nature of available data.  The choice of whether the analysis should be done per day, per visit, or per discharge depends on the availability of data and the frequency of complaints.    In the following, the analysis focuses on complaints per day, though the approach described here generalizes to complaints per visit or per discharge.  Also note that while we focus on complaints, occasionally customers write to express praise.  The analysis described here could be run for both complaints and for unsolicited praise.  
An example serves to demonstrate the procedures used to analyze complaints.  We use data collected over 50 days in an acute hospital in the United States.  Note that 50 days is a relatively small data set when compared to typical satisfaction survey data collected over a large number of months.  Most organizations have access to longer streams of complaint data but we chose this short time frame to illustrate the power of the method of analysis even in small datasets.  Appendix 1 shows the last 100 complaints collected by the Risk Department in the hospital.  Note that complaints were collected over different Departments.  The frequency of complaints in any one department will be different.  Table 1 shows the rate of complaints within the various Departments:

	Table 1:  Complaints in Last 49 Days at an Acute Hospital

	Department
	Date of First Complaint
	Date of Last Complaint
	Number of Complaints
	Daily Probability of One or More Complaints
	Average Days to Next Complaint

	Vascular Interventional Procedures
	02/23/07 
	02/23/07 
	1
	0.02
	48.00

	Patient Relations Office
	02/16/07 
	02/16/07 
	1
	0.02
	48.00

	Health Information Mgmt
	03/26/07 
	03/26/07 
	1
	0.02
	48.00

	Outpatient Surgery
	02/18/07 
	02/18/07 
	1
	0.02
	48.00

	Medical Staff
	02/13/07 
	02/13/07 
	1
	0.02
	48.00

	Case Management
	03/12/07 
	03/12/07 
	1
	0.02
	48.00

	Business Office
	03/01/07 
	03/21/07 
	2
	0.04
	23.50

	Progressive Care
	02/27/07 
	03/24/07 
	4
	0.08
	11.25

	Radiology
	02/16/07 
	03/27/07 
	5
	0.10
	8.80

	Medical / Surgical
	02/12/07 
	03/29/07 
	7
	0.14
	6.00

	Emergency Room
	02/08/07 
	03/26/07 
	23
	0.47
	1.13


Data in Table 1 show that Departments vary in their rate of complaints.  Hospitals can use this information to focus their improvement efforts in locations where the rate of complaints is highest.  In this case, the rate is highest in Progressive Care, Radiology, the Medical / Surgical unit and Emergency Room.
  

  The problem with relying on patient complaints for assessing improvement in various Departments is that for many health care organizations, these complaints are rare.  Therefore, one may have to wait a long time before data could confirm or refute that a change has led to a reduction in complaints.  To remedy this difficulty, we use Time between Control Charts
,
 – a tool designed specifically for monitoring rare events.  These types of charts assume that the probability of a complaint has a Bernoulli distribution (fixed and independent probability of complaints for any particular day).  Then a continuous series of complaints has a Geometric distribution.  This distribution can be used to test if a series of consecutive complaints exceeds what could be expected by chance alone.  The steps in the process of constructing a Time between Chart are as follows:
1. Maintain a database of complaints (include day of complaint), provider or Departments involved, and nature of complaint.  Many health care organizations’ Risk Departments maintain an incidence database that can be used for this purpose.  The data needed is modest and readily available. 
2. Focus the analysis on the event that is rare.  If complaints occur on most days then focus on consecutive days with no incidence of complaint.   Otherwise, focus on consecutive days of complaints.

3. If plotting consecutive days with complaints, calculate the ratio R as follows:
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If plotting consecutive days without complaints, calculate the ratio R as follows:
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4. Calculate the Upper Control Limit (UCL) as follows:
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5. Plot the target event (consecutive days of either with or without complaints) against the number of days since start of examination period.  Plot the UCL on the same chart.  An occasional complaint may happen because of idiosyncratic reasons.  But if there is a pattern of complaints (i.e. the size of consecutive days of complaints exceeds the UCL) then it deserves further exploration.  Process improvement teams can use these changes in patterns of complaints to establish the impact of changes they are introducing.   
To provide more detail, these steps are applied to the data from our sample hospital.  The first step is to list the data for each Department and mark the number of complaints on each day.  For the Medical/Surgical unit these are the first and second columns in Table 2.  In the Medical/Surgical unit we focus on consecutive complaints as these are relatively rare.  The number of consecutive days of complaints are given in the third column in Table 2.  For example, on 2/8/2007 there was no complaint so the consecutive marker for days with complaints was set to 0.  On 2/12/2007 there was one complaint but on days following no complaint occurred until the 18th.  The longest series of consecutive complaints started on the 3/1/2007 and lasted 3 days.  In the Emergency Room the situation was the reverse:  complaints were the norm.  In this environment, we calculate consecutive days of no-complaint.  The first such series occurs on 2/12/2007 and lasts three days.  The longest series of days without complaint starts on 3/12/2007 and lasts 7 days.
	
	Number of Complaints per Day
	Consecutive Days of Complaint

	Date
	Emergency Room
	Med/Surg
	Outpatient Surgery
	Emergency Room
	Med/Surg
	Outpatient Surgery

	08-Feb-07
	1
	
	
	1
	0
	0

	09-Feb-07
	3
	
	
	2
	0
	0

	10-Feb-07
	
	
	
	0
	0
	0

	11-Feb-07
	2
	
	
	1
	0
	0

	12-Feb-07
	
	1
	
	0
	1
	0

	13-Feb-07
	
	
	
	0
	0
	0

	14-Feb-07
	
	
	
	0
	0
	0

	15-Feb-07
	2
	
	
	1
	0
	0

	16-Feb-07
	1
	
	
	2
	0
	0

	17-Feb-07
	5
	
	
	3
	0
	0

	18-Feb-07
	
	1
	2
	0
	1
	1

	19-Feb-07
	
	
	
	0
	0
	0

	20-Feb-07
	3
	
	
	1
	0
	0

	21-Feb-07
	
	
	
	0
	0
	0

	22-Feb-07
	
	
	
	0
	0
	0

	23-Feb-07
	2
	
	
	1
	0
	0

	24-Feb-07
	
	
	
	0
	0
	0

	25-Feb-07
	
	
	
	0
	0
	0

	26-Feb-07
	
	
	
	0
	0
	0

	27-Feb-07
	
	
	
	0
	0
	0

	28-Feb-07
	2
	
	
	1
	0
	0

	01-Mar-07
	1
	8
	
	2
	1
	0

	02-Mar-07
	2
	1
	
	3
	2
	0

	03-Mar-07
	1
	2
	
	4
	3
	0

	04-Mar-07
	2
	
	
	5
	0
	0

	05-Mar-07
	
	
	
	0
	0
	0

	06-Mar-07
	
	
	
	0
	0
	0

	07-Mar-07
	3
	
	
	1
	0
	0

	08-Mar-07
	
	
	
	0
	0
	0

	09-Mar-07
	
	
	
	0
	0
	0

	10-Mar-07
	1
	
	
	1
	0
	0

	11-Mar-07
	1
	
	
	2
	0
	0

	12-Mar-07
	
	
	
	0
	0
	0

	13-Mar-07
	
	
	
	0
	0
	0

	14-Mar-07
	
	
	
	0
	0
	0

	15-Mar-07
	
	
	
	0
	0
	0

	16-Mar-07
	2
	
	
	1
	0
	0

	17-Mar-07
	
	
	
	0
	0
	0

	18-Mar-07
	
	
	
	0
	0
	0

	19-Mar-07
	5
	
	
	1
	0
	0

	20-Mar-07
	4
	3
	
	2
	1
	0

	21-Mar-07
	
	
	
	0
	0
	0

	22-Mar-07
	2
	
	
	1
	0
	0

	23-Mar-07
	3
	
	
	2
	0
	0

	24-Mar-07
	
	
	
	0
	0
	0

	25-Mar-07
	2
	
	
	1
	0
	0

	26-Mar-07
	3
	
	
	2
	0
	0

	27-Mar-07
	
	
	
	0
	0
	0

	28-Mar-07
	
	
	
	0
	0
	0

	29-Mar-07
	
	2
	
	0
	1
	0

	Days of no complaints
	27
	43
	49

	Days of one or more complaints
	23
	7
	1

	Total days
	50
	50
	50

	Ratio R
	0.85
	0.16
	0.02

	Upper Control Limit
	4.62
	1.47
	0.45


We calculate the Upper Control Limit from R, the ratio of days with complaint to days without complaint:
	Medical/Surgical Unit
	Emergency Room Department
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The chart in Figure 1 shows the resulting data for the Emergency Room Department.  The X-axis shows days since start of the examination of complaints.  The Y-axis shows the duration of consecutive days of no complaints.  The solid straight line shows the upper control limit and the jagged line shows the length of various series of days in which there were no complaints.  Notice that the variation in the data could be due to chance (i.e. it is lower than the UCL).  The series of consecutive days of complaints starting on the 21st day exceeds the UCL.  Observing so many consecutive days of complaints is unusual and cannot be due to chance.  Therefore, we conclude that in this period there was a surge in complaints and improvement teams should look for special causes that might explain this increase.  This example shows that hospitals can easily use their extant complaint rates to help improvement teams discover special causes for complaints.
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Figure 1:  Emergency Room Department’s Complaints
The data for the Medical/ Surgical unit is different and is shown in Figure 2.  As before, we have plotted the days since start of the examination period on the X-axis.  Because complaints were rare, we have plotted consecutive days of complaints on the Y-axis.  Occasionally a complaint occurs, but the series of complaints that starts on the 21st day is unusual.   These days of back-to-back complaints mark a departure from the general pattern of no complaints.  Improvement teams can examine the special cause for these consecutive days of complaints.  The use of Time-between Control Charts allows us to detect changes in the process of care in short time periods.  In this example, monitoring the process in the last 50 days was sufficient to detect a change in the care process on days 21 through 24.  An improvement team can focus on why these days had excessive number of complaints.
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Figure 2:  Complaints in the Surgical / Medical Unit

A similar analysis can be done for any unit, even those with very few data points.  Here, for example, we present the data for the Outpatient Surgery Department.  In 50 days, there were only 2 complaints, both on the same day.  The Upper Control Limit was calculated to be 0.45.  The observed day of complaint was a radical departure from the pattern of no complaints in this Department.  Because complaints are so rare, observing even one complaint was a significant event.  Some readers may be concerned about relying on 2 complaints to make an inference about the process.  The reality is that we are not relying on 2 but 50 data points.  There is a long stream of observations.  Logically, if day after day no one complains; then the first complaint will be considered a surprise and an unusual event.  Despite the small number of complaints, the analysis is based on a large set of data and therefore remains valid.  
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Figure 3:  Complaints in Outpatient Surgical Unit

This analysis shows, by way of examples, how improvement teams can use Time-between Control Charts to analyze pattern of complaints in their organizations.  By doing so, even units with no complaints or very rare complaints can be monitored.  

Discussion

In recent decades, progress has been made in incorporating the customer’s voice into measures of quality, typically in the form of standardized and reliable satisfaction surveys.
  An industry has emerged that enables health care organizations to examine satisfaction with their services.  Hospitals report conducting satisfaction surveys that cost in excess of $200,000 per year.  What do these hospitals get for their investment that they could not have gotten from analysis of their extant complaint databases at a fraction of the cost?  Satisfaction surveys have two uses:  they are used in improvement efforts to trace that changes in processes of care have led to improvement and they are used to measure market penetration and patient loyalty.  Both of these reasons for conducting satisfaction surveys can be met by analysis of the complaint database.

First, complaints data can be easily used to help improvement teams trace the impact of their interventions.  This paper has showed that even in departments that hardly ever have a complaint, time between complaints can be a viable tool for measuring frequency of complaints.  Unsolicited complaints provide clinicians with a vivid, readily available, voice of the patient.  When combined with modern methods of statistical process control, patient’s complaints can be an effective tool to gauge the impact of the improvement teams on satisfaction with care.  

Second, many hospital managers conduct satisfaction surveys to measure patient loyalty.  These managers may think that patient satisfaction is a better measure of patient loyalty.  After all, satisfaction surveys directly ask whether the patient is likely to refer others or use the hospital facilities again.   At face value, satisfaction surveys seem to provide more information about patient loyalty.  But there is a fallacy in these assumptions.  Self–reported loyalty does not always lead to observed loyalty – the variable that most managers are looking for.  Patients managed care arrangement or primary care physician’s affiliation may limit the effect of self-reported loyalty.  Patients may forget how they feel about the services they have received or they may have no viable other choice given traffic and travel time.  In the end, it is the observed loyalty that matters most and neither complaint studies nor satisfaction surveys have been linked to this concept.  So the manager can make one or the other assumption of faith.  They can either assume a link between self-reports and observed loyalty or they may assume that high complaint rates are associated with lower use of services: when frequency of complaints increases, we expect to see fewer satisfied patients and lower loyalty rates.  Future studies can focus on testing these assumptions and may clarify which of the two measures are better for understanding patients observed loyalty rates.  
The cost advantage of time to complaint is obvious.  The most expensive component of conducting satisfaction surveys is the data collection.  In contrast, a system for collecting patient complaints exists in all hospitals.  Hospitals collect patient complaints independent of whether these data are analyzed to establish dissatisfaction rates for different departments within the hospital. Therefore, the collection of the extant patient complaints has no additional marginal cost.  The cost savings should be large.  

Appendix

The data used in this paper were based on the last 100 complaints received in an acute hospital in the United States.  These data are presented here to facilitate further research:

	
	Date
	Location
	Type of Complaint
	Reason

	1
	02/08/07
	Emergency Room
	COMM-Staff, Comm to Family
	CUST SVC, Poor 

	2
	02/09/07
	Emergency Room
	COMM-MS, Question/Concerns
	COMM-MS, 

	3
	02/09/07
	Emergency Room
	ACCESS, Wait-Negative
	ACCESS, 

	4
	02/09/07
	Emergency Room
	CLIN CARE, Response to Needs
	ACCESS, 

	5
	02/11/07
	Emergency Room
	COMP, Pt Care
	COMP, Pt Care

	6
	02/11/07
	Emergency Room
	COMP, Department
	COMP, Pt Care

	7
	02/12/07
	Med/Surg
	RISK, Lost/Stolen Property
	RISK, 

	8
	02/13/07
	Medical Staff
	CLIN CARE, Poor Care
	CLIN CARE, Poor 

	9
	02/13/07
	Medical Staff
	FINANCE, Dispute Charges/Cost
	CLIN CARE, Poor 

	10
	02/15/07
	Emergency Room
	CLIN CARE, Incorrect Dx, Test, Proc
	CLIN CARE, 

	11
	02/15/07
	Emergency Room
	CLIN CARE, Response to Needs
	CLIN CARE, 

	12
	02/16/07
	Patient Relations Office
	CLIN CARE, Medication Issues
	CLIN CARE, 

	13
	02/16/07
	Emergency Room
	COMM-MS, Question/Concerns
	COMM-MS, 

	14
	02/16/07
	Radiology
	FINANCE, Dispute Charges/Cost
	FINANCE, 

	15
	02/17/07
	Emergency Room
	OTHER, LWOT
	OTHER, LWOT

	16
	02/17/07
	Emergency Room
	FINANCE, Dispute Charges/Cost
	OTHER, LWOT

	17
	02/17/07
	Emergency Room
	CLIN CARE, Response to Needs
	CLIN CARE, 

	18
	02/17/07
	Emergency Room
	ACCESS, Room Availability-Negative
	CLIN CARE, 

	19
	02/17/07
	Emergency Room
	CLIN CARE, Medication Issues
	CLIN CARE, 

	20
	02/18/07
	Med/Surg
	CLIN CARE, Response to Needs
	CLIN CARE, 

	21
	02/18/07
	Outpatient Surgery
	COMM-Staff, Incorrect Info Given
	COMM-Staff, 

	22
	02/18/07
	Outpatient Surgery
	OTHER, process Errors
	COMM-Staff, 

	23
	02/20/07
	Emergency Room
	CLIN CARE, Medication Issues
	CLIN CARE, 

	24
	02/20/07
	Emergency Room
	OTHER, LWOT
	OTHER, LWOT

	25
	02/20/07
	Emergency Room
	FINANCE, Dispute Charges/Cost
	OTHER, LWOT

	26
	02/23/07
	Vascular Interventional Procedures
	COMM-Staff, Comm to Family
	COMM-Staff, 

	27
	02/23/07
	Emergency Room
	ACCESS, Wait-Negative
	ACCESS, 

	28
	02/23/07
	Emergency Room
	CLIN CARE, Delay
	ACCESS, 

	29
	02/27/07
	Progressive Care
	CUST SVC, Poor Behavior/Attitude
	CUST SVC, Poor 

	30
	02/27/07
	Progressive Care
	COMM-Staff, Comm to Family
	CUST SVC, Poor 

	31
	02/28/07
	Emergency Room
	OTHER, LWOT
	OTHER, LWOT

	32
	02/28/07
	Emergency Room
	FINANCE, Dispute Charges/Cost
	OTHER, LWOT

	33
	03/01/07
	Med/Surg
	CLIN CARE, Response to Needs
	CLIN CARE, 

	34
	03/01/07
	Med/Surg
	CLIN CARE, Medication Issues
	CLIN CARE, 

	35
	03/01/07
	Med/Surg
	ENV, Roommate Issues
	CLIN CARE, 

	36
	03/01/07
	Emergency Room
	CLIN CARE, Incorrect Dx, Test, Proc
	CLIN CARE, 

	37
	03/01/07
	Med/Surg
	CLIN CARE, Response to Needs
	CLIN CARE, 

	38
	03/01/07
	Med/Surg
	CUST SVC, Poor Behavior/Attitude
	CLIN CARE, 

	39
	03/01/07
	Med/Surg
	CLIN CARE, Response to Needs
	CLIN CARE, 

	40
	03/01/07
	Med/Surg
	CLIN CARE, Technical Skills
	CLIN CARE, 

	41
	03/01/07
	Med/Surg
	RISK, Injury
	CLIN CARE, 

	42
	03/01/07
	Radiology
	COMP, Staff has good tech skills
	COMP, Staff has 

	43
	03/01/07
	Radiology
	COMP, Department
	COMP, Staff has 

	44
	03/01/07
	Business Office
	FINANCE, Insurance Problems
	FINANCE, 

	45
	03/02/07
	Med/Surg
	CLIN CARE, Response to Needs
	CLIN CARE, 

	46
	03/02/07
	Emergency Room
	ENV, Temperature
	ENV, 

	47
	03/02/07
	Emergency Room
	ACCESS, Room Availability-Negative
	ENV, 

	48
	03/02/07
	Radiology
	OTHER, process Errors
	OTHER, process 

	49
	03/02/07
	Radiology
	CLIN CARE, Technical Skills
	OTHER, process 

	50
	03/03/07
	Med/Surg
	RISK, Lost/Stolen Property
	RISK, 

	51
	03/03/07
	Med/Surg
	RISK, Lost/Stolen Property
	RISK, 

	52
	03/03/07
	Emergency Room
	CLIN CARE, Response to Needs
	CLIN CARE, 

	53
	03/04/07
	Emergency Room
	FINANCE, Dispute Charges/Cost
	FINANCE, 

	54
	03/04/07
	Emergency Room
	OTHER, LWOT
	FINANCE, 

	55
	03/05/07
	Progressive Care
	COMM-Staff, Comm to Family
	COMM-Staff, 

	56
	03/05/07
	Progressive Care
	COMM-MS, Question/Concerns
	COMM-Staff, 

	57
	03/07/07
	Emergency Room
	ACCESS, Wait-Negative
	ACCESS, 

	58
	03/07/07
	Emergency Room
	COMM-MS, Comm to Family
	ACCESS, 

	59
	03/07/07
	Emergency Room
	CUST SVC, Poor Behavior/Attitude
	ACCESS, 

	60
	03/08/07
	Progressive Care
	ACCESS, Transfer-Negative
	ACCESS, 

	61
	03/08/07
	Progressive Care
	COMM-Staff, Comm to Family
	ACCESS, 

	62
	03/10/07
	Emergency Room
	CLIN CARE, Incorrect Dx, Test, Proc
	CLIN CARE, 

	63
	03/11/07
	Emergency Room
	RISK, Lost/Stolen Property
	RISK, 

	64
	03/12/07
	Case Management
	COMM-Staff, Comm to Family
	COMM-Staff, 

	65
	03/12/07
	Case Management
	CUST SVC, Poor Behavior/Attitude
	COMM-Staff, 

	66
	03/16/07
	Emergency Room
	COMM-Staff, Comm to Patient
	COMM-Staff, 

	67
	03/16/07
	Emergency Room
	CUST SVC, Poor Behavior/Attitude
	COMM-Staff, 

	68
	03/19/07
	Radiology
	COMP, Department
	COMP, 

	69
	03/19/07
	Radiology
	COMP, Pt Care
	COMP, 

	70
	03/19/07
	Radiology
	COMP, Staff responsive to needs
	COMP, 

	71
	03/19/07
	Emergency Room
	CUST SVC, Poor Behavior/Attitude
	CUST SVC, Poor 

	72
	03/19/07
	Emergency Room
	CLIN CARE, Delay
	CUST SVC, Poor 

	73
	03/19/07
	Emergency Room
	Medical Documentation
	CUST SVC, Poor 

	74
	03/19/07
	Emergency Room
	ACCESS, Wait-Negative
	ACCESS, 

	75
	03/19/07
	Emergency Room
	CLIN CARE, Medication Issues
	ACCESS, 

	76
	03/20/07
	Med/Surg
	COMM-MS, Question/Concerns
	COMM-MS, 

	77
	03/20/07
	Med/Surg
	ENV, Dietary
	COMM-MS, 

	78
	03/20/07
	Med/Surg
	CLIN CARE, Response to Needs
	COMM-MS, 

	79
	03/20/07
	Emergency Room
	CLIN CARE, Delay
	CLIN CARE, 

	80
	03/20/07
	Emergency Room
	CUST SVC, Poor Behavior/Attitude
	CLIN CARE, 

	81
	03/20/07
	Emergency Room
	PT RIGHTS, Breech of Confidentiality
	CLIN CARE, 

	82
	03/20/07
	Emergency Room
	OTHER, process Errors
	CLIN CARE, 

	83
	03/21/07
	Business Office
	FINANCE, Insurance Problems
	FINANCE, 

	84
	03/21/07
	Business Office
	FINANCE, Dispute Charges/Cost
	FINANCE, 

	85
	03/22/07
	Emergency Room
	COMM-Staff, Comm to Family
	COMM-Staff, 

	86
	03/22/07
	Emergency Room
	CUST SVC, Poor Behavior/Attitude
	COMM-Staff, 

	87
	03/23/07
	Emergency Room
	CLIN CARE, Medication Issues
	CLIN CARE, 

	88
	03/23/07
	Emergency Room
	PT RIGHTS, Values re Treatment
	CLIN CARE, 

	89
	03/23/07
	Emergency Room
	CUST SVC, Poor Behavior/Attitude
	CLIN CARE, 

	90
	03/24/07
	Progressive Care
	CLIN CARE, Response to Needs
	CLIN CARE, 

	91
	03/24/07
	Progressive Care
	CUST SVC, Poor Behavior/Attitude
	CLIN CARE, 

	92
	03/25/07
	Emergency Room
	COMM-MS, Comm to Family
	COMM-MS, Comm 

	93
	03/25/07
	Emergency Room
	COMM-MS, Question/Concerns
	COMM-MS, Comm 

	94
	03/26/07
	Health Information Mgmt
	CUST SVC, Poor Behavior/Attitude
	CUST SVC, Poor 

	95
	03/26/07
	Emergency Room
	COMM-Staff, Comm to Family
	COMM-Staff, 

	96
	03/26/07
	Emergency Room
	CUST SVC, Poor Behavior/Attitude
	COMM-Staff, 

	97
	03/26/07
	Emergency Room
	PT RIGHTS, Values re Treatment
	COMM-Staff, 

	98
	03/27/07
	Radiology
	RISK, Lost/Stolen Property
	RISK, 

	99
	03/29/07
	Med/Surg
	CLIN CARE, Response to Needs
	CLIN CARE, 

	100
	03/29/07
	Med/Surg
	ENV, Dietary
	CLIN CARE, 
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� 	Note that many emergency room complaints are linked to denial of service.  These patients will clearly not be included in satisfaction surveys, which typically focus on patients perception of services after admission.
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