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Analysis of complaints lodged by patients attending
Victorian hospitals, 1997-2001

David McD Taylor, Rory S Wolfe and Peter A Cameron

atient satisfaction — the subjective

experiences of patients using the

healthcare system — correlates with
improved medical comphance,1 decreased
utilisation of medical services,' less mal-
practice litigation,"* and greater willingness
to return to the healthcare provider.'”
Accordingly, quantitative measurement of
patient complaints is a comparative measure
of service quality,"® and several authorities
believe that quality-assurance measures
should include patient satisfaction and an
analysis of patient complaints.>®8

Complaints may arise from poor quality
of service*® or unmet patient expecta-
tions.*® Some complaints appear minor, but
many relate to more serious events and lead
to remedial action or compensation. Analy-
sis of the nature of complaints is important
to identify problems and assist in their
elimination.**1°

For quality-assurance purposes, individ-
ual hospitals may analyse and act on the
complaints they receive. However, on any
larger scale, the nature, frequency and out-
comes of complaints have been poorly
examined in Australia.

We have analysed data on patient com-
plaints relating to a large sample of hospitals
in the state of Victoria between 1997 and
2001, inclusive. We sought to identify sub-
groups of patients and hospital departments
at higher risk of involvement in complaints,
and to provide an evidence base for inter-
vention strategies that aim to decrease
patient complaint rates.

METHODS

We retrospectively analysed patients’ com-
plaints about their care in 67 Victorian
hospitals between 1 January 1997 and 31
December 2001 (5 years). Forty-two rural

ABSTRACT

Objective: To describe complaints by patients and compare rates of complaint in
demographic subgroups of patients and hospital departments.

Design and setting: Retrospective analysis of complaints made by patients attending
67 hospitals (metropolitan, 25; rural, 42) in Victoria, and lodged with the Victorian Health
Complaint Information Program (January 1997 — December 2001).

Main outcome measures: Demographic characteristics of patients lodging complaints
and the hospital department involved; nature and outcome of complaints.

Results: From a total of over 13 million patients presenting to hospital during the study
period, 19 156 patients or their representatives (mostly their parents, children or
spouses) lodged 26 785 “issues” of complaint (overall complaint rate, 1.42 complaints/
1000 patients). Significantly more complaints (P <0.001) were lodged by (or on behalf of)
female patients (complaint rate ratio, 1.3; 95% Cl, 1.2-1.3), public patients (rate ratio, 2.1;
95% Cl, 2.0-2.2) and Australian-born patients (rate ratio, 8.9; 95% Cl, 8.3-9.6). The
complaint rate for general wards was 6.2/1000 patients (95% Cl, 6.1-6.3). Intensive care
units had a similar rate of 5.9/1000 (?5% Cl, 5.4-6.5), but aged-care departments had a
significantly higher rate of 45.2/1000 (95% ClI, 39.5-51.7), while emergency departments
(1.9/1000; 95% Cl, 1.8-2.0), operating theatres (1.0/1000; 95% Cl, 1.0-1.1), day-procedure
units (0.5/1000; 95% Cl, 0.5-0.6) and outpatient departments (0.4/1000; 95% Cl, 0.4-0.4)
had significantly lower rates. Complaints relating to communication (poor attention,
discourtesy, rudeness), access to healthcare (no/inadequate service, treatment delays)
and treatment (inadequate treatment and nursing care) accounted for 29.2%, 28.5% and
22.5% of complaints, respectively. Most (84.5%) complaints were resolved. Apologies or

explanations resolved 27.8% and 27.5% of complaints, respectively.

Conclusion: Interventions to decrease the number of complaints in the areas of
communication and access to healthcare need to be implemented. The active use
of complaint data for quality-improvement activities is recommended.
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and 25 metropolitan hospitals (62 public
and 5 private) contributed.

We defined a complaint as the unsolicited
index communication from a patient (or
representative) to a hospital (generally to a
hospital liaison officer or hospital depart-
ment head), containing one or more issues of
complaint about the patient’s management.
For example, one complaint might relate to
the separate issues of staff rudeness and
delay in treatment. Each hospital receiving a
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complaint is responsible for resolving all
related issues. The department about which
the complaint is made usually assumes this
responsibility, although referral to the hospi-
tal management or board, legal representa-
tion or a patient advocate may be required.
Regardless of the outcome, complaint data
from all participating hospitals are subse-
quently forwarded, on a quarterly basis, to
the Health Complaint Information Program
(HCIP) of the Victorian Health Services
Commissioner for statewide quality-assur-
ance purposes.

Complaints lodged at each participating
hospital are categorised according to hospi-
tal department and the nature of the com-
plaint using HCIP software. The major
complaint categories are given in Box 1.

Study data

All complaint data for our study were
obtained from HCIP. We obtained numera-
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Complaint categories

e Communication: personal interaction,
communication breakdown, information
provision, consultation

e Access: adequacy of service, delays,
discharge/transfer procedures, waiting
lists

e Treatment: adequacy of care, diagnosis
and treatment, outcomes, medication
errors, competence and negligence

¢ Rights: property, discrimination, privacy,
confidentiality, records, consent

e Administration: policy, standards,
documentation, response to request

e Environment: amenities, comfort,
parking, food

e Cost: billing, level of service, insurance,
determination of public/private patient
status

tor data for the generation of complaint rates
for hospital departments and some major
demographic characteristics of the patients
making the complaints (sex, type of patient,
country of birth) (Box 2). Denominator data
were derived from databases recording the
total number of patients presenting to hos-
pital during the study period. The Agency
Information Management System (AIMS)
provided denominator data for calculating
emergency department and outpatient
department complaint rates. However, these
databases only provided total patient num-
bers and data for the 3-year period 1999-
2001. Hence, complaint rates for the demo-
graphic subgroups of patients did not
include emergency department and outpa-
tient department patients. The Victorian
Admitted Episodes Dataset (VAED) pro-
vided data for the remaining hospital
departments and demographic subgroups
for the full study period. All data (HCIP,
AIMS, VAED) were provided in summary
format only, and access to individual patient
information was not possible.

Some HCIP data were incomplete, as hos-
pitals occasionally failed to lodge quarterly
reports. Hence, the absolute number of
complaints received is an underestimate. To
estimate complaint rates for hospitals that
failed to provide HCIP reports for certain
quarters, the AIMS and VAED data for that
hospital were omitted from the denominator
for those quarters.

Data analysis

Rate ratios with 95% confidence intervals
were calculated using Poisson regression
methods to compare departments and
patient subgroups. Stata statistical software
was used to perform all calculations.'!
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RESULTS

Complainants

During the study period, a total of over 13
million patients presented to the 67 hospi-
tals, and 19156 complaints, comprising
26785 issues of complaint, were lodged
(mean, 1.4 issues/complaint; overall com-
plaint rate, 1.42 complaints/1000 patients).
Patients lodged 8274 complaints personally
(43.2%; 95% CI, 42.5%-43.9%). Parents,
children and spouses lodged 3683 (19.2%;
95% CI, 18.7%-19.8%), 2594 (13.5%; 95%
CI, 13.1%-14.0%) and 1450 (7.6%; 95%
CI, 7.2%-8.0%) complaints on behalf of a
patient, respectively. Members of Parliament
and the Minister for Health lodged 287
(1.5%; 95% CI, 1.3%-1.7%) and 59 (0.3%;
95% CI, 0.2%-0.4%) complaints, respec-
tively. The remaining 2809 complaints
(14.7%:; 95% CI, 14.2%-15.2%) were
lodged by a variety of people, including
friends and other family members, hospital
staff, the Health Services Commissioner, the
Department of Veterans’ Affairs and legal
representatives.

Demographic characteristics of
patients

Overall, female patients generated 10856
complaints (56.7%; 95% CI, 56.0%-

57.4%), public patients 18447 (96.3%;
95% CI, 96.0%-96.6%) and Australian-
born patients 18110 (94.5%; 95% CI,
94.2%-94.9%). Complaint rates according
to the patients’ demographic subgroup (for
all departments except emergency and out-
patients) are given in Box 2. Females (rate
ratio, 1.3; 95% CI, 1.2-1.3), public patients
(rate ratio, 2.1; 95% CI, 2.0-2.2) and Aus-
tralian-born patients (rate ratio, 8.9; 95%
CI, 8.3-9.6) had significantly higher com-
plaint rates than comparison subgroups
(P<0.001).

Hospital departments involved

The overall complaint rate for all hospital
departments (excluding admissions, hospi-
tal grounds and “other departments”, for
which denominator data were not available)
was 1.42 complaints/1000 patients (95%
Cl, 1.40-1.44). As the number of com-
plaints per department type reflects the
number of patients managed, departmental
complaint rates (Box 3) are more useful for
comparison. Compared with general wards,
aged-care departments had a significantly
higher complaint rate (P<0.001). The
intensive care unit (ICU) rate was similar to
the general ward rate, and complaint rates
for all other departments were significantly
lower (P<0.001).

2 Complaint rates (for all departments except emergency and outpatients)
according to patients’ demographic subgroups (n=16 383)

Number of Number of Complaint rate/1000  Rate ratio

complaints  patients patients (95% Cl) (95% Cl) P
Sex
Male 6710 2211994 3.0(3.0-3.1) 1.0 —
Female 9331 2456303 3.8(3.7-3.9) 1.3(1.2-1.3) <0.001
Unknown 342 111 — — —
Type of patient
Public 15390 4113573 3.7 (3.7-3.8) 1.0 —
Private 701 331380 2.1(2.0-2.3) 0.6 (0.5-0.6) <0.001
Department of 171 146478 1.2(1.0-1.4) 0.3(0.3-0.4) <0.001
Veterans' Affairs
Traffic Accident 54 19925 2.7 (2.1-3.5) 0.7 (0.6-1.0) 0.018
Commission
Workcover 15 11814 1.3(0.8-2.1) 0.3(0.2-0.6) <0.001
Other* 52 45238 1.2 (0.9-1.5) 0.3(0.2-0.4) <0.001
Country of birth
Other 824 1498824 0.5 (0.5-0.6) 1.0 —
Australia 15559 3169584 4.9 (4.8-5.0) 8.9 (8.3-9.6) <0.001
Numerator data: Health Complaint Information Program (HCIP) data, excluding emergency and outpatient
department complaints. Denominator data: Victorian Admitted Episodes Dataset (VAED) demographic data
for all departments except emergency and outpatients. * Unknown, ineligible, other eligible.
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3 Number of complaints and complaint rates, by hospital department

Number of Number of Complaintrate/1000 Rate ratio*

complaints patients patients (95% Cl) (95% ClI) P
General wards’ 10168 1642405 6.2 (6.1-6.3) 1.0 —
Aged care’ 210 4648 45.2 (39.5-51.7) 7.3(6.4-8.4) <0.001
Intensive carel 451 76727 5.9 (5.4-6.5) 1.0(0.9-1.0) 0.29
Emergency * 3531 1865137 1.9 (1.8-2.0) 0.3(0.3-0.3) <0.001
Operating theatres’ 1014 995524 1.0(1.0-1.1) 0.2(0.2-0.2) <0.001
Day |oroceduresJr 918 1743151 0.5 (0.5-0.6) 0.1(0.1-0.1) <0.001
Outpatients* 2550 6970405 0.4 (0.4-0.4) 0.1(0.1-0.1)  <0.001

*Relative to general ward rate. t Victorian Admitted Episodes Dataset (VAED) (5 years, 1997-2001).
FAgency Information Management System (AIMS) database (3 years, 1999-2001).

Nature of the complaint

Box 4 summarises the nature of the “issues”
of complaint according to hospital depart-
ment. The issues varied between depart-
ments and generally reflected the function of
the department. Overall, however, issues
relating to “communication”, “access” and
“treatment” accounted for most complaints.
Within the “communication” category, poor
attention, discourtesy and rudeness
accounted for 2439 (31.2%) issues. Also,
communication breakdown and inadequate
information accounted for 1826 (23.4%)
and 1237 (15.8%) issues, respectively.
Within “access”, no service or inadequate
service and delay in treatment accounted for
1618 (21.2%) and 1613 (21.2%) issues,
respectively. Also, absence of caring and
inadequate discharge arrangements
accounted for 900 (11.8%) and 868
(11.4%) issues, respectively. Importantly, a
close examination of emergency department
data revealed that delay-in-treatment issues
were common and accounted for 633
(36.2%) “access” issues in emergency
departments. Within the “treatment” cat-
egory, inadequate treatment and inadequate

nursing care accounted for 1471 (24.5%)
and 1192 (19.8%) issues, respectively.
Indeed, inadequate nursing care was the
largest category of issues among general
ward patients. Other issues relating to “treat-
ment” varied widely, including inadequate
or wrong diagnosis, unexpected outcomes,
medication errors, and rough, negligent or
incompetent treatment. Overall, issues relat-
ing to “rights”, “administration”, “atmos-
phere” and “environment”, and “cost” varied
considerably.

Outcomes of complaints

Most issues (22 642/26785; 84.5%) were
resolved easily (Box 5). Importantly, more
than half were resolved with an apology or
explanation. Very few resulted in specific
changes to hospital policy or procedure.
Overall, compensation was paid to only 114
patients (0.4%) at 23 public hospitals. Com-
pensation relating to “rights” was paid to 76
of these patients (66.7%), and in most cases
resulted from property loss in general wards.
Compensation for “treatment” issues was
paid to only 13 patients (11.4%). These
issues represented a range of treatment

problems, including unexpected outcome
and inadequate diagnosis and treatment.
Only six patients (0.08%) were compen-
sated for “communication” issues.

DISCUSSION

As there have been few studies of patient
complaints at the state (or equivalent) level,
many health professionals do not have com-
parison data on complaint rates.> Our find-
ing that female patients generate more
complaints than male patients has been
reported previously,*'2 but the reason is not
known. Likewise, the higher complaint rate
in public patients has not been explained.
The lower complaint rate of non-Australian-
born patients may relate to language diffi-
culties confounding ethnic and cultural fac-
tors, and lack of familiarity with the
healthcare system. However, contrary to our
findings, Carrasquillo et al'® reported that
non-English-speaking patients made more
complaints.

Our overall complaint rate (1.42 com-
plaints/1000 patients) is similar to that
reported from one major Australian hospital
(1.12 complaints/lOOO),7 but a higher rate
was reported in a US hospital (5 complaints/
1000).'* A previous report also found con-
siderable variation in department complaint
rates,'® but comparing department rates is
difficult, as the nature of service provision
varies considerably. For example, the clear
difference in rates between the inpatient
(aged care, general wards, intensive care)
and outpatient/specialist departments may
relate to “time at risk” or length of exposure
to the hospital system.

Overall, the nature of the complaints is
consistent with that reported by oth-
ers, 21191215 although billing and payment
difficulties are more common in the United
States.>'® Complaints relating to communi-

4 Number of issues of complaint in each complaint category, by hospital department

Da
Complaint Aged procezi/ure Hospital Operating  Out-
category Admissions  care unit ED grounds ICU  theatre patients Ward Other Total Percentage (95% Cl)
Communication 89 79 248 1497 137 148 254 1511 2927 919 7809 29.2% (28.6%—29.7%)
Access 395 26 339 1751 332 67 224 1342 2276 869 7621 28.5% (27.9%-29.0%)
Treatment 6 48 166 1524 23 164 361 514 2744 467 6017  22.5% (22.0%-23.0%)
Rights 20 29 59 337 55 59 77 227 881 402 2146 8.0% (7.7%-8.4%)
Administration 45 3 67 116 67 67 179 493 291 1333 5.0% (4.7%-5.3%)
Environment 25 18 10 34 159 5 1 25 583 83 943 3.5% (3.3%-3.8%)
Cost 53 7 29 142 41 30 17 264 230 916 3.4% (3.2%-3.7%)
Total 633 210 918 5401 814 451 1014 3915 10168 3261 26785 100%

ED = emergency department. ICU = intensive care unit.
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departments and patient sub-
groups are indicated to maximise
patient satisfaction and minimise

complaint rates.
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