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Keeping Patients Happy
By DeBra Phairas

Inside PRF News

Keeping Patients happy
By following steps to keep your 

patients happy and reduce their anger, 
you can reduce malpractice claims, 

enhance patient retention and 
grow your practice.

1

informed Consent and 
the ‘Difficult’ Patient

Because difficult patients are fertile 
ground for potential legal liability, 
it is important to understand how 

effective communication can 
prevent malpractice liability.

3

F
rom a risk management perspective, 

the bottom line is that happy patients 

rarely sue. They are also likely to 

make positive comments to their 

friends, neighbors, coworkers and family 

about your appealing bedside manner, excel

lent customer service, and your well trained 

staff. The flip side is that learning how to pre

vent or deal with unhappy (often referred to 

as “difficult”) patients is a skill that not only 

has malpractice claims prevention benefits, 

but can result in enhanced patient retention 

and practice growth. 

What makes Patients 
unhaPPy? 

As Table 1 (on page 2) shows, there are 

many commonly cited reasons why patients 

leave or sue a doctor.

Prevention is alWays 
better than a cure

Follow these steps to keep your patients 

happy and prevent patients from becoming 

unhappy, leaving your practice or worse.

 1. Instill a customer service culture in 
your practice. Start by purchasing a 

paperback copy of Customer Service 

for Dummies by Karen Leland and 

Keith Bailey, and make it mandatory 

reading for each of your staff. Many 

medical office staff personnel have 

never received customer service train

ing, yet this should be an important 

part of orientation and training when 

coming on board with your practice. 

Don’t assume your staff knows these 

techniques. Discuss the strategies in this 

article at your next staff meeting. Break 

into groups of two to role play difficult 

(continued on page 2)

When you point out that there are 

over 1,000 insurance plans with vary

ing benefits and that it is the patient’s 

responsibility to know their own cov

ered benefits, they will be less angry 

that you don’t know what their exact 

benefit package will cover. In other 

words, incorporate a patient rights and 

responsibilities handout in your prac

tice. 

 5. Encourage office staff to respect them-
selves as healthcare professionals. 
When staff have confidence in them

selves and do not allow themselves to 

be bullied or intimidated by patients, 

they are better equipped to defuse the 

patient's anger and address the under

lying problem. When a patient becomes 

angry with staff, it is important that 

they address the patient formally and 

patients and have them practice the 

techniques on each other. Doing so will 

make it easier when the situation actu

ally occurs. 

 2. Read Yelp, HealthGrades and other 
on-line review sites to find out what 
patients are saying about you and your 
staff and to learn why they became 
angry or dissatisfied. Create a forum 

on your own website to handle patient 

complaints so that patients feel com

fortable telling you what experience 

they had that made them upset. You 

can then solve the problem before your 

patient’s disparagement goes out over 

the internet for all to see. 

 3. Conduct patient satisfaction sur-
veys to determine where you need to 
improve. Place these surveys on intake 

clipboards, in the reception area and in 

exam rooms. Have a box in the recep

tion room which cannot be opened by 

staff to deposit the surveys. Specialists 

should also conduct anonymous physi

cian referral surveys to determine what 

referring physicians and their patients 

say about your practice. To assure 

anonymity, include a selfaddressed 

stamped envelope with your practice 

name as addressee and addressor so 

it will not be possible to identify the 

sender. 

 4. Teach patients with written handouts 
given at the first visit and prominent-
ly placed on your website. Instruct 

them how to become better patients by 

explaining why it is important to take 

all their medication, keep or cancel 

appointments in advance, and under

stand their own insurance benefits. 
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say. “Mrs. Smith, I am a healthcare 

professional and here to help you” They 

must always be professional; caring and 

customer service oriented and employ 

the techniques above.

stePs to resolve anger

It is important to remember that patients 

are often fearful. Most are not intentionally 

abusive or disruptive but are often respond

ing to a perceived threat of pain, impairment, 

loss of identity, or even death. On the other 

hand, patients may become angry because of 

unmet needs that may be interpersonal (bed

side manner) or arise from unrealistic expec

tations or frustration over insurance benefits 

or red tape. Table 2 (below) lists common 

reasons why patients become angry with a 

doctor. 

The next time you have an angry patient, 

start by trying to identify the underlying rea

son. Regardless of the real or perceived cause 

of the patient’s unhappiness, the keys to reduc

ing anger are: 

 ➤ Understanding. Don’t take it person

ally and don’t react emotionally. Lower 

your voice and speak soothingly. If 

you become defensive and raise your 

voice, it merely escalates the conflict. 

People mirror each other, and if you 

lower your voice, the patient might 

also. 

Happy (continued from page 1)

 ➤ Empathy. Make good eye contact. 

Tell the patient you are taking notes 

especially if speaking with the patient 

over the telephone. Document facts if 

appropriate. Use empathic phrases such 

as “I can see why you feel that way,” 

“That must be very upsetting,” or “I’m 

sorry about this.” 

 ➤ Support. Don't accept blame or 

incriminate yourself unless it is an 

obvious error on your part. If you 

told the patient you would call with 

results and you did not, take respon

sibility, apologize, and say, “I am sorry 

Mrs. Smith. It wasn’t good that you 

had to wait, but I am here to help 

you now. Let’s review these results 

together.”

 ➤ Dialogue. Let the patient vent  but not 

in front of other patients. Many times 

patients just want to be heard. Take the 

patient into a room or away from other 

patients. Do not interrupt too soon or 

escalate the dialogue or become defen

sive. Often people simply wish to vent 

their anger and then will run out of 

steam. 

 ➤ Plan for improvement. Don’t let them 

vent forever. At some point, most peo

ple do not want to just complain or be 

nasty, they want something. You must 

gently interrupt and keep asking open 

ended questions such as “What will it 

take to resolve the situation?” “What 

can I do to make you happy?”, or “What 

would you like to see happen?” Then 

follow up and do what you promised.

summary

Make patient relations and customer ser

vice an important part of your culture and staff 

performance reviews, and don’t settle for less. 

Do not hire or retain staff who are not smiling, 

warm, and caring toward your patients. Ask 

yourself: are you, the physician, also this way 

with your patients? Patients cannot judge your 

medical competence, but they can and will 

judge your bedside/patient relations manner. n

Debra Phairas is president of Practice & Liability 

Consultants, LLC (www.practiceconsultants.net). 

A former risk manager for a physician medical 

malpractice insurance company, she has provided 

practice management consulting to over 1500 

practices since 1985. 

Table 2:
What Bugs Patients about Doctors:

➤ Kept me waiting for 30 minutes or longer

➤ Could not schedule an appointment within a week

➤ Spent too little time with me

➤ Didn’t get me test results promptly

➤ Didn’t respond to my phone calls promptly

(Data taken the February 2007 issue of Consumer Reports)

Table 1:
reasons for Changing/suing Doctors:

➤ Made me feel uncomfortable

➤ Did not respect my opinions or concerns

➤ Did not relieve my anxieties for given treatment or diagnosis

➤ Did not answer my questions

➤ Did not seem to care much about me or my health

➤ Did not make sure I understood what was said

➤ Did not make sure I understood what he/she was doing and why

(Data taken from a survey from the Miles Doctor-Patient Communication Program)

It is important to remember that patients are often 
fearful. Most are not intentionally abusive or 
disruptive but are often responding to a perceived 
threat of pain, impairment, loss of identity, or even 
death.
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Informed Consent and the ‘Difficult’ Patient
By DaviD a. DePolo, esq.

W
hether you realize it soon 

after entering the examina

tion room or because your 

staff has warned you, as soon 

as you understand that a certain patient will be 

“difficult,” you begin thinking differently about 

how you will handle that patient.

Difficult patients are fertile ground for po

tential legal liability. By way of background, it 

is important to understand some legal context. 

meDical battery

It is well established, and it should be well 

known among practitioners, that a competent 

patient has the right to determine what will 

happen to his or her body with regard to med

ical care. This legal right is so deeply ingrained 

that performing a medical procedure (or the 

provision of any medical care) without the pa

tient's consent (or the consent of an incompe

tent patient's legal representative) may consti

tute a medical battery. Furthermore, if a physi

cian obtains the consent of a patient to per

form one type of treatment and subsequently 

performs a substantially different treatment for 

which consent was not obtained, there is a 

clear case of battery. 

A battery may also be found when a physi

cian performs an additional procedure in the 

course of performing a procedure to which 

consent was given. These distinctions are im

portant because a battery is an intentional tort 

which may, in some circumstances, bring the 

provider outside of their professional liability 

insurance coverage. In the worstcase scenario, 

a physician who provides treatment for which 

consent has been given but who goes beyond 

that treatment and engages in "wrongful con

duct" related to the consentedto treatment 

may also be liable for fraud, conversion and 

intentional infliction of emotional distress. In 

addition to damages for any harm resulting 

from the nonconsensual treatment, the plain

tiff may also seek punitive damages. 

In an action for battery, the patient need 

not show that the procedure, treatment or care 

was negligently performed or provided; rather, 

all that must be shown is that the patient's 

consent was not obtained. While a patient can 

consent to medical treatment by words or con

duct, what is essential is that there is commu

nication regarding the course of treatment to 

be provided and that the patient agrees to pro

ceed. Consent to medical care must occur in 

order to avoid legal liability premised on a 

claim of battery.

meaningful informeD 
consent 

In addition to the right to consent, a pa

tient has a right to sufficient information to 

make that consent meaningful. This means 

that a physician is required to:

 ➤ Disclose "all information relevant 

to a meaningful decisional process.” 

Thus, a patient gives "informed con

sent" only after the physician has fully 

explained the proposed treatment or 

procedure.

 ➤ Explain the likelihood of success and 

the risks of agreeing to a medical pro

cedure in language that the patient can 

understand. 

 ➤ Give the patient as much information 

as he or she needs to make an informed 

decision, including any risk that a rea

sonable person would consider impor

tant in deciding to have the proposed 

treatment or procedure, and any other 

information skilled practitioners would 

disclose to the patient under the same 

or similar circumstances. 

 ➤ Tell the patient about any risk of death 

or serious injury or significant poten

tial complications that may occur if the 

procedure is performed. The physician 

is not, however, required to explain 

minor risks that are not likely to occur.

(continued on page 4)

aDVice about Difficult 
patients

PRF can give advice if you are having 
problems with a difficult patient. Call 
(415) 921-0498 for help. And if you should 
need to dismiss a patient, you can view a 
sample letter by visiting the PRF website 
at www.prfrrg.com. n
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informeD refusal

In addition to obtaining informed consent, 

a physician must:

 ➤ Explain to a patient the risks of refus

ing a recommended procedure or 

course of treatment in language that 

the patient can understand.

 ➤ Give the patient as much information 

as he or she needs to make an informed 

decision, including any risk that a rea

sonable person would consider impor

tant in deciding not to have a medical 

procedure or treatment. 

 ➤ Tell the patient about any risk of death 

or serious injury or significant poten

tial complications that may occur if the 

procedure or treatment is refused. As 

with informed consent, the physician is 

not required to explain minor risks that 

are not likely to occur.

In the worst-case scenario, a physician who provides 
treatment for which consent has been given but who 
goes beyond that treatment and engages in “wrongful 
conduct” related to the consented-to treatment may 
also be liable for fraud, conversion and intentional 
infliction of emotional distress.
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Documentation

In selling real estate, it is "location, loca

tion, location." When it comes to avoiding lia

bility in the informed consent process, it is 

"document, document, document." It is criti

cally important that any patient encounter be 

charted and that the communication be accu

rately recorded. Documentation is important 

for at least two principal reasons:

 1. Documenting what transpired is impor

tant for continuity of care purposes. 

Whether it is to refresh the memory 

of the provider creating the record or 

to educate a subsequent provider as 

to what transpired, it is essential that 

an accurate record exist regarding the 

patient's condition at the time of the 

encounter, the recommended course of 

treatment and what care and treatment 

was provided. Studies have shown (and 

it is now generally accepted) that the 

failure to appropriately and accurately 

document patient interactions leads to 

medical errors. This is a major impetus 

behind the movement towards electron

ic medical records.

 2. It is critically important that what trans

pired during an encounter be well docu

mented to better protect the provider 

from medicallegal liability. It is impos

sible for a medical practitioner to recall 

each and every aspect of every encounter 

in a busy practice, and it is significantly 

more difficult to persuade an arbitrator, 

judge, or jury regarding what trans

pired when there is no record of what 

occurred. Conversely, if there is contem

poraneous documentation regarding 

what transpired, it will be much more 

challenging for the plaintiff to argue that 

what was recorded was in error. In fact, 

most reputable attorneys would be reluc

tant to even take a case that depended on 

an arbitrator, judge, or jury taking the 

word of a patient over the contempora

neous documentation of a physician.

informeD consent anD 
the “Difficult” Patient

Because difficult patients are more likely to 

cause legal problems, it is important to stress 

effective communication as a key component 

in malpractice liability prevention. Managing 

difficult patients through careful communica

tion is always the best course of action. Unfor

tunately, this is not always the first inclination; 

rather, minimizing all but essential contact is 

often the default behavior. The natural tenden

cy is to shorten the encounter and minimize 

interaction; however, this may be a dangerous 

path to increased potential liability. Avoiding 

legal pitfalls in this context may, therefore, re

quire more thoughtful behavior.

Obtaining meaningful informed consent is 

even more critical when faced with a difficult 

patient because of the increased probability of 

communication failure and, in turn, the likeli

hood of medical error. Specifically, in an effort 

to avoid further contact with the difficult pa

tient, the practitioner increases the risk that the 

treatment proposed will be rendered without 

first obtaining the patient's informed consent. 

The more careful practitioner will resist the 

temptation of avoiding communication with 

the difficult patient and do what is necessary to 

obtain informed consent.

Difficult patients require greater communi

cation efforts, as well as additional documenta

tion confirming what has been communicated 

to the patient. Because the difficult patient may 

“forget” or misconstrue the true content of the 

conversation, it becomes even more imperative 

that the conversation be documented more 

carefully when the encounter has been a diffi

cult one. For the same reasons that they increase 

the risk of liability for the failure to obtain in

formed consent, difficult patients increase the 

risk of liability for the failure to provide in

formed refusal. In fact, it may very well be that 

the patient's refusal to proceed as recommended 

is the very thing that makes the patient a diffi

cult one. Nevertheless, it is critically important 

that the patient be given as much information 

as he or she needs to make an informed deci

sion, including those risks associated with refus

ing the recommended course of treatment.

minimizing risk

In closing, while there may be a strong incli

nation to avoid uncomfortable conflict by mini

mizing contact with a difficult patient, doing so 

may be a set up for even greater challenges in 

the future. Spending the time necessary to ob

tain informed consent and/or refusal of treat

ment, as well as that necessary to accurately doc

ument the encounter, will likely pay dividends in 

avoiding future medicallegal liability. n

Mr. Depolo, who received his law degree from 

the University of San Diego, has successfully 

tried to verdict civil cases on behalf of defen-

dants in eight counties, and his areas of special-

ization include medical malpractice, dental 

malpractice, hospital liability, employment liti-

gation and products liability defense.

Informed Consent (continued from page 3)
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“Managing difficult patients through careful 
communication is always the best course of action. 
Unfortunately, this is not always the first inclination; 
rather, minimizing all but essential contact is often 
the default behavior.”
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