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ABSTRACT
Background and objectives Recent years have
seen increasing calls for more proactive use of patient
complaints to develop effective system-wide changes,
analogous to the intended functions of incident reporting
and root cause analysis (RCA) to improve patient safety.
Given recent questions regarding the impact of RCAs on
patient safety, we sought to explore the degree to which
current patient complaints processes generate solutions
to recurring quality problems.
Design/setting Qualitative analysis of semistructured
interviews with 21 patient relations personnel (PRP),
nursing and physician leaders at three teaching hospitals
(Toronto, Canada).
Results Challenges to using the patient complaints
process to drive hospital-wide improvement included: (1)
Complaints often reflect recalcitrant system-wide issues
(eg, wait times) or well-known problems which require
intensive efforts to address (eg, poor communication).
(2) The use of weak change strategies (eg, one-off
educational sessions). (3) The handling of complaints by
unit managers so they never reach the patient relations
office. PRP identified giving patients a voice as their
primary goal. Yet their daily work, which they described
as ’putting out fires’, focused primarily on placating
patients in order to resolve complaints as quickly as
possible, which may in effect suppress the patient voice.
Conclusions Using patient complaints to drive
improvement faces many of the challenges affecting
incident reporting and RCA. The emphasis on ’putting
out fires’ may further detract from efforts to improve care
for future patients. Systemically incorporating patients’
voices in clinical operations, as with co-design and
other forms of authentic patient engagement, may hold
greater promise for meaningful improvements in the
patient experience than do RCA-like analyses of patient
complaints.

locally developed surveys and other strategies to obtain patient feedback.4 Patient
experience data may inform improvement, as data show that patients can accurately identify quality of care issues not
captured by incident reports and traditional chart review, and patient dissatisfaction predicts subsequent risk management episodes.4–12
Patient complaints have also received
more attention recently, with calls for
more proactive, systematic use of the
abundant complaints data collected in
hospitals.13–18 As with incident reporting
and root cause analysis (RCA), hospitals could investigate patient complaints
and develop institution-wide changes
that address recurring issues. That said,
improving hospital safety through incident reporting and RCA has proven much
more difficult than many expected.19–26
To explore the feasibility of more proactively responding to patient complaints
and developing system improvements,
we studied the complaints process at
three academic hospitals in a large urban
centre. We investigated the current institutional role of the patient complaints
process, seeking to identify barriers to
more systematic use of patient complaints
to address recurring quality problems.
Methods
Study sites and participants
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Introduction
The patient experience has received
increasing attention in recent years due
to publicly reported patient satisfaction scores1 and the availability of easily
accessible comments from patients about
their healthcare experiences on social
media.2 3 In addition to standardised
surveys, hospitals also use focus groups,

We interviewed 21 personnel at three
of the nine fully affiliated University of
Toronto teaching hospitals (hospitals A, B
and C). All three hospitals have focused
on key aspects of healthcare quality,
including investments in the patient experience, with comprehensive processes to
address the 1000–1800 patient complaints
received each year. Because the hospitals
use different names for these offices and
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Putting out fires: a qualitative study
exploring the use of patient
complaints to drive improvement at
three academic hospitals
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Hospitals, interviews and professions

Academic hospital
Hospital A

Hospital B

Hospital C

Interview subjects (interview
number, specialty)
Patient relations personnel
Patient relations personnel
Advanced practice nurse (general
internal medicine)
Nursing unit manager (long-term care)
Nursing unit manager (emergency
department)
Physician (general internal medicine)
Physician (emergency department)
Patient relations personnel
Physician (emergency department)
Nursing unit manager (general
internal medicine)
Patient relations personnel
Physician (general internal medicine)
Nursing unit manager (general
internal medicine)
Patient relations personnel
Patient relations personnel
Patient relations personnel
Patient relations personnel
Physician (general internal medicine)
Physician (emergency department)
Nursing unit manager (general
internal medicine)
Patient relations personnel

personnel, we refer to patient relations offices (PRO)
and patient relations personnel (PRP) throughout the
manuscript. We chose to focus on PRP and other health
professionals rather than patients themselves because
we sought the institutional perspective on functions of
the complaints process and the extent to which it ever
drives improvement initiatives.
Purposive sampling27 began by interviewing PRP
at two hospitals. During the interviews we asked the
participants to identify hospital units they perceived to
have varying experiences with patient complaints, such
as units regarded as effective at addressing complaints,
those experiencing more challenges or those with high
numbers of patient complaints. Applying maximum
variation sampling, we identified two units at each
hospital based on the PRP’s knowledge of their organisation in an effort to construct a holistic understanding
of the phenomenon at each hospital.28 We sought to
recruit a nursing leader (unit manager) and a medical
leader (clinical service director or role related to the
patient experience) from each unit to provide insights
into the use of patient complaints in improvement
efforts across different contexts. We initially collected
data at hospitals A and B. Based on the ongoing data
analysis, we added a third hospital (C), following the
same process, to ensure sufficient depth and breadth
of data to describe and analyse the complaints process
2

and enhance transferability of the findings.29 Table 1
lists the study participants.
Interviews and analysis

Two authors (LR and JL) conducted 21 semistructured interviews between May 2014 and April 2016.
A semistructured interview guide (online supplementary appendix 1) was used for all interviews and all
interviews were transcribed verbatim. The semistructured nature of the interviews allowed for areas of
inquiry most relevant to the participants to be emphasised and specific prompts within the interview guide
to be developed for future interviews. Participants
often focused on the challenges related to the patient
complaints process. We also encouraged participants
to share examples of efforts to improve quality of care
based on individual complaints or recurring themes
in complaints data. LR and JL reviewed the first four
transcripts independently and then discussed the transcripts to develop initial codes and a coding template.
The coding template was adapted throughout data
collection, in order to organise the data in an iterative manner, to ensure all relevant information was
captured. The coding template included categories
related to the process of addressing and resolving
complaints, perceptions of the processes and outcomes
of the processes. All transcripts were coded using
Nvivo V.10 (QSR International).
We conducted a thematic analysis of the coded transcripts to identify patterns across the data.30 We identified and continued to develop several main themes:
the institutional roles of the patient complaints
process; common categories of complaints and factors
impacting their resolution; and the degree to which
specific complaints ever led to improvements. The
analysis began with developing an understanding of
each theme for the individual hospitals, followed by
comparing each theme between hospitals to produce
an across-hospital understanding. LR and JL met
with coauthors KGS and CB throughout the analysis
process to discuss and refine the themes.
Findings
Our findings are presented in two sections. First, we
present the perceptions of the patient complaints
process by study participants. Second, we outline
interrelated challenges of using patient complaints in
hospital improvement efforts.
Institutional roles of the patient complaints process

The PRP and clinical leaders at all three hospitals
generally displayed authentic interest in providing a
venue for patients’ voices to be heard. Yet, at times, the
goal seemed to consist merely of letting patients vent,
with little sense of generating improvements as even a
consideration.
[Patients] just want someone to be there to listen to
them. I think a lot of patients understand, but they
Liu JJ, et al. BMJ Qual Saf 2019;0:1–7. doi:10.1136/bmjqs-2018-008801
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People just want to be heard. [PRP] make the patient
feel heard. We are listening to your feedback, and
they are giving the feedback. They’re communicating,
they’re telling the patient we’ve informed the relevant
people, the physician, the department chief, the
patient care manager (Physician, Hospital A)

Beyond simply listening to patients, PRP at all
three hospitals described the majority of their work
as achieving ‘complaint resolution’, typically defined
as addressing the immediate concerns of individual
patients in as timely a fashion as possible. Many participants referred to this part of the job as ‘putting out
fires’:
The nuts and bolts of [our] day is trying to put out
fires, and deal with people (PRP, Hospital A)
A lot of what we do is manage expectations of patients
and put out fires along the way (PRP, Hospital C).

In keeping with the sense of urgency associated with
responding to fires, participants emphasised the importance of resolving patient complaints immediately.
Patients want that resolving while on the unit. They
don’t want to call us afterwards, looking back and
saying what could have been done differently. They
want a result in the moment. That’s why we found
being more proactive in that respect is more helpful.
(PRP, Hospital C)
A lot of times it’s helpful because if the patient is on
the unit and their family is upset, (the hospital) don’t
want them to go home and be upset and then call 6
months later and say this is what happened. It’s really
difficult to go back and maybe they could litigate or
something, where if we’ve picked it out while they’re
there we have the opportunity to build a relationship
and then they have a better experience and it’s more
positive for everybody. (PRP, Hospital C)

As illustrated by these two quotations, the focus
on resolving complaints quickly took two forms.
The first was answering relatively simple concerns
in the moment, often obtaining information from
specific healthcare providers (eg, when an operation
or follow-up appointment would occur). Similar to
‘patient navigator’ roles described in the literature,
the PRP do not have direct roles in clinical care but
enhance care by facilitating communication.31 32
Patient Relations is excellent…paraphrasing it all,
and bringing it back in a written form so the patients
and their families have a good closed loop of what
happened, and what the feedback, and what is going to
come of it so things don’t happen to someone else. Or
even for themselves, to know this is what it was, this is
what happened, you saw this tiny part of it, but there
was a lot of behind-the-scenes work that happened to
Liu JJ, et al. BMJ Qual Saf 2019;0:1–7. doi:10.1136/bmjqs-2018-008801

get to the result, we’re sorry if we didn’t communicate
it well with you. (Nursing Unit Manager, Hospital B)
In such cases, PRP acted as liaisons between the
patient and the clinician or staff member. Taking direct
accountability for investigating patient complaints
in order to identify potential quality improvement
efforts is not part of the specific mandate of the PRO.
Rather, it is the responsibility of the unit leaders,
clinic directors or individual clinicians against whom
complaints are filed. One PRP (Hospital B) stated
that “we don’t own the outcome but we can facilitate
putting people in touch” and another (Hospital A)
explained that her PRO “wants the units to take
ownership over [the complaint]”.
Patient Relationship [sic], they acknowledge the
problem, they will call the individual unit, let them
know that this is the complaint, but they don’t
necessarily do investigation. So it will be up to us.
(Advanced Practice Nurse, Hospital A)

The second form of ‘putting out fires’ involved
defusing emotional situations when a simple solution
was neither realistic nor feasible, in order to prevent
escalation to a risk management episode:
If [addressing a complaint] is done properly, I think
it can reduce medical legal risk for higher-level
complaints to external bodies, college, lawsuits, human
rights bodies, things like that.” (Physician, Hospital B)

In such cases, ‘putting out fires’ involved validating
patient concerns and apologising on behalf of the
institution:
I think patients want to have their own experiences
acknowledged and validated. They want to have an
expression of remorse, apology, personal connexion.
‘I’m so sorry that this happened to you.’ Patients, then,
want to know that somebody has learnt from this
experience and you fixed it because I came forward.
(PRP, Hospital C)
Challenges of using patient complaints to achieve
systemic quality improvement

Although participants did not identify quality improvement as a specific mandate of the PRO, clinical leaders
and PRP clearly expressed the intent to improve patient
care. However, they acknowledged that concrete
improvements to prevent future complaints occurred
rarely. We identified three interrelated challenges to
the use of patient complaints to drive improvement
efforts: (1) The nature of the issues identified in
complaints are well known, but difficult to address.
(2) The use of weak change strategies. (3) Resolution
of complaints outside the formal complaints structure.
(1) The nature of the issues identified are well known, but difficult to
address

Across all sites, PRP consistently identified poor
communication as the most common category of
complaints year after year.
3
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have to rant it somewhere, they need to say it out, and
after they’re saying it, they will feel better. (Advanced
Practice Nurse, Hospital A)
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The majority are related to communication, so lack of
communication or inconsistency in communication.
Sometimes they’re not getting any information or
sometimes they’re getting pieces that are different
from lots of different people, which is related to the
fact that there are so many people that are involved
and certain pieces of information can only be provided
by certain people. (PRP, Hospital A)

Communication complaints were described as
preventable, pervasive and well known. According
to one nursing unit manager (hospital B), ‘nothing is
new, but we don’t have a solution’. Some study participants viewed communication and attitude issues as
under the control of the individual care providers,
and that receiving such a complaint could catalyse
self-improvement.
Communication is something that can be changed,
something that is a skill that can be developed.
Which is encouraging, at least to me, that the top
complaints are things that we actually have control
over… communication is feedback that can be shared
with someone for their own reflection, and they can
look back on that and think, what could I have done
differently. (Nursing Unit Manager, Hospital B)

Other participants, however, noted that most clinicians simply apologise when a complaint arises rather
than working on improving their communication style.
Even the [physicians] that get a lot of complaints,
and they aren’t willing to change the aspect of their
practice that gets a lot of complaints, but they are
willing to review the case, and read the letters, and
offer an apology, and that kind of stuff. They are
usually, they’re almost always amenable to that piece
of it, but they’re not usually amenable to [other] little
changes (PRP, Hospital A)

To address frequent complaints about poor communication, PRP at all hospitals described the periodic
implementation of a programme aimed at educating
staff about better communication and customer
service. While PRP expressed positive views towards
educational interventions in addressing patient
complaints, they acknowledged that communication
issues continue to top complaints lists year after year.
So 23 years that this office has been in place,[complaint]
one and [complaint]two are always communication or
attitude… So, it’s always communication, attitude and
perceptions of care. Those have been the consistent
top three in the last 23 years. They are the consistent
top three [complaints] in every other hospital who

4

has come to develop a Patient Relations Office (PRP,
Hospital C)

A second perennial category of complaints related to
wait times and scheduling of care, described as ‘system
issues’. These complaints led to frustration for many
of the study participants due to the lack of ability to
effect change or provide the patients with a resolution
to their complaint.
You might wait your 2 years [for surgery] and then you
get bumped because there’s an emergency that comes
in…and, we just expect to hear complaints about that,
and we say, I’m sorry, I’ll find information about what
the current wait time is. That’s all I can do. And, we
understand, that it’s not ideal, but I cannot fix that for
you. It’s frustrating to have to give that message that
there isn’t anything I can do for you and there really
is nowhere else you can go except write your Minister
of Health. What’s that going to do? Probably nothing.
(PRP, Hospital B)

In such apparently insoluble cases, ‘putting out fires’
took the form of listening to the patient, validating
their concerns and, if required, apologising on behalf
of the institution.
(2) The use of weak change strategies

Efforts to prevent future complaints took the form
of one-off staff education sessions teaching general
communication skills and de-escalation techniques.
Beyond communication problems, PRP described
some other complaints for which educational sessions
constituted the only improvement effort.
Then I had a patient who complained because a nurse
in the recovery room didn’t believe her that her
epidural wasn’t working for her abdominal surgery,
and she was in pain, and the nurse didn’t really
believe her. Then when the next nurse came on, did
the testing, and found that yes, in fact the epidural
was not working, and obviously she was in pain,
so then the clinical nurse educator for the recovery
room did a whole new re-education on how to test
epidural blocks. Because the first nurse said, well, the
surgeon said it was working, and it’s like, okay, but if
the surgeon says it’s working, and the patient says it’s
not, then you need to do these things, so they had a
whole re-education thing for the nursing about that.
So it’s things like that, I think, that are helpful. (PRP,
Hospital A)

The few times that PRP described change efforts
other than educational sessions were limited to local
solutions (ie, only on the unit involved). Even then,
change was only triggered after multiple complaints
and, in one example involving problematic entry mats
which bunched up in the doorway, only after a patient
injury.
So, then I called and said, someone has been injured
now. And, they said, okay, we’re going to do a full
review with occupational therapy of what we need to
Liu JJ, et al. BMJ Qual Saf 2019;0:1–7. doi:10.1136/bmjqs-2018-008801
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“[The
top
two
complaints
are]
always
communication or attitude. Sometimes, it’s attitude
and communication. Sometimes, it’s hard to tell
which is the antecedent. Sometimes, the attitude
prompts crummy communication. Sometimes, the
communication is good, but the attitude is so bad that
it taints the communication. (PRP, Hospital C)

Original research

Replacing the mats clearly aims to improve care for
future patients. Yet, multiple prior complaints did not
prompt replacing the mats. And, even when an injury
finally led to doing so, no investigation of potential
safety issues with other mats across the institution
occurred. The few other improvements generated by
complaints were similarly restricted to specific units.
None of the participants named an instance of a more
institution-wide improvement initiative in response to
patient complaints.
(3) Addressing complaints outside of the formal structure

Nursing and medical leaders reported that many
patients complain directly to unit staff rather than
via the formal patient complaints process. Several
nursing unit managers indicated responding to unitbased complaints makes up a large part of their job.
Unit managers preferred handling patient complaints
directly, as official complaints through the PRO might
suggest failures in their management. Moreover, they
considered the additional bureaucracy of a formal
complaint burdensome, and many complaints lodged
through the PROs would eventually come back to unit
managers for resolution anyway.
If any concerns go to patient relations it’s not the
ideal way of receiving [complaints], because I want
to address the concerns or issues up front instead of
them going home and writing [formal complaints]. It’s
almost kind of reactive… it’s not an ideal situation.
(Nursing Unit Manager, Hospital B)
I’d rather deal with [complaint], than them having
to go to Patient Relations because I find that process
alone very frustrating for patients and families. So
they think that Patient Relations is there for them, and
then they’re told ‘No, you need to go and find your
nurse manager, or talk to the nurse manager on the
unit, and she will help you with your issues.’ (Nursing
Unit Manager, Hospital A)

One example of a local improvement outside of the
formal complaints process was the purchase of a snack
fridge in a particular unit in response to recurring
complaints about inflexible meal delivery times:
So, how the nutrition department delivers trays is
based on the floor. They go from up and down. So
sometimes, let’s say, at 4:45 you have your dinner tray.
Some of the diabetic patients or they’re young, then by
9:00 or 10:00 they’re hungry. What do you do? Based
on those complaints, we have the staff working group,
we made a change, we purchased a snack fridge, we
arranged some snacks, like sandwiches.” (Nursing
Unit Manager, Hospital B)
Liu JJ, et al. BMJ Qual Saf 2019;0:1–7. doi:10.1136/bmjqs-2018-008801

While such interventions may reduce future
complaints in this unit, hospital-wide issues involving
meal delivery remain unaddressed because the PRO
does not learn of them.
Discussion
Our analysis of interviews with staff involved in the
patient complaints process at three academic hospitals
highlighted challenges in harnessing patient complaints
to drive systemic improvements, analogous to the
challenges in using incident reporting and RCA strategies in the patient safety literature. That the major
categories of complaints remained unchanged year
after year in itself attests to difficulties in developing
effective improvements from past complaints. PRP
reported recurring complaints involving recalcitrant
system issues such as wait times, which might have
solutions but require substantial additional resources
and engagement from institutional leadership. PRP
also reported continual problems with poor communication between providers and patients, the response
to which consisted of one-off educational sessions.
Presumably, in an effort to do something rather
than nothing, PRP reach for simple and inexpensive
responses. Doing more—intensive training in communication skills or systematic approaches to delivering
feedback from patients to providers—would require
major institutional commitments,33 as would resolving
persistent problems with wait times for planned tests
and procedures.
Handling complaints outside formal PRO structures
(ie, on clinical units) also posed a challenge. While
handling complaints on the unit produced some local
solutions, most complaints do not reach an organisational level where they could be analysed more
systemically and addressed proactively. The case of the
repeated complaints about entryway mats illustrates
both the limited degree to which complaints drive
improvements and the tendency for improvements to
occur only locally, not hospital-wide, when they do
occur. It took physical injury to a patient to prompt
replacing the problematic mats. And, that replacement
occurred only on that specific unit.
The description by PRP of their daily work as
‘putting out fires’ resembles DeVos et al’s characterisation of ‘case-by-case (complaints) handling in isolation’,34 and also the ‘fix and forget’ approach reported
by Hewitt et al in their study of incident reporting.35
Yet, the focus on ‘putting out fires’ also raises a more
insidious challenge to harnessing complaints data to
improve the patient experience. On the one hand, PRP
seemed earnest in their espousal of providing a space
for the patient’s voice to be heard. On the other hand,
the daily work of ‘putting out fires’ and comments
such as ‘patients just need to rant it somewhere’ focus
on simply placating patients and resolving complaints
as quickly as possible. This focus may in effect suppress
the patient voice.
5
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do with these mats, are these good enough, what can
we do with them? And, then they ended up ordering
new mats that stay secure, have a very thin edge that
gradually gets a little bit thinner, and a good distinct
colouring for people who are visually impaired to be
able to see it better. (PRP, Hospital C)
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