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PURPOSE:


This policy is created to outline the process for the management of difficult patients. This includes those who are perceived to be difficult with respect to recurrent hostile behavior, inappropriate use of ORGANIZATION services, excessive non-compliance, inappropriate use of controlled substances, or other patterns of behavior that represent excessive lack of respect or responsibility on the part of the patient.

· Definition: A “difficult patient” is defined as a patient whose behavior evokes feelings of frustration, fear, or even hate in the provider or staff member.

· Common Causes: Patients whose behavior evokes these feelings often have:

1) Somatoform disorders such as somatization disorder, conversion disorder, psychogenic pain disorder, and hypochondriasis;

2) Severe isolation such as in the elderly whose attention becomes focused more on bodily functions than the external environment;

3) Substance abuse addictions such as alcohol, cocaine, or narcotics;

4) Normal personality traits or patterns that lead to dysfunctional behaviors under stress;

5) Pathological personality disorders, including but not limited to: paranoid, schizoid, histrionic, narcissistic, antisocial, borderline, or avoidant.

POLICY:

ORGANIZATION seeks to provide quality health services consistent with community standards, and to utilize its limited resources wisely in order to enhance its mission. Patients may be discharged from the practice immediately if they are deemed to be abusive or threatening to the staff. Patients who are perceived to be difficult, with respect to recurrent hostile behavior, inappropriate use of ORGANIZATION services, excessive non-compliance, inappropriate use of controlled substances, or other patterns of behavior that represent excessive lack of respect or responsibility on the part of the patient, may be referred to the Medical Director for review by the Patient Safety Committee.

APPROVALS:

Executive Director, Medical Director

PROCEDURES:

1. Providers who are considering discharging a patient are encouraged to discuss the behavior with the patient, explain the impact of the behavior on providers and staff, and request that the patient changes the previously described behavior. The behavior and the discussion should be documented in the patient’s medical record.

2. When applicable, staff is encouraged to complete an Incident Report describing the behavior (see attached form). Copies of this form should go to the provider seeing the patient, the Medical Director, and the Executive Director.
3. Providers are encouraged to discuss incidents, reported by staff, with their patients as above. The Executive Director will forward the report to ORGANIZATION’s legal counsel to keep on record in the event of future liability. The Medical Director may be notified of legal advice, when applicable.
4. The provider may refer the case to the Medical Director for referral for Difficult Patient Chart Review by the Patient Safety Committee for recommendations regarding management of the patient, which may include discharge from the practice (see attached criteria). 
5. The Patient Safety Committee shall be comprised of the Medical Director, an additional provider, the Director of Nursing and Clinical Services, the Clinical Coordinator, and an LPN. The Patient Safety Committee shall meet monthly WHEN cases are present for review. If any of the members of the Patient Safety Committee are involved in the cases to be reviewed, they will be excused from that review.

6. Staff and provider education/training will be provided on how to manage problem behaviors, how to discuss these with patients, how to prepare an effective behavioral contract, and how to recognize and manage common causes of “difficult” patients. 
7. Patients may be discharged from the practice immediately if they are deemed to be abusive, threatening to the staff, or for other reasons at the discretion of the provider. If the threat or abuse is not directed at the provider, the staff shall make the primary care provider (PCP) aware of the situation. If the PCP is not available, another provider on-site should be contacted.

8. All patients being discharged shall be sent a letter informing them of their discharge from the practice, the effective date, and including the names of other outpatient providers. This letter shall be sent by certified mail and a copy kept in the medical record.
9. When applicable, documentation of discharge of patient from the practice should include the following:
1) Adequate verbal and written notice with a specific date for termination from the practice. Verbal notice should be conducted with a witness present.
2) Discharge must allow for a reasonable time frame for the patient to find a new physician, generally 30 days is an acceptable time frame.
3) The provider in the practice must be available for all care in the interim period of time (30 days).
4) No cause of discharge from the practice need be identified in the discharge letter.
In the event of Discharge
1. Route the Discharge Letter to the Business Operations Manager or Front Office Supervisor.

2. Make notation of discharge in PDS by adding the word “DISCHARGED” behind the patient’s first name in Patient Registration.

3. Notify Front Office Staff of the discharge.

4. Route the Discharge letter to Medical Records.

5. Mark the front cover of the patient’s medical record with “DISCHARGED” in red marker.

6. File Discharge Letter and related documents, including Difficult Patient Chart Review Form on top of the right side of the record.

In the event the patient calls after discharge
1. Tell the patient they have been discharged form the practice and may not be scheduled to see a provider

2. If the patient persists, transfer the call to the Nursing and Clinical Operations Director or a Social Worker.

See attached:

· Incident Report

· Criteria for review

· Chart review form

· Template for discharge note 

· Discharge letter

	ORGANIZATION
Employee Incident Report

	An incident is any occurrence that is not consistent with the routine operation of the clinic or routine care of a particular patient.

This form is confidential and prepared in anticipation of workers’ compensation and/or legal counsel.

	Report Date


	Date of Occurrence
	Time of Occurrence

	Name of Employee


	Address



	
	

	Job Title
	Phone Number       (          )            

	Description of Incident/Injury:  (Brief and specific)



	Location of Incident


	Equipment/Device Involved

	Action Taken/Treatment



	Name of Witness


	Address



	
	

	Job Title of Witness
	Phone Number       (          )            

	Name & Title of Person Preparing Report


	Date

	Supervisor’s Signature


	Date


ORGANIZATION
Criteria for Difficult Patient Chart Review

1) Repeated “Did Not Keep Appointments” (DNKAs) greater than 15 minutes without explanation.

2) Over utilization of the practice either with inappropriate frequent provider visits or excessive use of phone or triage system as documented by pink sheets or inappropriate use of the non-provider part of the clinic.

3) Documented episodes of verbal abuse.

4) Documented episodes of conniving, lying or illegal behavior.

5) Evidence of drug seeking behavior.

6) Chronically non-compliance with provider’s recommendations, risking the health and well being of the patient.

7) Evidence of hopping from one doctor to another, one emergency room or hospital to another, or one pharmacy to another.

8) Difficult/borderline patients who have had difficulty adhering to behavioral contracts and/or threatening to staff or providers.

ORGANIZATION
Difficult Patient Chart Review

Patient Name:_____________________
D.O.B.:___________
Chart #:___________

Reviewer:________________________
Date of review:_______________________

1. Nature and impact of the problem behavior pattern (describe the behavior as documented in the chart or by Incident Report, include dates).

2. Describe the discussion of the problem behavior with patient as documented by the provider (include dates).

3.   Describe behavioral contracting, assessment for common causes of “difficult patient” status, and/or psychiatric/social work consultation as documented on the chart (include dates).

4.   Recommendations (Staff or provider education, further interventions, or formal discharge from the practice).

TEMPLATE FOR DISCHARGE NOTE

Patient:
John Smith

Date:

September 5, 1997

After extensive review of all clinic notes, triage and phone records and past medical records, I have decided to terminate this patient from the ORGANIZATION practice.  This review has been done in consultation with at least one other provider in the practice and (may include) a behavioral health provider, Dr. Smith.  In deciding to discharge the patient, I have followed the ORGANIZATION patient discharge policy, which includes verbal transmission of the discharge decision with a witness present, a registered letter to the patient regarding the termination from the ORGANIZATION practice, and dictation of this note.

This patient is being recommended for discharge from the practice because of ____(at least two years of non-compliance with appointment times without calling ahead and no evidence of family emergencies at the times of those appointments; chronically utilizing the after hours call system to request medication refills and be seen emergency; and on at least two occasions in August and October of 1996 was verbally abusive to front office and LPN staff).  This verbal abuse consisted of stating that the patient was unwilling to leave the waiting room until they saw Dr. ____, stating that the staff was “stupid and untrained”, and threatening lawsuits.  Despite previous behavioral contracts and notification that this behavior was unacceptable, many behaviors have continued.

The patient has been provided with a termination date from the practice of October 5, 1997.  Other providers in the practice and I will be available for any and all medical care up to the morning of October 5, 1997 and will forward all medical records to the patient’s provider of choice.  The patient was provided a list of other outpatient primary care settings in ________ for their review and their own personal choice.

Doctor’s signature

cc:

Date

Patient name

Address

Dear ____________:

Effective _________, ORGANIZATION will no longer be able to provide you services of any kind.   This action is necessary because you ________________.

If you require care for any acute health problems prior to ____________, ORGANIZATION will be available to respond to your medical needs.  You may reach us for acute medical needs by calling (xxx) xxx-xxxx. 

We will forward copies of your medical records to authorized parties you named in the Release of Records. You may contact providers at ____ Clinic (xxx-xxx-3300) or through _______________ (xxx-xxx-7000), or select another medical care provider of your choice to establish care for your ongoing health needs.

Sincerely,

______________________

Provider Signature

______________________

Medical Director

______________________

Executive Director
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