The angry patient – Facilitators notes
Simple introduction along the lines of ...

· Learning how to manage an angry patient is a necessity for both the CSA and real life too. 

· It can be upsetting and dangerous, so a model for delivering a successful outcome is useful and planning for the inevitable Mr Angry consultation is essential for all GPSTs. 
· NHS Security Management Service figures show that 5,145 primary care staff in total reported being assaulted during 2005/6, representing one in 68 staff members.
· A BMA survey of 400 GPs, carried out in 2006, showed that 42 per cent had experienced violence. A third thought the incidence of violence was increasing.
The anger/assault cycle
Triggering events  escalation  crisis resolution
Be warned!

· Conciliatory or diffusing actions only work during the triggering and escalation phases.

· During the crisis phase your safety is paramount – get out!

Divide the GPSTs into 3 groups

Group 1 to reflect on situations where they have had to deal with an angry patient and the cause of their anger. Then to use these reflections as a basis to explore all the possible causes for a patient’s anger.

Group 2 to identify the symptoms and signs of escalation and factors which may trigger it.

Group 3 to explore how escalation may be managed and  

After 20mins groups to feed back to HDR (When we ran this we asked our groups to think of innovative i.e. not flip chart ways of feeding back, this took longer but their innovative approaches were excellent and it created a great atmosphere for the rest of the HDR)
Then if time to break away into groups to explore 

· How safety had been tackled during their induction?
· How we can increase our safety as GPs? 

Break for coffee!

Role playing 

Ask for a volunteer approaching their CSA.

Give the Registrar three minutes to read the case scenario handout.

Facilitators to role play the angry patient (10 mins exactly) vary the degree of difficulty depending upon the ability of the GPST.
If > 1 facilitator then to role-play in smaller groups

Provide the ‘case scenario for GPSTs’ to the GPST

Case scenario notes (known to the GPST)
Mr Angry (70years) and his wife (65 years) attended 3 months ago as his wife had upper abdominal pain worse with eating. The notes entry from that time reads ...

24/4/08

4/52 upper abdo pain, sounds like reflux, abdo soft and non tender, no masses.

Try PPI for 8/52 and TRINB
2/7/08

2 months later they saw a partner in the practice and the entry reads

Abdo pain still, has lost weight, clinically jaundiced

O/E anaemic ++, jaundiced and ? epigastric mass

Plan admit Wd 4 (General Medicine)

1/8/08

A discharge sheet scanned into the record last week reads

Cholangiocarcinoma – discharged to hospice.
Mr Angry notes (not known to the GPST)

Mr Angry is very upset, particularly as he has been on the internet and found the cholangiocarcinoma often presents with upper GI symptoms AND that the second GP immediately knew that something serious was going on and admitted her that day! He has been worried all along and that’s why he had come to the first appointment. To make matters worse he has just heard in the waiting room the first doctor was a GP trainee and not a real GP! He feels that his wife is dying needlessly because of medical negligence.
Observing GPSTs to observe and identify positive aspects of the consultation that satisfies the 4 CSA domains:

1. Data gathering

2. Clinical management
3. Interpersonal skills

4. Global assessment

GPSTs to feedback and then the facilitator to sandwich feedback appropriately.

If time then use..... (if no time ?? work for them to do at home)
· The complaint letter

· The MPS guidance on the NHS complaints system 
GPSTs working in small groups have to draft a response  
Downloads/handouts

1. The case scenario for GPSTs.

2. The letter of complaint
3. NHS complaints system (MPS).
4. The angry patient handout/download for the end of the session

FACILITATORS NOTES BELOW!

Facilitator notes
Typical triggering events

Problems or perceived problems:

· At home – financial, social, psychological, relationships etc.

· With the surgery – no available appointments, unable to gain an appointment with the desired GP, mistakes by the surgery (perceived or real), no privacy at reception, poor communication etc.

· Medical – psychiatric illness, intoxication, alcohol misuse, drug misuse, anxiety or fear.

· Poor consultation skills e.g. missed cues, ignoring ICE, dismissive attitude etc.

Escalation

The upset patient may escalate to violence (crisis).
Indications of escalation are;

· Symptoms – shouting, swearing, repeating themselves, threat etc.
· Signs – clenched fists, wringing hands, pointing, pacing about, sweating, loss of eye contact or intimidating aggressive posture.
Escalation can be exacerbated:

1. Poor communication with the patient - especially lack of explanation (by staff or GP).

2. Ignoring the patient (often happens at reception, as the reception staff mistakenly hope ‘the issue will go away’).

3. Failing to try and resolve the issue.

4. Confrontational or an aggressive response.

5. Failing to apologise when appropriate.

6. Poor consultation skills.

Escalation can be diffused:

1. Stay calm and remember their anger may not be directed at you personally.

2. Take a conciliatory approach – give them space and privacy and time to ventilate.

3. Express empathy, concern and support. 
4. Apologise for their upset.

5. Listen to the patient’s distress and explore what has upset them and the contributory reasons for their anger.

6. Then discuss how you can help - present the patient with realistic, achievable options and 
7. Come to a shared agreed plan.
8. Check their understanding of what you have agreed.

9. Ensure you deliver your side of the deal.

10. Remember to address your emotional housekeeping.

Crisis – results in losers and survivors but no winners.
During the crisis phase your safety is paramount – get out & get help!

Preparation is essential

· Always ensure the arrangement of furniture in your consulting room does not block your exit.

· Know where your panic alarm is and use it!

· Ensure you and your staffs are trained as to how to respond to a panic alarm.

· Consider attending ‘breakaway techniques’ courses.

· Have a policy for seeking immediate police help.

Resolution

Remember you are still at risk after the crisis or escalation phase has passed, as the patient is still highly aroused and can readily be triggered to escalation and crisis again.
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