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Abstract

Introduction

Since 2009 patients of English GPs have been able to post comments and ratings 

about their care on the NHS Choices website (<http://www.nhs.uk/>). This could 

represent a valuable source of data for clinical governance and quality 

improvement (QI), but little is known about how general practices might use such 

patient feedback in their QI processes.

Methods

Semi-structured interviews with four practice managers and one GP, at four 

practices with a high rate of engagement with NHS Choices patient feedback. 

Interviews were transcribed and analyzed using a coding frame developed using a 

Grounded Theory approach.

Results

Practices seemed aware that NHS Choices feedback was a potentially useful quality 

signal, but struggled to integrate it with other sources of performance data. Factors 

speci!c to online feedback, including anonymity and publication, often acted as 

barriers to optimal use of the data in quality improvement. There was frustration 

caused by the application of an unsuitable investigative paradigm to comments 

which, because of anonymity or other issues, were e"ectively uninvestigable.

Conclusion

Suggestions for practices and the NHS Choices system are made, which may 

improve the utility of the feedback functionality. Further research into the validity 

and generalisability of NHS choices feedback, and into the processes used by 

general practices in responding to it, would help to identify more areas for 

optimisation.
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Introduction and background

This paper describes a small qualitative interview study of practice managers and 

GPs in English general practices, investigating how feedback posted by patients to 

the NHS Choices website is used by practices in their quality improvement activity. 

Here, ‘quality improvement’ refers to the set of separate and integrated systems 

and activities that practices use to ensure safety and improve the quality, e$ciency 

and e"ectiveness of the healthcare that they provide. It is closely aligned with the 

commonly-agreed de!nition of clinical governance: “the structures, processes and 

culture needed to ensure that healthcare organisations – and all individuals within 

them – can assure the quality of the care they provide and are continuously seeking 

to improve it.” (Department of Health 2011a)

First, the NHS Choices commenting system is described, and other current sources 

of performance data for general practices are discussed. Next the concept of 

patient feedback is put into a public policy context; then the literature relating to 

theories of impactful feedback, and the practical e"ect of feedback on doctor’s 

performance, is critically reviewed.

The research methods used in the study are described; results, with illustrative 

extracts from transcribed interviews, are reported; and !nally the results are 

discussed with reference to the literature. 

System description

NHS Choices (<http://www.nhs.uk/>) is the main website for the NHS in England. It 

provides information to support self-care by patients and hosts directories of NHS 

organisations and services. Since October 2009, patients have been able to post 

comments about their general practice, which (after moderation) are viewable on 

the practice’s NHSC pro!le. Patients can leave a free-text comment, grade several 
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aspects of the practice and state overall whether they would recommend the 

practice to a friend.

Comments are reviewed by NHS Choices moderators, and screened for abusive or 

o"ensive language, and information that may identify a speci!c patient or 

clinician. Comments which do not meet the site’s commenting policy (NHS Choices 

2012) may be edited or rejected entirely.

When a comment is approved and posted to the practice pro!le, a nominated 

contact at the practice is alerted by email, and has the opportunity to post a 

response. Responses are subject to the same moderation policy as patient 

comments, but the moderators will not intervene to suggest changes to practice 

responses regarding tone or possible e"ects on reputation [John Robinson, Head of 

User-Generated Content, NHS Choices, personal communication]. Practices may 

also ask for a patient comment to be reviewed again, and if necessary it may be 

further edited or removed by a moderator.

Patients must supply a valid email address, to which a con!rmation message is sent 

before the message is accepted; they do not need to supply any other identifying 

information, and may comment pseudonymously or anonymously. As a result, it is 

not possible directly to gauge the demographic characteristics of NHS Choices 

commenters.

Practices may not opt out of the feedback system, although they are not obliged to 

post responses to patient feedback.

The proportion of commenters in the past twelve months who would recommend 

the practice is calculated and displayed prominently on the practice’s pro!le pages, 

and in the summary listing of practices presented when searching the site by 

postcode or practice name.
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 The GP-rating function of the NHS Choices site follows the model of a similar 

system for feedback to NHS hospital trusts; there are now at least several dozen 

other websites allowing patients to rate individual doctors, practices and hospitals 

in the UK, US and elsewhere in Europe.

Initial analysis  of the comments posted about general practices reveals wide inter-

practice variation in use of the site (with the most-commented practice receiving 

more comments than the next three practices combined) and in patient ratings 

(from 100% stating they would recommend to a friend to 0%). (Robinson, J. 2011) 

Practices’ responses to patient comments also vary widely in content and tone, 

suggesting that there is at the least ambivalence or confusion about the value of 

NHSC patient feedback.

Other sources of performance data for general practice

Because of the relatively long history of computerisation of UK general practice; as 

a side-e"ect of the introduction of a performance-related element to practice 

income; and because primary care accounts for a large proportion of NHS costs 

(and hence is a target for cost savings and e$ciency measures) English GPs are able 

to draw on a wide range of sources of measurement and feedback on individual and 

practice-level performance.

Quality and Outcomes Framework

Introduced in 2004, the Quality and Outcomes Framework (QOF) is a set of 

indicators covering clinical and organisational domains which aims to measure and 

reward practices’ use of systems and processes which improve quality of care, and 

clinical evidence of improved health and reduced risk of disease. (British Medical 

Association and NHS Employers 2012) Practices score points according to their 

achievement against the indicators; the yearly points score is converted to a cash 

payment, proportional to the size of the practice. In 2011-2012, QOF payments 
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made up around 25% of average practice  income (Robinson, S. 2012), incentivising 

high levels of compliance. Individual practices’ QOF achievements are published 

and are summarised on the practice NHS Choices pro!le.

The QOF also incentivises the recording and review of “signi!cant events” - such as 

new cancer diagnoses, medication errors, or near misses where patients may have 

been subjected to harm - as part of practices’ education and training activity.

GP Patient survey

Currently administered by Ipsos MORI on behalf of the Department of Health, this 

survey is sent directly to around 1.36 million people every six months, and 

measures aspects of patient experience including access (ease of making 

appointments, contacting the practice by telephone etc) and consultations with 

doctors and nurses. The results are published at practice level, and are summarised 

on each practice’s NHS Choices pro!le.

Local Surveys and Patient Participation Directed Enhanced Service

Practices may also commission their own internal surveys, and are currently 

rewarded for doing so, and for setting up a patient reference group (PRG), 

representative of the practice population, which is intended to feed back individual 

views on the practice’s services, and to reach agreement with the practice on plans 

for quality improvement. [NHS Employers]

Complaints procedure

In common with other NHS bodies, general practices must follow speci!c 

procedures when receiving and responding to patient complaints (speci!ed in The 

Local Authority Social Services and National Health Service Complaints (England) 

Regulations 2009). These procedures specify time limits for acknowledging and 

responding to complaints; recording complaints and outcomes; and escalation of 

complaints where local resolution is not possible. The QOF incentivises practices to 
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review at least yearly patient complaints and share “general learning points” with 

the practice team. 

Audit

In addition to the nationally- and locally-driven measures of quality discussed 

above, doctors are also encouraged themselves to design and carry out audits of 

their own clinical practice. (GMC 2009 para. 14c)

Appraisal and revalidation

Since 2002 UK doctors have been required to participate in a yearly structured 

appraisal of all aspects of their professional practice. Until 2012 this was a largely 

formative exercise, focussed on personal development and training needs, and 

making plans for improvement and action in the coming year. This generally 

included discussion of quality-improvement activity such as audit, complaints and 

signi!cant event analysis. From 2013, to support the new system of revalidation, 

appraisal processes will be “strengthened” and will require doctors to collate in a 

more systematic way evidence of participation in clinical audit, and (an innovation 

for many doctors) the commissioning of a multi-source feedback (MSF) exercise 

wherein clinical and non-clinical colleagues are asked to give structured 

evaluations of a doctor’s performance, knowledge and skills. Doctors will also be 

required to commission an individual survey of their patients’ satisfaction. (GMC 

2012)

It will be interesting to consider whether and how NHS Choices feedback adds to 

the varied and extensive amount of performance and quality data already available 

to English general practices. The generalisability of this study’s conclusions will 

also need to be assessed with this in mind; online patient feedback in health 

systems with less routinely-available quality data may be proportionately more 

important as a source of information on performance.
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Literature review

Search strategy

Initial keyword searches were run in several generalist bibliographic databases, 

including PubMed, Scopus, JSTOR, Zetoc and Google Scholar. Keywords used 

included “NHS Choices” and “Trip Advisor” to identify studies dealing speci!cally 

with the issue at hand; and Boolean searches combining  more general terms, such 

as “Quality Improvement AND (Primary Care OR General Practice)” and “Feedback 

AND Quality Improvement.” Database searches were also run using controlled 

terminologies (such as MeSH subject headings in PubMed) but these did not yield 

any additional relevant citations.

The bibliographies of retrieved articles were hand-searched for further relevant 

publications; online citation analysis tools were used to !nd newer publications 

which had cited the initially-retrieved articles.

Further articles were identi!ed in discussion with tutors and peers.

Social and governmental policy context

The introduction of a system which allows patients to comment on and grade the 

quality of their medical care; which publishes these comments with minimal 

intermediation; and which aims to stimulate response from the medical care 

provider can be located within several strands of public policy theory that have 

been developed in the last three decades.

The ascendancy of market-based ideologies in many Western countries in the 1980s 

brought about criticism of many of the services hitherto delivered largely by the 

state, such as health, public housing, and the public utilities. Such services were 

seen by proponents of the New Public Management (NPM) (Hood 1991) as being 

ine$cient and ine"ective, because of such failings as lack of public scrutiny; 

reliance on monopolies and coerciveness; complex, opaque or poorly-de!ned 
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objectives; and capture of institutions by self-interested professionals and 

bureaucrats. In order to reorient such services towards improved outcomes and 

e$ciency, governments introduced policies of “disaggregation, competition, and 

incentivization” (Dunleavy et al. 2005). In the NPM, the service user is idealised as 

the main driver for improvement through competition: informed and rationally 

choosing amongst service providers, the citizen-as-consumer rewards good 

services and penalises poor ones by bringing payment with them. In this 

conception, the more information about a service a consumer has, the more 

discerning will be their choice.

Bejerot & Hasselbladh (2001) identify a potentially fatal problem for the NPM as 

applied to health care: ever since patient satisfaction surveys began to be widely 

used in the 1970s, most respondents reported high levels of satisfaction most of the 

time. Such a placid customer-base would not provide the pressure needed as an 

impetus for improvement and reform. Hence, they argue, ever-more complex and 

leading survey questions are used  to tease out small areas of concern, resulting in 

the arti!cial construction of the ‘dissatis!ed patient’ required by ideology to 

discriminate between good and poor quality services. We might suggest that such a 

constructed notion is given %esh by the use of star-ratings, league-tables and 

similar methods which, deliberately or not, might have the e"ect of stimulating 

patients’ dissatisfaction with their local services which might not otherwise have 

been felt.

The NHS Choices commenting system, then, can be placed !rmly into this 

theoretical framework - explicitly associating patient feedback with patient choice, 

and eliciting areas of dissatisfaction with the aim of thereby driving improvement 

in services.
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The central tenets of NPM have been challenged by, appropriated by, or evolved 

into, newer prescriptions for public service reform, such as Giddens’ (1991) Third 

Way; Public Value Theory (Moore 1997) and Digital Era Governance (Dunleavy et al. 

2005). However, user-satisfaction remains an important metric: speci!c to the 

question at hand, Adams (2011), in conducting a discourse analysis of patient-

rating websites (though not NHS Choices), identi!es the ‘Re%exive Patient’ who is 

empowered (or encouraged, or even coerced) to participate in the governance of 

health providers and systems.

Speci!cally in England, gathering and publishing patient feedback has been driven 

by the policy of the present and previous governments to inform and increase 

patient choice in the NHS (Secretary of State for Health 2006 ; Coulter 2010), and 

more broadly is in line with government plans to increase the e"ectiveness of 

public services by vastly increasing the amount of data which is published (Cabinet 

O$ce 2009, 2012). These plans can be seen to accord with the direction of Western 

public policy described above.

Applying these concepts to healthcare, Berwick et al. (2003) formulated a model of 

how publishing data about clinician and organisation performance was imagined to 

improve performance, e"ectiveness, safety and so forth, by direct e"ects on 

providers and through stimulating choice by patients (see !gure 1 below). However 

in reality Berwick et al. found that neither side of the model worked reliably, 

because of a lack of accessible, reliable and actionable measures of quality (for both 

patients and providers), and because of the lack of capacity of patients to make 

‘rational’ choices (because of lack of information, or emotion, or fear for instance) 

and of organisations to make meaningful changes (because of cultural, political and 

resource constraints).
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Figure 1 Redrawn from Fung et al. (2008) after Berwick et al. (2003)
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Feedback - theoretical context

In the quality improvement literature, the term [feedback] can refer to a wide 

range of methods used to provide practitioners and organisations with data 

relating to their own performance. Examples include computer alerts at the point 

of prescribing; presentation of audit !ndings (as evaluated in  Ivers et al., 2012, for 

instance); and publication of national performance data benchmarked against 

similar organisations.

For our purposes, the e"ects of relatively unstructured feedback from patients 

about practice performance can be analysed by reference to the speci!c sense of 

feedback used by educationalists, and most often applied to situations where 

learners receive feedback on their performance from peers and teachers: 

“information provided by an agent (e.g., teacher, peer […]) regarding aspects of 

one's performance or understanding” (Hattie and Timperley 2007).

The foundational model of educational feedback in medicine was developed by 

Pendleton et al. (1984). Often referred to as Pendleton’s rules, the model holds that 

feedback is most e"ective at improving practice when: the recipient wants and is 

ready for feedback; the learner, followed by the observer, states what went well; 

then the learner, again followed by the observer, identi!es what could be improved; 

and a plan for action is agreed.

While Pendleton’s Rules have been criticised for being overly-rigid, or at least 

prone to being too rigidly-applied (for example Walsh 2005), and they have been 

extended and made more goal-oriented and learner-centred (e.g. Kurtz and 

Silverman, 1996; Hattie and Timperley, 2007), the basic idea remains current.

Concerns about NHS Choices

There has been heated debate about the possible e"ects of doctor-rating websites, 

with professional bodies such as the BMA (2009) and doctor-commentators (e.g. 
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McCartney 2009) raising concerns about the risk of a small number of self-selecting 

patients having a disproportionate e"ect on doctors’ behaviour through their 

predominantly negative online comments. McCartney points out that some 

negative feedback from patients may stem from good practice, such as refusing to 

prescribe unnecessary medicines, and worries that patient comments may falsely 

reassure ‘bad’ doctors, or cause ‘good’ doctors adversely to alter their practice.

After the NHS Choices GP comment system went live, reports in the medical and 

lay press focussed on GPs’ concerns about accuracy and fairness, with GPs quoted 

describing the system as “demoralising, destructive” (Anon. 2011b) and alleging 

that comments were often “malicious” or “!ctitious” (Leach 2012). Practice sta" 

frustrations with anonymity and the perceived hostile tone of comments were 

highlighted in reports of the sacking of a practice manager whose responses to 

patients were considered to be unacceptably rude (Anon. 2011a). Subsequently the 

BMA published brief guidance for practices on how to respond to NHS Choices 

feedback, with an emphasis on being constructive and avoiding defensiveness. 

(Barr 2011)

How well can patients rate their own care?

In investigating whether online patient feedback can be used in quality 

improvement, we need to consider how well-correlated patient satisfaction is with 

the quality of their care. The current research evidence is somewhat discouraging: 

Howell et al. (2007) found that satisfaction was correlated with some measures of 

the good organisation of stroke care, and negatively correlated with others, while 

Chang et al. (2006) found no correlation with the technical aspects of the care of 

vulnerable older patients.

More recently, and important for our purposes, the NHS Choices recommender 

score (the proportion of commenting patients who would recommend a hospital to 
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a friend or relative) has been found to be correlated with some whole-hospital 

quality measures including standardised mortality rate (SMR) and the rate of 

emergency readmission within 30 days of discharge . Similarly, patients’ 

perceptions of the cleanliness of a hospital were negatively correlated with rates of 

Methicillin-resistant Staphylococcus aureus and Clostridium di!cile infection. 

(Greaves et al. 2012b)

The satisfaction of primary care patients in a deprived area of Glasgow was largely 

linked to interpersonal attributes, and patients generally assumed that their doctor 

was competent (Mercer et al. 2007). An unwonted emphasis on comparing 

satisfaction to supposedly objective measures of quality of care may, of course, risk 

discounting subjective aspects of care which are nevertheless very important to 

patients: we would hope that doctors would not be satis!ed with providing 

technically excellent care while failing to attend to patients’ dignity or need for 

information, for example. 

We need also to be wary of factors which confound patient satisfaction: age, 

gender, employment and marital status, and long-term limiting illness are all 

strongly correlated with satisfaction (Venn and Fone 2005). It may well be that 

patient satisfaction measures need to be taken into account alongside objective 

measures of quality, rather than being used as proxies for them.

Certainly it seems that doctors are poor at estimating their patients’ satisfaction 

with individual consultations (McKinstry et al. 2006); perhaps not surprisingly if, as 

identi!ed by Wine!eld et al. (1995), GP and patient satisfaction are determined by 

largely disparate criteria.

Broadly, these studies suggest that patient satisfaction is correlated with aspects of 

healthcare which are both visible to patients and perceived as being salient to their 
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care - for example, stroke patients may have more readily appreciated the value of 

being assessed by a physiotherapist than of being weighed; primary care patients 

value seeing a regular GP and longer consultations - which has implications for the 

present study, given that quality improvement activities such as audit and 

signi!cant event analysis (National Patient Safety Agency 2005) are unlikely to be 

visible to most patients, and may take doctors’ time away from seeing patients.

Effectiveness of giving feedback on performance

Attempts to assess the e"ect of feedback to doctors from patients su"er from the 

di$culty of designing studies which can capture the complex nature of patient-

feedback interventions (Reinders et al. 2011): studies are often of limited quality, 

and systematic reviews are limited by the heterogeneity of primary research.

Systematic reviews of the e"ect of feedback on doctors’ interpersonal (Cheraghi-

Sohi and Bower 2008) and communication skills (Reinders et al. 2011) found some 

evidence that patient feedback could improve skills, but positive studies tended to 

be non-randomised and/or uncontrolled and qualitative in design, and tended to 

examine doctors’ knowledge and valuation of such skills (i.e. Kirkpatrick levels 1-2 

(Kirkpatrick 1967)) rather than changes in their actual clinical performance. 

However, Reinders et al. did !nd that doctors, particularly those who are 

performing less well, were more likely to respond to feedback from patients than 

from their better-performing peers.

It seems likely that the impact of patient feedback is increased by organisational 

factors such as the degree to which leaders and senior clinicians support the use of 

feedback in QI (Davies and Cleary 2005) and the infrastructure and resource that is 

made available to support doctors receiving feedback, with interpretation and 

opportunity for guided re%ection increasing GPs’ positive attitudes to patient 

evaluations, job satisfaction and intention to change practice. (Heje et al. 2011)
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One of the few controlled trials to have been conducted in this area (Vingerhoets et 

al. 2001) found that feedback of patient evaluations did increase GPs’ self-reported 

intention to improve their practice, but post-feedback patient evaluations did not 

improve—suggesting that the feedback was not su$ciently action-oriented to drive 

quality improvement. A related study of this trial’s participants (Wensing et al. 

2003) examined Australian GPs’ attitudes to receiving patient feedback—again, one 

of the few such studies. While most participants were initially keen to receive 

feedback, those GPs in the intervention group subsequently felt that patient 

feedback had less practical relevance to their work, and were less likely to see 

reasons to change anything at all in their practice. Barriers to accepting and using 

patient feedback included the perceived di$culty of meeting all of their patients’ 

needs (the implication being that GPs didn’t want to be burdened by learning about 

new ways in which they were failing to do so); the considerable time and energy 

required to synthesise and act on feedback; and perceived di$culty in interpreting 

the signi!cance of survey results.

These !ndings align with Kluger and DeNisi’s conclusion (1996) from analysing a 

much wider literature on occupational feedback and performance, that feedback 

has less e"ect as the focus of attention moves up Kirkpatrick’s hierarchy “closer to 

the self and away from the task,” given its increasing personalisation and a 

consequent increase in subjects’ defensive reactions. Since GPs in Australia as in 

the UK are closely identi!ed with organisational as well as interpersonal aspects of 

care, it could be that most of the domains evaluated by patients were felt by the 

participants to be related to their identity as GPs, and hence criticism might have 

been taken much more personally as a result.

A key systematic review (Veloski et al. 2006) identi!ed characteristics of feedback 

which were associated with positive e"ects on  doctors’ behaviour. While speci!c 
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patient-sourced feedback does not seem to have been considered, the perceived 

authority of the feedback source was important, with more authoritative sources 

(such as employers or peer groups) being more in%uential than research teams, for 

instance. We can speculate that on this axis, patients would be regarded as being 

less-authoritative still. Of particular note for our purposes, Veloski et al. found that 

comparing doctors’ performance to local statistical norms or professional 

standards had little or no e"ect on performance; nor did making performance 

ratings publicly-available.

These !ndings tend to be con!rmed by more recent systematic reviews of clinical 

governance activity (Phillips et al. 2010, concluding that targeted, peer-led 

feedback improved clinicians’ performance) and publication of performance data 

(Fung et al. 2008, !nding only small and inconsistent e"ects on patient choice, 

clinician QI activity and measured improvements in quality).

Specific research on doctor-rating websites

Most of the research which has been carried out on patient rating websites has 

focussed on usability and the content of patients’ comments.

Lagu et al. (2010) reviewed the user-friendliness of 33 US-based sites (which was 

generally poor), and analysed the distribution of positive and negative ratings. A 

large proportion of ratings (88%) were judged as being positive, which contradicts 

concerns such as those expressed above; however, the average number of doctor-

ratings per site was low, thought by the authors to be related to poor user-

friendliness, which limits the generalisability of their !ndings. Strikingly, the 

authors reported !nding several positive comments which appeared to have been 

written by or on behalf of the doctors themselves, which may further have skewed 

the distribution of ratings.
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Lopez et al. (2010) made a thematic analysis of the comments left on two rating 

websites, again the majority of which were positive. They found that the majority 

of positive comments were “global” - that is, they discussed the doctor’s positive 

attributes in general terms - while the negative comments tended to report more 

information about a speci!c clinical encounter. This !nding has relevance for the 

present study: if situation-speci!c feedback is, as seems likely, more impactful and 

more likely to change a doctor’s behaviour, we need to consider whether negative 

comments (tending to be more speci!c) have a greater e"ect on behaviour change 

than do positive ones.

Adams (2011), in a similar but more in-depth thematic analysis !nds that patients 

often make sophisticated and nuanced comments about their healthcare 

experiences: “Commenters tend not just to opine, but to openly reason out their 

comments in a personal frame of reference.” (p. 1074) This suggests that online 

patient feedback may indeed be a potentially rich source of data about patients’ 

experiences of the quality of their care.

Reimann and Strech (2010) investigated the structured questions posed to patients 

by doctor-rating sites, and cross-referenced them with a set of validated patient-

satisfaction questionnaires to assess whether the sites set out to elicit feedback in 

similar domains to the questionnaires. Few of the sites studied covered more than 

half of the identi!ed domains in their structured questions; it seems likely that 

many designers of such sites do not take into account academic research into 

patient satisfaction measurement, and indeed it is questionable as to whether they 

have any commercial imperative to do so.

The NHS Choices numerical ratings of various aspects of patients’ experience in 

hospital were found to correlate well with the results of a national, randomly-

sampled postal survey of recent inpatients (Greaves et al. 2012a). This suggests that 
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concerns about the self-selected nature of online commenters may be may be 

overstated; however, little is known about the characteristics of patients who 

choose to leave feedback on NHS Choices about hospitals, and it is reasonable to 

question whether they are similar as a group to those patients rating their general 

practice experience; hospital admission being much rarer, more signi!cant, and 

likely much more fraught, experience than visiting a GP.

Comparison with other industries

Online customer feedback is a common feature of many industries, including retail 

(product reviews on Amazon <www.amazon.co.uk>, for instance) and travel (for 

example TripAdvisor <www.tripadvisor.co.uk>, which is often cited disapprovingly 

in relation to NHS Choices), and in most sectors has been used for considerably 

longer than in healthcare. It would be instructive to compare the processes and 

outcomes involved with working with online user feedback across industries; 

however, the literature search conducted for this study found only unreferenced 

‘how-to’ guides and other instructional material; essentially no peer-reviewed 

literature could be identi!ed. This may be because sectors such as marketing and 

tourism are not as inclined to conduct and publish research as are healthcare 

organisations, and may not be as well-resourced to do so.

Summary and research question

Spontaneous, published patient feedback could be a rich source of data for 

practices to use in their quality-improvement activity (analogous to reviewing 

formal complaints and signi!cant event analysis) but it is not known whether 

practices do in fact use online feedback in this way. It is also not clear in what ways 

NHSC feedback might di"er in nature from the other sources of patient satisfaction 

available to practices. In addition, the literature is equivocal as to the likely impact 

of such feedback on doctors’ behaviour and performance. There is also little 

Ben Braithwaite 20



primary research asking how organisations and individual clinicians use such 

patient feedback; still less which considers the kind of reactive, qualitative 

feedback which comes from patients’ comments on NHS Choices.

Given these gaps in our knowledge, there is a need for research which describes the 

way in which GPs and practices engage with their NHSC feedback, and attempts to 

prise ajar the ‘black box’ containing the processes, transactions and assumptions 

that are in play. The primary research question for the present study is therefore: 

“How do General Practices in England use patient feedback posted to the NHS Choices 

website in their quality improvement activity?”

Method

Since little is already known on this subject, a qualitative approach was taken to 

produce a rich, descriptive account of how GP practices currently use NHS Choices 

in their quality improvement activity. Semistructured interviews were conducted 

in 7 practices, were audio-recorded and transcribed, and were analysed for 

common themes following Corbin and Strauss’s (2008) Grounded Theory approach.

Participants and setting

Interviewees were practice team members who were most involved in investigating 

and responding to NHS Choices feedback, usually the practice manager or a GP. A 

purposive sampling strategy initially targeted practices which had received a high 

number of patient comments (from published NHS Choices data, Robinson J. 2011) 

and those which had been noted by NHSC management to be responding well to 

patient feedback [John Robinson, personal communication]. This strategy was 

chosen in order to !nd interviewees with su$cient experience of and engagement 

with NHS Choices feedback to provide rich enough data for analysis and as models 

of best practice. 
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Interviewees were asked to recommend colleagues from other practices who might 

be approached; this snowball sampling identi!ed one additional interviewee.

Interviewees were approached initially by phone or email, and were emailed 

further information about the study after expressing an interest in being 

interviewed (see information letter in appendix 1). 4 out of 9 practices approached 

furnished an interviewee, with one practice furnishing two. Of 5 interviewees, 3 

were practice managers, 1 a communications manager for a group of practices, and 

1 was a GP; all were in practices located in inner London; 3 were teaching practices. 

Of the practices approached which did not wish to participate, 4 were in London 

and one was in the south east; 4 practices cited lack of time as a reason for non-

participation, while the prospective interviewee of the !fth had only recently been 

appointed and did not feel that they had enough experience of NHS Choices 

feedback to be able to participate.

Participants were interviewed at their place of work, at a convenient time. 

Interviews were generally conducted without anyone else in earshot, in a quiet and 

undisturbed room. For practical reasons, two interviews had to be conducted in 

earshot of colleagues of the participant. 

Ethics

This study constitutes Service Evaluation since its primary aim is to describe 

current practice and it does not involve any intervention or direct patient contact 

(National Research Ethics Service 2009). It is therefore exempt from the need for 

NHS research ethics approval (Department of Health 2011b). It is also covered by 

standard exemptions for institutional research ethics approval (UCL Research 

Ethics Committee 2011). Nonetheless, ethical research principles were respected, 

particularly regarding subjects’ freedom to participate or withdraw; 

con!dentiality; and anonymization of interview extracts. These principles were 
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summarised in the information letter sent to participants. Written consent was 

obtained from participants before interviewing.

Anonymity & data security

Participant anonymity is an ethical imperative: their participation in the study was 

contingent on anonymity; the quality of the data obtained may have been 

compromised if participants had restricted their contributions because they feared 

embarrassment, punishment or reprisal.  Several steps, discussed below, were taken 

to ensure anonymity and to protect personal data.

Interview recording & storage

Interviews were audio-recorded using a solid-state voice recorder (Olympus Digital 

Voice Recorder WS-321M, Olympus Imaging Corp., Tokyo, Japan). The voice 

recorder remained in the possession of the investigator at all times; !les were then 

copied to the investigator’s laptop computer and the original !le deleted. The 

laptop was secured against theft and unauthorised access. Files were backed-up 

securely using a remote data-centre, with transmission using SSL (the Secure 

Sockets Layer protocol) and encrypted in storage using the AES-256 algorithm.

Transcription process

The interview recordings were transcribed with identifying information replaced 

by generic phrases (enclosed in square brackets) to retain the meaning of the text. 

For example, the names of interview participants and their practices were replaced 

by their gender, job title, and a description of the type and setting of practice they 

worked in (single-handed, large teaching, inner-city, suburban and so forth).

 Information which was not directly identifying, but which could still be used to 

guess the location or identity of an individual or practice, was also substituted, for 

example:
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…we have one just outside [!nancial services district] where it’s quite a 

wealthy, to-do area, but there’s also a large Bengali community here, we 

also have three sites in [traditionally working-class district] where 

there’s a very di"erent population…

It was initially intended to obscure all location-based information in this way; 

however, since all of the interviews ended up being in London practices, and since 

some interview participants referred to London-speci!c issues which may have had 

a bearing on the themes identi!ed, it was decided to retain this important 

contextual data. Since there are 1572 general practices in the London Strategic 

Health Authority area, the likelihood of interview participants being identi!ed as a 

result is small, and is outweighed by the richness that this information adds to the 

data.

 In one interview the content of a recent patient comment was viewed and 

discussed. It was felt important to retain this rich data, but transcribing the 

published comments (as read out during the interview) would make identifying the 

practice and participant a trivial matter of entering a phrase from the comment 

into a search engine. For this reason, the content of the patient comment was 

paraphrased, and again enclosed in square brackets.

Publication

There can also be said to be an ethical imperative to ensure that the !ndings of 

research are shared and disseminated, in order that participants’ contributions are 

properly honoured, and to inform future research and health service delivery. In 

addition to the publication of this dissertation within the UCL library system, its 

summary !ndings will be presented at an academic conference (the European 

Forum for Primary Care, Gothenberg, Sweden, September 2012); the full text and 

summaries will be published on the investigator’s website; and a paper based on 

the study will be submitted for publication in a peer-reviewed journal.
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Question design

An initial set of themes and prompt questions (see appendix 2) were developed 

based on the existing literature, and were re!ned after discussion in course 

seminars with peers and tutors. They were further re!ned after the pilot 

interviews (below) and the substantive interviews, as themes emerged from the 

analysis.

Pilot interviews

Pilot interviews were conducted to test the recording and transcription 

arrangements, and to test the initial prompt questions. Short re%ective memos 

were written and transcripts were reviewed with tutors and peers.

 In the !rst pilot interview, the investigator was found to have talked rather too 

much, with leading questions and interruptions tending to limit the interviewee’s 

responses.  A more open style of questioning, with the use of appropriate silences 

and probing questions, was used in the second pilot, which produced a much richer 

set of responses (see examples of re%ective memos in appendix 3). Re%ection on 

the interviewing style continued through the study, and was further re!ned for 

each subsequent interview.

 The phrasing and content of the prompt questions were re!ned in light of the pilot 

interviews. Since the pilot interviews themselves provided good data for analysis, it 

was agreed with tutors and the dissertation supervisor that they be included in the 

substantive analysis; the pilot participants were asked to give retrospective consent 

for their interviews to be used, and both did so.

Coding & analysis

Transcripts were coded by theme using TAMSAnalyzer (v4.32), interview by 

interview to allow further re!nement of prompt questions as the study progressed. 
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This software inserts into the transcript plan-text code tags in braces, with greater-

than signs used to indicate child codes in a hierarchy (see code list and de!nitions 

in ‘Results’ below). Transcripts were re-read and re-coded in the light of 

subsequent interviews; this iterative process continued until no new themes 

emerged.

For example, in the initial coding pass, the anonymity of many NHS Choices 

commenters was identi!ed as a key problem theme {barriers>anonymity}; within 

this a subtheme was the ease with which some practices felt they could identify 

anonymous commenters {barriers>anonymity>breaking}. On re%ection and 

discussion as [above], it was recognised that commenter-anonymity was 

problematic in two distinct ways: in terms of being felt unfair or cowardly, and 

because it made it di$cult for complaints to be investigated in the way practices 

were used to. Accordingly, passages tagged with {barriers>anonymity} were 

recoded using {barriers>anonymity>unfairness} and 

{barriers>anonymity>unfairness}. (Some passages were more general comments 

about or descriptions of anonymity and remained coded with 

{barriers>anonymity}.)

Similarly, descriptions of the process practices undertook when writing their 

response to a comment were quickly identi!ed as a theme 

{process>writing_response} with subthemes relating to the need practices felt to 

correct inaccuracies in comments {process>writing_response>correcting} and 

recognition that the response would be aimed at a wider audience than just the 

original commenter {process>writing_response>pr}. After discussion about the 

broader context of the commenting system, and speculation on the motivations 

and goals of patients leaving comments, a further subtheme was generated 

{process>writing_response>being_heard} and used to !nd examples of interviewees 
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who felt that the act of acknowledging a patient comment was a good thing in 

itself, separate from any speci!c response to the content of the comment.

After the !rst run of coding, it was thought that {process>triangulation} and 

{QI>other_sources} might overlap enough to be merged together (since they both 

relate to interviewees comparing NHS Choices comments to other sources of 

quality and performance data. However,  on reviewing the code de!nitions and the 

coded passages, it was decided that, with some re-coding of passages, the two codes 

usefully distinguished between simple descriptions of what the interviewees did 

when reviewing a comment, and what the interviewees thought were the bene!ts 

and disadvantages of NHC Choices feedback over the other data sources.

The literature review for this study progressed in parallel with interviewing and 

coding; when a paper was retrieved which described a set of organisational 

responses to patient feedback in a hospital setting [Tasa], a further set of codes 

were created to represent these responses, and the transcripts were re-analysed to 

identify similarities and di"erences with this paper’s !ndings. One new code was 

found to map well to an existing code ({Tasa>dissemination} and 

{Process>Feedback_to_practice}; this was not recoded.

The thematic analysis was validated by independent coding of a subset of 

transcripts during a research seminar by a tutor and peers; this process 

demonstrated a good degree of inter-rater agreement on themes and their 

application to the transcripts. Further validation was carried out with the 

dissertation supervisor, and a third party with experience of qualitative research 

methods.
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Results1

The coding frame, with working de!nitions of each code, follows as !gure 2 below. 

Brief descriptions of the !ndings are reported, with illustrative extracts from 

interview transcripts.
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barriers>aggregation: Comments about aggregation of recommender 
scores & the ways in which this aggregate is 
published

barriers>anonymity: Examples of anonymity (or pseudonymity) 
being a barrier to using feedback in QI

barriers>anonymity>breaking: Examples of practices being able to guess or 
infer the identity of an anonymous/
pseudonymous commenter

barriers>anonymity>process: Comments about the specific effects of 
anonymity/pseudonymity on practice's ability to 
investigate & respond to comments

barriers>anonymity>unfairness: Comments about anonymity/pseudonymity 
being unfair, allowing commenters to hide, 
cowardliness

barriers>demographic_unrepresentat
iveness:

Comments about lack of demographic 
representativeness of NHSC commenters

barriers>difficulty_assessing_quality: More general comments on difficulty of 
assessing quality in healthcare

barriers>emotion: Examples of strong emotional responses to 
feedback acting as a barrier to use in Q

barriers>one_shot: Comments about the limited opportunity for 
continued dialogue with commenters - only 
one comment and one response possible

barriers>persistence: Persistence of published comments as a 
barrier to use

barriers>publication: Comments regarding the public nature of 
NHSC feedback

barriers>publication>prepublication: Comments about feedback being published at 
them same time as practices notified, no 
opportunity for prepublication review

barriers>tripadvisor_effect: Barrier to using information in NHSC feedback 
- feedback is perceived as biased towards 
being overly negative since patients will tend 
only to leave feedback if dissatisfied

barriers>vagueness: Examples of difficulty acting on feedback 
because of a lack of detail/specific incidents

future: Suggestions for changing NHSC system in 
future

process>collation_and_grading: Comments about collating and grading NHSC 
feedback comments
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process>encouraging_use: Patients are encouraged or helped to put 
feedback onto the NHSC website

process>feedback_to_practice: Examples of NHSC feedback being shared 
with practice team

process>investigation: Examples of investigation of issues raised in 
NHSC feedback process>moderation: 
Examples of engagement with NHSC 
moderation system

process>training: Examples of learning (formal or informal) that 
practices have had in using NHSC

process>triangulating: Comments about comparing NHSC feedback 
to other sources to establish whether there are 
'real' problems

process>writing_response: Comments about the process of writing a 
response to NHSC feedback - considerations 
of motivation, audience

process>writing_response>acknowle
dging:

Comments about writing responses which 
relate to the perceived importance of 
acknowledging a patient's comment, 
regardless of the content of the comment/
response otherwise

process>writing_response>correctin
g: 

Comments wrt correcting misapprehensions or 
other untrue/incorrect info in patient comments 

process>writing_response>PR: Considerations of writing responses with 
regard to public relations/marketing

qi: Use of NHSC feedback in practice quality 
improvement

qi>benchmarking: Examples of practices comparing their 
feedback against other practices

qi>changes_made: Examples of changes made to practice as 
result of NHSC feedback 

qi>identification: Examples of NHSC feedback identifying a 
significant event/other issues relevant to QI 

qi>integration: Examples of NHSC feedback being integrated 
into practices' wider QI processes

qi>other_sources: Comparison of NHSC feedback to other 
sources of QIQ feedback

qi>patient_recruitment: Perceived effects on patient recruitment of 
NHSC published feedback
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tasa>immediate_problems: Examples of patient feedback prompting 
response to/resolution of immediate problems 
eg specific patient complaint, safety-critical 
incident. (per Tasa, K., Baker, G. R. and 
Murray, M. (1996). ʻUsing Patient Feedback for 
Quality Improvementʼ Quality Management in 
Healthcare 4(2): 55-67.)

tasa>integrate_with_strategic_planni
ng: 

Examples of feedback being used to inform 
practices' strategic planning 

tasa>link_to_organisational_process: Examples of patient feedback being 
'translated' to allow action within existing 
organisational processes 

tasa>monitoring_change: Examples of feedback being used to monitor 
the effect of process changes 

tasa>unrealistic_expectations: Comments about perceived unmeetable 
patient expectations as a barrier to using 
NHSC feedback

 Figure 2 Coding frame and definitions
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Process

In all of the practices interviewed, the practice manager received the NHS Choices 

noti!cation emails, and led on assessing the comment and writing a response.

In describing what happens when a comment is posted, all interviewees indicated 

that they followed a set process, which might be more or less formal:

I get notice of it, I suppose within 24 hours of a comment being posted 

on the website, and what we’ve done now, and it’s only a recent thing, 

in the last three or four months, is that a partner and I […] lead on it. 

What we do is that when a comment comes in, we decide on a way to 

answer the query, and we reply back within a reasonable time. [2]

So, immediately they’re posted I get noti!cation of them, the next 

morning I’ll see them and distribute them around the group. I will 

discuss the merits or whatever of whatever’s on there and respond 

accordingly. So then I will, within 72 hours, post a response. [4]

Collation

One large, multi-site practice had a set process for collating comments from across 

the group:

I go and check all our sites every morning to see if new comments have 

been posted, positive or negative. I then send them round to the 

partners, the senior managers, our lead doctors, just to make them 

aware of it. [3]

Other practices relied on the noti!cation email to learn that a new comment had 

been posted.

Investigation

Interviewees described di"erent approaches to investigating the background to 

comments, which largely depended on how much speci!c information was given:
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If we can identify a particular issue then I take it up with the person 

who’s involved. If it’s to do with reception sta" I will see if we can see 

who it is, because I’m not into mass blame, if there is an issue. [4]

When asked about the process of investigation, most interviewees talked almost 

exclusively about the di$culties caused by anonymity, discussed below.

Writing responses

In most instances, the practice manager led on writing responses to patient 

comments:

[Q:] And did any of the doctors get involved with drafting the response?

No, I drafted the response and they approved it. [5]

Sometimes there was closer collaboration with one or more GPs:

[…]what we’ve done now, and it’s only a recent thing, in the last three 

or four months, is that a partner and I, kind of lead on it.

[…]I said to [partner], have you seen this, she said yes, and we agreed a 

plan, so I drafted my response, and… [interjection from partner “and I 

turned it into English!”], yeah, [partner] put it into English and then I 

went and posted it on the website. [2]

Responses generally aimed to address the speci!c points made by patients:

I write under each point that they make, I break it down and try to 

reply to each of their points accurately. [2]

And were sometimes tailored to a particular patient:

Because we had an idea of who that patient was we could understand a 

bit where they were coming from, so whilst not obviously saying that 

we knew who the patient was, we just, I just did a response in general 

terms, answering the sort of things I thought that particular patient 

might understand if she - or he - read it again. [5]

Most interviewees mentioned taking account of the other people who might read 

the practice’s response:
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[…]I see it more towards the service provision than a criticism against a 

particular GP or a nurse or a front-of-house member of sta", so I think I 

try to deal with that in a PR point of view, because I see that it’s going 

to be seen by everybody. [2]

Yeah, I mean it is an external PR thing for us, so we do look at it like 

that. [3]

[Public nature of NHS Choices comments] doesn’t change our thought 

processes. We are restricted by patient con!dentiality, which obviously 

I’m not when I’m writing directly back to the person, or anybody that’s 

written on their behalf, there is no expectation of any con!dentiality 

then. But I suppose I’d be lying if I said that, how other people, how 

third parties are reading it doesn’t play in as well. [3]

Some took the opportunity in writing a response speci!cally to correct 

misapprehensions or inaccuracies in the original comment:

And refute it, if it’s not correct, without going into too much detail 

because of con!dentiality. But, if you’ve ever looked at any of ours, I 

quite often refute comments that have been made if they’re inaccurate, 

or give an explanation so that anybody else reading gets a clear picture. 

[5]

The importance of acknowledging a patient’s comment, separate from the speci!c 

content of the response, was identi!ed:

I thank them for their comment, because despite it being a criticism it 

is a form of feedback to the practice, […] At the very end I try to say, you 

know, we strive to improve, and we can only but try, and I like to have a 

%avour of optimism [2]

I know there was some research showing that, you know, the more, 

when people comment, and then if people respond to the comment, it’s 

seen, even if they’re all negative comments, it’s seen as you’re actually 

doing something. [4]
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Feeding back to practice team

Interviewees described sharing their patient comments with the rest of the 

practice team, usually in the context of routine sta" meetings. Perhaps because 

most interviewees were practice managers, there was a focus on sharing feedback 

with administrative sta":

The practice manager has her meetings with the sta", I think they do it 

on Wednesdays or alternate Wednesdays, she would feed it back, yes, 

and to us if there is a  problem for the doctors. [1]

We celebrate our success by [deputy manager] promoting it at the 

practice meetings, so we say, Doctor so-and-so got this compliment and 

we read out the letter. [2]

It was also shared with other members of the team, with the admin 

team and the receptionists, just so they were aware really of the sort of 

things that could happen that we actually have no control over when 

we’re dealing with patients, just took it as a learning tool, really. [5]

The multi-site practice had collated comments to give new practice teams an 

overview of what patients were saying about them:

We have away-days with some of our sites as well, particularly where 

there are issues, some of the ones we’re turning around, and we’ll use 

NHS Choices and things that people are saying in those, so we did one 

with one of our sites about six months ago and I created wordclouds 

with the comments, so we used that and compared that practice to 

some of the other practices within our group with the same kind of 

demographics and the same type of area, and said, okay, this is what 

people are saying about us, what can we do… [3]

Encouraging patients to post comments

Several practices actively encouraged patients to post comments on NHS Choices; 

in particular those who might be expected to give positive feedback:
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And I think they have to get 60 or 70% positive comments, so it 

encourages them to ask patients to feedback positively - so if they’re 

putting something down positively [in the comments book] they’ll say, 

would you mind putting it on NHS Choices? [3]

I think one of our doctors [name], when people say something really 

nice, she says please, would you mind putting it on the website, it would 

be better for everyone to access if you could do that, and some patients 

have done that, actually. [1]

One interviewee described how their practice o"ered to post feedback on behalf of 

patients:

We say actually you can put it on our website if you want to, but they 

never bother. So much so that we have a form that they can put the 

details down and we can put it in for them, or we give them a few 

details on how to do it. [1]

Training

None of the interviewees recalled having had any speci!c training in how to 

respond to NHS Choices feedback, nor were aware of any guidance (such as that 

reported by Barr (2011)) published to support practices:

I wasn’t aware of any special guidance from NHS Choices, there may be 

but I wasn’t aware of it. [5]

I realise that I’m learning as I go along. [2]

Moderation

Most of the practices had challenged patient comments with the site moderators, 

on the grounds of fairness, accuracy or tone:

[Referring to complaints] I think most of the time it’s not justi!ed, so 

we have had some interactions with the moderator, to ask them, and 

then sometimes things have been removed, [comments which were not] 

fair. [1]
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Equally I challenged another criticism, that wasn’t distasteful, but I 

thought it was inaccurate, but they wrote back and said, thank you for 

the challenge or whatever, but they’re going to keep it.

[…] Now one of the comments was, was that, they thought that the 

practice website at the time […] essentially saying it was horrible. […] I 

got a reply back saying they’ve withdrawn this comment from the 

website, so that was really a success story of mine. Because they said 

that it’s deemed, I can’t remember the wording, but it’s decent or 

otherwise… they hadn’t used foul language, they’d used language that 

suggested, it was beyond rude. [2]

Quality improvement activity

Changes made

Interviewees struggled to identify speci!c examples of changes to their practices 

which had been brought about speci!cally by NHS Choices feedback, perhaps 

because of the relatively short time in which the system has been running.

We’ve only been doing this for a year properly, so it’s a bit di$cult to 

tell. There’ve been small improvements, but, yeah, I wouldn’t be able to 

quantify that in any way at the moment. [4]

Identification

NHS Choices feedback sometimes provided the initial evidence of an otherwise 

unrecognised problem:

[A patient wrote] I went to see a doctor at the practice, who basically 

said, you’re fat, it’s your fault you’re diabetic, get on with it. Now, you 

would have thought, […] that this was some sort of sour grapes, that 

they [the patient] wanted a certi!cate or didn’t get what they wanted… 

until I showed this comment as part of all the sta" looking through, and 

immediately from the non-clinical sta" got, well, we know who that is, 

don’t we? All of them instantly knew which doctor it was. Because he 

has a habit of going round, he has a thing with obese people anyway… 

[4]
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But more often NHS Choices comments were compared to other sources of patient 

feedback to identify trends or con!rm whether a problem existed:

Patients were !nding it di$cult, it was a combination of not just NHS 

Choices, the patient survey and our patient participation group, so we 

have those three things, so to speak, and we’re having a patient 

participation group this Thursday, I believe, and one of the comments 

was, we can’t get through on the telephone. [2]

We’ve tried to involve some of the comments from NHS Choices into 

PPGs  and what the people who take part in the PPGs can do with it, and 

what their views are, if it’s just one person having a moan or if it’s a 

general consensus. [3]

There was sometimes a sense that patient feedback by itself was not a su$cient or 

trustworthy source on which to base action:

And this whole thing about having to keep ringing back over the phone, 

this issue, was coming up again and again, and it was coming up in 

conversations, we had a meeting with the patient group, and they said 

please change this […] So I was there at  twenty-to-eight the next 

morning, and when the phone switched over at eight o’clock, they were 

practically jumping o" the desk, the phones, for that !rst hour, and it 

was mostly people who had phoned the last hour of the night before, it 

was a complete waste of time. And it gave justi!cation to all the 

comments on NHS Choices, […] but as I say we wanted to gather a bit 

more evidence and I thought I needed personal evidence to show that 

that system, it didn’t just, it wasn’t just the patients. [4]

Benchmarking

Only one interviewee reported using NHS Choices feedback to compare practices, 

in this case within a multi-site group practice. No practices compared their own 

feedback to neighbouring or similar practices.

We have a performance framework across all our sites, where we 

measure things like clinical indicators and access, and one of the things 
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we measure on there is NHS Choices and how many positive comments 

they get, which each of the sites get measured against. So they get 

measured against their peers. [3]

Integration with wider QI systems

It was di$cult to establish whether NHS Choices feedback was integrated into 

practices’ wider quality improvement systems, perhaps because interviewees did 

not generally perceive their various QI activities as being part of an interrelated 

system; or possibly because the QI activities were indeed undertaken largely in 

isolation from one another. However, participants did not report particular 

di"erences in the way they handled NHS Choices comments compared to other 

sources of patient feedback, suggesting at the least a de facto integrated approach:

I kept a copy [of an NHS Choices comment] in the same way as I would 

any other complaint. [5]

[Q:] Are there di"erences in the way that you would ‘investigate’ 

complaints on NHS Choices against a formal written complaint or an 

SUI?

No, no di"erence at all. [4]

Patient choice and recruitment

There was skepticism about the idea that patients would use the NHS Choices 

published feedback in choosing a general practice:

When people register, we ask why did you choose us. Eighty percent of 

the response there is, you were the nearest. And the other twenty are 

normally, our neighbours said or someone told us you were good or 

whatever. I’ve never yet had one that says, I saw you on NHS Choices. 

So, I can’t, I seriously cannot say why that would impact or not. [4]

Interestingly, this participant and one other did report using NHS Choices feedback 

themselves in choosing a GP:
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When I changed GPs I looked at all the NHS Choices [pro!les] of all the 

surgeries in my area and then it was just a question of picking the lesser 

of six evils! […] I looked, but then I’m not in the normal layperson’s 

position. And I looked at the type of complaints, and the ones that 

would have a"ected me most were things like telephone calls and 

things like that, so I went for the one nearest to me, or in my area, that 

had the least complaints about phone access. [4]

And more and more people will start using NHS Choices and things like 

MyHealthLondon to pick a doctor, I know I did when I moved here, so it 

is important what people say online, although some people do dismiss 

it. [3]

Other sources of performance data

There was a range of opinion on the usefulness of NHS Choices feedback compared 

to the other sources of quality and performance data available to practices:

[Q:] Does the NHS Choices information tend to follow the other sources 

of feedback?

It does in some sites, and in other sites it’s very di"erent. We’ve got 15 

sites across London, and I’d say on the whole it does, there’s just a 

couple of anomalies where it doesn’t, and they’re the ones that we are 

turning around, the practice that we’ve taken over and we’re turning 

around.[3]

I think the patient survey is probably better for us. Yes.

[Q:] In what speci!c ways, do you think?

Well, I think it’s more positive overall, the patient [survey], de!nitely, 

because I think the website is mainly for people who put their grumbles 

on.[1]

[Q:] Which of those do you think are more or less helpful in terms of 

making services better for patients?

The direct in-house complaints. Usually because there’s something we 

can do about it, if it’s something that needs to be changed, I think that 

that’s more appropriate. Because it’s a relationship, you’re having a 
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relationship with people, you’re saying well, this may have happened 

because of that reason, or yes you're right, we can change this so there’s 

a better experience for other patients, and it’s about improving 

relationships. [5]

Anonymity

Anonymous or pseudonymous comments caused signi!cant problems for practices 

in the investigation phase, if the comment didn’t include enough information to 

identify the source of the problem:

[…] Because we weren’t able to investigate properly and respond to the 

person properly, it may have changed their perception had we been 

able to investigate properly.

[…] It meant that we weren’t able to investigate, put right any 

shortcomings, or respond, or explain [5]

If I can, I try and identify the patient. Because otherwise it ends up with 

quite a generic type of either, we’re very glad you’re happy or we’re 

very sorry you’re unhappy. [4]

It’s very di$cult to go into a doctor and say, we think this is Miss X, and 

you were the last person that saw them, can you recall anything that 

happened? [The doctor] quite legitimately if it is a complaint can say, 

you can’t actually say that applies to me, and you can’t investigate it. 

Whereas if they’d said, I saw blah blah on the sixteenth, we just straight 

away investigate, you know. And yes, that makes it easier to get 

feedback, but it is di$cult to investigate. [4]

Attempts were often made to break anonymity, in order to identify the context of 

the comment:

Yes, but you usually know from what they’re talking about, if it’s been a 

very recent event, we’d link it to a particular incident, then you know, 

usually know what it’s about. Usually you know. Well, thank God we 

don’t get that many incidents but if someone said, you know, they were 
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rude to me in reception or whatever, you know, it actually, it can be 

easy to link who it is. [1]

You can quite often, particularly when you’ve got good sta" who know 

what’s what, they will have picked up on the fact that there might be an 

issue, or a doctor will have mentioned it. […] Where there’s a very 

speci!c complaint, I saw a doctor and he was horrible, or the nurse 

broke my arm or whatever, then as I say you can normally get the detail 

of it. [4]

We think we identi!ed the patient who made the comment, you know, 

because obviously doctors get to know their patients quite well, and it 

was as we thought initially, it was probably a foreign patient, someone 

who was used to healthcare in a di"erent country, not understanding 

the way the NHS works. [5]

However, considerations of patient con!dentiality and the risk of mis-identifying a 

commenter meant that even so, practices were often still frustrated:

I mean, you can be ninety-nine percent certain that you’ve got the right 

person, because what you’ve got !ts the scenario that you know 

happened, or that’s reported in their records, but you can’t ever be a 

hundred percent, so that it, it’s that restricted element that you have. 

[4]

[Q:] Was there any thought in the practice about whether you might 

want to contact this patient directly anyway?

No, because we’re not sure.

[Q:]It might cause more problems than it would solve?

Yes. [5]

As well as the practical di$culties that anonymity sometimes caused, there was a 

broader sense that anonymous commenting was in itself unethical:

these people who are not, who are not prepared to put a name to the 

complaint, or address it with a speci!c person […]I think it’s in some 

ways rather cowardly to put it on the website. [1]
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It is that hiding-behind-a-computer-screen type of thing. [3]

It was unfair, because it was anonymous, and inaccurate too.

[…] we did respond and post our response onto the website, and hope 

that anybody reading that will see for themselves that we would have 

appreciated someone complaining directly to us rather than on an 

anonymous website. [5]

Suggestions were made for changes to the system to make anonymity less of a 

problem for practices:

If they had to put their patient identi!cation number on. They don’t 

have to put a name on, but their EMIS identi!cation number so that we 

know who it is. And they can always !nd it out downstairs, from 

reception. [1]

If they insisted that people give a name, even if it’s not passed to the 

practice, maybe that would discourage unpleasant comments. I don’t 

know if that happens already? [5]

Other barriers to use

As well as anonymity, participants identi!ed several other issues relating to the 

NHS Choices system in particular, and to patient-led feedback in general, which 

they felt hindered them in using the information to drive quality improvement.

Lack of demographic representativeness

Opinions di"ered as to whether the kind of patients who would be inclined to 

comment on NHS Choices would be representative of the general practice 

population:

It’s the, how can I say, those in the know. If I can coin a phrase, not the 

worried well but the worried well cohort, know more about the 

services, know what to do etcetera, than others, who can articulate 

themselves better, and it’s just that cohort of patients who know what 

to do on NHS Choices etcetera. [2]
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I mean, we’ve had sites in very di"erent areas, you know, we have one 

just outside [!nancial services district] where it’s quite a wealthy, to-do 

area, but there’s also a large Bengali community here, we also have 

three sites in [traditionally working-class district] where there’s a very 

di"erent population but they still post from there, so it’s di$cult to say.

[Q:] The assumption would be that there are socioeconomic, linguistic 

barriers

Yeah, that’s what we originally thought, but one of our sites in 

[traditionally working-class district] said we have a lot of immigrants 

here, and they’re all completely au fait with the internet because they 

use it all the time to communicate back home, so there’s nothing to 

stop them going on to the site

Difficulty assessing quality and patients’ unrealistic expectations

One interviewee drew attention to the inherent di$culties in assessing quality of 

care through patient satisfaction:

Because it’s very, it’s one man’s meat is another man’s poison, as such. 

[…] You know, it all, I think it all depends, in healthcare there are so 

many variables, especially. If it’s a shop or something where you 

actually, I mean it’s a trade, buying and selling, it’s much easier to 

evaluate what the service is. [1]

Participants seemed to expect that there would always be a number of patients 

who would not be satis!ed with their care:

Most of our !ndings are that, there are shades of grey, it isn’t that clear 

cut, and sometimes patients don’t necessarily get what they want [2]

Especially, sometimes the comments are, they want a particular type of 

medication, and they don’t get it for clinical reasons, but they will go on 

and complain. [3]

Unfortunately, patients still get the wrong idea about access to GPs, 

they think that because they can’t get an appointment with their 

doctor of choice, that they’ve got poor access sometimes, and that’s not 
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the case, especially in this practice […] So patients here do have very 

good access, but if they want to make an appointment with a [speci!c] 

GP they may have to wait two or three weeks, with their GP of choice, 

and that’s because that GP is doing emergency clinics and booked 

clinics. So this was something that we’re able to explain at our last 

patient forum, but of course it’s getting that out to the whole practice 

list that is di$cult. [5]

Publication and persistence

One key di"erence between NHS Choices comments and other patient feedback is 

the public nature of the former. Several interviewees reported that this generated 

anxieties in the practice:

I think, oh my God, everyone’s looking at this. [2]

Once they’re on, those comments are there for ever, and they don’t, 

although they’re dated, they don’t go away. [1]

[Q:] does [publication] change how people feel?

I think it did, only because we felt it was an unfair criticism in the !rst 

place. I mean, obviously if it had been a glowing one we wouldn’t have 

felt the same!

[…] we felt this was unfair that other patients might see that without 

actually understanding the background. [5]

And one mentioned feeling restricted by having to respond in public:

And as I said you have to keep it so bland that it doesn’t act e"ectively 

as a response to a complaint [4]

One participant mentioned a perceived %aw in the moderation process, since  a 

comment can only be challenged once the practice is noti!ed, which happens at 

the same time as the comment is published:

But it’s already been posted at that point, hasn’t it? So it’s already been 

seen possibly.

WPLQ5 45



[…] It might be a good idea if practices could see the comments before 

they’re actually posted. [5]

Emotional effects

NHS Choices sometimes seemed to generate strong emotions in the interviewees or 

their colleagues:

we had a very negative posting recently onto NHS Choices which made 

everybody in the practice feel very [grimaces]

[…] I think it did create more emotion than a normal regular complaint 

where either the patient’s got something wrong and doesn’t 

understand something or they’re right, and they have reason to 

complain, but I think it’s the not being able to respond directly that is 

the worst thing. [5]

the clinical sta" were very, very defensive, and one of them said, I have 

no intention of having anything to do with NHS Choices entries. I 

consider it pandering to bloggers. That was his description. I’m not sure 

how you can get round that sort of mentality. [4]

One interviewee perhaps minimised the e"ect this might have on sta":

Obviously sta" can feel they’re coming under attack. Especially if 

there’s, I’ve just this morning, there’ve been a couple of new comments 

posted, and there’s been a couple for the same site this week, […] and 

the practice managers at that site might start feeling, okay, what’s 

happening here, is it just something where a patient’s just having a go, 

or is it something more serious than that? […] I’ve worked on a 

reception desk before, you do get hardened to it. You couldn’t do the 

job unless you developed a thick skin.

[…] they’re quite used to dealing with it, and most of the time they 

don’t take it personally. If one person is singled out in a comment then 

it’s a bit harder. But that generally doesn’t happen. [3]
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Selection bias

Most participants felt that their NHS Choices pro!le attracted disproportionately 

negative comments, and attributed this to the increased motivation felt by 

aggrieved patients:

I just think that people who are generally happy, they have nothing to 

sing about so they don’t complain or they don’t write on the web. It’s 

just the way it is, you know, you take in all these questionnaires and you 

take them home, and how many of them do you !ll out? [1]

And obviously something like NHS Choices you’re more likely to go on 

there if you’ve got a gripe rather than if you’ve got something positive 

to say. [3]

I don’t think it re%ects what anyone thinks about any practice, I don’t 

think it re%ects what people think. It just re%ects those people 

determined enough to make a complaint.

[…] I mean it’s human nature, I don’t go up to the sta" in Marks and 

Spencer’s and say, thank you you were wonderful today. But if they’re 

not I will go up and say something. [4]

However, the interviewees from the multisite practice recognised that they had an 

unusually high proportion of positive comments, likely due in part to their use of 

NHS Choices feedback in internal benchmarking (see above): 

has your research indicated what the percentage of complaints against 

compliments are? I mean, I look at the [practice] ones and I’d say it was 

probably sixty:forty, which I’ve been told is extremely close, and in 

most places it’s ten:ninety. [4]

Limited opportunity for dialogue

Interviewees felt frustrated at the one-comment, one-response nature of the 

feedback system:

There isn’t any more comeback from the patient after that. It can just, 

stop, but there may be an issue that needs to be raised, and you can’t 
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take it any further than that, because it just stops, if the patient doesn’t 

get back in touch then it just stops, so, I’d probably open up that 

channel to the patient a bit more. [3]

Aggregation

The composite recommender score, representing the number of commenters 

indicating that they would recommend this practice to a friend, was not felt to be a 

fair re%ection of practice performance, even taking into account concerns about 

selection bias, above:

We don’t use that !gure. People have to tick a box, I think, to say that 

they would recommend that practice and that’s what goes into [the 

composite recommender score]. So when we collate the data each 

month for our performance framework I go through and count how 

many positive comments and how many negative comments there are, 

which we thought was a fairer way of doing it. Because people 

sometimes say positive things but don’t necessarily say they would 

recommend the practice. 

[…] And it works the other way around, where people negatively 

comment but say that they would recommend the practice. So I just 

grade them. [3]

Vagueness

As well as the lack of context inherent in anonymous comments, some interviewees 

were frustrated by the lack of detail in some comments, or by inconsistent or 

ambiguous information:

Sometimes it’s just a very general comment, you know, the doctor was 

rude to me or the doctor refused to give me my medication, and you 

can’t do anything with that, you can’t progress that any further really. 

[3]

[Looking at example to feedback to practice]

[Q:] Okay, “[Dreadful standard of care],” golly.

That’s the one. Well, I don’t understand why they’ve done all this rating 
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[indicates structured rating scales to left of comment, which are 

broadly positive], they’re not too bad, are they, it’s just inconsistent. [5]

Comparison to Tasa et al. (1996)

It was di$cult to identify clear examples of processes in the practices studied 

which aligned to most of those in the model theorised by Tasa et al. (see above). 

Tasa’s ‘dissemination strategies’ maps closely to the present study’s 

{process>feedback_to_practice} (discussed above under ‘Feedback to practice 

teams’); ‘Integrating strategic planning and customer satisfaction’ might be 

represented by an example such as:

So if we’re getting complaints about reception, yes that would actually 

guide us as to the training of reception for instance. [1]

And ‘Monitoring process requirements and changes’ has been touched upon above 

(under ‘Changes made’). However, these links are somewhat tenuous, and no 

example was identi!ed for Tasa’s ‘Linking patient feedback to organisational 

processes.’ The possible reasons for the apparent poor performance of Tasa’s model 

are discussed below.

Discussion

In this section I re%ect on the strengths and weaknesses of the study design and 

execution. I compare the interview !ndings with the existing literature. I also 

identify key themes for closer discussion, speculate on possible reasons for my 

!ndings, and suggest interventions to improve practices’ use of NHS Choices 

feedback in the future. In so doing I re%ect on my own past experience as a GP 

responsible for handling NHS Choices comments.
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Limitations and strengths 

This study purposively sampled practices which had been identi!ed as engaging 

well with  NHS Choices feedback, through volume of comments and the style of 

their replies. There is a risk that this focus over-samples individuals who were well-

disposed towards the system, at the expense of those who had concerns or had had 

bad experiences, and thereby limits the generalisability of the study !ndings. 

However, given the paucity of information already available on this topic, it seems 

reasonable not to expect to be able to generalise, but instead to identify themes 

which will inform future studies with a more representative sample. In any case, as 

the study results show, even the ‘good practices’ had signi!cant negative 

experiences with NHS Choices feedback.

Although the initial sample size aimed for was 10-12 interviews, only 5 were carried 

out in the time available. This was partly the result of poor planning and follow-up 

of invited participants, and partly because the interviewing period clashed with 

busy times in general practice administration, including the end of the !nancial 

reporting year and school summer holidays. Further interviews are planned to 

broaden the evidence base in support of peer-reviewed publication in the future. 

Nevertheless, even with a small sample size saturation was reached in a number of 

key themes, allowing meaningful analysis to be carried out.

All practices studies were in London; this was partly a pragmatic decision based on 

the location of the investigator, and partly a function of the snowballing technique 

used to identify further participants: most London-based GPs and practice 

managers tend to know other GPs and practice managers working nearby.

This study had only a single interviewer and largely a single coder. This risks 

inadvertent bias in questioning and coding. It is, of course, largely a function of this 

study being carried out as part of an MSc course, wherein the dissertation has to be 
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identi!ed as the work of a single candidate; the risk was ameliorated by 

undertaking validation of the question guide, pilot interview transcripts, and 

coding with peers and tutors, and by iterative re-coding on the part of the 

investigator.

Two interviews were not conducted entirely in private: one was in an open plan 

o$ce, and one was done in the presence of an interested colleague of the 

interviewee. While this risked compromising the honesty of their responses 

through embarrassment or fear of adverse consequences, review of the interview 

transcripts with this in mind did not suggest that the participants had felt unduly 

inhibited. Indeed, on both occasions the setting allowed for interviewees to confer 

with colleagues, or for colleagues to interject, which in this instance added to the 

richness of the interview data.

The conclusions of this study largely rest on the self-report of the interview 

participants, who may be understandably wary of an unknown interviewer, and 

who might incline to give answers which paint them and their practices in a good 

light. This is largely unavoidable in such a study design; in future interviews it 

might be illuminating to ask participants what their neighbouring practices do, to 

allow for more honest answering (and perhaps to stimulate an element of 

projection).

The interview style developed into one that was warm and informal, and which 

elicited a fairly rich set of responses. The interviewer was able to re%ect on 

problems with interview technique and the prompt questions used, and to change 

practice accordingly (see re%ective memos at appendix 3 for examples).

The interviewer had some prior knowledge of the NHS Choices system from 

formerly having been a recipient of patient comments. This conferred some 
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authority in conversing with interviewees, and in the analysis and discussion, 

though it poses a risk of generating a power imbalance if it leads to the interviewer 

being seen by participants as an ‘expert’, judging the correctness of their answers.

Process

It is notable that receiving and responding to NHS Choices comments seems 

generally to be the purview of practice managers rather than clinicians. This might 

be because a lot of comments relate to administrative issues such as telephone 

access and appointments; perhaps it is more likely that it is a combination of 

‘Buggin’s turn’, where the practice manager picks up all the tasks that are not 

clearly the responsibility of someone else in the  practice; and because most GPs 

don’t see online feedback as being relevant to their work or to wider issues of 

clinical governance (cf. Wensing, 2003 above; also the GP who was quoted as 

regarding responding on NHS Choices to be ‘pandering to bloggers’).

The signi!cant involvement of practice managers may inadvertently limit clinical 

engagement, either because practice managers don’t tend to attend clinical 

meetings (as is implied in some of the interview extracts) or because they are not 

viewed as being authoritative on clinical matters.

The interviews reveal a very complex set of considerations that are taken into 

account when writing responses to patients: liaising with colleagues, trying to 

investigate the event, tailoring the response to the particulars of the comment (and 

sometimes to a speci!c patient), all the time making sure not to breach patient 

con!dentiality, and also to keep in mind the response’s wider audience. In further 

research, content analysis of practices’ responses would help to shed more light on 

this interesting area.
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It is unfortunate but unsurprising that participants were not aware of what little 

guidance is available to them; the BMA’s brief guide was published almost two years 

after the commenting system was switched on, and in general practices have been 

left to get on with it. Further, the top-down implementation did not give practices 

the opportunity to decide whether they wanted to use the system, and does not 

accord with the models of practitioner-led quality improvement activity, with 

senior-level support, that have been found to be e"ective in achieving change (see 

Davies and Cleary 2005; Heje et al. 2011).

Participants reports of their experience of challenging comments with the NHS 

Choices moderators chime with national evidence of signi!cant numbers of 

challenges being made (Bo"ey 2011).

Mentions of practices encouraging patients to post on NHS Choices - or even 

o"ering to do it on their behalf - tempt us to revisit Lagu’s paper (2010) which 

found that a signi!cant number of the positive comments they found on US doctor-

rating sites appeared to have been posted by the doctors themselves. While there is 

certainly no evidence of such misrepresentation happening here, there is certainly 

the risk of perceived impropriety, at best, and also the risk of a reversed selection 

bias (assuming that angry or dissatis!ed patients will be less likely to be reminded 

to visit the website).

Quality Improvement

It is not surprising that interviewees could identify few concrete examples of 

change being made as a result of NHS Choices feedback; it is a relatively short time 

in terms of organisational change since the system was switched on, and most 

practices have only a small number of comments. It is perhaps more notable that 

some interviewees were hard-pressed to give examples of any signi!cant change or 
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improvement; this perhaps re%ects wider issues with the implementation of 

quality improvement activities in general practice.

Initial identi!cation, and subsequent triangulation, of problem areas are key uses 

of NHS Choices feedback; as discussed below, it does not seem unreasonable for a 

practice to decline to act on a single piece of feedback in most circumstances.

It seems odd that so little comparison and benchmarking against other practices 

was reported. This may be because respondents felt guilty or surreptitious when 

doing so, and were inhibited from admitting it; certainly lack of time is an issue; 

and perhaps there is an element of fear as to what might be found out. Whether 

benchmarking occurs also depends on how much practices feel they are in 

competition with their neighbours, which likely varies widely across the country 

because of geography and inter-practice politics.

The initial formulation of the research question was perhaps naïve in assuming 

that there would be a recognisable quality improvement structure in the practices 

studies, on which the e"ect of NHS Choices could be assessed. The impression 

gained from the interviewees’ responses is that practice managers do not 

necessarily conceive of QI and clinical governance as being a unitary system. 

Instead complaints, SEA, audits and so on seem to be treated as distinct activities, 

but not necessarily integrated. This clearly needs a wider piece of work to 

elucidate: would a more integrated approach to clinical governance improve 

quality?

Perhaps practices’ apparent focus on methodically investigating individual 

comments further militates against integrating NHS Choices feedback into a wider 

overview of practice quality. NHS Choices feedback may be most usefully 

conceptualised as being a more general, rather than speci!c, quality signal, and is 
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best treated as such - for example, as in interviewee 3’s wordclouds, illustrating the 

general tenor of patient opinions rather than the details of their complaints. We 

could perhaps place online comments towards the centre of a spectrum of patient-

generated feedback, with patient surveys at the ‘more representative’ end, and 

formal complaints at the opposite ‘more actionable’ end.

Too keen a focus on NHS Choices comments in performance monitoring (as for 

example in interviews 3 and 4, or possibly by statutory regulators in the future) 

creates a clear danger that practices will be tempted to cheat. It is not clear 

whether there are any safeguards against practices arti!cially in%ating their 

recommender scores, for instance; and it is di$cult to think of how such 

safeguards could be implemented without threatening patient anonymity. I would 

suggest that great care is taken if NHS Choices or other similar data is used for 

performance management; given its unrepresentative nature, use should be 

formative rather than summative; and poor reports should be the trigger for 

further assessment rather than punitive action.

Anonymity

Participants’s struggles with anonymity can be seen as being a small part of a much 

wider issue on the internet over civility, accountability and trust relating to 

anonymous commenters and the use of pseudonyms (see for example Kiss 2011).

Anonymity seems to be a particular problem for general practice because the 

dominant paradigm governing responses to patients is that of investigation - the 

statutory NHS Complaints procedure, signi!cant event analysis, and techniques 

taught in clinical governance courses such as root cause analysis (RCA) all assume 

that the underlying facts of a problem situation are knowable and can be used to 

identify solutions and guide remediation. In the case of anonymous online 

comments, this assumption doesn’t necessarily hold true, but practices are still 
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trying to make comments !t the known and trusted model. (See for instance 

interviewee 4’s statement that NHS Choices comments are treated no di"erently 

from complaints, and interviewee 5 saying that she would rather patients made a 

formal complaint than use NHS Choices). I wonder whether the inevitable 

cognitive dissonance this generates is the reason so many interviewees get stuck 

when trying to respond to comments.

From the point of view of the comment system’s creators and sponsors, this is not 

necessarily a problem: recalling New Public Management and Digital Era 

Governance theories, the principal aim is to allow patients to express opinions (as a 

good in itself) and thereby to participate in governance by in%uencing the choices 

made by other patients (viz. Berwick et al). This doesn’t require providers to 

investigate every jot and tittle of their comments, but instead use them as signals 

which point towards areas needing further investigation by di"erent methods 

(such as focus groups, surveys or action research techniques).

I would suggest that advice to practices on how to deal with NHS Choices feedback 

emphasises this need to look beyond the speci!cs of each comment, and lessens 

anxieties about having to ‘properly’ investigate each one in depth. If the comment 

appears to represent a complaint that does need investigating, it is open to the 

practice to respectfully invite the patient to contact the practice directly, making 

assurances about their continued con!dentiality.

In terms of the system, masked anonymity (where the patient’s name is not made 

public but is visible to the practice) would remove one frustration for practices, but 

unless the NHS Choices system were to be linked to practice registration systems or 

the NHS Spine, there is no obvious way of guaranteeing the veracity of a 

commenter’s claimed identity.
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Given the fears that have been expressed that online rating risks straining the 

doctor-patient relationship (Greaves et al. 2012b, McCartney 2009), perhaps 

anonymous comments and ratings give bene!ts to both (patients can vent 

frustrations and feel that they’re contributing; doctors get useful feedback for QI) 

while maintaining a constructive and therapeutic relationship?

Other barriers

Since no demographic information is collected from patients posting on NHS 

Choices, and since there is no published research on this question, it is di$cult to 

conclude whether interviewees’ concerns that commenters are not representative 

of the practice population are correct or not. Concerns about the inherent 

di$culty of assessing the quality of care, and about patients’ unrealistic 

expectations, sound rather like special pleading, and are partially disproved by 

Greaves et al. (2012a).

The public nature of comments and responses is perhaps the most novel aspect of 

the NHS Choices system, and might have been expected to be more threatening to 

practices than these interviews would suggest. This perhaps relates to the 

interviewees’ assumptions about how many people are actually looking at their 

NHS Choices pro!le (cf. the comments on patient recruitment above). The evidence 

tends to suggest that publication of performance data in itself has little or no e"ect 

on quality of care (Veloski et al. 2006, Fung et al. 2008).

From my own experience of receiving NHS Choices comments, I had imagined that 

strong emotional responses would be a key theme (even now I still receive email 

noti!cations of new comments from a previous practice, and have to delete them 

unread from dread of the contents). There is certainly some direct evidence of the 

emotional impact in the interviews, but not as much as expected. It is possible that 

others do not feel as strongly as me—see interviewee 3’s comments about being 
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hardened to complaints by experience—but it is perhaps more likely that 

participants were inhibited form discussing such matters directly with a stranger, 

and maybe also that some do not fully recognise the emotions that patient 

feedback provokes, and how they might act as barriers fully to making use of them. 

This sensitive area might best be explored more by other methods such as 

constructing a frequency chart of emotionally-laden words in the interview 

transcripts, or asking interviewees, after a period of rapport-building, to narrate 

their thoughts and feelings as they are observed opening and responding to a 

comment.

Concerns about selection bias in NHS Choices commenters are likely true and 

largely unavoidable, for the reasons discussed in the interview extracts above. It is 

noteworthy that one practice in the study had managed to balance the proportion 

of positive and negative comments, likely as a result of their internal governance 

methods; this may not be a practical option for smaller practices. Nor may it be 

entirely welcome, if Lopez’s !ndings (2010) that negative comments tend to be 

more speci!c (and hence actionable) while positive comments were likely to report 

on more global aspects of care. Further research along the lines of Greaves et al. 

(2012a), assessing the correlation of NHS Choices feedback with more 

representative data form the national patient survey, would help to clarify this 

area.

The limited dialogue possible through NHS Choices does seem to be problematic 

(cf. interviewee 5’s comment about the importance of relationship-building). As 

well as encouraging practices to o"er to communicate with patients directly, it may 

be useful to extend the functionality of the system to allow more than one 

exchange (albeit with the risk  that such exchanges may never end) or even a 
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private back-channel, not visible on the pro!le page, which would also alleviate 

some of the concerns about anonymity.

Comparison to Tasa’s model

From the evidence of these !ve interviews, there is little direct applicability of the 

model of using patient feedback in Tasa et al. (1996) to the use of NHS Choices 

comments in English general practice. This is likely to be in part because of the 

di"erences between hospital and primary care settings, and because of the 

di"erences in culture between large organisations (such as that studied by Tasa et 

al.) and small organisations such as most English general practices. In addition, it 

may be that the ways in which feedback is used may not be possible to elicit solely 

in interviews; Tasa et al. conducted a mixed methods study including review of 

internal documentation, which is likely to produce richer data.

Comparison to feedback theories and associated literature

Pendleton’s model has clearly in%uenced the design of the patient feedback form 

on NHS Choices: the form has three boxes for free-text comments, labelled “What I 

liked”, “What could have been improved” and “Any other comments.” Commenters 

are given some guidance on how to give useful feedback (“Think about all aspects 

of your experience… Give as much detail as you can. Be polite, constructive and 

fair”). However, since practices and clinicians are not able to give or withhold 

permission to be given feedback (the system having been imposed on all practices); 

can only give their assessment of their performance after feedback has been 

received (in the practice response); and a plan for improvement cannot be 

negotiated with the patient (owing to the one-comment, one-response design of 

the system), we can speculate that feedback left on NHS Choices may not be 

maximally e"ective in stimulating improvements in quality.
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Questions are raised in the literature about how impactful patients’ feedback is on 

doctors’ performance in general: it may be seen as less authoritative, and hence 

less impactful, than that from peers or seniors (though note Reinders et al., contra).

There is also the risk of stimulating in doctors an intention to change practice (per 

Vingerhoets et al.) but ultimately reducing their motivation to change any aspect 

of their work (per Wensing et al.)

Conclusion

This small initial study has identi!ed some key themes relating to the question of 

how English general practices use NHS Choices Feedback in their quality 

improvement activity.  While all the practices studied engaged with the feedback 

system, there was frustration caused by the application of an unsuitable 

investigative paradigm to an often uninvestigable subject.

Practices seemed aware that NHS Choices feedback was a potentially useful quality 

signal, but struggled to integrate it with other sources of performance data. Factors 

speci!c to online feedback, including anonymity and publication, often acted as 

barriers to optimal use of the data in quality improvement.

Suggestions for practices and the NHS Choices system have been made, which may 

improve the utility of the feedback functionality. Further research into the validity 

and generalisability of NHS choices feedback, and into the processes used by 

general practices in responding to it, would help to identify more areas for 

optimisation.
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Appendix 1: invitation letter

12 July 2012

Dear

How do General Practices in England use patient feedback posted to the NHS 
Choices Website?

Thank you for taking the time to speak to me by phone this week about this project, 

and for agreeing in principle to take part. Before our interview, I wanted to give you 

some more information about the research project and your participation in it.

As we discussed, I would like to interview you in person or by phone, at your 

convenience, for about 30 minutes. I would like to ask you some questions about your 

experience of  receiving patient feedback via the NHS Choices website. I will record our 

conversation so it can be transcribed and analysed later on.

I plan to do around 10 interviews in total, and have approached GPs and practice 

managers at practices which I know have had some experience in receiving NHS 

Choices feedback (sometimes referred to as purposive sampling) - you haven’t been 

chosen at random!

I will use your responses in three particular ways:

To refine the questions I ask subsequent interviewees

To identify common themes in practices’ experience of  receiving NHS Choices 

feedback

In short, pseudonymised extracts in my final report to illustrate my findings.

I will make sure that any extracts I use will not contain information which could be used 

to identify you or your practice, or even your town or city. An example of  how an 

extract might look (from a paper on sickness certification) would be:
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GP6 ‘I think it affects a doctor–patient relationship, and I tend to be, in 
terms of  preserving that, to be on the patients’ side. I don't think that it's 
appropriate for us to be policing social services. My relationship with a 
patient is far longer than a short sick note, however, so I tend to give them 
out. I tend to be on the patients’ side of  the fence …’

From Money A et al Work-related sickness absence negotiations: GPs' qualitative perspectives.
Br J General Practice 2010 Oct;60(579):721-8.

The dissertation itself  will be lodged in the UCL library system, and may form the basis 

of  a  published journal article.

I am undertaking this project in partial fulfillment of  the MSc in Health Informatics run 

by the UCL Centre for Health Informatics and Multiprofessional Development 

(http:www.ucl.ac.uk/chime). The project is supervised by Dr Henry Potts; you should 

feel free to contact him on 020 7288 3383 or h.potts@chime.ucl.ac.uk if  you have any 

concerns about participating in this project. Dr Potts has confirmed that this project 

does not require formal Ethics Committee or NHS R&D approval, since it is defined as 

a service evaluation and does not involve intervention or access to patients or their data; 

however, you can be assured that your participation in the project will remain 

confidential, and that your personal details will be  handled in accordance with the Data 

Protection Act 1998.

If  you change your mind about participating in this project, you can withdraw at any 

point, before or after the interview.

If  you have any questions about the interview or the project in general, please do 

contact me by phone or email.

Sincerely
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Appendix 2: Sample interview questions & prompts

Icebreakers

Tell me a little about your practice (number of patients, doctors, setting etc)

What do you know about the NHS Choices feedback system?

How did you !rst !nd out about it?

Tell me about your experience of NHS Choices feedback.

Workflow

What happens when you get a feedback-noti!cation email?

Do you have a formal protocol for dealing with feedback?

Who do you discuss the feedback with? In what setting?

Do you treat the feedback as you would a complaint? A signi!cant event report?

How do you track/follow up the feedback?

Public response

How do you go about drafting a response?

Who do you discuss the response with? Setting?

Do you use any formal guidance or protocols in drafting a response?

Have you looked at other practices’ feedback pages for examples of responses?

System issues

Why are you the NHSC contact in particular?
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Do you try to work out which patient might have made an anonymous/

pseudonymous comment?

Does anon/pseudonymity help or hinder the usefulness of feedback?

Do you encourage your patients to use NHSC?

Are there barriers to using NHSC that you perceive for your patients?

Effects on practice QI

Have you made any changes (to practice systems, individual behaviours) in 

response to speci!c NHSC feedback?

Have you made any changes (to practice systems, individual behaviours) bearing in 

mind the possibility that patients might leave feedback (eg preempting complaints; 

responding to patients in a di"erent way)?

What QI activity does your practice undertake (audit, complaints review etc)? Tell 

me about how/who/when etc.

Do you integrate NHSC feedback into other quality improvement systems?

How does your NHSC feedback compare with eg national patient survey, Exeter 

surveys etc with regards to quality improvement?

What makes an e"ective/useful feedback comment? What makes feedback 

unhelpful?

Marketing and competition

Do you think patients read your NHSC feedback page? Does it/could it a"ect 

recruitment of new patients?

Are you aware of neighbouring/other practices’ feedback pages?
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What e"ects on intra-practice competition might NHSC feedback have?

Emotional effects

Can you describe an example of NHSC feedback generating a strong emotion 

(positive/negative)?

How does the emotional e"ect of NHSC feedback compare to that of national 

survey, etc?
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Appendix 3: examples of reflective research memos

After pilot interview 1:

The technical aspects of the interview (recording and transcription) 

worked well, and I think that the transcription accurately captures the 

conversation.

I thought at the time that the interview had gone well, and that my 

questioning style had been appropriate; however I’m struck on reading 

back through the transcript how much I talked, proportionately to my 

subject. I also used far fewer truly open questions - and concatenated 

many more questions together - than I thought I had. I wonder whether 

the fact that I knew the subject as a colleague (we work in the same out-

of-hours service) meant that I felt more anxious to make the interview 

into a conversation, and to show that I knew what I was talking about - 

hence the con!rmations and interjections. I think I was also 

complacent about my interviewing style - open questions, using silence, 

probing partial answers and so on are the stock in trade of GP 

communication skills teaching, and I may have assumed that I was 

doing more of the ‘right thing’ than I actually was. This is something I’ll 

need to monitor in future interviews, and make much more of a 

deliberate e"ort to keep my questions open, and allow my subject time 

to expand on their initial answer.

It’s reassuring that the topics that emerged re%ected the working 

themes I had brainstormed; however I worry that trying to cover such a 

broad swathe of areas will mean that I won’t get a su$cient richness of 

data across 10 interviews. For the !rst ‘proper’ interview I will restrict 

my questions to ones around process (“Tell me what happens when…”); 

e"ects on quality improvement activity; and emotional responses to 

feedback.

After pilot interview 2:
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Much better with respect to not talking too much! Still some leading 

questions. [Participant] is a great subject for an interview - very self-

sustaining - indeed, I could have done with interrupting a bit more just 

to keep on track. In future interviews need to revisit processes for 

dealing with feedback and rationale (conscious/unconscious) for doing 

so - [participant]‘s mention of PR is important here - as well as the 

perceived di"erences between NHS Choices and other sources of 

patient feedback.
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