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Scientific summary

T

his programme had seven aims:

1. to understand how general practices respond to low patient survey scores
2. to estimate the extent to which practice-level scores mask differences between individual doctors
3. to investigate how patients’ ratings on questions in the GP Patient Survey [see https://gp-patient.co.uk
(accessed 23 January 2017)] relate to actual behaviour by general practitioners (GPs) in consultations
4. to understand patients’ responses to questions on communication and seeing a doctor of their choice
5. to understand the reasons why minority ethnic groups, especially South Asian respondents, give lower
scores on patient surveys than white British respondents
6. to carry out an exploratory randomised controlled trial (RCT) of an intervention to improve patient
experience, using tools developed in earlier parts of the programme
7. to investigate how the results of the GP Patient Survey can be used to improve out-of-hours care.
In this report, we group our results under three headings:
1. understanding patient experience data (aims 3 and 4)
2. understanding patient experience in minority ethnic groups (aim 5)
3. using data on patient experience for quality improvement (aims 1, 2, 6 and 7).
We conducted empirical studies in general practices (varying in location, deprivation and performance on
patient experience measures) and out-of-hours providers nationally. A total of 47 general practices and 11
out-of-hours providers participated in the programme of work, although some were involved in more than
one study. We additionally completed multiple analyses of GP Patient Survey data and, for an experimental
vignette study, collected data from the general public.

1. Understanding patient experience data
Patient surveys are widely used in many countries, yet comparatively little is known about what experiences
actually lead patients or service users to respond in particular ways when completing them. We approached
this issue in two studies in which we (1) used video elicitation interview methods to ask 52 patients directly
about how they chose certain questionnaire responses while showing them a video of their consultation and
(2) used statistical analyses to compare assessments of videoed consultations by 56 patients with those of
expert raters using standardised assessment instruments.
The first study showed that, although patients readily criticised their care when reviewing consultations on
video, they described how they had been reluctant to be critical when completing a questionnaire. Reasons
for this included the need to maintain a relationship with the GP, gratitude for NHS care that they had
received in the past and power asymmetries. We concluded that patients find questionnaires to be limited
tools for feeding back concerns about consultations.
The second study reinforced our conclusion from the first study. When trained raters judged communication
in a consultation to be good, patients generally did the same. However, when trained raters judged
communication in a consultation to be poor, patients’ assessments varied from ‘poor’ to ‘very good’.
The tendency for patients to choose positive responses suggests that absolute survey scores should be
treated with caution; they may present an overoptimistic view of GP care. Surveys can be used to look at
relative scores: scores for a GP that are lower than those in comparable practices are likely to indicate
a problem.
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We spoke to GPs about their survey results through both focus groups and face-to-face interviews. They
reported that, although positive about the concept of patient feedback, they struggled to engage with and
make changes under the current approaches to measurement.
A second aspect of care that we identified as being of importance as part of our programme of work
relates to patients’ ability to see a doctor of their choice. Our analyses of GP Patient Survey data showed
that for all age groups most patients have a particular GP whom they prefer to see. However, up to 40%
of people who have such a preference are unable regularly to see the doctor of their choice. This is a
significant quality issue for the NHS.
In out-of-hours care we found that patients reported worse experiences when the service was run by a
commercial provider than when it was run by a not-for-profit or NHS provider.

2. Understanding patient experience in minority ethnic groups
Minority ethnic groups provide consistently low scores in English surveys. In this study, our analyses of GP
Patient Survey data focused on South Asian respondents and on questionnaires completed in English.
Although the GP Patient Survey is available in 15 languages, fewer than 0.2% of surveys are completed in
languages other than English. First, we showed that Asian respondents to the GP Patient Survey tend to be
registered in practices with generally low scores, explaining about half of the difference between South
Asian and white British patients in their experience of care. Then, using item response theory, we found no
evidence that South Asian respondents used the scales in a different way from white British respondents.
We then conducted an experimental vignette study for which we filmed 16 simulated consultations based
on transcripts of real consultations using various combinations of white and Asian doctors and patients,
half scripted to be ‘good’ and half scripted to be ‘poor’ for communication. We showed three randomly
sampled videos to each of 1120 people (half white British, half Pakistani, equally split between those aged
< 55 years and those aged ≥ 55 years) and asked them to score the consultation using the communication
items from the GP Patient Survey. If the low scores of Pakistani patients in real-life settings were the result
of higher expectations of care, then we would expect them to give lower scores in the experimental
vignette situation. In fact, the reverse was observed. When viewing the same consultation, Pakistani
respondents gave scores that were much higher when adjusted for sociodemographic characteristics than
white British respondents. This suggests that the low scores given by Pakistani patients in surveys such as
the GP Patient Survey reflect care that is genuinely worse, and possibly much worse, than that experienced
by their white British counterparts.
It is sometimes suggested that survey scores should be adjusted for the ethnicity of the respondents to be
able to compare practices with high or low proportions of minority ethnic patients. Our results suggest
that this should not be performed. Rather, low scores from South Asian patients should be taken at ‘face
value’ and investigated as possible indicators of poor care.

3. Using data on patient experience for quality improvement
We carried out a patient experience survey to explore assessment of care conducted at practice level
compared with assessment of care carried out at individual GP level. We used focus groups and interview
studies to investigate the views of GPs and practice staff on the survey results. Finally, we carried out a
qualitative interview study with out-of-hours staff responsible for collecting and acting on patient feedback
to explore the same issues, alongside other work on measuring patient experiences of out-of-hours care.
By conducting a patient experience survey at individual doctor level, we demonstrated that practice-level
ratings of GPs’ communication skills can mask considerable variation between GPs within a practice.
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This is particularly the case in poorer-performing practices in which patients may experience wide variation
in communication skills between individual doctors.
Across both settings, staff neither believed nor trusted patient surveys. Concerns were expressed about
their validity and reliability and of the likely representativeness of respondents. Staff expressed a preference
for free-text comments as they provided more tangible, actionable data. It was easiest for practices to
engage with office functions such as appointment systems and telephone answering. Addressing an
individual doctor’s performance (e.g. communication skills) was much more difficult.
In interviews, doctors expressed markedly ambivalent views about surveys. However, despite their concerns
about surveys, they expressed broadly positive views about the importance of patient feedback in
monitoring and improving services.
These results led us to consider how patient feedback might be obtained and delivered in a way that would
engage doctors to use patient surveys for quality improvement. We conducted a preliminary evaluation of a
real-time feedback (RTF)-based intervention in general practice, using touch screens that patients could use
to leave feedback following a consultation. As RTF has not been widely used, an exploratory RCT and
qualitative study were conducted to answer questions about feasibility, estimate likely response rates, obtain
patient and staff views on RTF and estimate the costs to a practice of introducing RTF. We also included
facilitated feedback in one arm of the exploratory trial. In our exploratory trial, only 2.5% of consulting
patients left any RFT without prompting; however, if encouraged to use RTF by staff, as many as 60% of
patients did so. Of patients who used RTF, 86% found it easy to use and were positive about it as a
feedback method. Lack of awareness of the screens and lack of time were the commonest reasons for not
giving feedback.
Practice staff were broadly positive about using RTF and practices valued the ability to include their own
questions in the survey. Practices that had open communication between staff members tended to be
more positive about using patient feedback. Practice staff identified clear benefits from having a facilitated
session for discussion of patient feedback and having protected time to discuss the results.
Our programme of work was supported by two study advisory groups consisting of lay members and
health-care professionals. One was based in Cambridge and provided support across all streams of work
except for the out-of-hours research; the other was based in Exeter and was convened specifically to
provide input to the out-of-hours workstreams.

Implications for practice
The work that we have carried out over the 5 years of the programme grant has clear implications for practice.

The importance of patient experience
Our research supports the continuing emphasis on obtaining patient experience feedback as an important
means of informing NHS care. Although continuing efforts should be invested in refining the most effective
and meaningful mechanism to capture patient feedback, the key challenge remains to provide primary care
staff with the support and means to enable them to act on patient feedback.

The need for action on the quality of care for minority ethnic groups
There has been much speculation whether the lower survey scores reported by minority ethnic groups are
‘real’, reflecting poorer quality of care, or an artefact of the questionnaires used or higher expectations of
care. Our series of studies strongly suggests it is the former, with patients from South Asian backgrounds
experiencing considerably poorer communication with GPs than their white British counterparts. Effort
should be invested to ensure that lower scores on patient experience surveys from such groups are
investigated as markers of poorer quality of care.
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Patients give overly positive responses when rating their care
Our results highlight the difficulty that patients have in feeding back negative experiences in questionnaire
surveys. However, patients’ reluctance to criticise a doctor or provider with whom they have to maintain an
ongoing relationship will not be addressed simply by changing the survey method. Providers and managers
need to understand that absolute scores paint an optimistic picture of patients’ true views.

Surveys are not sufficient to fully capture patient feedback
Across primary and out-of-hours care settings, staff members view patient surveys as necessary but not
sufficient. Alternative methods for gaining more qualitative feedback were commonly used to supplement
survey scores, with free text viewed as providing more actionable data than responses to standard
survey questions.

The need for individual-level feedback for doctors
Reporting patient experience at the practice level masks substantial variation in performance within
practices for aspects of care related to individual doctors (e.g. doctor–patient communication). However,
if a practice has an overall high score for doctor–patient communication, it is unlikely that it contains a
low-scoring doctor. Robust mechanisms are needed to help lower-scoring practices identify and support
doctors whose individual patient feedback identifies areas for potential improvement.

Patient surveys need to become more meaningful to staff
Practices found it easier to engage with items on surveys that related to practice management (e.g.
availability of appointments, ability to get through on the telephone) than to issues around communication
between patients and clinical staff. Effort should be invested to focus the attention of staff on the whole
range of feedback provided by service users and on making available suitable support and learning
opportunities to act on such feedback.
Immediacy of feedback, regularity of feedback and having some control over the questions asked were all
aspects of our experiment with RTF that were valued by practices and had the potential to make feedback
more useful. However, a number of important questions remain before RTF could be recommended as a
replacement for postal questionnaires.

The value of surveys in monitoring national trends
Despite their limited value in stimulating quality improvement, surveys are important for monitoring national
trends. For example, the GP Patient Survey is the only source of data which demonstrates that, year on year,
from 2010 to 2015, patients have had increasing difficulty in terms of seeing a doctor of their choice. For
out-of-hours services the GP Patient Survey is the only way of monitoring trends. However, when national
surveys are used to monitor trends in care it is important that the questions (such as questions on access in
the GP Patient Survey) do not keep changing. Much smaller sample sizes are required to monitor national
trends: tens of thousands of participants rather than millions.

Development of surveys in out-of-hours care
Out-of-hours services are required to audit patient experience but are provided with no information on
how to do this, leading to diverse and non-comparable data. Our work shows that, subject to minor
amendments, the GP Patient Survey is suitable for the national monitoring of out-of-hours care. However,
it is not sufficiently detailed to support quality improvement and is unlikely at present to replace in-house
approaches, leading to duplication of effort.

Concluding remarks
Large-scale postal surveys are likely to remain the dominant approach for gathering patient feedback for
the time being, although a range of other methods are being developed. These include RTF, focus groups,
online feedback, analyses of complaints, practice participation groups and social media. In the final section
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of our report we outline recommendations for research and identify the criteria that any new methods will
need to meet to become useful quality improvement tools.

Future work recommendations
Alternative feedback methods to better support patients to identify poor care should be considered.
Investigation into the factors driving poorer experience of communication in South Asian patient groups;
further investigation of how best to deliver patient feedback to clinicians to engage them and foster quality
improvement; and further research to support the development and implementation of interventions aiming
to improve care when deficiencies in patient experience of care are identified are recommended as areas for
future work.

Funding
Funding for this study was provided by the Programme Grants for Applied Research programme of the
National Institute for Health Research.

© Queen’s Printer and Controller of HMSO 2017. This work was produced by Burt et al. under the terms of a commissioning contract issued by the Secretary of State for Health.
This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals provided that
suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed to: NIHR
Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science Park, Southampton
SO16 7NS, UK.

vii

Programme Grants for Applied Research
ISSN 2050-4322 (Print)
ISSN 2050-4330 (Online)
This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE) (www.publicationethics.org/).
Editorial contact: journals.library@nihr.ac.uk
The full PGfAR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/pgfar. Print-on-demand copies can be purchased
from the report pages of the NIHR Journals Library website: www.journalslibrary.nihr.ac.uk

Criteria for inclusion in the Programme Grants for Applied Research journal
Reports are published in Programme Grants for Applied Research (PGfAR) if (1) they have resulted from work for the PGfAR programme,
and (2) they are of a sufficiently high scientific quality as assessed by the reviewers and editors.

Programme Grants for Applied Research programme
The Programme Grants for Applied Research (PGfAR) programme, part of the National Institute for Health Research (NIHR), was set up in 2006
to produce independent research findings that will have practical application for the benefit of patients and the NHS in the relatively near
future. The Programme is managed by the NIHR Central Commissioning Facility (CCF) with strategic input from the Programme Director.
The programme is a national response mode funding scheme that aims to provide evidence to improve health outcomes in England through
promotion of health, prevention of ill health, and optimal disease management (including safety and quality), with particular emphasis on
conditions causing significant disease burden.
For more information about the PGfAR programme please visit the website: http://www.nihr.ac.uk/funding/programme-grants-forapplied-research.htm

This report
The research reported in this issue of the journal was funded by PGfAR as project number RP-PG-0608-10050. The contractual start date was
in October 2010. The final report began editorial review in December 2015 and was accepted for publication in June 2016. As the funder, the
PGfAR programme agreed the research questions and study designs in advance with the investigators. The authors have been wholly
responsible for all data collection, analysis and interpretation, and for writing up their work. The PGfAR editors and production house have
tried to ensure the accuracy of the authors’ report and would like to thank the reviewers for their constructive comments on the final report
document. However, they do not accept liability for damages or losses arising from material published in this report.
This report presents independent research funded by the National Institute for Health Research (NIHR). The views and opinions expressed by
authors in this publication are those of the authors and do not necessarily reflect those of the NHS, the NIHR, CCF, NETSCC, PGfAR or the
Department of Health. If there are verbatim quotations included in this publication the views and opinions expressed by the interviewees are
those of the interviewees and do not necessarily reflect those of the authors, those of the NHS, the NIHR, NETSCC, the PGfAR programme or
the Department of Health.
© Queen’s Printer and Controller of HMSO 2017. This work was produced by Burt et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This issue may be freely reproduced for the purposes of private research and
study and extracts (or indeed, the full report) may be included in professional journals provided that suitable acknowledgement
is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.
Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Prepress Projects Ltd, Perth, Scotland
(www.prepress-projects.co.uk).

Programme Grants for Applied Research Editor-in-Chief
Professor Paul Little Professor of Primary Care Research, University of Southampton, UK

NIHR Journals Library Editor-in-Chief
Professor Tom Walley Director, NIHR Evaluation, Trials and Studies and Director of the EME Programme, UK

NIHR Journals Library Editors
Professor Ken Stein Chair of HTA Editorial Board and Professor of Public Health, University of Exeter Medical
School, UK
Professor Andree Le May Chair of NIHR Journals Library Editorial Group (EME, HS&DR, PGfAR, PHR journals)
Dr Martin Ashton-Key Consultant in Public Health Medicine/Consultant Advisor, NETSCC, UK
Professor Matthias Beck Chair in Public Sector Management and Subject Leader (Management Group),
Queen’s University Management School, Queen’s University Belfast, UK
Dr Tessa Crilly Director, Crystal Blue Consulting Ltd, UK
Dr Eugenia Cronin Senior Scientific Advisor, Wessex Institute, UK
Ms Tara Lamont Scientific Advisor, NETSCC, UK
Dr Catriona McDaid Senior Research Fellow, York Trials Unit, Department of Health Sciences,
University of York, UK
Professor William McGuire Professor of Child Health, Hull York Medical School, University of York, UK
Professor Geoffrey Meads Professor of Health Sciences Research, Health and Wellbeing Research Group,
University of Winchester, UK
Professor John Norrie Chair in Medical Statistics, University of Edinburgh, UK
Professor John Powell Consultant Clinical Adviser, National Institute for Health and Care Excellence (NICE), UK
Professor James Raftery Professor of Health Technology Assessment, Wessex Institute, Faculty of Medicine,
University of Southampton, UK
Dr Rob Riemsma Reviews Manager, Kleijnen Systematic Reviews Ltd, UK
Professor Helen Roberts Professor of Child Health Research, UCL Institute of Child Health, UK
Professor Jonathan Ross Professor of Sexual Health and HIV, University Hospital Birmingham, UK
Professor Helen Snooks Professor of Health Services Research, Institute of Life Science, College of Medicine,
Swansea University, UK
Professor Jim Thornton Professor of Obstetrics and Gynaecology, Faculty of Medicine and Health Sciences,
University of Nottingham, UK
Professor Martin Underwood Director, Warwick Clinical Trials Unit, Warwick Medical School,
University of Warwick, UK
Please visit the website for a list of members of the NIHR Journals Library Board:
www.journalslibrary.nihr.ac.uk/about/editors
Editorial contact: journals.library@nihr.ac.uk

