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Abstract

Background

The UK government has encouraged NHS
services to obtain patient feedback to support
the further development of patient-centred care.
In 2009, the English GP Patient Survey included
a sample of 5.5 million, but little is known about
its potential utility in informing developments
aimed at improving the quality of patients’
experiences of primary care.

Aim

To investigate primary care providers’ response
to feedback on patient experience from a
national survey.

Design and setting

Qualitative interview study in 10 general
practices from four primary care trusts in
England.

Method

Semi-structured interviews were conducted with
GPs, practice nurses, and practice managers
[n=37). Transcripts were analysed thematically.

Results

Although some participants reported making
changes to their practice in response to the
survey data, many expressed doubts about

the credibility of the results. Key issues
included: concerns about practical aspects

of the survey, such as the response rate and
representativeness of the sample; the view that
it gave insufficient detail to facilitate change
and failed to address some salient issues; and
unease about the influence of political influences
underpinning its introduction and use.

Conclusion

Although, in general, primary care professionals
have positive attitudes towards patient feedback,
this study suggests a mismatch between the
conventional demonstration of the objectivity

of a questionnaire survey and the attitudes

and experiences of those receiving the data.
This is likely to prevent doctors from engaging
constructively with the survey. These concerns
may well militate against the potential of the
survey to act as a simple means of capturing,
and effectively using, feedback from patients.
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INTRODUCTION

Information obtained through surveys of
patients’ experiences of primary care is
considered to be of importance by the
UK Department of Health in informing
the design and delivery of primary care
services.! In addition, in the UK, patient
feedback on individual doctor performance
is proposed as a central component in
the future processes being developed to
regulate doctors.>* Although guidance has
been developed to encourage practitioners
to respond positively to such data,?>¢ the
resulting information and its potential utility
in informing change in doctors’ professional
practice has not been established.

The recent widespread use of patient-
experience surveys in  healthcare
settings is based on an assumption that
feedback has a potentially important
role in improving quality of care; some
individuals, however, have questioned
the basis for such assertions.” Research
conducted in healthcare contexts confirms
that feedback from patients is not
always received positively, and does not
automatically result in improvement. '3 A
recent systematic review of multi-source
feedback, which includes patient feedback,
concluded that evidence to support the
hypothesis that patient feedback has a
positive effect on practice change among
doctors is inconclusive.” Feedback that

A Asprey, BA, MA, research associate;

JL Campbell, MD, FRCGP, professor, Peninsula
College of Medicine and Dentistry, University of
Exeter, Exeter. J Newbould, BSc, PhD, honorary
research fellow, RAND Europe, Cambridge.

M Carter, BA, MSc, PG Dip, research associate;
A Davey, BSc, MSc, MPhil, research fellow,
Peninsula College of Medicine and Dentistry,
University of Exeter, Exeter. S Cohn, BA, PhD,
Senior Lecturer, Social Science Group; M Roland,
DM, professor, Department of Public Health
and Primary Care, University of Cambridge,
Cambridge.

lacks credibility, that contradicts prior
knowledge, or that is experienced as a
threat at the individual level, is unlikely to
be effective.®15"7 This study was designed
to capture the responses of GPs, practice
nurses, and practice managers to patient
feedback, using the national GP Patient
Survey [www.gp-patient.co.uk/info/) as an
example.

The GP Patient Survey is an anonymous
postal survey of randomly selected patients
from all English practices. First adopted
in 2006, it was extensively revised during
the summer of 2008. Responders are
asked about the delivery of service in the
surgery where they are registered. Prior
to its launch, rigorous testing of the survey
instrument was undertaken.'® Crucially,
however, credibility often comprises both
objective and subjective components of
the believability of a claim or assertion."”
As such, although the objective validity
and reliability of the survey has been
explored using quantitative and qualitative
approaches, the subjective component of
credibility (that is, the extent to which the
resulting data are regarded as sufficiently
trusted by recipients in primary care to
instigate improvements in service] has
not been explored. Qualitative approaches
were, therefore, used to explore the
experiences and perceptions of doctors,
nurses, and practice managers to capture
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How this fits in

GPs are being encouraged to use
patient-experience surveys to inform
improvements in quality of care.

However, research has indicated that
such feedback is unlikely to be effective

if it is not perceived to be credible and
useful. Although the GP Patient Survey
was subjected to rigorous testing in its
development, the participants in this study
perceived a number of obstacles to the
credibility of the data, which could act as
a substantial impediment to the survey's
constructive use in primary care. The full
potential for such surveys to bring about
positive change can only be realised if
their value is accepted more fully by those
working in the primary-care environment.

their views of the 2010 survey,?® together
with its potential utility.

METHOD

Participants and setting

After obtaining ethical approval from Devon
and Torbay Research Ethics Committee,
practices from four primary care trusts
(PCTs) in Bedfordshire, Devon, Plymouth,
and Islington were selected to represent
a range of geographical areas and GP
Patient Survey scores in respect of the
question relating to the ease of obtaining
an appointment with a doctor. This question
was used because it formed the basis of an
indicator of primary care performance that
was promoted by the UK government as
a measure of the accessibility of primary
care services; it was also directly related
to Quality and Outcome Framework (QOF)
payments made to general practices. With
the assistance of the local primary care
research network, the study approached
the five highest scoring and the five lowest
scoring practices in each of the four PCTs
based on their responses to the ease-of-
access question in the national survey. As
only one high-scoring and one low-scoring
practice was required in each PCT, the first
practices to respond were recruited into the
study. In addition, two low-scoring single-
handed practices were recruited to ensure
that this important group of practices were
represented in the sample.

Data collection

Practice managers, practice nurses, and
GPs in each practice were invited to take
part in individual interviews. These were
conducted between June 2010 and June
2011 byexperienced, qualitative researchers

who had a knowledge of the primary care
sector, but were not physicians. After
consent was obtained from participants,
semi-structured interviews, which included
open questions and prompts (see Box 1),
were digitally recorded and used to explore
participants” experiences and views of
the GP Patient Survey. Such an approach
offers sufficient flexibility to explore the
interviewee's own values and meanings,
rather than imposing preconceived
structures and assumptions.”’

Interview schedules were developed
within the research team and informed
by relevant literature. The topic guide was
reviewed after the first few interviews, but,
as interviews were semi-structured, steps
were taken to ensure that there was always
sufficient flexibility to allow interviewees to
determine the level of detail provided for
particular topics.

Data analysis

Interviews were transcribed verbatim, fully
anonymised, and analysed using NVivo
8.0. Codes were developed iteratively,
that is, scripts were continually revisited
by members of the team, in light of
emerging data, to ensure codes were
comprehensively applied.”% Blind, double-
coding was undertaken on an early sample
of transcripts and repeated discussions
were held within the research team to
ensure consistency and accuracy. Salient
themes were identified*? and checked
by several members of the research
team to ensure an accurate and balanced
interpretation of the data was achieved.

RESULTS

Sample

Ten GP practices were recruited and 37
interviews conducted. Four practices with
high scores and six (including two single-
handed practices) with low scores were
recruited. To provide context, the study has
included the relevant GP Patient Survey
score level following each quotation used
in this article.

In each surgery, two GPs [except in the
two single-handed practices), a practice
manager, and one practice nurse were
interviewed. The sample comprised 13
males and 24 females. The number of GPs
working in the practices varied from one to
nine. Five practices were in urban locations,
one was on the outskirts of a large city,
and four were in small towns whose
population varied in size from 6000-23 000.
The practices also represented a range
of social environments, with deprivation
scores [based on the Index of Multiple
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Box 1. Ascertaining the views of health professionals and health
service managers regarding the GP Patient Survey

Interview topic guide: GPs
Interviewer answers any questions and ensures participant has had an opportunity to read the information
leaflet and has signed the consent form.

1. First of all, I'd like to talk about your views of the GP Patient Survey. I've got a number of things I'd like to
ask about, but perhaps you'd like to start off by giving me your own views on the survey.’

If respondent has not heard of the survey provide the following explanation:

The survey asks about a number of areas of importance about how GPs and practices provide care, such
as the arrangements for seeing a doctor or nurse, the nature of the interaction between doctor or nurses
and patients, or the availability of the doctor.

2. Have you had any dealings with the GP Patient Survey or its results?
3. How do you think this information could best be used to develop care?

4. What is your view of the ‘access’ questions?
How do you feel about some parts of the survey being linked to the Quality and Outcomes Framework?

5. Do you think the survey should be tied to the finances of your practice?

6. Are you aware of the score of your practice on any particular questions?
Which questions?
Why did you focus on these?
Were there any surprises?
Where did you access this information?
Was the information easy to understand/interpret?
Have you compared these with other practices? If so, which practices, over which questions, and why?

7. Have the scores made you or your colleagues want to change anything?
8. Does your practice plan to share the results with patients? Do you see this as a PCT role?
9. Have any patients mentioned the survey to you; either about completing it or the results?

10. Do you think, over time, the survey might affect your relationship with your patients?
If so, in what ways?
What about other colleagues’ relationships with patients?

11. Do you think, over time, the survey might affect the way you and your colleagues might do things in your
practice? If so, in what ways?

12. What do you think about the survey, in general?
What might be its strengths?
And weaknesses?

13. Do you trust the results of the survey?
What does ‘trust” mean for you in this context?

14. Can you think of anything else that we have not discussed about this topic, which you would like to
raise?

Deprivation 2007) ranging from 6.2 to 42.6;%
the UK national range of deprivation scores
is 2.6-68.9.%

Attitude to, and awareness of, patient-
experience surveys

Participants were generally in favour of
collecting, receiving, and responding
to patient feedback. It was frequently
acknowledged that patients should have
the opportunity to express their views and
that providers should listen and make
appropriate improvements. The national GP
Patient Survey was felt to offer a number of
advantages over other similar instruments,

most notably due to its scale and central
funding, the opportunity to compare results
across practices, and the assurance of
anonymity and impartiality:

The advantages of this are that it's
anonymous, | guess, and patients can be
more honest. Whereas some people may
be intimidated [by surveys delivered in the
surgery] ... and feel that they would be
penalised if they put something unflattering,
or that wasn't, you know, to the advantage
of the surgery. [Practice nurse (PN] 401
high score)

Sometimes attitudes were sufficiently
positive to have engendered attempts to
implement modifications to services, such
as changing opening hours or telephone
access, and improving communication with
patients about the provision of services:

We normally would discuss the GP survey,
certainly if we are below the PCT average
or if we feel that we haven 't really improved
or .. we have discussed a lot of times
about seeing preferred doctors, speaking
over the phone, you know, pre-bookable
appointments. We have discussed loads
of them and we have come out with action
plans and changed our appointments, and...
done certain things because of the GP
survey really.” (Practice manager (PM) 511
high score]

However, many interviewees had
negligible awareness of the GP Patient
Survey and more than half (19 out of 37)
appeared to confuse it with other surveys
at some point during the interview, alluding
to data that are not requested in the GP
Patient Survey. Many responders were
unaware of the rigorous testing prior to
its implementation; as such, although
some assumed the survey was trustworthy,
this sense of trust was frequently not
unconditional:

1 suppose | would trust it to the extent
that | take some notice of what the results
are, but also with a degree of scepticism,
because | understand that it's a much more
complex matter than it appears there [in
the GP Patient Survey results].” (GP 308
high score)

Perceived credibility of survey results

There was evidence that acceptance of
the survey data as sufficiently credible to
be used to improve services was seriously
impeded by a number of perceived
obstacles; this was the case for practices
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Table 1. Perceived challenges to credibility of feedback from the GP

Patient Survey

General challenge

Specific issues

Practical aspects of the survey

Responders are not representative

Over-representation of infrequent attenders and
people with extreme views; under-representation of
those with literacy/language difficulties, older people,
single parents, and busy working adults

Hidden assumptions

Questions on care planning and shared decision
making assume that all patients want written
documents about their treatment and involvement in
their own care

Order of questions

Important questions about consultations occur too
late in the questionnaire, when the responder’s
concentration may be reduced

Important questions missing

No questions about whether patients understand
their medical condition, side-effects of drugs, options
open to them, and long-term consequences

Low response rate

Not a ‘fair reflection’ of all patients

Questionnaire is too long

Systematic exclusion of certain groups with less time
on their hands

Leading questions

These create artificially low scores, especially about
surgery opening times

Interpretation of scores

Contradictory scores

Questions about immediate access/seeing a preferred
doctor deal with conflicting elements of care; it is
difficult for a practice to score well on both

Unclear meaning of scores

High scores for low waiting times may not indicate
good-quality service; giving patients more time may
indicate more successful care

Limitation of numerical data

Numerical data alone is insufficient or even
misleading, as the context of responses is unclear.
Has limited potential to inform improvements

Individual feedback

Feedback is at practice level and gives no indication
about individual practitioners. It is, therefore, difficult
to identify areas for improvement

Confounding factors

Results are presented out of context, ignoring level

of affluence or deprivation, cultural differences in
patients’ expectations, incidence of chronic disease,
staff illness, size of practice, number of part-time staff

No new information

The survey does not provide information that is not
already known through patients’ comments, in-house
surveys, or formal complaints

Political influences

Survey is a political tool

Patient-experience surveys are a political tool
designed for political purposes

Political motives introduce bias

Content of the questionnaire is influenced by political
aims, some important questions may be overlooked

Link between GP Patient Survey and
QOF payments is unacceptable

Basing pay for performance on patient surveys is
punitive and unjust

Patients have unrealistic expectations

Successive governments have misled patients into
having unrealistic expectations of primary care, but
additional funding has not been provided

Improving services does not lead to
improved scores

Attempts to improve services made in response to the
survey have not improved scores, casting doubt on the
credibility of the survey

QOF = Quality and Outcomes Framework.

with both high and low scores. A range
of concerns was reported (summarised
in Table 1], with some small differences
between the groups: for example, practice
nurses, on the whole, expressed fewer
reservations about the survey data than
GPs, although this may have simply been
because nurses were less aware of the
survey and less familiar with the results.
Overall, however, the same primary issues
were raised by all groups, and there was
not sufficient variation to make inferences
about differences between the professional
groups with any confidence. Participants
expressed concerns about three main
areas:

e practical aspects;
e interpretation of the scores; and

e possible political dimensions of the GP
Patient Survey.

Practical aspects of the survey
Representativeness of the sample. Although
interviewees were confident that the survey
was sent to a random sample of patients,
they were concerned that those who
replied were unlikely to be representative
of their practice population. There was a
widespread view that respondents would
tend to be among a ‘vocal minority’, with
largely negative views:

My own feeling is that in these patient
surveys, people will tend to highlight
negative aspects of their treatment, or their
appointment system, rather than positive.
So, In that way, it might be a bit skewed
and, therefore, not really fair.'(PM 514 high
score)

There were also concerns that certain
types or groups of people would not be
represented, such as those with mental
health problems, those with literacy
difficulties, and those for whom English was
a second language. Others were concerned
that certain age groups or patients with
specific lifestyles would be unlikely to
respond:

So I think a lot of working professionals and
working people will go out a bit ... Single-
parent mums probably won't have time
to do it and obviously the very ill probably
wouldn't. If you're above 70, you probably
won't have the concentration and you won't
feel well enough to do such surveys ... So
it leaves that very small percentage | feel.
I might be totally wrong, but that's my
perception.’(GP 316 low score)
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In contrast, however, some participants
expressed concerns that other groups
of patients might be over-represented.
As the survey was administered by post,
there were worries that those who rarely
attended the surgery were included, whose
perceptions were potentially inaccurate:

1 think the most frustrating thing about the
GP survey is that it goes out to people that
wouldn 't necessarily access the practice for
years, so we may do this, that, and the other
over the years that we have implementeq,
but because they haven't been seen in the
last 4 years, they have no idea.” ([PM 511
high score)

The design of the survey questionnaire.
Doubts were also raised about the nature of
the questions asked in the survey. Specific
questions were thought to be flawed,
based on an incorrect assumption that
particular aspects of care are invariably and
universally valued by patients. In relation to
involving patients in decisions about their
care, one GP noted:

Actually there's a burdening around the
word “good”, [as] a lot of patients would
regard it as bad, being involved in their
care ... And then there are other social
classes ... or people, possibly, who are
more experienced service users, who
regard it as good ... The meaning of [al
“‘good” and “bad” score is too simple in
the context of this question.” (GP 309 low
score]

Likewise, it was felt by some responders
that assumptions were made about care
plans:

‘Things like written documents, an awful
lot of people don't particularly want a
written document really. The assumption
in here is that everybody wants to have a
written document ... It's appropriate for
some people and not others.” (PN 402 low
score)

Some responders were dissatisfied with
the order of the questions. For example,
domains perceived as particularly
important (such as those concerning the
quality of consultations) were felt to occur
too late in the questionnaire, when the
responder might already be tired of the
process, thereby potentially reducing the
quality of the data. Others felt that these
important issues were not addressed
adequately and wanted more questions
relating to consultations.

Interpretation of scores

It was felt that some questions yielded
scores that were an inadequate measure
of the quality of care received. For example,
a high score on the questions about rapid
access to appointments might only be
achieved at the expense of continuity, which
some regarded as a better indicator of
high-quality care:

1 think things have probably been coloured
by the culture of "book on the day” that we,
like many practices, went for several years
ago. But we've realised that continuity of
care Is very important and now we re doing
all we can to say find the doctor, stick with
them, and you can book up to 2 weeks in
advance.(GP 307 high score)

Similarly, responders noted that a positive
score on the questions about waiting times
might indicate that patients were being
rushed through appointments, thereby not
capturing the importance attributed by
practices to ensuring patients were given
adequate time and attention.

The value of the exclusively quantitative
GP Patient Survey data was also questioned.
It was felt that, as patients were not able
to write comments, there was insufficient
information for making improvements:

‘Yeah, | think sometimes tick boxes, theyre
okay and they stop them [patients] from
walffling but they dont also give the patient’s
point of view. (PN 406 high score)

Another objection that was frequently
raised was the lack of feedback on
individual practitioners, which resulted in
less meaningful and useful data:

It's hard to know who it is about ... when
the feedback comes back about general
consultation style | kind of think, “Well
there’s nothing I can do about that because
| think my own style is okay,” so | don't
know whether the data Is inaccurate or
whether it's a reflection of what some of
my colleagues are doing but, actually, |
can't change what my colleagues do in that
respect.’(GP 317 low score)

The presentation of the results of
the survey was also seen as a threat to
credibility, as results were presented
without  context, ignoring possible
confounding factors. For example, in
areas where there was a high demand for
consultations, either due to high levels of
deprivation and associated social problems
and/or high prevalence of disease, this
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inevitably resulted in less easy access to
appointments and often poor scores:

The waiting times can be long because
we do have a high amount of prevalence
... If you've got a practice, which has a high
proportion of worried well and a very high
prevalence of disease ... that takes time,
that takes appointments, that means that
we're busier than perhaps some of the
other practices. And if you're busier, that
means it's going to be harder for people to
get in.”(GP 304 low score)

We have this huge sink of morbidity in our
practice, and we could offer four times
the number of surgeries and still be busy.
That's the reality ... Our demand for doctors’
time is very high and we have to manage
that, and that means people can't get
appointments as much as they would like
to.”(GP 302 high score)

On the other hand, in more affluent areas,
a number of factors reduced the pressure
for appointments:

.. in my previous training practice in
Hampstead, they had an extremely low
referral rate because everyone is going
private, all their medications are done
privately and most of your patients are
abroad, you know, so your appointment
system is great because, you know, a third
of your population is American, who are in
America ... 50, you know, how can you say
they are better doctors or a better practice
than the one in East London?’ (GP 316 low
score)

It was also felt that large practices
with  many part-time doctors were
disadvantaged, as it was more difficult
to achieve continuity and obtain patients’
loyalty:

‘There's lots of doctors here, a lot of them
are part-time, a lot of them do other things
S0 ... the fact that we re not a small practice
with one or two doctors, you're not going to
see who you want and you're not going to
have your following of patients that are very
loyal to the practice.’(GP 315 low score)

It was, therefore, felt that the context of
primary care was not a ‘level playing field’
and so could not be captured by simple
scores.

Political influences
The most emotive responses given in the
interviews concerned a suspicion that such

surveys were driven by political motives,
primarily geared towards cutting NHS
costs:

We just feel the way they ask the questions
is stacked against us, and | think most GPs
have a cynical view of that." (GP 311 low
score)

‘The sceptic in me feels that this is a cost-
cutting exercise and little to do with a real
commitment to patient satisfaction or to
help those in primary care deliver a better
service.' (PN 402 low score]

At the time of data collection, the GP
Patient Survey's ‘access’ questions were
related to QOF payments made to general
practices. In surgeries with low scores,
whose payments were consequently
adversely affected, individuals more often
conveyed a strong sense of individual
threat, sometimes expressing a wholesale
rejection of the survey results:

Because actually there is no logic in it
apart from the fact that the government
want my money ... I'm totally cynical about
the government’'s motivation and this is just
part of that ... It's part of their punishment
system. So if they think that theyve got
me over a barrel, forget it, because they
haven't. And | can just happily carry on and
ignore this survey.' (GP 303 low score)

This sense of demoralisation, however,
was not exclusively related to financial
consequences, but also concerned with the
public availability of the results:

Obviously from a QOF perspective there's a
financial element, we like to maintain a high
income, of course we do, but | don't think in
this particular instance it's paramount, it's
Just it's more of the ... almost the shame
factor ... Information is shared so much,
you don 't want to see yourself on a pie chart
oron a bar chart as bottom of the pile.”(PM
512 low score)

In support of this, even within practices
that had obtained high scores, there was
a general suspicion that the survey was
driven by political motives and not the
desire to improve the quality of care:

1 think one weakness was ... it was seen
as a way of softening up primary care for
extended hours, by showing there was a
demand out there for it ... and by opening
the doors wider and wider, then we'll be
dealing with more and more trivial things
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... | don't think there’s going to be huge
clinical gains from doing that.” (GP 307
high score)

Political motives were also felt to
introduce an element of bias to the survey,
that is, only those questions asked would
be seen as significant and other important
questions would not be brought into the
public domain:

It's a bit of of tail and dog isnt it? ..
Because it has been measured, is it
necessarily important? It's important but
is it as important as some of the things
that haven't been measured?’ (GP 309 low
score)

Low scores were also felt to derive from
the influence of government rhetoric,
which participants felt had raised patients’
expectations  unrealistically — without
providing additional funding for services. It
was also felt that expectations had been
raised by government's emphasis on
rapid access, fostering an over-reliance
on medical help and resulting in an
unreasonable demand for appointments:

1 suppose what | feel is that instant, easy
access is not necessarily the best thing
... It's all being touted as that's what you
should be able to do, but actually it kind
of makes people less self-sufficient, more
doctor-dependent, it squeezes out the
people who do need to be seen ... (GP 308
high score)

As a result of these feelings,
interviewees in high-scoring practices,
although less concerned about survey
results, were as discouraged as their
low-scoring counterparts, when scores
appeared resistant to change after local
improvements had been made:

Though, you know, you get despondent
| suppose. For example, with hours, we
went in to extend them and satisfaction
with opening hours has steadily gone
down. So you think okay ... this isn't very
encouraging ... We make things better and
the survey shows deterioration.” (GP 314
high score]

Our survey was actually lower, we got less

points this year than the year before. And
yet we've put in an awful lot of effort to get
that access up and to inform patients, and
yet it's come back worse. And we're just
thinking “Well, why?" You know, what else
can we do?’ (PM 502 low score]

DISCUSSION

Summary

In this study, patient-experience feedback
was acknowledged to be a valuable source
of information that could contribute to the
implementation of appropriate, positive
change. However, the acceptance of data
from the GP Patient Survey was hindered
by a number of perceived barriers to
the credibility of the survey. It might be
assumed that such perceived obstacles
were merely a post-hoc rationalisation,
expressed by those working in low-scoring
practices, who potentially experienced
negative financial consequences as a result
of some performance payments being
related to survey scores. However, the
examples given in this article, drawn from
practices with a wide range of GP Patient
Survey scores, demonstrate that mistrust
of the data was commonplace.

A number of aspects of the survey were
questioned, such as the representativeness
of the responders, the low response rate,
the length of the questionnaire, the order
and framing of the questions, and the issues
selected for measurement. It was also
felt that there were implicit assumptions
underlying some questions that might not
reflect patients’ true expectations or needs.
The exclusively quantitative data and the
lack of individualised feedback were seen
as limiting the potential to improve practice.
The lack of attention to confounding factors,
such as levels of deprivation or affluence,
cast further doubt on the published results.
Credibility was also seriously undermined
by perceived political influences, both in
terms of raising unrealistic expectations in
patients and in manipulating the content of
the survey, which was believed by a number
of responders, ultimately, to be serving
political ends.

Strengths and limitations
This research provides insight into the way
a national survey of patient experience is
received within primary care settings. The
GP Patient Survey is a major national UK
survey with a response rate (38%) that is
comparable to similar surveys undertaken
elsewhere in the world.” The lack of
significant non-response bias in respect of
some key measures in the survey has been
reported previously.”®

This sample included a range of general
practices in terms of demographic
profile, geographic location, size, and GP
Patient Survey scores. The study believes
that a comprehensive range of attitudes
was revealed, using in-depth interviews
undertaken not only with GPs, but also with
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practice nurses and practice managers.
The researchers had extensive experience
of qualitative research in the health service
and the resulting data were analysed
systematically, iteratively, and in detail.

A systematic exploration of how survey
data had been used within general practice
was not undertaken, although participants
were asked to give a general indication
of this. Another limitation was imposed
by the primary focus on the impact of
one particular survey, rather than other
instruments that may generate different
attitudes and experiences.

Comparison with existing literature

There is a growing body of national and
international research conducted in
healthcare contexts investigating the effect
of feedback on professional practice, which
confirms that this is not always a positive
experience or one that automatically results
in service improvement.”" It has also been
suggested that if feedback elicits a negative
response in doctors, it may be detrimental to
their future performance.®'>"7 The current
research highlights a mismatch between
the conventional demonstration of the
‘objectivity’ of a survey tool, and the doubts
and questions raised by those receiving
the data, which prevented wholesale
acceptance of its results. As rigorous pilot
testing alone did not automatically translate
into the results being trusted enough to be
acted upon, the ability of the survey to bring
about positive change seemed likely to be
limited.

Implications for practice

Since this study was undertaken, the UK
government has stopped using GP Patient
Survey data as the basis of a pay-for-
performance scheme in respect of access

to primary care services. This may improve
acceptability of these data in primary care,
although doubts and objections in this study
were not solely raised by low scorers, some
of whom felt penalised financially by the
survey results.

In the UK, the most recent iteration of
the NHS contract for GPs promotes the
use of parallel local surveys. Under ‘direct
enhanced service” arrangements, GPs are
being given a financial incentive to develop
such surveys with patient-reference groups
and to discuss the results with them as a
means of obtaining greater engagement
with patients.?* This new approach may
result in a less-critical attitude to survey
results; in addition, engaging professional
and managerial stakeholders at an earlier
stage is likely to be beneficial, as results are
only useful if they are accepted as credible
and appropriate by those for whom they are
intended.

Key to the success of this new initiative
may well be the sense of a shift from
a centralised directive to more localised
responsibility, and from practice-level to
individualised feedback for GPs. Although
a number of participants favoured local,
rather than national surveys, a locally
driven approach with non-standardised
methodology will limit the ability of
surveys to be used to compare practices.
Problematic issues may relate to sampling
bias, benchmarking, and comparability
of data, and the possibility of gaming in
locally administered surveys. Nevertheless,
responding to the issues documented in
this research may help inform the design
of more acceptable and effective ways of
capturing and responding to the patient
voice in ways that will be capable of
informing constructive change in general
practice.
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