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ABSTRACT 

In the UK’s National Health Service, there has been an increasing emphasis on 

patient and public involvement, formal measures of patient experience, and public 

reporting of performance measures. This, as well as the emergence of the ‘digitally 

engaged patient’, has shifted the traditional paternalistic doctor-patient relationship. 

There has also been an increase in consumers more generally using rating websites. 

These factors together led to the formation of online patient feedback (OPF) 

websites, where patients can choose a healthcare provider based on patient reviews, 

and give feedback about healthcare providers. Academic research has been conducted 

on OPF websites, especially to ascertain whether patient ratings online are associated 

with other measures of quality. However, very little is known about patients’ and 

healthcare professionals’ attitudes towards OPF websites. 

A multi-phase mixed method design was therefore used in this research to explore 

patients’ and GPs’ awareness, usage and attitudes about OPF websites as a mode to 

give feedback about GPs in England. In Study A, twenty GPs were interviewed to 

explore their awareness, usage and attitudes towards OPF. The findings highlighted 

GPs’ concerns about OPF, and produced recommendations for OPF website 

providers. In Study B, eighteen patients were interviewed to explore their awareness, 

usage, preferences and attitudes towards OPF websites and other methods of 

feedback available in general practice. The findings from this study helped develop a 

questionnaire, which was then validated in seven-stages. The questionnaire was then 

implemented nationally across England in Study C using face-to-face interviews with 

a nationally representative sample of members of the public (n=844).  

The findings from this research produced evidence both for and against OPF 

websites, suggesting that GPs are highly concerned about the impact of these 

websites on them, on their professional practice, their reputation and their patients, 

and are not currently using OPF for improvement. Patient usage and future intention 

to use OPF websites was also found to be extremely low when compared to other 

methods of feedback, suggesting that unlike direct methods of feedback, OPF 

websites currently only appeal to a very small minority of patients. However, there 

was evidence to suggest that OPF websites fulfil a ‘feedback gap’ for patients, and 

unlike other feedback methods, span age, social and regional divides.  

The key contribution of this research is that the majority of GPs and patients are not 

convinced of the value of OPF websites as a mode to leave feedback about GPs in 

general practice. Rather surprisingly, OPF websites cannot be used currently for 

patient choice in general practice, nor as a measure of quality, because OPF is biased 

towards negative experiences, and not representative of patient experience overall. 

This research provides suggestions on how this could be rectified. However, the NHS 

should also consider channelling its energies towards providing more direct and 

private methods of feedback in general practice in England.   
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 CHAPTER 1 - INTRODUCTION  

This chapter1 introduces the research area and presents the rationale or mandate 

behind this research. This is followed by a description of the scope, aims and 

objectives of the research. The chapter ends by presenting an outline of the thesis.  

1.1 BACKGROUND  

Since the 1990s, there has been an exponential increase in the usage of the internet 

around the world, including a rise in the number of people using the internet for 

health purposes (Office for National Statistics 2015a). There has also been a growth in 

the number of people giving ratings and reviews online for products and services 

(such as on amazon.com), which some argue has allowed for transparent information 

and communication to influence change, and has provided opportunities for 

consumers to read reviews and make more informed choices (Filieri 2014; Li et al. 

2012; Schuckert et al. 2015).  

The National Health Service (NHS) when founded in 1948 was very much 

paternalistic in its approach to the care of patients (Forster and Gabe 2008). 

However, from the 1970s onwards, there has been an increasing emphasis on patient 

and public involvement (PPI) in the NHS, with the introduction of multiple measures 

to collect patient experience feedback, and the provision of more patient choice 

(Baggott 2005; Coulter 2011; Forster and Gabe 2008). There has also been a growing 

emphasis on public reporting of performance measures across the government, 

including healthcare, and patients are now argued to have a more equal relationship 

with the NHS and other healthcare providers (Department of Health 2015b; Forster 

and Gabe 2008).  

All of the above factors (reviewed in detail in Chapter 2) led to the evolution of online 

patient feedback (OPF) websites, with NHS England introducing an OPF website in 

2007 – the NHS Choices feedback website (Lagu et al. 2013). ‘Online patient 

feedback’ (OPF) or ‘feedback on doctor rating websites’ (both terms are used 

interchangeably in this thesis) in the context of this research can be defined as 

experiential feedback – including both positive and negative comments, ratings, 

                                                      
1
 Parts of this chapter have been published in Patel et al. (2016)  
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reviews and complaints - left by patients, carers or service users on specially designed 

public websites (see Figure 1-1 for an example).   

 

Figure 1-1: Example of OPF on the NHS Choices website (www.nhs.uk)  

For primary care and general practice, on OPF websites, patients and carers can 

i) leave experiential feedback, reviews or ratings under the GP practice’s name or the 

GP’s name, and ii) view feedback and ratings left by other patients and carers (NHS 

Choices 2015). The latter is part of the ‘choice’ agenda that aims to give patients the 

tools to choose which GP practice to join (Fotaki 2014; King et al. 2015; Powell 2015). 

The former, NHS England claims, gives patients a ‘voice’ to air their feedback and 

concerns independently in the public domain, intended not only to increase 

transparency but also bring quality improvement and help empower patients 

(Greaves et al. 2014c; Lagu et al. 2013; Trigg 2011). However, there is little evidence to 

date to support this (see Chapter 3). 

http://www.nhs.uk/
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Nevertheless, there has been a growth in the volume of OPF, which suggests that 

patients in England (and other parts of the world) are embracing the opportunity to 

review their healthcare online (Greaves et al. 2012a, 2012b, 2013b; Trigg 2011). There 

has also been a growth in the development of OPF, with some patients now reviewing 

not just their experience of receiving healthcare, but also their medication and 

treatment plan (Hughes and Cohen 2011).  

This research was first conceived in 2011, when there were less than a handful of 

published academic studies conducted in the area of OPF. However, since then, 

research into OPF websites has increased and is still increasing, with studies 

conducted in the UK, USA, Germany, Netherlands and Australia all contributing to 

the OPF evidence basis (see Chapter 3). There is some evidence, not always 

consistent, to suggest that there is an association between online ratings and the 

quality of care (Bardach et al. 2012; Gao et al. 2012; Greaves et al. 2012a, 2013b; Segal 

et al. 2012). In England however, although there was some evidence to support a 

moderate association between patient experience about primary care narrated online 

and on conventional patient surveys, the association with clinical quality of primary 

care was found to be weak (Greaves et al. 2012b).  

Studies conducted outside England have explored what type of patients use OPF 

websites (Bidmon et al. 2014; Emmert and Meier 2013; Emmert et al. 2013a; Hanauer 

et al. 2014b; Terlutter et al. 2014). However, because the culture about 

communication and the commercialisation of healthcare is distinctively different in 

the UK to the USA or Germany, it is difficult to extrapolate lessons from other 

countries and other OPF websites, and apply them to England (Greaves et al. 2014c). 

More importantly, the OPF websites are themselves different, because the websites 

based outside England are predominantly physician-based, whereas the main one in 

the UK (the NHS Choices websites) is practice-based and is anonymous to GPs (NHS 

Choices 2015). In the former, patients directly rate and leave feedback for a named 

GP. In the latter, feedback and ratings for a GP are left under the GP practice’s name, 

and individual GPs are not named in any feedback or review left online.  

A few existing pieces of research from England have explored OPF from the patients’ 

perspective (Galizzi et al. 2012; The Tavistock Institute 2011). However, there is very 

little known about patients’ views on OPF websites, such as whether patients perceive 

any benefits or risks towards giving feedback online, as well as what may motivate or 
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dissuade them to leave feedback online (Powell et al. 2015). There is also little 

understanding of how these attitudes, usage and preferences differ from attitudes, 

usage and preferences towards other feedback methods. Similarly, although a few 

physician representatives in the media have argued against the introduction of OPF 

websites (see section 3.3.8), it is not known whether other physicians hold the same 

views, and whether physicians’ attitudes towards OPF websites have changed since 

2009. 

Understanding how patients perceive and use OPF websites in comparison to other 

feedback methods can help determine whether OPF websites are of any value to 

patients, which may potentially help increase usage of OPF websites through 

improved design and user-experience. Similarly, understanding how physicians 

perceive OPF websites for gathering patient feedback may help address some of their 

concerns, identify whether OPF is of any value to them, and whether they would 

consider using OPF to improve their practice. Furthermore, this can also help 

determine partly whether the NHS should continue investing in OPF websites.  

1.2 RESEARCH SCOPE 

This research therefore focused on GPs’ and patients’ awareness, usage and attitudes 

towards OPF as a mode to give feedback about GPs in England. The research focused 

on OPF as a mode to leave feedback only, rather than as a mode for enhancing 

patient choice. This was done intentionally so that the two purposes would not be 

conflated. Some of the findings of the research did however contribute to evidence on 

the use of OPF for choice.   

This research focused on GPs and patients in England only. This is because since the 

devolution of the NHS in 1999, the NHS has been structured, organised and run 

differently in England, Scotland, Wales and Northern Ireland, resulting in policies 

being distinctly different, with mainly NHS England placing emphasis on patient 

choice and competition (Greer and Rowland 2007; Ryan 2016). This may help explain 

why currently there is no NHS run OPF website in Scotland, Wales or Northern 

Ireland similar to the NHS Choices website.  

GPs were selected as the focus of this research because they are the group of 

healthcare practitioners with whom most patients first interact, and most regularly 
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(Goodwin et al. 2011). It could also be argued that patient feedback left for GPs 

anonymously (under the GP Practice’s name) can easily identify the GP in question, 

especially when the GP practice is very small. This is unlike feedback left by a patient 

for a hospital, which would normally include details of interactions with multiple 

healthcare practitioners. GPs are therefore the most ‘vulnerable group’ because 

feedback left for them online is most easily identifiable. This may also partially 

explain why so far, GPs appear to be the most vocal against OPF websites (see Boffey 

2011 and McCartney 2009).  

General practice has recently come under immense pressure, due to a substantial 

increase in workload, budget cuts, and difficulties with recruiting and retaining GPs, 

which led to The Kings’ Fund declaring in 2016 that general practice in England is in 

‘crisis’ (Baird et al. 2016). However, general practice is still at the very core of 

healthcare delivery in the NHS, and a consultation with the GP is the first port of call 

for the public (Baird et al. 2016; Goodwin et al. 2011). GPs make diagnoses, manage 

long-term conditions, and refer patients on to specialists and other healthcare or 

social services (Goodwin et al. 2011). There are approximately 37,000 GPs working in 

7,875 practices in England, and each GP on average has 1,577 patients (Baird et al. 

2016). Therefore, this is a sizeable population to study.  

1.2.1 Research questions and objectives  

The research questions and objectives of this research are as follows: 

‘Are patients and GPs aware of online patient feedback websites as a channel 

for experiential feedback, and do they use them? What are their attitudes 

towards them? What are the implications of this for policy and practice?’ 

Objective 1 – To explore GPs’ awareness, usage and attitudes towards online patient 

feedback websites as a mode for giving feedback about patient experiences of 

receiving care from GPs (Study A (Phase 1)) 

Objective 2 – To create and validate a questionnaire to measure patients’ awareness, 

usage and attitudes towards online patient feedback websites as a mode for giving 

feedback about their experiences of receiving care from GPs (within the context of 

other feedback mechanisms available in general practice) (Study B (Phase 2) and 

Phase 3)  
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Objective 3 – To explore and measure nationally patients’ awareness, usage and 

attitudes towards online patient feedback websites as a mode for giving feedback 

about their experiences of receiving care from GPs (within the context of other 

feedback mechanisms available in general practice) (Study C (Phase 4)) 

Objective 4 – Based on the findings of the studies, to produce recommendations for 

OPF website providers and GPs/GP Practices, and to inform policy and practice.   

1.3 OUTLINE OF THESIS  

This thesis contains 10 chapters, as outlined in Figure 1-2. 

Literature 
Review

Chapter 1 - 
Introduction

Chapter 2 - The 
evolution of OPF 

in England

Chapter 3 - OPF 
in policy, 

practice and 
academic 
literature

Chapter 4 - 
Methodology

Exploring GPs’ 
awareness, usage 

and attitudes 
towards OPF

Exploring patients’ 
views on giving 

feedback about GPs 
using OPF

Developing & 
validating a 

questionnaire to 
measure public 

awareness, usage 
and attitudes 
towards OPF

Measuring and 
understanding 

public awareness, 
usage and attitudes 

towards OPF

Chapter 9 - Overall 
discussion and 

recommendations

Chapter 10 - 
Conclusions

Chapter 5 - Study A 
(Phase 1)

Chapter 6 - Study B 
(Phase 2)

Chapter 7 - Phase 3

Chapter 8 - Study C 
(Phase 4) 

 

Figure 1-2: Outline of the thesis 

Chapter 2: The evolution of OPF in England 

After reviewing healthcare policy and academic literature, this chapter discusses the 

factors that have contributed to the evolution of OPF websites, including the rise of 

PPI, public reporting of performance measures, the increasing emphasis on 

measuring patient experience, as well as societal and technological changes. How 
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patient feedback on experiences with GPs is currently collected in general practice in 

England is also discussed.   

Chapter 3: OPF in policy, practice and academic literature 

This chapter starts by reviewing how OPF websites appear in NHS policy, and the 

characteristics of the different OPF websites in England. This is followed by a detailed 

review of OPF in academic literature. The chapter ends by identifying the research 

opportunities, and reiterating the aims and objectives of the research.  

Chapter 4: Methodology 

This chapter introduces the overall research methodology, and the rationale behind 

selecting a mixed methods research design. A summary of the methods used for each 

study is also presented; however, details of the specific methods used for each study 

are in their respective chapters.  

Chapter 5: Study A (Phase 1): Exploring GPs’ awareness, usage and attitudes 

towards OPF 

This chapter presents Study A which used qualitative interviews to explore GPs’ 

awareness, usage and attitudes towards OPF. Findings from this study contributed 

towards: the OPF evidence base produced from this research; the design of the next 

study; and recommendations for OPF website providers (detailed in Chapter 9). 

Chapter 6: Study B (Phase 2): Exploring patients’ views on giving feedback 

about GPs using OPF 

This chapter presents Study B which used qualitative interviews to explore patients’ 

views on OPF as a mode to give feedback about GPs. Findings from this study 

contributed towards the design of the questionnaire in the next phase of the research; 

and towards the OPF evidence base produced from this research.  

Chapter 7: Phase 3: Developing and validating a questionnaire to measure 

public awareness, usage and attitudes towards OPF 

This chapter presents Phase 3 of the research, where a questionnaire to measure 

public awareness, usage and attitudes towards OPF (as a mode to leave feedback 

about GPs) was designed and validated. The questionnaire underwent seven stages of 

validation, and at each stage changes were made to the questionnaire. The validation 
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stages included public consultation, multiple expert reviews, cognitive interviews and 

pilot interviews.   

Chapter 8: Study C (Phase 4) – Measuring and understanding public 

awareness, usage and attitudes towards OPF 

This chapter presents Study C of the research where the questionnaire from the 

previous phase was implemented using a cross-sectional design with a representative 

sample of the public (n=844) in England. Findings from this study contributed 

towards the new OPF evidence base produced from this research, and produced 

recommendations for OPF website providers, and GPs and GP practices.  

Chapter 9: Overall discussion and recommendations 

This chapter brings together and consolidates contrasting and similar findings, and 

highlights the key new evidence that emerges from the research. The chapter also 

describes the implications of the research on NHS policy, on OPF practice 

(recommendations were produced), and on future research. The chapter ends by 

reflecting on the research approach and process.  

Chapter 10: Conclusions  

This final chapter provides the key conclusions and contributions of the research. 
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 CHAPTER 2 - THE EVOLUTION OF ONLINE PATIENT FEEDBACK (OPF) 

IN ENGLAND 

The literature review is divided into two chapters. This chapter focuses on the 

evolution of online patient feedback (OPF), and the next chapter (Chapter 3) focuses 

on OPF in policy, practice and academic literature.   

OPF is a recent phenomenon which emerged primarily from the increasing emphasis 

in the NHS on patient involvement and feedback, patient choice, public reporting of 

performance measures, as well as the emergence and popularity of consumer rating 

websites for services and products. This chapter details the factors that have 

contributed towards the evolution of OPF (see Figure 2-1 for an outline of the 

chapter), so that OPF can be understood within the wider context of healthcare 

policy and practice. 

Whilst the demand for patient experience feedback was primarily led by policy 

changes and highly publicised scandals and failings in the NHS (such as the Mid 

Staffordshire NHS scandal which led to a public inquiry (Department of Health 

2013)), the rise and popularity of rating websites was led primarily by societal and 

technological changes, with an exponential increase in the number of people using 

the internet for day to day activities. Both of these areas (policy changes, as well as 

societal and technological changes) are discussed in detail in this chapter, alongside 

what patient experience feedback entails and how it is currently measured in general 

practice.  
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               Led primarily by policy changes in the NHS                  Societal and technological changes

2.1 Rise in transparency 
and public reporting of 

performance data in 
healthcare

2.4 Emphasis on patient 
experience feedback 

2.2 Introduction of 
patient choice and 

provider competition in 
the NHS

Rise in usage of 
internet for health

2.6 Rise in usage of 
rating websites for 

products and 
services

2.3 Rise in PPI (Patient & 
Public Involvement) in 

the NHS

2.5 Emergence of the 
‘empowered’ 

e-patient

Evolution of online 
patient feedback

2.4.1 Patient experience 
feedback in general 
practice in England

2.4.2 Patients’ attitudes 
and preferences towards 

giving feedback in 
general practice

2.4.3 GPs’ attitudes 
towards receiving and 
using patient feedback

Rise in ‘citizen power’

Rise in usage of 
internet

 

Figure 2-1: An overview of Chapter 2 
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2.1 RISE IN TRANSPARENCY AND PUBLIC REPORTING OF PERFORMANCE DATA 

IN HEALTHCARE 

Improvement in the quality of care is a high priority for health providers and the 

NHS, and one of the routine methods for bringing about improvement is to measure 

performance and publicly report it (Hibbard 2012). Berwick et al. (2003) argue that 

public reporting may motivate quality improvement in healthcare through two 

pathways: i) the selection pathway: patients choose the best provider based on 

performance measures, and therefore concerns about market share motivate provider 

improvement, and ii) the change pathway: performance measures drive change and 

improvement. Hibbard et al. (2003) conducted an experimental study with 114 

hospitals in the USA and found that making performance information public 

stimulated quality improvement activity. However, there was no evidence of concerns 

for market share leading to quality improvement; rather they found that a concern 

about reputation was the primary motivator for improvement in quality of care. 

Accountability and monitoring were also mentioned by Robert and Cornwell (2011) as 

aims of publicly reporting performance measures.  

The evidence for publicly reporting performance data to stimulate improvement was 

found to be mixed in 2000 by Marshall et al. (2000). However, Fung et al. (2008) 

conducted a systematic review of 45 studies published since 1986, and found evidence 

to suggest that releasing performance data in the public domain stimulated quality 

improvement activity at hospital level. Yet there was uncertainty about whether it 

directly improved quality, and evidence was limited about individual providers and 

practices. These two reviews together appear to question whether there is some 

weakness with the theory and/or the way the reporting of performance measures to 

the public is implemented.  

Policy on public reporting of performance data in the NHS in England – Despite 

the limited evidence in academic literature about the effect of public reporting of 

performance data on healthcare improvement, the move towards transparency and 

public reporting can be seen across most sectors of the UK government. Policy 

changes have meant that much more information is now released to the public (for 

example, school performance data and crime reports). 
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In healthcare, this has also been on the agenda, and under the UK Labour 

government there was a commitment to provide performance data to the public so 

that patients would have the ‘power’ to make effective comparisons and exercise 

choice (Cabinet Office 2008).  This led to the launch of the NHS Choices website in 

2007 (further details about patient choice are in section 2.2). The coalition 

government of 2010 also renewed its commitment to transparency and suggested that 

providing performance data in a useable format to the public will drive improvement 

(Department of Health 2012b).  

The Health and Social Care Information Centre (HSCIC) was therefore set up in April 

2013 (renamed as NHS Digital in Aug 2016) as an executive non-departmental public 

body that provides open data about healthcare. HSCIC argue that open data will 

improve patient outcomes, increase productivity, contribute to economic growth and 

increase patient choice (HSCIC 2016b). The NHS Constitution, revised by the 

Conservative government, also re-iterated the right for patients to have access to 

comparable data on healthcare quality “to support transparency and drive quality” 

(Department of Health 2015c).  

The Department of Health (2015b) suggested that public reporting of performance 

data would be implemented by two measures. The first is that from April 2015, all 

providers who have received a Care Quality Commission (CQC) rating will have to 

display the rating in all premises (further details about the CQC are in section 2.4.1). 

The second is the launch of the My NHS website (https://www.nhs.uk/service-

search/performance/search), which would provide other performance measures to 

the public.2  

It seems that despite the government’s commitment to public reporting and 

transparency of performance measures, recent efforts have been limited to linking 

external reports which were already in the public domain, instead of integrating these 

individual results together, and making them easier for the public to understand and 

use for making more informed choices of providers.  

                                                      
2
 However, the My NHS website is still currently (as of May 2016) in beta. For general practice 

data, the website provides a link to the NHS Choices website for the GP Patient Survey 
performance results, and a link to the CQC website for its report (if the GP surgery has been 
inspected). The GP Patient survey results are also provided on their own website (https://gp-
patient.co.uk/), and further details about the GP Patient Survey are in section 2.4.1. 

https://www.nhs.uk/service-search/performance/search
https://www.nhs.uk/service-search/performance/search
https://gp-patient.co.uk/
https://gp-patient.co.uk/
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In summary, publicly releasing provider performance data about the quality of care 

has been argued to lead to improvements through several pathways. The most 

commonly discussed in health policy is through selection or choice, where patients 

select their choice based on publicly available provider performance data (including 

reviews of patient experience on websites), which leads to poor performing providers 

improving their performance due to concerns about market share (Berwick et al. 

2003). Yet the evidence for this appears to be weak, and this will be discussed in 

detail in the next section. It seems more probable that improvement through 

releasing provider performance data happens because providers want to protect their 

reputation (Hibbard et al. 2003). Even though reputation-driven change appears to 

be missing from policy literature, the notion of rating and leaving feedback online on 

the NHS Choices website in the UK is driven partly by patient choice and the notion 

of consumerism (the promotion of consumer interests), and therefore patient choice 

and provider competition will be discussed in the next section.  

2.2 INTRODUCTION OF PATIENT CHOICE AND PROVIDER COMPETITION IN THE 

NHS 

Historically, countries whose healthcare was funded by social insurance (e.g. France 

and Germany) gave patients the choice to see any specialist doctor, whereas tax payer 

funded healthcare systems such as the NHS in the UK provided less choice but had 

better control on costs (Coulter 2011).  

In the early 1990s however, the Conservative government introduced market 

principles (choice and competition) into the NHS (Calnan and Gabe 2001). The idea 

was that patients would choose providers based on comparative data on the quality of 

care, and this would promote competition between providers, and be a mechanism 

for improvement. This is because payment would follow the patient, and therefore it 

would flow to those providers who are of higher quality and more responsive, and 

therefore providers would have an incentive to improve the quality of care they 

provide (Coulter 2011). In short, the idea was that patients’ judgement would become 

the primary mechanism of allocation of resources. However, according to Tuohy 

(1999), this did not create a choice revolution, because the GP fundholding (internal 

market) meant that patients were limited to choose from hospitals that had contracts 
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with their GP (Fotaki 2014, 1999). The choice of general practice (available from 1948) 

was also constrained by geographical boundaries (Coulter 2011).  

Under New Labour after 2002, choice became a major policy goal (Fotaki 2014). Since 

then, due to legislative reforms, there has been an increase in the amount of choice 

patients have. Choice was promoted in health policy not only as a mechanism for 

quality improvement, raising standards and to create a more responsive health 

system, but also as a mechanism to ‘empower’ patients (Department of Health 2003). 

However, Fotaki (2014) argues that patients need better support to make more 

informed decisions, rather than just being given more options to choose from. 

In Dec 2005, choice at the point of referral was introduced, with patients able to 

choose which local hospital they want to be referred to for specialist treatment and 

non-urgent surgical operations (Fasolo et al. 2010).3 Comparative hospital 

performance data were published on the NHS Choices website, and the Choose and 

Book system was launched in January 2006 (Green et al. 2008). In 2008, the choice 

of provider was extended to any hospital in the country, including private hospitals, 

and this was legally bound as a right in the NHS constitution (Department of Health 

2009b). In 2012, under the coalition government, choice was extended to any 

qualified provider (whether independent, third sector or NHS provider) and to a 

named-consultant team (NHS England 2013). To extend choice in primary care, the 

boundary for general practice was removed in January 2015, and patients are now free 

to register at any GP practice across the country (NHS Choices 2016). The 

Government’s mandate to NHS England for 2020 also promises a significant 

improvement in patient choice, including for maternity care and end of life care 

(Department of Health 2016).   

There has been considerable criticism of the choice agenda, with critics arguing that 

evidence for the impact of choice and competition on improvement of clinical 

outcomes is weak (Dixon et al. 2010; Fotaki 2014), and that in practice patients are 

not able to choose a provider because they have to go to a local provider due to 

proximity and access (Calnan and Gabe 2001; Dixon et al. 2010). Others suggested 

that it may worsen inequity of access because not all groups of patients are able to 

exercise choice in equal measure (Dixon et al. 2010; Fotaki 2014), and this was also 

found in a survey commissioned in 2014 by NHS England and Monitor (NHS England 

                                                      
3
 However, patients were unable to choose a specific specialist. 
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and Monitor 2014). The survey also found that 49% of patients (from 7,038 patients) 

were not aware of their legal right to choose a hospital or clinic for an outpatient 

appointment, and less than 40% of patients were offered a choice by their GP when 

being referred for an outpatient appointment. A study by Green et al. (2008) also 

found that the Choose and Book system did not deliver on its promise for choice, 

with 32% of patients (from 104 patients) not being given a choice at all for an 

outpatient appointment.  

Despite this, a survey of 2,181 patients by the Kings’ Fund in 2010 found that 75% said 

that choice was either very important or important to them, suggesting that there was 

an ‘intrinsic value’ in giving patients a choice of provider (Dixon et al. 2010). They 

also found that unlike GP perceptions, those with no qualifications, older 

respondents and those from non-white backgrounds were more likely to value choice. 

The same report by Dixon et al. (2010) also found that although patient choice was 

not driving improvement directly, it was driving it indirectly by presenting itself as a 

threat to the provider i.e. that the provider might lose patients to another provider. It 

was therefore motivating them to maintain a good reputation. Furthermore, they also 

found that providers believed that in the future when choice is well established, it will 

become a direct driver for improvement, but for now they were relying on other 

metrics to drive improvement, such as waiting times or infection rates.  

The comparative data provided on the NHS Choices website has also come under 

criticism, with a suggestion that there is too much data (Robert and Cornwell 2011) 

and patients are not shown data they want (Fasolo et al. 2010; Robert and Cornwell 

2011). More critically, the National Patient Choice Survey in 2010 conducted with 

69,040 patients in England found that only 6% of respondents (from 69,040 

patients) had used the NHS Choices website for choice (Dixon 2010).  On a more 

positive note, the National Patient Choice Survey in 2014 conducted with 7,038 

members of the public in England found that amongst those who were offered a 

choice for their first outpatient appointment (n=1,028), 89% felt they had been given 

enough information to choose from. It is unknown what role NHS Choices could play 

in aiding patients’ decisions to choose a provider.  

In summary, the patient choice agenda has come under considerable scrutiny, with 

questions about whether it directly drives quality improvement or patient 

empowerment. However, there does appear to be evidence to suggest that patients 



Chapter 2  | 16 

 

favour being given a choice of provider, and furthermore, the NHS has already 

invested large sums of money into the patient choice agenda. Dixon et al. (2010) 

therefore state that although they have not evaluated whether choice is cost effective 

as a measure, they recommend that policy makers convince GPs of the advantages of 

patient choice by presenting a cost-benefit analysis. Whether this will be conducted 

remains to be seen, and is not the focus of this current research.  

The NHS Choices feedback website (an OPF website) was created with the ‘choice’ 

agenda in mind, and this led to patients being asked to leave ratings and feedback for 

service providers online, which have typically been displayed alongside quality 

performance data. Having reviewed the literature around the choice agenda, Dixon et 

al. (2010) found in 2010 that there appeared to be little appetite for the use of NHS 

Choices for ‘choice’. However, up to date research is required to determine whether 

this is still the case. It also remains to be seen whether there is demand for the 

website to be used by patients to leave feedback about their experience of receiving 

care. Furthermore, questions also need to be raised about what information is being 

provided by the NHS to non-internet users to make an informed ‘choice’, as it seems 

the only tools for patient choice are based online.  

2.3 RISE IN PATIENT AND PUBLIC INVOLVEMENT (PPI) IN THE NHS 

What is patient and public involvement (PPI)? In many countries, public 

involvement is now a dominant theme of health policy reforms (Wait and Nolte 

2006). The term ‘patient and public involvement’ (PPI) has been used in British 

health policy since 1999, and includes a huge spectrum of activity, from service 

planning, policy making to involvement in research. Forster and Gabe (2008) define 

it as both individual and collective involvement, at a micro level as patients, at meso 

level as clients of the NHS, and at a macro level as citizens entitled to healthcare.  

Professor Celia Davies distinguishes between patient involvement and public 

involvement, suggesting that patient involvement means involving patients as service 

users to give feedback, and public involvement means involving citizens in key 

decisions, such as in commissioning or policy making (House of Commons Health 

Committee 2007). In contrast, Foot et al. (2014) suggest that patient or individual 

involvement is broader than giving feedback, and they describe eight ways that 
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individuals can be involved in their own healthcare (see Figure 2-2), from evaluating 

services to shared decision making and taking part in research.  

 

Figure 2-2: Eight ways for individuals to be involved in healthcare.  
Source: Foot et al. (2014) 

Two approaches or underlying conceptual frameworks to PPI have emerged: 

democratic and consumerist (Wait and Nolte 2006). The consumerist approach 

focuses on the need for PPI to record preferences of individual consumers, which can 

be used to increase market competiveness; whereas the democratic focuses on the 

need for PPI in order to develop a ‘healthy democracy’. The House of Commons 

Health Committee (2007) described that the main purpose of PPI was to improve the 

design and provision of services, and to increase accountability.  

Current PPI policy in England – Although the NHS was paternalistic in its 

approach to care of patients when it was founded in 1948, since the creation of 

Community Health Councils (CHCs) in 1974, PPI has been part of health policy in 

England, with increasing emphasis and importance attached to PPI (Baggott 2005; 

Coulter 2011; Forster and Gabe 2008) (a detailed history of PPI policy in England can 

be found in Appendix A). The coalition government’s response to the Mid 

Staffordshire NHS Foundation Trust Public Inquiry in May 2013 (Department of 

Health 2013) reinforced putting patients first, and its commitment to fully involve the 

public in the NHS. It promised a system that was not only more responsive to patient, 
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staff and public feedback, but one that would actively seek out feedback. It also laid 

the foundations for the Friends and Family Test (FFT) (further details on FFT are in 

section 2.4.1).   

The NHS England's (2014a) Five Year Forward View report which focused on how the 

NHS needs to change also assured patients greater control over their own care, with a 

promise to access their medical and care records, greater increase in choice over 

where and how they receive care, and an increase in PPI across all sectors of 

healthcare. After the Conservative Party formed a majority government in May 2015, 

the NHS constitution was again revised for the second time (Department of Health 

2015c). However, there is little evidence as to whether the rights in the NHS 

constitution are being upheld (Redding 2013).  

Levels of PPI in the NHS - The term ‘involvement’ is a multi-dimensional concept, 

with levels of involvement varying from giving feedback to co-designing services, and 

it is often used interchangeably with ‘engagement’ and ‘participation’ (Wait and Nolte 

2006). Arnstein (1969) developed the citizen ladder of participation (see Figure 2-3), 

which portrayed the different degrees of interaction, and he suggested that very few 

levels were real citizen power. In healthcare, the type of involvement can also vary, 

with individuals being involved in their own treatment care, to public involvement in 

policy, service design and monitoring service quality (Coulter 2011).  

Citizen control

Delegated power

Partnership

Placation

Consultation

Informing

Therapy

Manipulation

Degrees of 

citizen power

Degrees of 

tokenism

No power

 

Figure 2-3: Arnstein's Ladder of citizen participation.  
Adapted from Arnstein (1969).  
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The NHS Act 2006 (section 242(1B)) highlighted the duty for all NHS organisations 

to practice good public involvement, and the Department of Health created guidance 

for NHS organisations on how this could be practiced (Department of Health 2008b). 

This guidance included an involvement continuum with respective techniques that 

could be used at each level of involvement (see Table 2-1 for an adapted continuum).  

The involvement continuum is similar to Arnstein's (1969) ladder described earlier, 

and ranges from simply giving information to full-fledged participation, where users 

are co-designers. The focus of this thesis is on OPF, which is at the second stage of 

involvement: ‘getting information’ from patients and carers (see Table 2-1), and 

specifically relates to gathering patient experience feedback.  

Table 2-1: The user involvement continuum and their respective techniques, as suggested in guidance from 
the Department of Health (2008b) 

GIVING 
INFORMATION 

GETTING 
INFORMATION 

FORUMS FOR 
DEBATE 

PARTICIPATION 

“We want to tell you 
what has happened 
and what we’re going 
to do next” 

“As a user or carer, 
what was your 
experience of …?” 

“Let’s try and understand 
each other’s perspective” 

“How can we work 
together to find the 
best solution?” 

Displaying information 
Media 
Public meetings 

Requested and 
spontaneous views 
(patient experience 
feedback) 
Citizens’ panels 
Focus groups 
Surveys/e-surveys 
Shadowing 
Artwork, photography 
and other creative 
means 
Mystery shopper 
Open surgeries/ 
conversation cafés 

Discussion groups 
Health panels 
Nominal group 
technique 

Co-design/ co-
production 
21st Century town 
meeting 
Citizens’ juries 
User groups 
Story telling/ patient 
diaries 
Participatory appraisal 
Forum theatre 
World café 

2.4 EMPHASIS ON PATIENT EXPERIENCE FEEDBACK IN THE NHS 

What is patient experience? Patient experience can be understood as what the 

patient experiences when receiving care, and also how the experience made them feel 

(National Quality Board 2015). It can include lived experiences, responsiveness of 

services, communication, information, support and continuity of care and 

relationships (Staniszewska et al. 2014).  

A good patient experience is an integral part of providing high quality healthcare, and 

in the NHS, a good patient experience is one of the key three aspects of high quality 

care, alongside patient safety and clinical effectiveness (NHS England 2014a). 
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Systematic literature reviews conducted by Doyle et al. (2013) and Price et al. (2014) 

provide evidence that patient experience is positively associated with clinical 

effectiveness and patient safety, and therefore they argue that patient experience is an 

integral part of quality in healthcare, and can help improve clinical and safety 

outcomes.  

According to Raleigh and Frosini (2012), the quality of care provided to patients by 

GPs is measured typically in two ways: i) the Quality and Outcomes Framework 

(QOF) – which measures whether GP practices meet the threshold across agreed 

clinical indicators, and they are rewarded if they do – and ii) the patient experience of 

using a GP service, usually measured by patient surveys. More recently, the latter 

category of patient experience has now also been included in the QOF (HSCIC 

2016a).  

Current policy on patient experience feedback – The revised NHS Constitution in 

2015 (Department of Health 2015c) reiterated the responsibility of the patient to leave 

both positive and negative feedback about their experiences to help improve NHS 

services. It added that patients can often provide feedback anonymously and 

encouraged carers to leave feedback on the patient’s behalf. The guidance published 

alongside the constitution (Department of Health 2015b) illustrated that feedback in 

the NHS could be left through national, local or practice surveys or real-time 

feedback systems, or through the Local Healthwatch.  

The NHS complaints guidance (Department of Health 2015a) was more specific and 

outlined that there are two ways for patients to tell the NHS what they think; either 

by giving feedback (through the FFT or by speaking to a staff member) or by 

complaining to either the healthcare provider (for example the GP surgery or 

hospital) or the commissioner (the organisation that paid for the service or care). If a 

patient needs support with making a complaint they are encouraged to contact either 

the local council, local Healthwatch or Patient Advice and Liaison Service (PALs). If 

the patient is still not happy with the response provided, they can ask the 

independent Parliamentary and Health Service Ombudsman to look at the complaint. 

The multiple aims of collecting patient experience feedback – For a long time, 

the NHS has promoted patient experience feedback as a means for driving 

improvement and standards (Newbould et al. 2015). Based on a review of academic 
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literature, Russell (2013) suggested that ten purposes of collecting patient feedback 

could be found in the literature (all listed in Table 2-2). Amongst them is the aim to 

change professional practice. However, Russell (2013) also indicated the many 

individual, organisational and systemic barriers that can be identified in the 

literature, that prevent feedback from changing professional practice.  

Patient experience can also be used as an evaluation tool to measure which services 

are appropriate and provide value for money (National Quality Board 2015), and 

make the healthcare system more in tune with patients’ needs and expectations 

(Contandriopoulos et al. 2014; Roberts et al. 2014). Furthermore, it can be used to 

increase accountability to commissioning boards, trusts, the government and patients 

(Robert and Cornwell 2011). Robert and Cornwell (2011) argue that measuring patient 

experience can also increase transparency if shared in the public domain, while Jabbal 

(2016) states that patient experience can be used by regulators for quality assurance, 

performance assessment, and by patients for informed choice.   

Table 2-2: Aims of collecting patient experience feedback.  
Adapted from a literature review conducted by Russell (2013)  

Aims of collecting patient experience feedback Supporting source 

1. Provide information (Kalucy et al. 2009)  

2. Measure quality of healthcare services (Raleigh and Frosini 2012) 

3. Improve quality of healthcare (Evans et al. 2007) 

4. Change professional practice (Ivers et al. 2012) 

5. Evaluate innovations (De Leon et al. 2012) 

6. Improve the quality of specific interventions (Hancock et al. 2012) 

7. Measure coordination of care (Robert and Cornwell 2011) 

8. Compare health services (Fung et al. 2008) 

9. Rate healthcare services (O’Dowd 2012) 

10. Improve compliance (Browne et al. 2010) 

Although policy initiatives in the NHS have strongly advocated the collection of 

patient feedback, the question really is whether patient feedback has led to 

improvement. Coulter et al. (2014) argues that there is not enough evidence to 

suggest patient feedback is being used, with clinicians ignoring the data, or 

mistrusting it (see section 2.4.3 for a discussion on GPs’ attitudes towards patient 

feedback). However, a systematic review of literature on the association between 

patient experiences and other measures of healthcare quality found that patient 

experience measures, as long as they are implemented correctly, are ‘intrinsically 

meaningful’, and complement other clinical and outcome measures (Price et al. 

2014).  
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Despite this, results of multiple surveys with over 140,000 NHS staff found that 41% 

of them had not received patient experience training, and 22% believed it did not 

apply to them (Robert et al. 2014). The authors recommended that patient experience 

be incorporated into NHS staff training.  

Methods to collect patient feedback in the NHS - Patient experience feedback can 

be measured in a variety of ways (see Figure 2-4) and guidelines for measuring 

feedback have been provided by the NHS (see NHS Institute for Innovation and 

Improvement 2009); and in academic literature (see Brown et al. 2009; Edwards et 

al. 2015; Silva 2013). There does however appear to be a consensus that there is no 

one perfect method for gathering patient experience feedback, with each method 

having strengths and weaknesses (Brown et al. 2009; Coulter et al. 2014; Entwistle et 

al. 2003). This is why Entwistle et al. (2003) argue that healthcare providers should 

offer a range of complimentary feedback methods, so that all patients have the 

opportunity to give their views, and providers can use patient views to improve the 

quality of care and services.  

More generalisable

Less generalisable

More descriptiveLess descriptive

Surveys

GP Patient Survey

NHS Patient survey 

Bereaved Voices

Cancer Patient 

Experience Survey

NHS Staff Survey

PROMs

Friends & Family Test

Feedback tools

(Kiosks, SMS, Apps) E.g. 

Hospedia, Synapta, 

Feedback Apps

Online reviews & 

ratings

NHS Choices

Patient Opinion

iWantGreatCare

Care Connect

Public meetings

NHS Trusts

CCGs

Social media 

listening

Salesforce

Polecat

Healthberry

Complaints and compliments

Patient stories

HealthTalkOnline

Patient Voices

Focus groups & 

patient forums

NHS Trusts

CCGs

PPGs

Healthwatch

Patient organisations

In depth interviews

Experience Based 

Co-Design

 
Figure 2-4: Matrix of methods that could be used to measure patient and carer experiences of health services 

in the NHS.  
Adapted from Silva (2013) and Wellings (2016).  
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2.4.1 Patient experience feedback in general practice in England 

In general practice in England, there are a multitude of ways in which patients’ views 

and experiences can be captured (Gillam and Newbould 2016), both in terms of the 

type of feedback that is captured and the means by which it is gathered (Wensing and 

Elwyn 2003). The most popular methods to currently collect patient feedback in 

general practice are the Friends and Family Test (FFT), GP Patient Survey, and 

feedback collected through patient participation groups (PPGs). Other methods of 

giving feedback such as OPF websites are available to all NHS users who are online, 

although it is unclear how well they are promoted by GP practices (further details 

about OPF is in Chapter 3). Table 2-3 illustrates the methods that patients and carers 

can currently use (in 2016) to give feedback in general practice, and their key 

characteristics.  

Table 2-3: Sources of capturing patient feedback in general practice in England in 2016, and characteristics of 
each method  

(The list of methods was adapted from Gillam and Newbould (2016)) 

Method Is the method 
available to 
all patients? 

Is it mandatory 
for the 

practice/GP to 
implement? 

Is the response 
from GP/practice 

in the public 
domain? 

Can the 
practice/GP 

respond to the 
patient that left 
the feedback? 

Friends and Family 
Test (FFT) 

    

GP Patient Survey     

In-house surveys and 
suggestions boxes 

At the 
discretion of 
the practice 

 At the discretion of 
the practice 

At the discretion 
of the practice 

Surveys for re-
validation 

    

Patient participation 
groups 

    

Care Quality 
Commission (CQC) 
ratings 

    

Complaints procedure     

Online patient 
feedback (OPF) 
websites 

    

Social media and 
Insight dashboard 

    

Friends and Family Test - The Friends and Family Test (FFT) was launched in 2013, 

and it is a single question measure or intervention based on the Net Promoter Score 

(NPS) (The NPS is used widely by retail companies, as well as in other industries, see 
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Grisaffe 2007). The single question quantifies the response asked to patients: “How 

likely are you to recommend our service to friends and family if they need similar care 

or treatment?” It has a scale ranging from extremely likely to extremely unlikely, and 

is followed by a brief optional comment from the patient explaining the reason for 

their score (NHS England 2016b, 2014c). It can be implemented in any way the 

practice prefers, such as paper-based questionnaires, digital tools or text messages 

(Coulter 2016).  

FFT has now been launched in most NHS funded services in England (NHS England 

2016b), and GPs are under contractual obligation to implement FFT in general 

practice (NHS England 2014b). NHS England (2013) argues that the FFT test is 

advantageous because it is close to ‘real-time’ feedback – therefore service providers 

can make changes based on it very quickly – and it is open to all patients to leave 

feedback. It appears that many patients are taking up the opportunity to leave 

feedback using FFT (Powell et al. 2015), with 10 million responses recorded in two 

years (NHS England 2016a), and by May 2016, over 20 million (NHS England 2016c).  

However, the FFT has also come under considerable scrutiny, and criticism has 

mainly been around three issues: the mode of questioning, the way the FFT is 

administered, and the way the data is used (Picker Institute Europe 2014). Critics 

argue that a single response to a question will not identify the reasons behind the 

response, more critically what changes are needed to improve the service, and 

furthermore patients may find it difficult to summarise their entire experience into a 

response to a single question (Davis and Panagiotopoulou 2014; Picker Institute 

Europe 2014). Despite this, Hamilton et al. (2014) found that over a 5 year period, 

96.5% of their 6,186 patients undergoing limb joint replacement at a large university 

hospital in England responded to the FFT question in their satisfaction questionnaire.  

There were also concerns about the difficulties that patients may encounter when 

interpreting the FFT results presented on the NHS Choices website (Davis and 

Panagiotopoulou 2014). NHS England (2014c) has since promised to present the 

results in a clearer and more understandable format. Coulter (2016) also criticised 

FFT and questioned their reliability and validity because of the lack of control over 

sampling procedures and the inability to calculate a response rate. Furthermore, a 

recent study by Dutch academics found that the NPS score was less valid as a 

measure of patient experience than existing measures used in the Netherlands (Krol 
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et al. 2015). However, researchers in the UK found, after prospectively assessing 6186 

patients, that although the Net Promoter Score (NPS) (used in FFT) was different to 

satisfaction responses, it did measure patient experience of receiving care, which 

other metrics did not measure (Hamilton et al. 2014).  

Despite the criticism, the Government’s mandate to NHS England for 2020 is to 

increase the number of people using the FFT to recommend services, and use it 

alongside other sources of feedback for service improvement (Department of Health 

2016). There is however little known about how ‘visible’ FFT is in practices and 

clinics. The same could be asked about other methods, including OPF websites.     

GP Patient Survey - In general practice in England, patient experience feedback has 

been traditionally collected primarily through patient surveys (Goodwin et al. 2011). 

The GP Patient Survey is an annual national postal survey, first introduced in 2006, 

to measure patient experience of healthcare services in general practice, including 

access, quality of care and satisfaction. It is sent on behalf of NHS England to 

randomly selected patients from all GP practices in England, and patients respond 

anonymously (NHS England 2016d). The results of the survey are published on the 

GP Patient Survey website (https://gp-patient.co.uk/). 

The results of the GP patient survey were also included in the quality and outcomes 

framework (QOF) from 2009 to 2011, and during this period, GP practices were given 

financial incentives when patient experience quality indicators were achieved (HSCIC 

2016a). Policy initiatives such as these suggest that measuring patient experience data 

through surveys will improve the quality of care provided to patients. However, there 

is an increasing amount of evidence to suggest that patient experience survey data is 

not being used effectively in general practice to bring change or improvement 

(Asprey et al. 2013; Barry et al. 2015; Boiko et al. 2014; Coulter et al. 2014; Edwards et 

al. 2015) (further details about GP attitudes towards patient survey data can be found 

in section 2.4.3).  

In-house surveys and suggestions boxes – In-house surveys developed by the 

practice or adapted from other questionnaires are available in some practices (Gillam 

and Newbould 2016). Some practices may also have suggestion boxes. However, there 

are no requirements from the NHS for practices to provide either of these methods to 

https://gp-patient.co.uk/
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collect feedback from patients, and they are under no obligation to make the 

responses to these surveys public.  

Surveys for re-validation – As part of the re-validation process for GPs, since 

December 2012, GPs are required to gather patient feedback as well as colleague 

feedback for re-validation (GMC 2016). The General Medical Council (GMC) provides 

a template questionnaire that GPs can use, and GPs are advised to seek a minimum of 

34 patient responses (GMC 2016). The responses to the questionnaire are not made 

public.  

Patient participation groups – In 1972, the first patient participation groups (PPGs) 

were established in general practice under the Royal College of General Practitioners 

(RCGP), with an aim to be the voice for patients and be involved in the improvement 

of services (Box 2009). The remit of PPGs is wide and the volunteer patients’ roles 

can vary from collecting patient feedback to involvement in research, commissioning 

and improving services (Box 2009; Gillam and Newbould 2016; Nagraj 2011; 

Newbould et al. 2015) . 

Despite policy initiatives encouraging PPGs, the uptake was slow, and by the early 

1990s there were only an estimated 300 PPG groups. However in 2011, there was an 

exponential increase in the number of PPGs because the government financially 

incentivised setting up ‘patient reference groups’ (although optional) in the GP 

contract (Gillam and Newbould 2016; NHS Employers 2011). This meant that by 2013, 

two thirds of all practices had a PPG (Withers 2013). The enhanced service payment 

for PPGs was stopped in April 2015.  

Despite little mention of PPGs in recent policy documents from the government 

(Gillam and Newbould 2016), the requirement remains in the contractual agreement 

for a practice to provide a PPG (NAPP 2016; NHS Employers 2014). The CQC also 

places importance on collecting feedback from PPGs during an inspection (Newbould 

et al. 2015).  

However, there is no mandate from NHS England on how a PPG should be run (and 

there has never been) and there is no obligation to record the activities of the group 

(Gillam and Newbould 2016; NHS Employers 2014). PPGs have freedom as to how 

they are organised and what activities they are involved in (Box 2009), and this 

Nagraj (2011) argues makes it not only difficult to assess their impact, but also to 
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establish and sustain them. They have also come under criticism for being 

unrepresentative (Gillam and Newbould 2016), while members of the group have 

complained that their voices are not heard (Newbould et al. 2015). Gillam and 

Newbould (2016) suggest this is because the aims of PPGs are not well defined, there 

is limited training or resources, and there are no incentives.   

Despite this, Gillam and Newbould (2016) still argue that although there are a wide 

range of sources from which patient feedback is collected, PPGs are unique because of 

their long term presence and intimate nature, which they suggest means that 

feedback given through PPGs is more likely to be used for improvement, and also a 

two-way conservation with the patient is easier to establish.   

It seems that although PPGs have their limitations, and have not been mentioned in 

recent policy documents, it is unlikely they will be abolished in general practice due 

to them being well established since 1972. There is little evidence so far on how useful 

or effective they are in collecting patient feedback and ensuring that feedback is used 

for improvement purposes.  

Care Quality Commission ratings – The Care Quality Commission (CQC) was 

established in April 2009 as an independent new health and social care regulator to 

ensure that the NHS provides patients with high-quality safe care (National Quality 

Board 2015). Since the commencement of their new approach to inspection in 

October 2014, they have inspected 45% of all GP practices in England (CQC 2016a). 

While inspecting a practice, they collect patient feedback to help make their 

assessment. The results of the inspection are published on their website (CQC 2016b). 

They do not collect patient feedback about GPs or practices outside of their 

inspection remit (CQC 2016b).  

In January 2016, the CQC came under criticism from the British Medical Association 

(BMA) who called for a reform to the body. A survey by the BMA GPs Committee 

with 1900 GPs found that 90% of GP practices believed that CQC’s inspection ratings 

were ‘too simplistic or misleading’ to accurately measure quality of care (BMA 2016a).  

Complaints procedures – All general practices in England are under contractual 

obligation to have a complaints procedure in place for patients to complain, and the 

CQC, when inspecting a practice could ask the practice about how complaints are 

being dealt with, and how they are being used to improve services and the quality of 



Chapter 2  | 28 

 

care (BMA 2016b). There is no requirement however to share complaints with NHS 

England. Practices must send an acknowledgement of receipt to the patient within 

three days, and are encouraged to address the complaint as soon as possible (BMA 

2016b).  

The NHS complaints guidance (Department of Health 2015a) outlines that if patients 

are not happy with the practice’s response, they can complain directly to the 

commissioner (NHS England). If the patient is still not happy with the response 

provided, they can ask the independent Parliamentary and Health Service 

Ombudsman to look at the complaint. If a patient needs support with making a 

complaint, they are encouraged to contact either the local council, local Healthwatch 

or PALs. 

Online patient feedback (OPF) websites – Patients are able to leave feedback and 

rate their experience of care received in general practice on websites such as NHS 

Choices and iwantgreatcare.org. As OPF is the focus of this thesis, it will be discussed 

in detail in Chapter 3.  

Social media and Insight dashboard – Social media, such as Facebook and Twitter 

could be used by patients to leave feedback about their experience of healthcare. NHS 

England is currently (as of May 2016) trailing a new social media and insight 

dashboard (in beta: http://insightdashboard-dev.appspot.com/). It was described in 

the Transforming participation in health and care report by NHS England (2013) as a 

dashboard that would collect patient feedback from social media platforms, and 

present them in a way that could be easily understood by the public and the local 

Healthwatch.  

The report also emphasised the importance of harnessing patient feedback from 

social media, and describes it as an “emerging, fast growing and important source of 

insight” (NHS England 2013). Greaves et al. (2013a) also argued in 2013 that 

harnessing already existing data on social media could inexpensively provide new 

insights into the quality and safety of care. However, Greaves et al. (2014b) conducted 

a study in 2014 analysing tweets directed at hospitals in England and found that there 

was no association between sentiments on twitter and other formal measures of 

quality. They suggested that policy makers need to re-evaluate whether statements on 

social media can really be used as a way of monitoring quality of care. Furthermore, it 

http://insightdashboard-dev.appspot.com/
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is still not clear whether most GP practices and hospitals have a social media 

presence, and whether they are using social media to harness patient feedback.   

However, CareConnect, a multi-channel feedback website was piloted by the NHS 

(see section 3.2.2) between 2013-2015 which gave patients the opportunity to leave 

feedback using Twitter and Facebook (Shah 2015). The researcher monitored tweets 

on Twitter sent to @careconnectNHS and found that although the service ran for over 

a year, there were no tweets to them from the public giving feedback or complaining 

about a GP. 

In summary, social media is available to all internet users to comment or complain 

about their experience of receiving care if they wish to do so. There is evidence to 

suggest that the public are discussing health issues on Twitter (Antheunis et al. 2013; 

Lupton 2016), and this is also demonstrated by the Healthcare Hashtag Project4 

operated by Symplur (2016), and the successful #hellomynameis campaign run by 

patients in the UK on Twitter (O’Dowd 2016b). However, there is little evidence to 

date to establish whether patients are using social media to leave feedback about 

their experience of general practice in England.  

2.4.2 Patients’ preferences and attitudes towards giving feedback in general 

practice 

In 2001, the Department of Health commissioned an independent national evaluation 

of the complaints procedure in the NHS, and found that many of the complainants 

were highly dissatisfied with the complaints procedure, especially due to the attitude 

of staff when a complaint was raised, and poor communication (Posnett et al. 2001). 

Similarly, Entwistle et al. (2003) conducted a population survey with 1951 Scottish 

NHS patients and found that many patients were reluctant to give negative feedback 

about their care to healthcare providers, and what they called a significant minority 

(around 5% for inpatient care and 1% for GP care) would not use any method to give 

feedback, because they did not believe the provider would be responsive. Litva et al. 

(2002) also conducted eight focus groups and interviews in England and found that 

although the public were eager to be involved in system and programme-level 

                                                      
4
 This website analyses twitter data related to healthcare, and produces a database of relevant 

hashtags that people can follow, with an aim to connect people in healthcare more efficiently. 
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decisions, they were reluctant to be involved in patient-level decisions, such as which 

of two patients should get a novel treatment.  

Coulter et al. (2014) and Entwistle et al. (2003) both argue that there is no one 

perfect method for collecting patient feedback, and the study by Entwistle et al. 

(2003) also appears to support that. Entwistle et al.'s study (with 1951 Scottish 

patients) also asked respondents who they would raise concerns with about poor care 

from a GP, and found that: 49.2% said they would talk to another GP in the practice; 

28.8% said they would talk to the same GP again; 13.2% said they would contact a 

patient representative; 3.7% said they would contact the practice manager; 1.2% said 

they would telephone a NHS comments line; 0.9% said they would use a NHS 

feedback website; and 0.2% said they would fill in a NHS feedback form. This 

suggests that the majority of Scottish patients prefer to raise concerns about poor 

care from a GP, with GPs themselves.  

However, this study was conducted 13 years ago, and the NHS feedback website was 

not available then to use, but was rather suggested as an idea to patients. 

Furthermore, this hypothetical feedback website was described to patients as a 

private website where patients could submit feedback that would then be passed on 

to the relevant healthcare provider, with no suggestion that the feedback would be 

left in the public domain (as OPF websites currently are). Furthermore, internet 

usage and attitudes towards the internet have changed since 2003. Therefore, patient 

attitudes towards the NHS feedback website and other OPF websites, as well as 

patients’ most preferred method to leave feedback still needs to be determined.  

Having said that, the same study by Entwistle et al. (2003) also reported the reasons 

why patients chose one method of feedback over another. This included the 

perceived ease of use, likelihood of being heard, feedback being used for 

improvement and how that could help others, as well as the uptake of staff time and 

resources. These factors although found in 2003, may still be useful to evaluate any 

new methods of feedback introduced in the NHS. It would also be beneficial to 

explore whether these reasons for preference of one feedback method over another 

still stand.  
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2.4.3 GPs’ attitudes towards receiving and using patient feedback  

Although the NHS places great emphasis on GPs using patient feedback to improve 

care and services (as discussed earlier in section 2.4), recent studies exploring the 

attitudes of GPs towards patient survey feedback paints a different picture. 

Boiko et al. (2014) conducted focus groups with staff from 14 English general 

practices to explore their views on patient feedback obtained from surveys. They 

found that staff acknowledged the usefulness of feedback but questioned the survey’s 

validity and reliability, both in terms of the way it is implemented and the actual 

questions asked. Asprey et al. (2013) also conducted interviews with practice staff 

(including GPs) in 10 general practices and found that GPs questioned the credibility 

of the GP Patient Survey results, believing that the results were not representative for 

example, or that the response rate was too low. A report funded by the Department of 

Health (Carter et al. 2009) also mentioned that some GPs were concerned that 

patients may not be able to accurately recall their experience weeks or months later.   

Studies also suggest that GPs are facing difficulties using or understanding the survey 

data. Boiko et al. (2014) for example found that using the survey feedback data only, 

staff found it challenging to implement changes. In a study conducted by Asprey et al. 

(2013), GPs felt that survey data did not give enough detail to take action towards 

improvement, while GPs in South Wales suggested that patient experience surveys 

were difficult to interpret because it was not clear whether the feedback was aimed at 

an individual GP or the practice as a whole, and also whether it was directed towards 

the GP as a person or towards his or her professional behaviour (Edwards et al. 2011). 

GPs in the latter study also did not feel confident about using the feedback to make 

changes.  

Barriers to using the results of patient surveys have been identified in the literature 

and, as mentioned earlier, these can be individual, organisational and systemic 

(Russell 2013). A systematic review conducted by Miller and Archer (2010) concluded 

that there was limited evidence that multisource feedback would lead to an 

improvement in performance of doctors. In contrast, a Cochrane systematic review 

conducted by Ivers et al. (2012) established that feedback does lead to minor yet vital 

changes to professional practice. However, this really depends on who is being 

surveyed and how the results are then presented back to the professionals. They 
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suggested that further studies are needed to compare the effectiveness of different 

feedback methods.  

Edwards et al. (2011) on the other hand suggest that clarification is required as to who 

the results of the patient survey are targeted towards and for which purpose, while 

Boiko et al. (2014) suggest more guidance is needed from the NHS on how staff in 

primary care (including GPs) can make effective use of patient survey data to bring 

improvement.  

It is important to note that that in all of the aforementioned studies, GPs did 

acknowledge the positive aspects of patient feedback, although they were sceptical 

overall about the value of patient survey data. In the study by Asprey et al. (2013), GPs 

were found to have positive attitudes towards feedback, and GPs in Edwards et al.'s 

study (2011) believed patient feedback was ‘highly important’. GPs in Boiko et al.'s 

study (2014) acknowledged the usefulness of feedback and recognised that survey 

feedback could be therapeutic to patients as patients will feel their voice is being 

heard, and it could also be used for improvement and for re-validation of GPs. 

In summary, the aforementioned studies show that that GPs’ attitudes towards 

patient feedback are positive, however they have concerns about the credibility of 

patient surveys. GPs have difficulty in making sense of the survey data and are not 

using patient survey feedback currently for improvement, because the data as it 

currently stands and is presented does not appear to be fit for use.  

Studies could not be found in the literature that explored GPs’ attitudes towards 

other feedback methods, such as feedback from OPF websites or the FFT. However, 

interestingly, a recent large qualitative study with over 10,000 doctors in the UK 

found that the complaints procedure has had a detrimental impact on doctors’ 

wellbeing, and makes them practice more defensively (Bourne et al. 2016). The 

doctors proposed that complaints procedures need to be “simplified, time-limited and 

more transparent”.   

2.5 EMERGENCE OF THE ‘EMPOWERED’ E-PATIENT 

The rise in the use of internet for health - There has been an increase in the usage 

of internet around the world, and in the UK, 87.9% of adults were found to have used 

the internet in the past 3 months (Office for National Statistics 2016). Furthermore, 
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86% of households now have access to the internet, with 78% of households 

accessing it every day (Office for National Statistics 2015a). Similarly, there has been 

an increase in the number of people using the internet for health purposes. In 2015, 

the Opinions and Lifestyle Survey found that 49% of the population in the UK had 

used the internet to look for health related information, in comparison to just 18% in 

2007 (Office for National Statistics 2015a).  

This suggests that the internet is becoming an increasingly popular source of health 

information for patients, with patients able to connect to each other and share 

experiences using social media, blogs, chats, forums, wikis, and on specially designed 

online health communities such as PatientsLikeMe (van der Eijk et al. 2013; Lupton 

2013). Lupton (2013) argues that patients are using technology to become experts of 

their own healthcare, and are being encouraged to use technology to monitor their 

own care.  

Policy changes in the NHS to ‘empower’ patients – A shift in policy in the NHS to 

‘empower’ patients was discussed briefly in section 2.3 under PPI. The NHS Plan 

2000 under the new Labour government provided this major shift, and Forster and 

Gabe (2008) explain that the plan used four strategies to ‘empower’ patients. Firstly, 

better information about health services and treatments was promised, including the 

introduction of patient choice. Secondly, shared decision making was introduced in 

an effort for patients to be treated as ‘partners’; however little guidance was given on 

how this could be implemented. Thirdly, the Patient Charter was revised to resemble 

a contract between the NHS and its clients, with views being sought from surveys 

that would be standardised, nationalised, integrated into hospital performance 

ratings and publicised, as well as the establishment of the PALs and the Independent 

Complaints and Advocacy Service (ICAS). Fourthly, patients were encouraged to self-

manage their own health, and this led to the creation of The Expert Patient in 2011, 

which although was innovative, its effectiveness to improve healthcare outcomes has 

been questioned (Forster and Gabe 2008). 

More recent government policy also prioritised patient empowerment, with the 

promise of “no decision about me, without me" across health policies (McAllister et 

al. 2012; NHS England 2013) and in the NHS constitution (Department of Health 

2015b). 
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Emergence of the ‘empowered’ or digitally engaged e-patient – Both of these 

factors – changes in policy and the increasing use of internet for health – alongside an 

increasing emphasis on democracy and citizen power appear to be leading to a 

transformative cultural shift from traditionally passive patients to ‘empowered’ 

e-patients, where patients and healthcare professionals are seen as equally involved in 

decision making processes, and patients self-manage their illnesses.  

Lupton (2013) describes this as the emergence of the ‘digitally engaged’ rather than 

‘empowered’ patient. This appears to be further supported by a recent CQC report 

(based on an analysis of multiple sources, including national patient survey data) 

which found that there has been no improvement in patient involvement in the NHS 

in the past 5 years, with a significant minority of people consistently reporting that 

they do not feel involved or only to some extent in their own healthcare (Care Quality 

Commission 2016). Therefore, while there is not enough evidence to suggest that e-

patients are truly empowered, there is evidence to describe them as ‘digitally 

engaged’; using digital media to become more informed about their own healthcare 

and sharing that knowledge with other patients too (van der Eijk et al. 2013; Lupton 

2013). 

2.6 RISE IN USAGE OF RATING WEBSITES FOR PRODUCTS AND SERVICES  

In the past decade, due to the advancement of internet technologies, there has been 

an exponential increase in e-commerce and online consumer reviews (Schuckert et al. 

2015; Zhang et al. 2014). Consumers can leave their views and evaluations of a 

product or a service on either rating websites or other digital media platforms like 

blogs, forums, e-commerce platforms and social media. Other consumers then use 

these reviews and ratings in their decision-making for purchase.  

Retailers are also harnessing online consumer reviews as a marketing tool, and some 

are encouraging consumers to evaluate products and services online (Floyd et al. 

2014). For example, Amazon.com had 35 million reviews on its website by March 2013 

(Leskovec 2016), and their reviews appear to be so popular that under their Vine 

programme, they give free products to selected customers to review (Amazon 2016). 

Another well-known consumer review website is TripAdvisor.com, which allows 

travellers to read and review hotels and travel sites. The reviews and ratings together 
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produce a ranking list of hotels or travel sites within an area. The website has millions 

of global visitors daily, and according to Jeacle and Carter (2011), independent 

travellers place an increasing amount of trust in the reviews on Trip Advisor.  

There has been considerable focus in academic literature on online consumer 

reviews, and Lee and Youn (2009) suggest that studies either focus on the market 

level (to determine whether reviews can affect sales and revenues) or on the 

individual level (to determine whether online reviews affect consumers' decision 

making). For the market level, two recent meta-analyses have confirmed the strong 

impact of online consumer reviews on sales (Babić et al. 2015; Floyd et al. 2014). On 

an individual level, Cheung and Thadani (2012) conducted a literature analysis, and 

produced an integrative framework of the impact of online consumer reviews, 

outlining that there were several crucial dependent factors, including the adoption of 

online reviews, product attitude and purchase intention.  

The expectation when reviews are in the public domain would be that reviews would 

drive significant behaviour changes in the service provider in order to control their 

reputation. For example, negative reviews on Trip Advisor can be very damaging to 

the hotel, so one would expect the hotel to make changes based on the reviews. A 

study conducted by Cunningham et al. (2010) between 2007 and 2009 using Trip 

Advisor reviews found that an increased awareness of Trip Advisor among hotel 

managers in the Irish hotel sector led to improvement in quality. However, in the 

same period, a similar level of improvement could not be found in Las Vegas hotels, 

and this they suggest is because a huge number of reviews were already prevalent for 

Las Vegas on Trip Advisor. Whether a similar type of behavioural pattern can be 

found in healthcare and OPF still needs to be determined.  

Nevertheless, there are multiple surveys, mainly at industry level that suggest that 

consumers are increasingly using and giving online reviews for products and services 

(for example PwC Global (2016) and Euromonitor (2013)). A survey of 2674 UK 

residents by Ofcom (2014) found that 44% of adults in the UK use consumer reviews. 

Furthermore, 56% of people who buy things online say they often read user reviews, 

but only 11% often write them. It is yet to be determined whether a similar 

discrepancy between using online reviews and writing reviews can also be found in 

healthcare.  
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The growth in online consumer reviews and electronic communication had appeared 

to reach such epic acceptance and usage levels that an app called ‘Peeple’ was 

proposed in 2015 to rate and review any person (Kleinman 2016). However, the app 

raised criticism and backlash from the public, and it was therefore amended and re-

launched in Canada and USA in March 2016. The updated app gave those who are 

rated full control over which reviews go on their profile page, and the star rating 

system was also removed (Kleinman 2016). The backlash from the public hinted 

towards strong negative public attitudes towards personal rating systems being in the 

public domain. Research is still needed to determine whether the public have the 

same negative attitude towards online ratings systems about healthcare professionals, 

and also how healthcare professionals perceive such personal ratings and reviews of 

themselves being online in the public domain. Knowing this could help determine 

whether OPF websites are of some value to patients and healthcare professionals.  

In summary, there is no doubt that the proliferation of online consumer reviews has 

transformed the lifestyle of internet users, many of whom are unable to book a hotel 

or make a large purchase without having consulted consumers’ reviews first. Whether 

a similar type of need is found in healthcare remains to be determined, and this will 

be discussed in further detail in Chapter 3. 

2.7 SUMMARY   

This chapter reviewed the different factors and policies that led to the evolution of 

OPF websites (or doctor rating websites), providing the context and overview of the 

field in which OPF sits. The review suggests that PPI, patient choice, public reporting 

of performance measures, as well as societal and technological changes (with the 

increase in use of the internet, online consumer review websites and the emergence 

of the e-patient) all appear to have contributed to some extent towards the 

introduction of OPF websites. OPF may also be a drive towards an increase in 

transparency, improvement, choice and patient empowerment. The next chapter will 

explore whether there is any evidence in the academic literature to suggest that this is 

true. The chapter will also review OPF websites in NHS policy and practice, and 

establish the research needs and the research question.  
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 CHAPTER 3 - ONLINE PATIENT FEEDBACK (OPF) IN POLICY, 

PRACTICE AND ACADEMIC LITERATURE  

This chapter reviews online patient feedback (OPF). The first half of the chapter 

reviews how OPF appears in health policy in England, followed by an analysis and 

explanation of the different OPF websites in England. The second half presents a 

review of OPF in academic literature, and concludes by establishing the research 

question and objectives.  

3.1 OPF IN NHS POLICY 

The NHS Policy on gathering patient experience feedback was discussed in Chapter 2. 

This section reviews NHS policy specifically in relation to OPF.  

The NHS first introduced an OPF website - the NHS Choices website (www.nhs.uk) - 

in 2007 (NHS Choices 2010). From the beginning, users had the opportunity to 

comment on their hospital experience, and in 2009 patients were also able to 

comment on their primary care experience. In early policy documents, the emphasis 

of the NHS Choices website appeared to be more on patient choice, rather than 

collecting patient experience feedback (see Department of Health 2008a).  

Similarly, NHS Choices was introduced in the media as a Trip Advisor style website 

(Smith 2009), with the then Health Minister Ben Bradshaw famously commenting: “I 

would never think of going on holiday without cross-referencing at least two guide 

books and Trip Advisor. We need to do something for the modern generation in 

healthcare” (Carvel 2008). Despite the BMA’s GP committee criticising such an 

approach and describing it as ‘irresponsible’ (Carvel 2008), the NHS 2010-2015 five 

year plan proposed in 2009 by Andy Burnham reiterated that the NHS will continue 

to expand the range of patient feedback available on the NHS Choices website 

(Department of Health 2009a).   

In early 2012, the NHS Future Forum recommended that the Government set out a 

clear way forward on how patient generated comments through all forms of social 

media can be recognised and used to improve services (NHS Future Forum 2012). The 

government accepted the recommendation and promised to set out a way forward, 

whilst commenting: “feedback, comments and complaints, via all forms of social 

http://www.nhs.uk/
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media, have the potential to offer valuable insight into people’s experience of health 

and care services” (Lansley 2012). Yet to date, NHS trusts and organisations are under 

no obligation to respond to or use the comments left by patients on NHS Choices or 

on social media; and little is known about how and if the comments are being used 

for improvement or for choice by patients.  

A discussion paper by The NHS Confederation (2012) warned NHS organisations that 

formulaic responses to patient feedback, both online and offline, can harm their 

reputation. Furthermore, they envisaged that as the volume of stories through social 

media will rise, skilled frontline staff may enter online conversations with patients 

directly, instead of PALs or the director of communications responding to the 

feedback. They also argued that the transparency of OPF can become a driver of 

cultural change and change organisational and professional behaviour (The NHS 

Confederation 2012). However, there is little evidence to date to suggest this is 

happening.  

In July 2013, Tim Kelsey, the National Director for Patients and Information at NHS 

England announced that in response to the Mid Staffordshire crisis, a new ‘Trip-

Advisor’ for patients will be introduced in the NHS, so that patient and carer 

experiences are transparent, and could be used to improve healthcare outcomes 

(Kelsey 2013). In September 2013, the Transforming participation in health and care 

guide for commissioners from NHS England (2013) named the website as 

CareConnect, and recommended that to improve patient experience, feedback should 

be collected using a range of methods (see Chapter 2), including online feedback 

websites such as CareConnect and Patient Opinion, as well as complaints, social 

media and the Friends and Family Test (FFT) (there was no mention of the NHS 

Choices website). Although CareConnect was piloted between July 2013 and February 

2014, it was abolished in 2015 (McBeth 2015) (further details about CareConnect are 

in section 3.2.2). The difference between the NHS Choices feedback website and 

CareConnect was that CareConnect’s focus was solely on collecting patient feedback 

(and not patient choice), whereas NHS Choices catered for both choice and feedback.  

Interestingly, since 2013, there has been no mention of OPF in NHS policy 

documents, such as the Handbook to the NHS Constitution (Department of Health 

2015b), although FFT and the Local Healthwatch are mentioned under the right of 

patients to leave feedback. The NHS complaints guidance (Department of Health 
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2015a) also mentioned the FFT and local council as channels to leave feedback, and 

the local Healthwatch and PALs for advice on giving complaints, but there was no 

mention of OPF websites. This is an interesting development, especially considering 

that the NHS Choices feedback website is still live (as of writing this – Aug 2016), and 

the NHS very recently invested heavily in creating a new OPF website (CareConnect), 

despite it being very similar to an already existing independent OPF website called 

Patient Opinion. The different OPF websites available in England are discussed in the 

next section. 

3.2 OPF WEBSITES IN ENGLAND 

3.2.1 Users and providers of OPF websites 

The stakeholders of OPF include both providers and users (see Figure 3-1). Patients 

are both providers of OPF (when leaving feedback) and users of OPF (when choosing 

a healthcare provider). Similarly, NHS England is also a provider of OPF (because it 

provides an OPF website called NHS Choices) and is a potential user of OPF (because 

they can use the website to monitor healthcare providers). Other stakeholders such 

as Clinical Commissioning Groups (CCGs) may also have an interest in OPF, because 

they could also use the feedback to audit and monitor healthcare providers. However, 

there is little known about how and to what extent any of these stakeholders 

(including patients) are using OPF, and for which purposes.   

Patients

GPs

GP PracticeNHS England

Department of Health

CQC

GMC

CCGs

Independent 
specialist OPF 

providers

PALs

Healthwatch

Other providers 
(non specialist)

Providers of OPF Users of OPF 

 
 Figure 3-1: Stakeholders of OPF in England (as of Aug 2016).
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The different ways patients can use the internet to leave feedback about GPs and exercise choice

GP can be named
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using the internet

2

The different colours show who owns the website and matches the colours on the previous diagram
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websites for 
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Specialist OPF 
websites for 

feedback and choice

 

Figure 3-2: The different ways patients can use the internet to leave feedback about GPs and exercise choice (as of Aug 2016)
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3.2.2 Different websites for patient feedback about GPs 

If a patient in England would like to leave feedback about his or her GP using a 

website, there are different ways they could do this (see Figure 3-2).  

Specialist OPF websites – There are two types of specialist OPF websites in 

England: i) allows patients to leave feedback, and also use patient feedback to make a 

choice of provider, with the design of the website suggesting a greater emphasis on 

choice; and ii) designed to elicit feedback only (and not for the patient to use the 

feedback for choice). The latter type of website allows the patient to track changes 

made using their feedback in real-time. 

(i) Specialist OPF websites for feedback and choice (but cannot track 

changes nor multi-channel) – There are two major websites in the UK that 

are specifically designed for patients to leave feedback for health service 

providers and use the feedback to decide which provider to see (both are live 

as of Aug 2016): 

 

a. NHS Choices feedback website (a practice-based OPF website) 

(http://www.nhs.uk/Pages/HomePage.aspx) – This government run 

website started in 2007. It allows patients to choose a provider based on 

patient feedback and encourages patients to leave feedback for health 

services run by the NHS, in England (NHS Choices 2010). Studies have 

analysed the content of the patient feedback left on this website too (see 

section 3.3).   

 

Since 2009, this website allowed patients to leave feedback about their 

GP under the name of the GP practice where the GP works and it can 

therefore be categorised as a practice-based OPF website. The website 

also removes the name of the GP if mentioned in a piece of feedback, and 

all comments are moderated before they are posted online (NHS Choices 

2015). Patients can leave feedback anonymously on this website and are 

encouraged to do so (NHS Choices 2015). It is however unknown whether 

patients want to leave feedback anonymously; and whether they want to 

leave feedback that is anonymous to GPs or other healthcare 

professionals (and this is explored in Studies B and C of this research).  

http://www.nhs.uk/Pages/HomePage.aspx
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Based on the name and the design of the website, it could be argued that 

this website’s emphasis is more on patient choice rather than collecting 

feedback (although feedback is needed for patient choice). However, it is 

unknown how many patients are currently using this website to leave 

feedback or to exercise choice.  

 

b. iwantgreatcare.org website (mainly a physician-based OPF website) 

(https://www.iwantgreatcare.org/) – This independently run website 

started in 2008 and allows NHS and private healthcare patients to rate 

individual GPs and other healthcare practitioners about the care they 

have received in the UK. The website is much closer in design to the 

doctor rating websites found in the USA and Germany, because it 

requires patients to name and rate individual GPs.  

 

In April 2015, it also allowed patients to rate the GP practice as a whole. 

The website only allows patients to leave feedback for those GPs and GP 

practices that have registered on the website. Patients can also search for 

the name of the GP or healthcare practitioner and read reviews left for 

them, and can also leave feedback anonymously if they wish to do so 

(IWantGreatCare 2016).  

 

In 2012, this website also had an Apple based app for their feedback 

services, but it was not active in April 2015. It is unknown how much 

feedback is left on this website; how many patients are using this website 

to exercise choice or to leave feedback for healthcare providers; and why 

the feedback app became inactive.  

 

(ii) Specialist OPF websites for feedback only (can track changes and multi-

channel) – There are two websites in England that allow patients to leave 

feedback in public, and the design of the websites suggests that the feedback 

cannot be easily used for choice of provider. However, they do allow the 

patient to follow the changes made with their feedback in real-time: 

 

https://www.iwantgreatcare.org/
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a. Patient Opinion (https://www.patientopinion.org.uk/) – Patient Opinion 

was launched across England in 2006, and was originally partly funded by 

the Department of Health (Patient Opinion 2015b). It is an independent 

organisation that collects feedback for health services across the UK, and 

in April 2015, it ran a trial for collecting feedback for GPs in Sheffield. The 

service to collect feedback for GPs has not yet been launched across 

England.  

 

The website is unique in that it focuses on improvement or action, based 

on patient feedback. It does this by displaying a number of features for 

each patient comment submitted on its website: whether the feedback has 

been listened to; whether there has been a response; and whether a 

change has been made as a result of the feedback.   

 

b. CareConnect (https://www.nhs.uk/careconnect/choices) – This website 

was launched in July 2013 by NHS England as a pilot service for London 

and parts of the North East of England, and it ran until February 2014 

(Kelsey 2013; McBeth 2015). Like Patient Opinion, it showed the public in 

real-time what changes were being made as a result of the feedback left on 

this website (see Figure 3-3). Despite spending £1.25M to create the 

website, plans to launch it across England were scrapped (McBeth 2015), 

and the website was offline in April 2015.   

 

The only major difference between Patient Opinion and CareConnect was 

that CareConnect also allowed patients to leave feedback through text 

message, through twitter (@careconnectNHS) and via their Facebook page 

(the Twitter and Facebook accounts were deleted by April 2015). 

However, 381 tweets mentioning @careconnectNHS (between the period 

of Aug 2013 - Jan 2015) were analysed by the researcher in April 2015, and 

found that although the service ran for over a year, there were no tweets 

from the public giving feedback or complaining about a GP, which may 

suggest that patients may not be likely to leave feedback about GPs on 

social media. However, more evidence is needed to support this.  

https://www.patientopinion.org.uk/
https://www.nhs.uk/careconnect/choices
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Figure 3-3: A screenshot of the archived real-time dashboard of the CareConnect website (offline by April 

2015) 

Non-specialist websites for feedback and choice – Patients could leave 

unsolicited feedback for their GP on social media websites, such as Facebook, by 

either leaving a comment on the GP practice’s page, on the GP’s personal page (when 

their profile is public) or on any of the other NHS pages (such as the NHS trust page 

or the PALs’ page). Similarly, patients also appear to be leaving feedback on Twitter, 

and in particular for hospitals, as Greaves et al. (2014a) found. It is still unclear 

whether feedback left on these pages or to these accounts is even seen by the relevant 

practitioners or service providers. However, Greaves et al.'s study (2014a) does seem 

to suggest that some patients want to use Twitter to leave feedback about hospital 

care, but it is not clear whether this would apply to general practice too. It is also 

unknown whether there are particular circumstances where patients may consider 

leaving feedback on social media, instead of using other feedback methods.  

Likewise, patients are also leaving feedback and reviews for GPs and GP practices on 

generic rating websites, such as Google+. As the Google+ page is normally the first 

link in a Google search about a GP practice, the use of Google+ to review GPs and 

practices may be increasing, and may be of more concern to GPs and their practices 

because of its visibility, the lack of control over the content, lack of moderation, and 
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it may be extremely difficult to get anything removed from such websites. For 

patients, these websites require that their name be left, and hence the patient would 

then be identifiable; and it is unknown whether this may deter patients from leaving 

feedback on such websites.  

Websites to give feedback privately to GPs – Just as patients can give feedback 

privately to their GP by writing a letter to them; patients could also use a private form 

on a GP practice website (or any other website) to send their feedback. However, this 

service is not provided by all GP practices, and some GP practices do not even have 

websites. Websites such as MyHealthLondon (http://www.myhealth.london.nhs.uk/) 

whose aim is to provide a comprehensive reference point for health services across 

London allowed patients to use their website to send feedback privately to their GP or 

GP practice. However, in Apr 2015, this section of their website was not working, and 

in June 2016, it was offline. The CareConnect website discussed earlier also allowed 

private feedback to be sent to health service providers, including GPs. 

Summary – This section illustrates that there are different ways patients in England 

can leave feedback about their GPs using the internet. Table 3-1 summarises the 

different OPF websites in England and their characteristics. This research focuses on 

specialist OPF websites only, such as the NHS Choices website or iwantgreatcare.org. 

A review of the different OPF websites raises questions such as whether GPs and GP 

practices and patients are looking at and using OPF, whether patients want to leave 

feedback anonymously or not, whether patients prefer to leave feedback on a 

physician-based OPF website or a practice-based OPF website, and also why patients 

would or would not consider using such websites. Understanding these issues may 

assist in improving OPF websites to tailor them to patients’ and healthcare providers’ 

needs, and may also contribute to increased usage of these websites.   

http://www.myhealth.london.nhs.uk/
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Table 3-1: Characteristics of websites in England (as of June 2016) where patients can leave feedback for their GP publicly 

Name of 
website   

GPs in 
which 
region?  

 

NHS 
Led 

Specialist 
for 
Healthcare? 

 

Can patient 
leave 
feedback 
anonymously? 

Comments 
manually 
moderated   
before 
being 
published 

 

Can a 
GP be 
named? 

Is the GP 
alerted of 
feedback? 

Is there an 
official way 
for GP to 
respond to 
the 
feedback? 

Can false 
feedback 
be 
challenged 
and 
removed? 

Tracks 
real-
time 
change 

Multiple 
channel 
feedback 

NHS Choices England           

iwantgreatcare UK            

Careconnect 
(offline in April 
2015) 

London           

Patient 
Opinion 

Sheffield 
only 

          

Facebook World           

Twitter World           

Google+ World           
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3.3 OPF IN ACADEMIC LITERATURE  

Two systematic reviews on OPF can be found in the literature: Emmert et al. (2013b) 

conducted a systematic review of articles published about doctor rating websites prior 

to May 2012, and Verhoef et al. (2014) conducted a scoping review of literature 

published before 2014 on social media and ratings as tools to understand the quality 

of care. This literature review expands on those reviews, and takes a different 

approach to thematically analysing the literature by distinguishing between evidence-

based findings from empirical studies and anecdotal comments reported in academic 

literature.   

The academic literature used in this review was collected over the period of 2011-2016 

and stored thematically in Mendeley software. There were two instances during this 

period (Dec 2011 and April 2016) where a systematic search was conducted on twelve 

academic databases (OvidSP, ASSIA, Ebsco, Science Direct, Taylor & Francis, 

Springer, Google Scholar, Wiley, JSTOR, PubMed, Web of Knowledge and Cochrane 

Library) using the following fifteen search phrases: i) physician rating sites, ii) 

online+patient feedback, iii) "Patient Opinion", iv) "NHS Choices", v) "patient 

feedback", vi) NHS+"patient feedback", vii) web based feedback, viii) patient 

feedback+quality, ix) web+patient feedback, x) use+patient feedback+quality, xi) 

web+feedback, xii) web+"patient feedback", xiii) internet+patient feedback, xiv) 

patient survey, and xv) patient experience.  

3.3.1 Overview  

The introduction of OPF websites polarized debate, and arguments for and against 

can be found narrated anecdotally both in academic and non-academic literature 

from 2008, as shown in Figure 3-4. On the one hand those that advocate OPF 

websites (mainly owners of the websites and journalists) argue that feedback in the 

public domain is beneficial to patients, healthcare providers and the wider healthcare 

industry. On the other hand, critics of OPF websites (mainly physician 

representatives) question the validity of the feedback left online by arguing that the 

feedback is not an accurate measure of the quality of care, and therefore it cannot be 

used for improvement, or for patient choice, and inaccurate results can therefore also 

harm the healthcare providers’ or doctors’ reputation. 



Chapter 3  | 48 

 

As shown in Figure 3-4, academics have taken two distinct approaches to address the 

criticisms of OPF. The first group of academics measured whether there was an 

association between online ratings and other traditional measures of quality, in an 

attempt to prove that online ratings were an accurate measure of quality. The second 

group of academics chose to address the underlying factors as to why online ratings 

or reviews may not be accurate measures. It can therefore be seen that academics 

have to some extent scrutinised and questioned the validity of ratings and reviews on 

OPF websites, and this will be discussed in detail in the forthcoming sections. 

However, as shown in Figure 3-4, what has not been explored in research studies is 

whether OPF is of some value and importance to patients, healthcare providers or 

doctors, and the wider healthcare industry.  
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Anecdotal advantages of OPF 
(found in policy documents, opinion pieces and literature)

Anecdotal criticisms of OPF 
(found in opinion pieces and literature)

Key

How many patients are 
aware of OPF websites and 

use OPF websites?
(reviewed in section 3.3.3)

How many reviews are 
there on OPF websites, and 

how many doctors have 
been rated?

(reviewed in section 3.3.4)

Is feedback on OPF websites 
mainly negative?

(reviewed in section 3.3.7)

 Is there an association 
between ratings on OPF 

websites and existing 
measures of quality of care?
(reviewed in section 3.3.2)

OPF can be used for 
choice by patients; makes 

them feel empowered/
enagaged

Vast majority of patients 
are not using these 

websites

Very few reviews on 
these websites 

Mainly negative or 
malicious reviews

Gives patients a “voice” 
to give feedback publicly; 

empowers them 

Patients prefer and want 
to give feedback on OPF 

websites
3. Benefits doctor/
healthcare provider
(discussed in section 

3.3.8)

2. Physicians/providers 
are not favourable 

towards OPF and will not 
use feedback from OPF

(discussed in section 
3.3.8)?

1. OPF can measure 
quality of care 

(because rating/reviews 
are VALID)

Cheaper to implement, 
and real-time feedback 

1. OPF cannot measure 
quality of care

(because rating/reviews 
are seriously BIASED)

Not suitable for use for 
improvement purposes

Patients’ choice is invalid

Harms physician/
healthcare provider 

reputation

4. Benefits wider healthcare 
industry

(discussed in section 3.3.10)

2. Benefits patients
(discussed in section 

3.3.9)

Are patients using 
OPF for choice, and 

how do they 
perceive it?  

(reviewed in section 
3.3.9)

And therefore

Drives improvement/
changes performance

because

?

Not found for England; 
also not clear what 

exactly OPF websites are 
used for

Some physicians are 
more likely to be rated 

than others

Are doctors with certain 
socio-demographic status 
more likely to be rated?

(reviewed in section 3.3.6)

?

Get feedback from 
populations who would 

not normally give 
feedback?

OPF is easier for patients 
to use

People using OPF are not 
representative of patient 

population

Are patients from a 
particular socio-

demographic more likely to 
be aware of and use OPF?
(reviewed in section 3.3.5)

?

Not found for 
England

Limited 
evidence & 

Not found for 
England

Is using OPF easier 
for patients?

(reviewed in section 
3.3.9)

Limited 
evidence

Are patients using 
OPF to give 
feedback? 

(reviewed in section 
3.3.9)

Limited 
studies & not 

found for 
England

?

?

Evidence not 
conclusive

Not found for 
England; also 

not clear what 
exactly OPF 
websites are 

used for

Explored with academic studies

No evidence found

Anecdotal comment found in academic paper/s

Anonymity offered by 
OPF is advantageous to 

patients

Is the anonymity 
provided by OPF 

websites perceived to 
be advantageous by 

patients
(reviewed in section 

3.3.9)

Small sample

Not found for 
England

 

Figure 3-4: Arguments for and against OPF found in academic literature
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3.3.2 Is there an association between ratings on OPF websites and quality of 

care? 

As shown in Table 3-2, five studies have explored the association between ratings on 

OPF websites and measures of quality. Amongst them was Greaves et al. (2012a) who 

found an association between hospital ratings on the NHS Choices website (between 

2009-2010) with patient experience data from conventional surveys in the same 

period. Furthermore, they found that clinical outcomes, such as mortality rates and 

readmission rates were as strongly correlated with online ratings as they were with 

the national patient experience survey data conducted using random sampling. 

Researchers in the USA also found the same associations as Greaves et al. (2012a) 

when they explored associations between a national sample of hospital ratings on 

Yelp.com with traditional measures of quality (Bardach et al. 2012). This, they 

suggest, proves that online patient ratings can play a vital role in improving quality 

and safety, and Greaves et al. (2012a) recommend that healthcare providers should 

encourage their patients to use OPF websites.  

However, for general practice ratings on NHS Choices, Greaves et al. (2012b) found 

that although the online ratings were moderately associated with patient experience 

measures, they were weakly associated with clinical quality, suggesting further 

research is needed. Gao et al. (2012) also suggested the same, because although they 

found associations between ratings on RateMDs website and the quality of the 

physician (such as board certification and mortality), they suggested that the 

magnitude was ‘small’. The ratings were also based on a small number of reviews, and 

most of the ratings were reflections on punctuality and staff, which may not 

necessarily be evaluations of the quality of care provided by the physician.  

Using a sample of 600 physicians, academics in the USA also explored the association 

between surgeon volume (the number of surgeries performed by the surgeon as a 

proxy for clinical outcomes and safety) and online reputation from nine websites 

(Segal et al. 2012). They found that the total number of reviews correlated weakly 

with surgeon volume, but the actual rating value did not. Despite this, they still 

suggested that this provides evidence that patients can use doctor rating websites to 

identify better quality surgeons.  
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Table 3-2: Correlations between information from OPF websites and measures of quality.*  
Adapted from Verhoef et al. (2014) 

Article Info from 
website 

Patient 
experiences 

Readmission 
rates** 

Mortality** Board 
certification 

Education Malpractice 
claims 

Infection 
rates 

Clinical 
quality 

indicators 

Surgeon 
volume 

(Bardach et 
al. 2012) 

Hospital 
rating 

+ + +/-       

(Gao et al. 
2012) 

Physician 
rating 

   + + +/-    

(Greaves et 
al. 2012a) 

Hospital 
rating 

+ + +/-    +   

(Greaves et 
al. 2012b) 

GP rating +       +/-  

(Segal et al. 
2012) 

No of 
reviews 

        + 

 

(Segal et al. 
2012) 

Rating 
value 

        - 

*This table presents the correlations or associations as presented by the authors in their papers.      
**Different measures used. 
Key: + = there is a correlation; +/- = correlation is weak or not found for all aspects; - = there is no correlation 

Having reviewed the literature, it seems that although some associations have been 

found between online ratings and other measures of quality (and this is promising), 

for 3/5 of the studies the effect size was found to be weak, and more importantly, for 

all of the studies, the number of comments left online (the sample) for each 

physician/hospital was small. So for example, in Greaves et al.'s study (2012b) with 

general practices in England, the mean number of ratings per practice was only 2.1. A 

more rigorous association can only really be determined once there are a larger 

number of reviews, and the effect of the correlation is consistent rather than 

conflicting. Therefore, as Burkle and Keegan (2015) also recommend, more studies 

need to be conducted to determine whether an association exists between online 

patient ratings and other measures of quality. However, the current studies (as shown 

in Table 3-2) do hint towards the huge potential benefit of using OPF websites for 

quality improvement, and also suggest that patients may be using correct measures 

when using these websites to exercise choice.  

3.3.3 How many patients are aware of OPF websites and use OPF websites? 

One of the criticisms made by physician representatives against OPF websites is that 

the vast majority of patients are not using OPF websites and therefore any feedback 

left on them (whether in the form of ratings or reviews) are not representative of the 

true patient experience, and the quality of care provided by a healthcare provider 
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(McCartney 2009). Several academics have sought to address this, conducting studies 

to explore both the level of awareness and usage of doctor rating websites.  

Patient awareness of OPF websites – In Galizzi et al.'s (2012) survey based study in 

one borough of London, it was found that only 15% of the public were aware of doctor 

rating websites. However, the sample size of the study was small (n=200), and a 

convenience sample was used. Furthermore, the study did not specify for which 

purpose/s patients were aware of doctor rating websites (for feedback or choice, or 

for both), rather they were asked generally about their awareness of specific doctor 

rating websites.  

Outside England, higher levels of awareness were found, with the highest being 65% 

(1389/2137) in the USA according to Hanauer et al. (2014a). In Germany, 29.3% 

(289/986) of the public were aware in 2012 (Terlutter et al. 2014) and 32% (483/1505) 

in 2013 (Emmert et al. 2013a). The higher levels of awareness may be partially 

explained by the higher usage and popularity of private healthcare in both countries, 

but there could also be sampling effects, because the studies were all conducted using 

online panel sampling.   

Patient usage levels – As discussed earlier in the chapter, OPF websites can be used 

by patients to leave ratings or reviews (for feedback), and/or use patient feedback on 

the website to select a provider (for choice). In England, Galizzi et al. (2012) found 

usage of doctor rating websites at only 3% (6/200). The purposes for which patients 

had used the website were not clear, however.  

Usage of OPF websites has been found to be much higher outside of the UK. A recent 

study in the USA (in Rochester Minnesota) found that 16% (137/854) of patients had 

used a doctor rating website to exercise choice; and 3% had used it to leave feedback 

(Burkle and Keegan 2015). This was different to another study in the USA, conducted 

in 2012 by Hanauer et al. (2014a) which found parental usage of OPF websites for 

choice at 28% (453/1619); and usage to leave ratings at 6% (97/1619). The difference 

may be partly because the latter study used an online panel as the survey mode, and 

the former study used a written questionnaire conducted in a single setting.  

In Germany, in 2013, 25% (381/1505) of the public were found to have searched for a 

doctor on a doctor rating website, and 11% (166/1505) had posted a rating (Emmert et 

al. 2013a). Similarly, Terlutter et al. (2014) also found in Germany in 2012 that 26% 
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(257/986) of the population had previously used a doctor rating website. However, 

the reasons for use were not identified.  

In Austria, researchers conducted an experimental study based on a convenient 

sample and found that 47% (78/166) of respondents had used a doctor rating website 

to exercise choice, and 6% (10/166) had used it to leave feedback (Grabner-Kräuter 

and Waiguny 2015). This is the highest level of usage found so far.  

The differences in the level of usage of OPF websites across different countries may 

be due to regional variations in the diffusion of doctor rating websites, however there 

may also be a sampling effect, because all of the studies outside of the UK (with the 

exception of Burkle and Keegan (2015)) used an online panel as their sample 

population. This may have affected results, as those that are online may be more 

likely to be aware of and use doctor rating websites than those that are not online. 

Despite this, all of the studies conducted outside of the UK indicate that patients are 

more likely to use OPF websites to choose a healthcare provider/physician rather 

than leave feedback. It is unknown whether the same would be found for patients in 

England too, and if that is the case, it would be useful to know why patients may be 

more likely to use OPF websites for choice rather than giving feedback.   

3.3.4 How many reviews are there on OPF websites, and how many doctors 

have been rated? 

Studies have illustrated that the content of OPF is broad (Black et al. 2009; Emmert 

et al. 2014; Ferrara et al. 2014; Kadry et al. 2011; Lagu et al. 2013; López et al. 2012; 

Trehan et al. 2016), with comments ranging from the quality of care to facility 

provisions. Yet critics of OPF websites still argue that there are very few reviews on 

OPF websites, and very few doctors have been rated. A study on the NHS Choices 

feedback site found that 61% (4950/8089) of GP practices in England had been 

reviewed, and the number of ratings left per practice were variable with a mean 

average of two ratings per practice (Greaves et al. 2012b). This number of primary 

care reviews is higher than those noted in the USA and Germany (more details 

below), and this may be because the English ratings are per practice (which usually 

have a few GPs each) and not individual ratings of GPs, which would probably put the 

number of GP’s reviewed lower. This is difficult to verify because feedback on the 

NHS Choices website is anonymous to GPs. Furthermore, this study explored data 
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from over 5 years ago (between the period of Oct 2009 and Dec 2010) and more up to 

date analysis of the website is required to understand the current state, as usage may 

have altered. However, reviews on the NHS website in the same study were found to 

only correspond to 0.005% of all GP consultations (Greaves et al. 2012b), which is in 

fact very low.  

In Australia, the number of ratings were even lower, where only 4.4% of doctors 

registered on three different rating websites were found to be rated (Atkinson 2014), 

suggesting that OPF is still in its infancy in Australia. In the USA, this number was 

higher: 16% (112,000 out of approx. 700,000) of national physicians were rated with a 

mean average of 3.2 number of ratings per physician (Gao et al. 2012); 27% (81/300) 

of Boston physicians were rated with a mean average comment of 2.3 per physician 

(Lagu et al. 2010); 28% (53/250) of randomly selected internal medicine physicians 

were rated with 1-4 reviews (Mostaghimi et al. 2010); 2.4 ratings on average were 

found per urologist from a selection of 500 urologists (Ellimoottil et al. 2013). More 

recently, rather surprisingly, 98% (245/250) of a random sample of hand surgeons in 

the USA were found to have at least one rating online (Trehan et al. 2016).   

In Germany, the overall mean percentage of rated physicians was found to be 

between 3% and 26% (Emmert et al. 2009), and between 3% and 28% (Strech and 

Reimann 2012). A more recent study found that 37% of all German doctors had been 

rated on Jameda with a mean of 2.37 individual ratings (Emmert and Meier 2013). 

This increase is in-line with findings from China where 37% of all doctors were found 

to have ratings on the Good Doctor website (Hao 2015), and from Greaves and Millett 

(2012) who found that the number of ratings of hospitals in England posted on NHS 

Choices was consistently increasing between the period of Aug 2008 (when the 

website started) and the end of 2011, although the increase was not at the same rate 

as the USA. With internet usage for health information increasing steadily in the UK 

(Office for National Statistics 2013a, 2015a), further studies are required to explore 

more up to date usage information of OPF websites in England.  

It must be noted however that making comparisons across countries is not always 

accurate because the datasets in the different studies (from different countries) were 

collected differently, used different samples and sample sizes, and the timeframe of 

the data sets was also different (Hao 2015). However, what all of these studies do 

indicate is that although the number of online reviews about healthcare providers 
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appears to be increasing in USA, Germany, and England, the number of reviews per 

physician is still low.  

This suggests that OPF websites have not permeated the population in England, and 

that OPF websites cannot be used alone as the only metric to measure patient 

experience. Tanne (2013) also argues that this indicates that these sites need many 

more reviews to make them reliable. Internet usage is increasing, and it may be that 

OPF usage levels have increased too since the studies were conducted. Furthermore, 

it is not clear how this compares to feedback collected from other unsolicited means, 

such as paper-based feedback cards, and research is required to explore this.  

3.3.5 Are patients from a particular socio-demographic profile more likely to be 

aware of and use OPF websites? 

Another criticism against OPF websites is that the people who are using them are not 

representative of the population at large, and hence the reviews found on these 

websites will also not be representative of the patient experience. Therefore patients 

should not use these reviews to exercise choice, and healthcare providers need to use 

these reviews with caution. Academics have sought to address this concern by 

exploring whether specific groups of patients were more or less likely to be aware of 

and use doctor rating websites.  

Predictors for awareness of doctor rating websites have been explored by Galizzi et al. 

(2012) in London and by Emmert et al. (2013a) in Germany. Galizzi et al. (2012) found 

that those younger in age, or ethnically white, or those when deciding where to 

receive care either give importance to the reputation of the doctor or to hospital 

statistics, are more likely to be aware of doctor rating websites.  In contrast, Emmert 

et al. (2013a) found in Germany that female respondents, or those widowed, or those 

with higher healthcare utilization were more likely to be aware of doctor rating 

websites.  

Predictors for usage of OPF websites by patients in the UK could not be found in any 

studies. However, Galizzi et al. (2012) reported the predictors for the intention to use 

doctor rating websites in the future, although they did not specify the purpose for 

which the website would be used by patients (choice or feedback or both). More 

surprisingly, they did not report the level of intention for future use. They did 
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however find that income, ethnicity and the doctor-patient relationship were 

significant predictors of future intention to use doctor rating websites.  

Other studies outside England did report predictors of usage of doctor rating 

websites. In Germany, advanced education, advanced digital literacy, presence of a 

chronic disease, less importance given to family and pharmacist for health 

information, more importance attached to the internet for health information, more 

trust in information on doctor rating websites, and a higher judgment of the 

usefulness of doctor rating websites, were all found to be significant predictors of 

usage of doctor rating websites (Terlutter et al. 2014). Another study in Germany 

found that marital status, health insurance coverage and healthcare utilization were 

the significant predictors for usage of OPF websites (Emmert et al. 2013a). In the 

USA, age and gender were found to be significant by Hanauer et al. (2014b) with 

women more likely to have posted ratings and those younger in age, and Burkle and 

Keegan (2015) also found that younger patients had visited a doctor rating website 

more than those over the age of 50. This is expected given that younger people are 

more likely to use the internet.  

The different predictors found in the aforementioned studies suggest that OPF is not 

fully representative of the population at large; and when used, user characteristics 

need to be looked at. Further research is required to determine whether the different 

predictors for awareness found in London could be found across England, and also 

whether there are any predictors for usage of OPF websites in England. These could 

be used to determine not just whether feedback left on OPF is representative, but also 

which population groups are not using OPF websites to leave feedback or to exercise 

choice, and explore measures that could be used to increase their usage of OPF 

websites.  

3.3.6 Are doctors with certain socio-demographic status more likely to be rated? 

A study in the USA found that physicians who were male, older in age, or those that 

were board certified or had at least one malpractice claim, were more likely to have 

been rated online (Gao et al. 2012). They also found that primary care doctors were 

more likely to be rated than secondary care doctors (such as surgeons). Further 

research is required to determine whether this applies to doctors in England. Other 
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than this, there is little evidence to prove that doctors with certain socio-

demographics are more likely to be rated (Emmert et al. 2013b).  

3.3.7 Is feedback on OPF websites mainly negative? 

A popular criticism against OPF is that feedback on OPF websites is mainly negative, 

and this concern has been raised in opinion articles (Boffey 2011; McCartney 2009) as 

well as academic literature (Gao et al. 2012; Merrell et al. 2013). The claim has been 

counteracted by the argument that many studies have found that the majority of 

feedback left on OPF websites is in fact positive (Alemi et al. 2012; Atkinson 2014; 

Black et al. 2009; Detz et al. 2013; Emmert and Meier 2013; Emmert et al. 2014; Gao 

et al. 2012; Greaves et al. 2012b; Hao 2015; Kadry et al. 2011; Lagu et al. 2013; Lagu and 

Lindenauer 2010; López et al. 2012; Trehan et al. 2016). However, it is unknown how 

many negative reviews are left by patients on OPF websites but not published by the 

owners.  

Furthermore, two studies from England (Greaves et al. 2012b; Lagu et al. 2013) that 

analysed reviews given on the NHS choices website found that although they were in 

line with the positive nature of responses (with 64% recommending primary care and 

68% recommending acute hospitals), they were significantly lower than ratings from 

other studies, such as the one from Germany that found ratings of individual 

physicians were 80% positive (Emmert et al. 2014). Greaves et al. (2012b) suggest that 

this may be because NHS Choices is a government run website and is more likely to 

have less satisfied patients than a privately owned website. Another possible 

explanation for this may be that the NHS ratings are based on both practices and GPs 

– an all in one score – whereas the physician ratings in the USA and Germany are for 

physicians alone, and it may be that well known problematic issues related to 

practices (such as rude receptionist staff or difficulties associated with getting an 

appointment) may be bringing the overall practice-based score down. This needs to 

be explored in further studies. 

More importantly, Greaves et al. (2012b) found that the recommendation level of GPs 

and practices online was lower (64%) than an in-patient survey where 82% were 

recommended for the same period. They suggest that this indicates there may be a 

selection bias in OPF towards less satisfied patients in comparison to when patients 

are selected randomly. Others have argued that the abundance of positive reviews 
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cannot negate the impact of negative ones, since negative comments, however few, 

can have long lasting ramifications on physicians or healthcare providers (Merrell et 

al. 2013).  

In summary, although it is difficult to compare across studies (because they were 

collected using different sample sizes; different modes, and at varied time periods), 

the nature of feedback on OPF websites is reported as largely positive, and not mainly 

negative as critics of OPF suggest. However, what is important to determine in future 

studies is whether patients are equally likely to leave both positive and negative 

feedback online.  

3.3.8 How do healthcare providers perceive OPF? 

Physician representatives have been the greatest critics of OPF, especially when OPF 

websites were first launched in the UK, during the period of 2005-2009. They argued 

that OPF is biased towards the negative, is unrepresentative, and will not improve the 

quality of care, but rather will negatively affect physicians’ reputation and wellbeing 

(Coombes 2009; Dolan 2008; Lagu et al. 2010; McCartney 2009; O’Dowd 2009). A 

similar outcry from healthcare professionals in Germany was also reported (Hotopf 

2013). However, the owners of the websites dismissed such claims, with the owner of 

a German OPF website (Jameda.de) describing doctors as the ‘elite’ who are not used 

to receiving patient feedback (Hotopf 2013), while a UK website owner 

(iwantgreatcare.org) described OPF as a throwback to ‘medical paternalism’ (Bacon 

2009). Others argued that OPF can drive improvement (Greaves et al. 2012a), and 

that OPF websites collect feedback from those patients who would not normally leave 

feedback (Bardach et al. 2012).  

Concerns were also raised about malicious intent from patients, and a few physicians 

admitted that they wrote reviews about themselves (Solomon 2007). More recently, a 

handful of doctors in the USA were reported to be so angry about some online 

reviews left about them that they revealed patients’ intimate data online (Ornstein 

2016). No empirical study as yet explores whether physicians really feel this way, and 

most of the concerns were reported anecdotally in 2009 when the NHS Choices 

website and other OPF websites were first launched. It would not be surprising if 

physicians’ attitudes towards OPF websites may have shifted since 2009, especially 
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because of the increase in usage of consumer rating websites like Trip Advisor and 

the emergence of the digitally engaged patient, as discussed in Chapter 2. 

In addition, a recent small qualitative study with 13 healthcare professionals in 

England by Speed et al. (2016) found that the anonymous nature of OPF comments 

were perceived to be of little use to healthcare professionals, and they were concerned 

about the impact of those anonymous comments on their reputation. There is also 

little known about whether doctors are even aware of OPF websites, whether they 

reply or use the feedback received from such websites, and what their attitudes are 

towards them (Emmert et al. 2013a).  

3.3.9 How do patients perceive OPF? 

Those that advocate OPF argue that the benefits of OPF websites to patients include 

the following: i) it gives patients a ‘voice’ to publicly narrate and give feedback about 

their experience of receiving healthcare, and therefore also empowering them as a 

result (Lagu et al. 2010); ii) it makes patients feel like they are helping others and 

doing their citizen duty (Lupton 2013); iii) it gives those patients who would not 

normally give feedback the opportunity to leave feedback (Bardach et al. 2012); iv) it 

is easier for some patients to leave feedback online (Entwistle et al. 2003); v) some 

patients would prefer to give feedback using OPF websites rather than other methods 

(Lagu et al. 2010); vi) patients can leave anonymous feedback online, whereas 

sending a letter or an email does not guarantee anonymity (López et al. 2012); vii) it 

allows patients to choose a provider based on patient reviews, again making them feel 

empowered (Lagu et al. 2010); and viii) the transparent nature of the feedback left 

online will drive improvement, which will benefit patients (Davidson et al. 2010). 

The above eight benefits have been mentioned in academic literature. However, only 

three have been explored in academic studies. The first is patient choice (point vii 

above), the second is that some patients find it easier to leave feedback on OPF 

websites (point iv above), and the third is the anonymity afforded by OPF websites 

benefits patients (point vi above). These are discussed in detail below; and the 

remaining five perceived advantages are anecdotal reports that require evidence to 

prove they are true.  

Are patients using OPF for choice, and how do they perceive it? Critics of OPF 

argue that it can be damaging when patients use OPF in order to choose a provider, 
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because patients who are less informed are unable to recognise whether a review they 

are reading is influenced by the writer’s personal preferences and expectations, and 

also whether the writer had the ability to assess the doctor’s performance (Trigg 

2011). However, those that advocate OPF argue that reviews are there to measure the 

quality of care provided to patients, and OPF is used as a separate but complementary 

measure to the assessment of the doctor’s technical competency (Trigg 2011). 

However, there is little evidence currently to support either of these claims.  

Some studies assess whether patients are using OPF in order to choose a provider. In 

England, the National Patient Choice Survey in 2010 conducted with 69,040 

members of the public found that only 6% of respondents (4142/69,040) had used 

the NHS Choices website to choose a healthcare provider (Dixon 2010). This is in 

contrast to higher usage levels found in Germany and the USA, as discussed below, 

although the sample sizes were considerably smaller.  

A study conducted with online patients (n=1505) in Germany found that 25% of 

respondents (381/1505) had searched for a physician on a doctor rating website, 

whereas only 11% (166/1505) had posted a rating on a doctor rating website (Emmert 

et al. 2013a). Similarly, a survey conducted with 2137 patients from an internet based 

panel in the USA found that 25% (543/2137) had used a rating website in the past to 

read a review about a physician (Hanauer et al. 2014b). In contrast, another study 

conducted in the USA with 854 consecutive patients at a clinic in Rochester 

Minnesota (using a paper-based survey) found that only 15% (132/854) had used a 

doctor rating website to choose a provider, and 3% (24/854) had used it to leave 

feedback (Burkle and Keegan 2015).  

The difference in results may be explained by one sampling population being 

exclusively online; however, at a closer glance, Hanauer et al. (2014a) actually found 

that of the 25% of people who had accessed a doctor rating website to read a review, 

only 35% of them had selected a doctor based on good ratings, and 37% had avoided a 

doctor based on negative ratings. This suggests that accessing a doctor rating website 

to look for reviews does not necessarily indicate usage for choice. It would be useful 

to explore why those who had searched for physicians on a doctor rating website had 

not used the ratings to choose a physician.  
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The study in question (Hanauer et al. 2014b) did explore the importance patients 

attach to using reviews on doctor rating websites to make a choice of provider 

(although not for leaving feedback). They found that 59% of people (1260/2137) 

reported doctor rating websites to be ‘somewhat important’ or ‘very important’ when 

choosing a doctor, but doctor rating websites were reported as less important than a 

recommendation from a family member or friend. From those that had not searched 

for online ratings, 43% said they did not trust the information on the website 

(Hanauer et al. 2014b).  

In a study conducted in the USA by Burkle and Keegan (2015) mentioned earlier, 81% 

agreed or strongly agreed that a positive review alone on a doctor rating website 

would cause them to seek care from that physician, and similarly for a negative 

review, 77% agreed or strongly agreed that it alone would cause them to avoid 

seeking care from that physician. The difference in results may be because the 

sampling method used was different (online panel and paper-based survey), and the 

latter study (Burkle and Keegan 2015) was conducted on a single site. Nevertheless, 

both studies suggest strongly that at least in the USA, more than half of patients 

attach strong importance to using reviews on doctor rating websites when choosing a 

provider. Whether the same could be said for using doctor rating websites to leave 

feedback is unknown. 

However, there is very little evidence to suggest that this is the same for patients in 

England. A qualitative study with three focus groups conducted by The Nuffield Trust 

(2013) to gauge public attitudes towards health and social care ratings found that an 

overall rating for GP practices (as is currently on the NHS Choices website) was not as 

useful for choice nor practical, and hence people relied more on word of mouth to 

choose a GP. Furthermore, the considerably lower levels of usage (at 6%) of the NHS 

Choices website for choice in England in comparison to Germany and the USA may 

suggest the same. However, the difference may be because the English study was 

conducted over 5 years ago (Dixon 2010), and usage of OPF for choice may have 

increased now. Also, due to the dominance of private healthcare in Germany and the 

USA, it is not surprising that doctor rating websites are more popular in Germany 

than in the UK, and the study participants in the Germany based study were also 

mostly covered by private healthcare insurance (Emmert et al. 2013a). Furthermore, 
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the study in England only explored usage of NHS Choices websites, and did not 

explore usage of other OPF websites in England for choice.  

Research is therefore required to explore whether patients in England want or need 

online patient reviews to choose a provider, or whether they prefer other metrics to 

choose a provider, such as their GPs’ recommendation. There is also little known 

about whether GPs or other clinicians or even the NHS is encouraging patients to use 

the NHS Choices website for choice. Similarly, there is very little known about 

whether they are encouraging patients to use the NHS Choices website to share their 

experience and leave feedback.  

Is using OPF easier for patients? Only one study could be found in the literature 

that explored this benefit. Researchers conducted a study with 1951 Scottish NHS 

patients in 2002 (using random sampling) exploring patients’ opinions about 

different feedback methods in the NHS, preferences for certain methods over others, 

and their likely effectiveness (Entwistle et al. 2003). Amongst these methods was a 

hypothetical NHS feedback website where patients could submit feedback which 

would be passed on to relevant staff. The website was not described as one where 

patients’ feedback would remain in the public domain, therefore it cannot be 

characterised as an OPF website or a doctor rating website. Nevertheless, the study 

found that 0.9% of patients said they would use such a private NHS feedback website 

over other methods. The most frequently cited reasons patients gave were: because it 

was easier, more convenient and quicker. They also mentioned that it gave them time 

to think about what they were going to say, they would have a record of the feedback 

they gave, they could remain anonymous, they would not have to confront staff 

directly, and it would not waste NHS staff time.  

However, it must be reiterated that although the findings of this study may suggest 

that some patients found giving feedback on a website easier than using other 

methods, the website in question that patients were asked about was not an OPF 

website, rather it was a private website where feedback would not be placed in the 

public domain. Furthermore, only 0.9% of patients actually preferred a private 

feedback website to other methods, a considerably small number. Since 2002, usage 

of the internet and rating websites has of course increased, and so has the emergence 

of the digitally engaged patient, as discussed in Chapter 2. Consequently, it could be 

that more patients prefer to use an OPF website that displays their feedback in the 
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public domain too. Research is therefore required to explore this, as well as what may 

motivate patients to leave feedback on OPF websites (rather than other feedback 

methods available in primary care), and whether patients perceive giving feedback 

about healthcare providers/doctors in the public domain as advantageous or 

disadvantageous to them, their fellow citizens, their doctors and the NHS.  

Is the anonymity provided by OPF websites perceived to be advantageous by 

patients? A recent qualitative study explored the concept of anonymity in web-based 

comments with ten patient bloggers and eighteen patient representatives (Speed et 

al. 2016). The study found that patients believe that the ability to remain anonymous 

is vital for the use of OPF feedback websites. This was not so much because of 

concerns about their own privacy, but mainly due to the fear of being identified, and 

concerns about how that would have an impact on the care they receive in future. 

However, this study was small, and a larger more representative sample is required to 

determine whether patients would consider leaving non-anonymous feedback about a 

healthcare professional online.  

3.3.10 Does OPF benefit the healthcare industry?  

As discussed in section 2.4 of Chapter 2, patient experience when reported in the 

public domain is argued to be an evaluation tool that can be used by commissioning 

boards and the government to measure standards and quality, and assess 

performance, resulting in healthcare providers being more accountable (Jabbal 2016; 

Robert and Cornwell 2011). Whilst this may be true, there is little evidence yet to 

suggest that commissioners and the NHS are using patient experiences narrated 

online for this purpose.  

Lupton (2013) suggests that the digitised patient experience presented on OPF 

websites is of benefit not just to the healthcare provider and the patient, but also to 

the healthcare industry as a whole, because the experiences can be used to conduct 

medical research, train doctors and develop better interventions and medical 

treatments. However, the digitised reviews or feedback are also being sold to third 

parties for commercial purposes. This may indicate the multiple benefits of OPF, but 

Lupton (2013) argues that patients are not aware that the experiences they are 

sharing are becoming valuable commercial commodities; and patients are not being 

given any financial remuneration, in fact they are being persuaded to share their 



Chapter 3  | 64 

 

experiences for the good of society. Ethical questions are therefore raised for this 

practice. Further research is required to explore the extent to which patients are 

aware their data could be used for other purposes, and whether they would expect 

remuneration, as well as how far this practice (selling data to third parties) is 

common amongst OPF website providers.  

3.4 RESEARCH OPPORTUNITY  

After reviewing both academic and non-academic literature in this chapter and in 

Chapter 2, many research opportunities can be identified, and this is not surprising 

given that OPF is still in its infancy. These opportunities are shown in Figure 3-4 (in 

red), and amongst them are the following: 

Patient awareness, usage, predictors and attitudes towards OPF - As discussed 

in the previous section, patient awareness, usage and predictors have been explored 

for some patients in London and outside England. None of the studies compared 

awareness, usage or predictors to other methods of collecting feedback that are 

available to patients, which means that it is difficult to truly determine usage or 

awareness outside of its context. It is also not clear whether OPF is filling a ‘feedback 

gap’.   

No study could be found in academic literature (in the UK or elsewhere) that 

explored patient attitudes or motivations for using OPF websites (Powell et al. 2015). 

It is also unknown for example whether patients prefer to remain anonymous when 

they leave feedback online, or whether they prefer to leave feedback on practice-

based rating websites rather than physician-based rating websites.  

Healthcare providers’ (or physicians’) awareness, usage and attitudes towards 

OPF – Although there has been some criticism of OPF websites reported from a few 

doctors or physician representatives in opinion pieces, newspaper articles, and 

journals, no studies could be found that explored healthcare providers’ or doctors’ 

awareness, usage or attitudes to OPF. Healthcare professionals, including doctors and 

healthcare providers are the key users and targets of OPF; yet there is little evidence 

to demonstrate if and how they are using them. Understanding how they perceive 

OPF (perceived benefits as well as concerns) for both receiving patient feedback and 

patient choice may help eliminate some of the concerns they may have, and give an 
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understanding of whether digitised patient experience feedback (i.e. OPF) is of any 

value to them, and whether they would consider using OPF to improve their practice.  

Other research gaps were also identified, such as whether OPF is being used for 

improvement, quality monitoring purposes or commissioning in the healthcare 

sector, and also the role that OPF plays for patient choice and whether it drives 

competition between providers, and consequently improvement. A decision was 

made at this point to focus the research on OPF as a mode for patient feedback rather 

than patient choice; because the researcher believed that through this mode 

improvement was more likely to be made than through the selection pathway.  

3.5 RESEARCH QUESTIONS AND OBJECTIVES  

Based on the literature review and research opportunities identified in the previous 

section, the research questions and main objectives are identified as follows: 

‘Are patients and GPs aware of online patient feedback websites as a channel 

for experiential feedback, and do they use them? What are their attitudes 

towards them? What are the implications of this for policy and practice?’ 

Objective 1 – To explore GPs’ awareness, usage and attitudes towards online patient 

feedback websites as a mode for giving feedback about patient experiences of 

receiving care from GPs (Study A (Phase 1)) 

Objective 2 – To create and validate a questionnaire to measure patients’ awareness, 

usage and attitudes towards online patient feedback websites as a mode for giving 

feedback about their experiences of receiving care from GPs (within the context of 

other feedback mechanisms available in general practice) (Study B (Phase 2) and 

Phase 3)  

Objective 3 – To explore and measure nationally patients’ awareness, usage and 

attitudes towards online patient feedback websites as a mode for giving feedback 

about their experiences of receiving care from GPs (within the context of other 

feedback mechanisms available in general practice) (Study C (Phase 4)) 

Objective 4 – Based on the findings of the studies, to produce recommendations for 

OPF website providers and GPs/GP Practices, and to inform policy and practice.    
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 CHAPTER 4 - METHODOLOGY 

4.1 INTRODUCTION 

This chapter introduces the overall research methodology used to address the 

research questions, and the rationale behind selecting a mixed methods research 

design. The research questions (as shown in Chapters 1 and 3) were divided into sub-

objectives, and these objectives were addressed in three different studies in this 

research (see section 4.3 below). A summary of methods used for each study is 

described in this chapter; however, the specific methods used to design and conduct 

each study are described in detail within their respective chapters.       

4.2 RESEARCH UNDERPINNINGS AND PHILOSOPHICAL ASSUMPTIONS 

Due to the scope of the research question, and the technological and health 

underpinnings of OPF, this research could be classified under the emerging research 

domain of digital health. Kostkova (2015) defines digital health as a multi-disciplinary 

research area which covers disciplines including computer science, information 

science, engineering, clinical medicine, public health, epidemiology, journalism, 

economics and others.  

The choice of methodology and methods are explicitly or implicitly driven by 

philosophical (ontological and epistemological) assumptions (Creswell 2009), as 

illustrated in Figure 4-1. The researcher therefore needs to position him or herself 

paradigmatically, because awareness of philosophical assumptions not only clarifies 

and justifies potential methods used, but can also enhance the quality of research 

(Easterby-Smith et al. 2012). This is set out in the next section.  

Ontology Epistemology
Theoretical 
perspective

Methodology Methods Sources

What is 
reality?

What and 
how can I 

know reality/
knowledge?

What 
approach can 
we use to get 
knowledge?

What 
procedure 

can we use to 
acquire 

knowledge?

What tools 
can we use to 

acquire 
knowledge?

What data 
can we 
collect?

 

Figure 4-1: Ontology to Sources explained.  
Adapted from Crotty (1998) and Hay (2002). First published on salmapatel.co.uk (the researcher’s blog) 
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4.2.1 Philosophical paradigm and methodological theory 

A methodological theory can either be paradigm-driven, or pragmatic (Punch 2013). 

This research takes a more pragmatic approach, where the methods were chosen 

based on the research objectives for each study (see Figure 4-2), which is a more 

practical and applied approach to research (Punch 2013). However, the underlying 

ontological position for this research as a whole was of subtle realism, as described by 

Hammersley (1992) and used by researchers such as Ritchie and Lewis (2003) and 

Mays and Pope (2000). Subtle realists make efforts to represent reality rather than 

attain ‘the truth’. This is because they believe that there is an underlying reality in the 

world which can be studied, but at the same time acknowledge that subjective 

perception exists and that different research methods do produce different results 

(Mays and Pope 2000).  

Using subtle realism as the ontological position means that the epistemological 

stance embraces aspects of positivism, constructivism and pragmatism, where 

appropriate (Ritchie and Lewis 2003). This meant that the research accommodated 

both qualitative and quantitative approaches (such as in Study C) and allowed a 

pragmatic and practical approach. It was appropriate paradigmatically for mixed 

methods, because it supported the understanding that there can be multiple valid 

representations of a given phenomenon (Mays and Pope 2000; Ritchie and Lewis 

2003). This position allowed the researcher to evaluate the various perspectives of 

OPF (from GPs, patients and the public) offered by the different research methods 

and approaches, and to evaluate each against their own quality criteria (such as 

validity and relevance). The implications of using a subtle realist ontological position 

for this research is further discussed in section 4.4.  
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Research 
question & 
objectives

Researcher 
beliefs & 

values
Literature

ValidityMethods

Purposes

Environmental Contexts

 

Figure 4-2: A model illustrating how mixed methods research is designed in response to research questions 
and objectives.  

Adapted from Clark and Badiee (2010). 

4.3 OVERALL RESEARCH DESIGN  

A mixed method multi-phase design containing four phases was used for this 

research (see Figure 4-3). A multi-phase design is used when a topic or problem is 

explored through connected studies that are sequentially aligned, with each new 

study building on from the previous study (Creswell and Clark 2011). This type of 

design was used because OPF is an under-researched area (as illustrated in Chapter 

3), and this type of research allowed for a set of incremental research objectives to be 

addressed, as findings emerged from each study and new questions arose (Creswell 

and Clark 2011). Furthermore, a single mixed methods study would not have 

answered the research question, because the aim was to understand OPF from both 

GPs’ and patients’ perspectives, both of whom are separate populations and require 

different approaches to study. Therefore, this multi-phase research (see Figure 4-3) 

consisted of two separate qualitative studies and one mixed methods study, which 

used a convergent parallel design.  
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PHASE 1
Explore GPs’ 

awareness, usage and 
attitudes towards OPF

PHASE 2
Explore patients’ views 

on giving feedback 
about GPs using OPF

PHASE 3
Develop and validate a 

questionnaire to 
measure public 

awareness, usage and 
attitudes towards OPF

PHASE 4
Measure and 

understand public 
awareness, usage and 
attitudes towards OPF

QUAL QUAL QUAN+qual

Semi-structured 
interviews (n=20)

Semi-structured 
interviews (n=18)

Face to face mixed 
method questionnaire 

(n=844)

Framework 
Method

Applied 
thematic 
analysis

STUDY A STUDY B STUDY C

Statistical 
analysis & 

content analysis

Chapter 5 Chapter 6 Chapter 7 Chapter 8

Development of recommendations for OPF website providers, GPs and GP 
Practices 

(Chapter 9)

Information flow

Contribution to the development of recommendations

QUAL QUAN Upper case denotes the dominant/primary method: Qualitative (QUAL); Quantitative (QUAN)

qual quan Lower case indicates the secondary method: Qualitative (qual); Quantitative (quan)

The + sign indicates the simultaneous use of the method  

Figure 4-3: Overview of the multi-phase mixed methods research design 

The absence of a substantive theory (a theory developed for a particular area of 

inquiry) in the area of OPF meant that this research was used in the main to build 

theory (theory generation), rather than to verify theory (theory verification). This has 

been suggested as a suitable approach by Wade et al. (2016) when existing theories 

cannot provide a suitable explanation for the phenomena; and this was appropriate 

given the absence of research that had explored OPF from GP and patient 

perspectives in the context of general practice in England.  

The literature review conducted in Chapter 3 and the research gaps identified within 

the same chapter (section 3.4) illustrated that OPF is an under-researched area, and 

that specifically there is very little known about GPs’ and patients’ awareness, usage 

and attitudes towards OPF websites. Therefore, a descriptive exploratory study was 

used to explore GPs’ (in Study A) and patients’ (in Study B) views towards OPF. 

Exploratory research attempts to generate some initial insight into a relatively new or 

under-researched phenomenon or a phenomenon that is too complex, and it usually 

lays the groundwork for future research (for example, by interviewing key 
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informants) (Hesse-Biber and Leavy 2010). Descriptive research attempts to create an 

accurate factual picture of the issue under investigation, but does not attempt to 

show any causal links between variables. Conversely, explanatory research tries to 

explain the why and how of a phenomenon, as well as the relationship between 

different components of a phenomenon (Blanche et al. 2006; Hesse-Biber and Leavy 

2010; Neuman 2013). Although an explanatory study has more applied value than a 

descriptive one, in areas where there is very little research, a good descriptive study 

may be of more value, since before attempting to predict or explain an attitude or 

behaviour, it first needs to be described (Adams and Lawrence 2014; Brotherton 

2008). All three studies in this research were exploratory and descriptive in nature, 

but Study C was explanatory too.  

Study A (Phase 1) – This study was exploratory, descriptive and qualitative in design. 

The purpose was to explore and describe GPs’ awareness, usage and attitudes towards 

OPF. The literature review in Chapter 3 identified that very little was known about 

GPs’ perceptions of OPF, therefore there was a need for in-depth exploration to 

capture complex attitudinal and experiential data (Tracy 2012), and a qualitative 

approach was best suited. The methods employed were semi-structured interviews 

(n=20), because this gave the depth required, opened up new areas to explore, and 

allowed probing. Interviews were transcribed verbatim and data analysis was carried 

out in NVivo using the Framework Method (Dixon-Woods 2011; Ritchie et al. 2013; 

Smith and Firth 2011), a form of thematic analysis. 

Study B (Phase 2) – This study was also exploratory, descriptive and qualitative in 

design. The purpose was to explore patients’ views on giving feedback to GPs, with a 

focus on OPF websites. Again, this type of design was used because the literature 

review in Chapter 3 identified that there was little understanding about why patients 

choose to leave feedback for a GP or why they refrain from doing so. Semi-structured 

interviews were used (n=18), which were transcribed verbatim, and analysed in NVivo 

using the Applied Thematic Analysis approach (Guest et al. 2012).  

Phase 3 – In this phase, a mixed methods population questionnaire was developed 

that could be used to measure patients’ awareness, usage and attitudes to the use of 

OPF websites to give feedback about GPs (at a population level so that the results are 

generalisable to all patients in England), and this measure was then validated. The 

questionnaire was developed by the researcher using the themes that emerged from 
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Study B and previous literature. It was thoroughly evaluated and validated based on 

the Total Survey Error Framework (see Chapter 7) using seven stages, which included 

multiple-stage expert reviews, cognitive interviews, and pilot testing. 

Study C (Phase 4) – The mixed methods population questionnaire designed in 

Phase 3 was implemented in this cross-sectional study with 844 members of the 

public in England, so that a representative view of the public could be sought about 

OPF, which had not been conducted previously in England (see Chapter 3). A random 

location quota sampling strategy was used, and fieldwork was conducted by 

experienced interviewers from Ipsos MORI (a leading market research company) 

using the Computer Assisted Personal Interviewing (CAPI) technique. The results of 

the questionnaire were analysed using content analysis and statistical analysis. The 

questionnaire used a convergent parallel design. In this type of design, qualitative and 

quantitative data are collected in parallel, analysed separately and then merged 

(Creswell & Clark, 2011). The quantitative data was collected primarily to understand 

public views towards giving feedback to GPs, both online and offline, and the 

qualitative data helped explain the quantitative data. The two forms of data together 

bought greater understanding and insights into the topic area than would have been 

obtained by either type of data separately.   

4.3.1 Rationale for a mixed methods research design 

A mixed methods research design is practical because the researcher is free to use all 

methods possible to address the research question, but crucially it also provides more 

evidence for studying a research problem (Creswell 2009). In this research, this 

meant that as well as exploring qualitatively in Study B how some members of the 

public (n=20) viewed OPF websites, in Study C a representative view of the public in 

England was sought through a mixed methods questionnaire, which confirmed and 

complemented the findings from Study B.  This pluralistic stance not only provides 

greater evidence, but can offset the weaknesses apparent in each method (Creswell 

and Clark 2011; Tashakkori and Teddlie 2010).  

Combining both qualitative and quantitative approaches for a research design also 

helps answer research questions that cannot be addressed by quantitative or 

qualitative research alone (Tashakkori and Teddlie 2010). For example, the 

quantitative components of Study C tell us the extent of the public’s usage of OPF 
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websites and how generalizable the results are, but it is the qualitative component 

which provides a deeper understanding of why that situation took place. The 

challenge with mixed methods is that it requires the researcher to have both 

qualitative and quantitative skills, as well as the time and resources to use both types 

of methods (Creswell and Clark 2011; Tashakkori and Teddlie 2003).  

Mixed methods research design is increasingly being used in many disciplines 

including health services, psychology, sociology, education and business (Creswell 

and Clark 2011; Creswell 2009; Tashakkori and Teddlie 2010). Curry and Nunez-

Smith (2014) and Ozawa and Pongpirul (2014) argue that mixed methods research is 

vital in health research because amongst other things, it allows a problem to be 

investigated from multiple perspectives, which results in a better understanding of 

the problem or phenomena. For example, qualitative research can be used to develop 

interventions or multifaceted construct measurement tools, such as a questionnaire, 

and this approach was used in Phase 3 of this research. This further supports the 

appropriateness of using a mixed methods design in this research. 

4.4 RELIABILITY, VALIDITY AND GENERALIZABILITY 

The ontological position for this research was subtle realism, therefore both 

qualitative and quantitative quality criteria were used where appropriate to assess the 

reliability and validity of each study (Giddings and Grant 2009; Ritchie and Lewis 

2003). 

In a quantitative study, to establish validity means to ensure that both the 

measurement or instrument used is valid, and the design of the study is also valid 

(Giddings and Grant 2009). In this research, multiple strategies including cognitive 

interviews, multiple stage expert reviews, and pre-testing were used to validate the 

questionnaire designed in Phase 3. The relevance of the findings was also enhanced 

by the use of a sampling technique which ensured that the findings were as 

generalizable to the population as far as possible (see section 8.3.2). Similarly, in 

Study A, GPs were recruited first using probability sampling, and because of 

difficulties with recruiting, snowball sampling was used as a last resort (see section 

5.2.3). In Study B, the aim was to obtain viewpoints from people of all ages; therefore 

a purposive sample was used.  
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In a qualitative study, the focus generally is not on sample size but rather on sample 

adequacy because generalizability is not what one is aiming for. Hence, the adequacy 

of sampling is usually justified by reaching ‘saturation’ (Bowen 2008) and is used by 

researchers as an indication of quality (Guest 2006). Thematic saturation (and not 

theoretical saturation) was used for Studies A and B in this research. This meant that 

data was collected until there were fewer surprises in the data, and no more patterns 

or themes emerged from the data (O’Reilly and Parker 2012).  

Using subtle realism as the ontological position in this research meant that the 

researcher strived to be as neutral and objective as far as possible when collecting, 

analysing, interpreting and presenting qualitative data, and took particular care not 

to influence the participants in any way. For example, whilst recruiting participants 

for Studies A and B, the researcher ensured that any email correspondence with 

participants did not contain an email signature of the researcher that included her 

twitter account or her website (which would have illustrated her professional use of 

social media), because of the possibility that it may influence the decision of 

participants to criticise social media in the interviews.  

Taking a subtle realist approach also means to acknowledge that although one may 

work hard to remain objective, this is not always possible, and biases may creep into 

research practice. This is why the researcher’s reflexivity about her own background is 

relevant, so that the objectivity of a piece of research can be scrutinised (Ritchie and 

Lewis 2003). Although the researcher had a technological background, the researcher 

was not led by that alone. The topic guides and coding frames used in both Studies A 

and B were also checked by the researcher’s supervisors (who had divergent personal 

opinions of the topic area) to ensure that there was no bias. Similarly, the 

questionnaire used in Study C was also evaluated in Phase 3 using multiple validation 

methods to ensure there was no bias or errors.  

In all phases of this research, there was a clear audit trail of decision making 

processes, both in terms of the research question and design; as well as the 

interpretation from raw data, because this can help ascertain the reliability of the 

research (Giddings and Grant 2009; Mays and Pope 2000). For example, 

interpretations and findings were always supported by participant data, and where a 

coding frame was used (for example in Study A), a copy of it was provided. Similarly, 

in Phase 4 of this research – where the questionnaire was developed and validated – 
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tables with changes and amendments were clearly provided to illustrate changes 

made after each stage of the evaluation and validation process (see Appendix E).  

Another strategy that could be used to increase the validity of research is 

triangulation (Giddings and Grant 2009; Ritchie and Lewis 2003). This is where more 

than one method or type of data collection is used to ensure there is internal 

agreement and the findings are comprehensive. This was used in Study C (Phase 4), 

where open ended questions were used to explain responses to closed questions.  

4.5 PRACTICAL CONSIDERATIONS 

Ethics and research governance – Ethical approval was sought for Phase 1 

(Study A) from the Biomedical Research Ethics Committee at the University of 

Warwick in June 2012 (#223-07-2012), and from the NHS Cambridgeshire Primary 

Care Trust (#L01196). The latter was not required, as later confirmed by the National 

Institute for Health Research (UK), because the GPs were being approached through 

public databases of lists and were providing feedback about general attitudes, both of 

which were not related to their contract for NHS services. 

Ethical approval for Phases 2, 3, and 4 was sought in May 2015 from the Biomedical & 

Scientific Research Ethics Committee at the University of Warwick (#REGO-2015-

1472). In December 2015, an amendment to Phase 4 was approved (#REGO-2015-1472 

AM01) to allow Ipsos MORI interviewers to conduct the face-to-face interviews on 

the researcher’s behalf. All copies of ethical approvals are in Appendix B.  

In Phases 1-3, all participants were sent a participant information sheet beforehand 

either through email, in the post or in person, and this contained the aims of the 

study amongst other things. Informed consent was obtained from all participants 

before the start of the interview (see Appendix B for copy of consent sheet used). In 

Phase 4, a participant information sheet was provided before the questions were 

asked, and verbal consent was taken from all participants. There was no physical or 

psychological risk to participants involved in all phases of this research. All 

participants were informed that participation would be on a voluntary basis. Upon 

wishing to participate, any questions they did not want to answer could be left 

unanswered, and they were also free to withdraw from the study at any time. 
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Questionnaire mode and sampling – The aim of Study C was to get a 

representative view of the public in England. In Phase 3 of the research, a pragmatic 

decision had to be made as to which questionnaire mode would be most appropriate, 

using a sampling method and size that would produce a representative sample, and 

be feasible within the budget constraints. Detailed information about the decision 

making process as well as the modes that were considered are explained in section 

7.5. In summary, the strongest mode available within the budget constraints was 

selected. This was a face-to-face questionnaire using the Computer Assisted Personal 

Interviewing approach, with 844 members of the public selected using random 

location quota sampling.  

Cost – GPs were given £80 to participate in Study A. This is what GPs normally 

receive for participating in research, and was confirmed by the Clinical Research 

Network, Research Management and Guidance Office and the research support 

services manager at the NHS Cambridgeshire Primary Care Trust (PCT) in 2012. 

Payment was given directly from the university to the GPs, as advised by the NHS 

Cambridgeshire PCT.  

The remaining studies and phases used volunteer participants, so there was no cost of 

paying participants. In Phase 4, Ipsos MORI were hired to conduct the face-to-face 

questionnaires with the public, because it was not feasible for the researcher to 

conduct 844 public interviews across England, using a random location quota 

sampling method. Ipsos MORI was paid for this service, although the participants 

were volunteers. All costs were covered by funding from the Engineering and Physical 

Sciences Research Council under the Participation in Healthcare Environment 

Engineering Programme (#EP/H022031/1). 

4.6 SUMMARY 

This chapter introduced the overall research approach and methodology, and 

explained why a mixed methods multi-phase research was best suited to address the 

research question and objectives. Study A (Phase 1) and Study B (Phase 2) used a 

qualitative approach to describe and explain GPs’ and patients’ views towards OPF. 

This led to the development and validation of a population questionnaire in Phase 3, 

which was used in Study C (Phase 4) – a cross-sectional study – to explore patients’ 

views on OPF. The mixed methods approach allowed a relatively new phenomenon, 
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OPF, to be explored from two different perspectives, which resulted in a more 

comprehensive understanding of OPF, and more robust recommendations and 

guidelines for OPF website providers, GPs and GP practices. 
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 CHAPTER 5 - STUDY A (PHASE 1): EXPLORING GPS’ AWARENESS, 

USAGE AND ATTITUDES TOWARDS ONLINE PATIENT FEEDBACK 

(OPF) 

5.1 INTRODUCTION AND AIM   

There is very little research that explores healthcare professionals’ attitudes towards 

OPF websites. Therefore, the aim of this study5 was to explore GPs’ awareness, usage 

and attitudes towards OPF websites in England. This included exploring: 

 how aware GPs are of OPF websites; 

 how GPs feel about the transparent nature of OPF websites; 

 the impact of OPF on GPs’ emotions; 

 whether OPF is useful to GPs for quality improvement.  

5.2 METHODS 

5.2.1 Data collection 

As very little is known about GPs’ perceptions of OPF, there was a need for in-depth 

exploration to capture attitudinal and experiential data, and therefore, a qualitative 

approach using semi-structured interviews was best suited. A topic guide was 

developed following the guidance suggested by Bryman (2008), Matthews and Ross 

(2010), and Tracy (2012) (see Appendix C for a copy of the topic guide). A literature 

review was used as a basis for the topic guide, as well as information from discussions 

with key stakeholders, such as the main lead at one of the OPF website providers in 

the UK, and four GPs. Further issues raised by participants during the interviews were 

also pursued, and participants were encouraged to draw on experiences to illuminate 

their responses.  

Three Vignettes were developed (see Appendix C) following the guidance of Barter 

and Renold (2000) and were used as prompts if the participant had not seen an OPF 

website before. The vignettes contained a screenshot of a section of positive feedback 

left on NHS Choices, a screenshot of negative feedback left on NHS Choices, and a 

                                                      
5
 The material presented in this chapter has been published in Patel et al. (2015) and Patel et 

al. (2017) 
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screenshot of feedback left for a GP on iwantgreatcare.org. They were randomly 

selected from their respective websites in April 2012, and all identifiable information 

was blacked out.  

5.2.2 Piloting the topic guide and interview 

The topic guide was piloted on a professional acquaintance, after which the wording 

on a few questions was modified. Due to budget constraints, it was not possible to 

pilot the topic guide with a GP. A few questions in the guide were modified for the 

first six interviews, after which the topic guide remained the same, and is the version 

that is in Appendix C. The modification to the few questions consisted of either 

changing the wording of the questions, or the position of the questions in the guide, 

because the sentences were either too long to understand or were better suited in a 

different section of the topic guide. 

5.2.3 Sampling and recruitment  

An initial review of the literature found that it can be difficult to recruit GPs to 

research studies. Therefore the OvidSP database, Google Scholar, the Family Practice 

Journal, and Google were systematically searched to find attitude-based interview 

studies conducted with GPs in the UK, published after the year 2000.  Seven studies 

were found, all of which mentioned how many GPs were interviewed in the study. 

However, only one study by Gott et al. (2004) described the key factors involved in 

the recruitment of GPs: i) the recruitment strategy (postal letters), ii) the length of 

the interview (one hour), iii) the reimbursement of time (at locum rate), and iv) the 

response rate (34%).   

The length of the interview, recruitment strategies and response rates varied in the 

other studies. For example, in a study conducted by Curnock et al. (2012), a postal 

invitation was sent to GPs inviting them to a one hour interview, and this received an 

initial response rate of 7% (financial remuneration was not mentioned). Butler et al. 

(1998) had a much more successful response rate at 68%. They contacted GPs by 

telephone but interviewed them for only 10-35 minutes (again financial remuneration 

was not mentioned). There was a similar response rate in another study by Prosser 

(2003) where GPs were invited to participate by letter and followed-up with a phone 

call (resulting in a 73% participation rate). Again, there was no mention of the length 
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of interview or whether they were offered remuneration for their time. Corbett et al. 

(2009) recruited 10 GPs to participate in their study, from which two were 

interviewed face-to-face and eight by telephone for 15 and 30 minutes, but they do 

not mention how many were approached. Rogers (2002) recruited 21 GPs to his 

interview-based study but also does not mention how many GPs were approached, 

nor the recruitment strategy used or the length of the interview.  

A probability sampling approach was therefore employed initially to ensure a wide 

range of characteristics of participants, as recommended by Bryman (2008).  This 

meant that the initial plan was to approach around 20-25 GPs based at practices in 

Cambridgeshire through postal methods, with a follow-up phone call if needed. 

However, despite using various strategies (all described in Table 5-1), only 6 GP 

participants were recruited using probability sampling. Therefore, due to the limited 

response rate and the difficulties with recruiting sufficient GPs for this study using 

probability sampling, snowball sampling was used as a last resort. 14 further GPs were 

recruited this way using various approaches (detailed in Table 5-1) from 

Cambridgeshire, London and the North West of England. A detailed explanation of 

the challenges and approaches used for recruitment of GPs in this study has been 

reported in a peer-reviewed case-study published in SAGE Research Methods (Patel 

et al. 2017).  

Table 5-1: Recruitment strategies and number of GPs recruited for this study 

RECRUITMENT STRATEGY NUMBER OF GPs 
RECRUITED 

Probability sampling 

Direct invitation to GP (postal invitations were sent to 25 practices in 
Cambridgeshire, which were then followed up by phone calls; and one PCRN 
(primary care research network) sent a letter on our behalf inviting and 
promoting the study to research active GPs and practices in Coventry) 

1 

Invitation through practice managers (phone calls were made to 25 GP practice 
managers in Cambridge and a follow up email was also sent; 13 further 
practices were then contacted through phone and then fax) 

2 

Promoting study in email-based GP newsletters (The study was promoted in 
the following GP newsletters: Cambridgeshire NHS Newsletter; Lewisham 
Weekly Newsletter; Lambeth PCT newsletter; South NHS North West London 
Newsletter; Participate Autumn Magazine) 

3 

Snowball sampling 

Email to acquaintances with potential GP contacts 1 

Twitter call out to acquaintances with potential GP contacts 0 

GPs emailing their GP acquaintances 5 

Medical doctors phone calling their GP acquaintances 8 

Total 20 
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In total, twenty GPs were interviewed for this study, because at this point thematic 

saturation had been reached. This is the point at which there were fewer surprises in 

the data, and no more new major descriptive themes emerged from the final two sets 

of interview data (O’Reilly and Parker 2012).  

5.2.4 Study interviews and participants 

The interviews took place between the period of Aug 2012 and Jan 2013, and were 

conducted at the location that was most convenient to the participant, with a 

preference given to the GP practice where the GP worked. However, some GPs 

preferred to be interviewed at their home outside of working hours, and one locum 

GP was interviewed at a private meeting room. 

All participants were sent an invitation letter and the participant information sheet 

beforehand (see Appendix C) either via email or in the post. Informed consent was 

taken from all participants before the start of the interview. Interviews were digitally 

recorded using the iTalk iPhone app as well as an Olympus digital voice recorder. The 

interviews ranged from 32 to 82 minutes in duration, with 50 minutes being the 

mean average. Vignettes were used as prompts when needed.  

The descriptive characteristics of the 20 participants interviewed are shown in Table 

5-2. Although 60% of the GPs interviewed were between the ages of 30-34, they 

varied in their duration of experience as GP, type of GP and gender.  
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Table 5-2: Demographics and practice characteristics of participants (n=20) 

BASELINE CHARACTERISTIC FREQUENCY (%) 

Age 

25-29 1 (5%) 

30-34 12 (60%) 

35-39 3 (15%) 

40-44 1 (5%) 

45-49 1 (5%) 

50-54 1 (5%) 

55-59 1 (5%) 

Gender 

Male 12 (60%) 

Female 8 (40%) 

Type of GP 

Salaried 6 (30%) 

Partner 7 (35%) 

Senior Partner 2 (10%) 

Lead 1 (5%) 

Locum 4 (20%) 

Years practicing as GP 

1-5 14 (70%) 

6-10 2 (10%) 

11-15 1 (5%) 

16-19 1 (5%) 

20+ 2 (10%) 

Location of GP  

Northwest of England 9 (45%) 

Cambridgeshire 6 (30%) 

London 5 (25%) 

5.2.5 Data preparation and analysis 

The Framework Method was selected as the principal data analysis method. It is a 

form of thematic analysis developed in the 1980s by researchers at the NatCen Social 

Research Institute and has been used widely since then, both in policy research and 

other areas (Dixon-Woods 2011; Ritchie et al. 2013; Smith and Firth 2011). As an 

analytic tool which supports the key steps in the data management process of semi-

structured interviews, the approach is well suited to both descriptive and/or 

explanatory research, because it helps to identify commonalities and differences in 

the data, and within the data (Gale et al. 2013). Its distinctive feature is the visually 

straightforward matrix output: rows (cases), columns (codes) and ‘cells’ of 

summarised data, which systematically reduce the data and allow the researcher to 

read and analyse across the data thematically whilst keeping the individual cases or 

interviews as a whole to see. It is for these reasons it is especially suited to large data 

(Gale et al. 2013; Ritchie et al. 2013). This is why it was chosen as the appropriate 

method to help manage and interpret the data within this study. 
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Before moving on to the interpretive stage of the analysis, the Framework Method 

helps to manage and sort the data with clear steps. However, it is appreciated that the 

steps may not always be linear and may be adapted within the context of each study 

(Ritchie et al. 2013). The steps used for this study are as follows, and are an 

amalgamation of the steps suggested by Ritchie et al. (2013) and Gale et al. (2013): 

1. Transcribing the data 

2. Familiarising with the data 

3. Constructing an initial thematic framework 

4. Coding and applying the framework 

5. Charting the data into a framework matrix 

6. Interpreting the data 

As the first step towards a formal analysis, interviews were transcribed verbatim into 

Microsoft Word using the assistance of Express Scribe software and the Dragon 

Naturally Speaking software. Each transcript was double checked for inaccuracies and 

typographies, as well as inaudible sections. The word count of the complete set of 

transcripts was just over 190,000 words. 

Once the interviews were transcribed, they were imported into the NVivo software. 

The interview transcripts were read and the data topics and subjects of interest were 

identified. This then helped to form the initial thematic framework, which contained 

a set of emergent themes and subthemes (represented as ‘codes’ in NVivo and 

labelled with an appropriate number and description), derived from both the data 

and themes in the topic guide and from research questions and aims. The framework 

(represented as ‘codes’ in NVivo) was then applied to each interview, and the 

framework was refined constantly at this stage as the interviews were ‘coded’, with 

new themes and subthemes emerging.  

Once these themes and subthemes were reviewed and finalised (see Appendix C for 

the complete thematic framework), the Framework function in NVivo (called 

‘Framework Matrices’) was selected, which generated a Framework Matrix (see Figure 

5-1 for an example). Each subtheme was allocated a column and the first column of 

the matrix contained the participant number. To reduce the size of data, the data was 

then summarised by subtheme, but where appropriate the original words of the 

participants were left to ensure meaning was not lost. The summarised version was 
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also linked to the original, so that in the later stages of the analysis, referring to the 

original when required would be easy to do. 

 

Figure 5-1: Example of a snapshot of a Framework Matrix (taken from this study) 

Analytic memos were kept from the start to note down interesting ideas or themes, 

and these memos played a central role in the next more crucial stage of interpreting 

the data. The classification sheet in NVivo was used to classify some of the data (such 

as age, years practising), and typologies were created that were appropriate (see 

Appendix C). The matrix was then split and sliced into sub-matrices, and the 

descriptive themes or codes defined earlier were analysed individually (using second 

cycle coding, such as focused coding and pattern coding (Saldana 2009)), clustered 

where appropriate, and used to form more abstract categories and links between 

themes.  

The process of each stage was noted down in memos within NVivo. Once the analysis 

within NVivo had been completed, the memos were then exported to Microsoft 

Word. Here the categories and themes were further refined (and some newly 

emerged) until explanations were formed (reference to the data in the Framework 

matrix and classification sheet in NVivo was constantly made at this stage when 

needed), and where appropriate, themes and sub-themes were generated. 

Explanations were presented diagrammatically where appropriate, and the initial 

thematic framework, the Framework Matrix and the thematic maps were also 

checked by the researchers’ supervisors at their respective stages of development.  
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5.3 RESULTS & DISCUSSION  

In this interview based study, participants were asked about their awareness, usage 

and attitudes (both positive and negative) towards OPF. The results of this study are 

divided into seven sections (see Figure 5-2 for a diagrammatic representation of the 

results section), and how they relate to existing literature is discussed too.  

1. Awareness, usage and overall impression of OPF 
(Section 5.3.1)

This section includes the following sub-headings:
Responding to OPF

Using OPF to improve professional practice

2. Perceived benefits of OPF
(Section 5.3.2)

This section includes the following sub-headings:
Theme A: Ease & accessibility for patients
Theme B: Useful for patients to exercise ‘choice’
Theme C: New insights on the needs of patients
Theme D: Improve practice and force them to 
improve performance?
Theme E: Improve image of practice & GP
Other perceived benefits to GPs/practice

3. Perceived downsides of OPF
(Section 5.3.3)

This section includes the following sub-headings:
Theme 1: OPF is biased
Theme 2: Risk of false allegations and absence of 
regulation
Theme 3: Transparency vs confidentiality
Theme 4: Anonymity and its impact on validity and 
usefulness of the feedback
Theme 5: Negative impact on GPs and their practice
Theme 6: Patients cannot judge the professional 
competence of a GP
Theme 7: Little evidence to prove usefulness of OPF to 

patients or GPs

4. Impact of OPF on GPs’ emotions
(Section 5.3.4)

5. Practice vs Physician based OPF 
(Section 5.3.5)

6. Perceived future of OPF
(Section 5.3.6)

7. Suggestions made by GPs to improve OPF
(Section 5.3.7)

 

Figure 5-2: Outline of the results and discussion section of this chapter 

5.3.1 Awareness, usage and overall impression of OPF 

Three quarters of the GPs interviewed in this study were aware that patients can leave 

feedback for them or their practice on the NHS Choices website. However, only four 

GPs had direct experience with OPF, because their practice or GPs in their practice 

had received feedback online on the NHS Choices website. One of the GPs also 
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admitted he had received negative personal feedback online on the 

iwantgreatcare.org website.  

The low usage of OPF websites by GPs in this study may explain why half of the 

participants mentioned an incorrect assumption about OPF websites, including that 

NHS Choices do not moderate comments, comments are only one sided anonymous 

(and not anonymous against GPs and healthcare professionals), and the most 

common one was that GPs cannot respond to comments left on the NHS Choices 

website. It is therefore not surprising that the majority of GPs interviewed (n=17) also 

did not currently consider OPF websites as a way of collecting feedback from 

patients.  

However, twelve participants believed that patients do have a right to place feedback 

about their GP online, as long as the feedback was factually correct and on an 

appropriate website: 

“Yes I think they have a right to give feedback, as long as they are not completely cra- 

[sic] I mean some people can be not completely sane.” (P5) 

Five participants disagreed, suggesting that patients do not have the right to place 

feedback about their GPs online. Similarly, half of the participants (n=10) said they 

would not encourage their patients to give OPF, due to what they perceive to be 

problems with OPF, and a similar sentiment was expressed by McCartney (2009) and 

the BMA (Boffey 2011), who discouraged GPs from engaging with OPF. However, four 

participants (20%) said that they would encourage their patients to give feedback 

online, and two participants (10%) were unsure. A further four (20%) said they would 

only encourage those patients to give OPF who they know will give positive feedback: 

“No, obviously, if somebody has had a good experience, you might encourage it [NHS 

Choices].  But also I think if somebody wants to make a complaint I would say you can 

write to the practice manager.” (P7) 

The underlying reasons for this disagreement will be discussed in the forthcoming 

sections in this chapter. 

Responding to OPF – There was also disagreement amongst participants whether 

GPs should respond to OPF. Seven participants said that GPs (or practice managers) 

should respond to critical feedback left online about them or their practice: 
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“Yeah, I think so. Because again… if a patient’s going to leave feedback and there is 

something negative, it should be addressed – even if it’s just by acknowledging it.” (P6) 

The remaining thirteen participants disagreed, and argued that GPs should not 

respond to negative feedback left online about them, because it is not professional to 

do so, it could breach doctor-patient confidentiality, it is not a good use of their time, 

it could start a public “slanging match” (P11) and could make GPs look ridiculous: 

“I’m not sure if that would be good use of my time … patients often hold up their doctor 

as like a pillar of society, if you had the doctor trying to go, no no, I didn’t say that, 

maybe it would make us look ridiculous.” (P1) 

These findings are in-line with the suggestion made by Pasternak and Scherger 

(2009), McCartney (2009) and the BMA (Boffey 2011), all discouraging GPs from 

engaging with OPF due to the risk to doctor-patient confidentiality. Lagu and 

Lindenauer (2010) felt that it was impractical to expect busy clinicians or practice 

managers to reply to comments, especially in the USA, where there are over 30 doctor 

rating websites. However, more recently, an organisation that is mandated to 

represent and negotiate on behalf of GP practices in London – Londonwide LMCs 

(2015) – encouraged GPs and practices to reply to negative feedback left on the NHS 

Choices website, to show that they are listening, even if they do not agree with the 

comment. They are then encouraged to ask the moderator of the website to have the 

comment removed.  

Lagu et al. (2013) analysed comments left for hospitals on the NHS Choices websites 

and found that 56% of comments had replies to them. However, they also found that 

64% of those replies were not actually ‘responsive’, in that they did not describe 

specific changes the hospital had made or intended to make as a result of those 

comments, but rather were a more generic reply acknowledging receipt of the 

feedback. Further research is required to determine the extent to which GPs or GP 

practices are responding to feedback left on OPF websites, and how many of those 

replies are ‘responsive’; and also patients’ expectations of a response.  

Using OPF to improve professional practice – One of the most pertinent 

questions is whether physicians and healthcare providers will use and can use OPF to 

improve their professional practice and the quality of care given to patients. Only one 

of the participants had received online feedback, but had used the feedback to 
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improve his practice. The rest had neither given nor received online feedback (as far 

as they were aware). Although there is a clear difference between the intention to 

make change and actual action, the majority of participants (16/18) said they would 

use OPF to change and improve their practice, as long as the feedback was true (and 

only two participants said they would not): 

 “Well, if something came to my attention that was a constructive comment, that 

seemed realistic and sensible, then yeah, I'm open to any kind of comments, however 

they come.” (P9) 

Some participants raised concerns that due to the anonymous nature of OPF, they do 

not know who the feedback is left for and which consultation it refers to, and are 

therefore unable to either respond to OPF or use it (discussed in detail in section 

5.3.3). One of the other ways that GPs could use OPF is to choose a provider. This is 

discussed in detail in section 5.3.2.  

There is very little found in the literature about the use of OPF for quality 

improvement. Davidson et al. (2010) explored feedback on the Patient Opinion 

website and found that it was very difficult to get evidence on whether actual changes 

had been made as a result of OPF, and also feedback left offline. Furthermore, Boiko 

et al. (2014) observed that GP practice staff viewed results of patient experience 

surveys as a quality assurance mechanism rather than an improvement mechanism. 

Further research is required to explore whether OPF and even offline feedback is 

being used currently by GPs and practices across England for quality improvement 

and if so, how. 

5.3.2 Perceived benefits of OPF 

Participants were asked an open ended question about whether they can see any 

benefits to OPF. Participants appeared to be aware of and convinced of the benefits of 

OPF to the patient, but not entirely convinced of the benefits to themselves (only 

eight participants mentioned benefits to themselves, whereas eighteen mentioned 

benefits to the patient). The thirty two benefits raised by participants (twenty of 

which were unique) are illustrated in a thematic map (see Figure 5-3), and the five 

major themes (A-E) are explored in this section. 
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Theme A: Ease & accessibility for 
patients

•Easier for some patients (6) and 
therefore better accessibility (4)

•Patients feel more comfortable giving 
online

•May feel more anonymous giving online
•It is easy to access online

•Have access to website 24/7

Theme B: Useful for patients to exercise 
‘choice’

•Feedback helps ‘patient choice’ (4), 
especially when you move to a new area.

Theme C: New insights on the needs of 
patients

•Anonymous feedback that is online may 
provide new insights on the perceptions 

and needs of your patients (9)

Theme E: Improve image of practice & 
GP

•If a GP encourages OPF, it could give the 
impression they are more ‘open’ (13)

Theme D: Improve practice and force 
GPs to improve performance?

•Has potential to improve current 
practice (2)

•Increases likelihood of change as other 
practices can see what is written

•Transparent feedback that is visible to 
everyone (2)

Other perceived benefits to GPs/practice
•Easier to see and collate the feedback 

(2)
•Get larger amount of feedback

•Useful for appraisals
•Positive feedback could boost self-

esteem
•Could make you look good, and hence 

improve Dr-patient relationship
•May reduce complaints (2)

KEY: Italics = question was prompted separately    Bold = Theme explored in further detail    (Number): No. of times sub-theme mentioned

Perceived benefits 
of OPF

To patient
To GPs/
practice

 

Figure 5-3: Thematic map illustrating the benefits of OPF, according to participants in this study 

Theme A: Ease and accessibility for patients 

All participants agreed that younger patients would find OPF websites easier to use 

than traditional paper-based methods of giving feedback, because of 24/7 access to 

the website, familiarity with websites, less time and effort required to give feedback, 

and the ability to share it with others. Findings from a study in Germany also 

suggested that younger people are more prone than older ones to use doctor rating 

websites (Terlutter et al. 2014). However, one participant argued that "they [younger 

people] tend to be the ones who complain less, so that they may not need it so much" 

(P3). As predicted, participants said that older patients would find paper-based 

methods of feedback easier to use than OPF websites, and they argued that older 

patients make up the majority of patients in some practices:  
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"You will never get anyone above the age of 65-70 on NHS websites, and that is about a 

third of our patients, maybe more" (P7). 

Despite this, participants still recognised the other benefits of OPF websites for some 

patients, such as having access to the website 24/7, instead of being restricted to 

traditional satisfaction assessments, which are normally limited to a single encounter 

or time frame (López et al. 2012). Furthermore, as the feedback online is anonymous, 

a few participants felt that some of their patients would feel more comfortable giving 

it through this anonymous medium (anonymity is discussed in section 5.3.3). 

However, further research is required to ascertain whether these assumptions made 

by GPs about their patients is true, and the impact this may have on the future of 

OPF websites, and other feedback methods available in general practice.   

Theme B: Useful for patients to exercise ‘choice’ 

As discussed in Chapter 2, the patient choice agenda has both supporters and 

opponents (Dixon et al. 2010; Fotaki 2014; Powell 2015). These opposing views were 

also reflected among participants, with seven participants saying that OPF was not 

useful for patient choice at all because of the way the website collects and presents 

these reviews: 

“My one experience in that one clinic doesn’t form [the] basis [of] whether a hospital is 

good …. it’s not going to help someone to choose necessarily because it is such a 

subjective thing.” (P19) 

A few others disagreed with the patient choice agenda itself: 

"In principle I can see the value of having a sort of a trip advisor type website that gives 

information … the trouble is, the whole patient choice agenda … everyone was meant to 

have a choice about where they want to go, but in practice they haven't." (P9) 

However, three participants said that it could help patients make a choice of which 

provider to see, and a further seven said it may be useful for that purpose but with 

severe limitations (such as bias, see section 5.3.3), and three participants were unsure.  

Participants were then asked whether they would use OPF websites themselves as 

patients to decide which provider to use. Eight GPs said they would not use it for that 

purpose; however, six GPs said they would use it personally, especially if they were 

moving to a new area: 
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“I would consider if I was registering with a GP practice, moving to a new area, thinking 

yeah which practice would I register with, I’d go online and have a look at what’s being 

said about the practice.” (P2) 

Whilst all the participants in this study were users of consumer rating websites (such 

as Trip Advisor and Amazon reviews), some participants were eager to highlight the 

difference between OPF and Trip Advisor, and the results did not appear to show a 

correlation between attitudes to rating websites like Trip Advisor and attitudes to 

OPF: 

"I use it [rating websites like Amazon and Trip Advisor] a lot and rely on people’s 

reviews a lot, which knowing you were coming, it made me reflect quite interestingly, 

that I have a great amount of faith in these reviews, but I have no faith at all in the 

health side reviews, it’s an interesting conflict if it were, which I will find hard to 

explain." (P9) 

To summarise, although some participants felt that OPF will enhance patient choice, 

the majority of the GPs interviewed in this study felt that OPF websites (as they 

currently are) are not useful for patient choice. The usefulness attached to OPF for 

patient choice by GPs is important, because if GPs believe that OPF is useful for 

patient choice, they may be more likely to use it, accept it and promote it to their 

patients. 

Theme C: New insights on the needs of patients 

Advocates of OPF have argued that anonymous feedback left online by patients will 

provide new insights on the needs and perceptions of patients (Bacon 2009; Carvel 

2008; López et al. 2012). Almost half of the participants in this study agreed with that 

argument:  

"Yes it might do ... the population of patients who are a bit reluctant to making 

complaints or they don’t want to be identified… I think that might be a good way for 

people to voice their opinion." (P4) 

However, the other half were sceptical, with those disagreeing suggesting things like 

anonymous is not mutually exclusive with online. Others said it could potentially 

provide new insights, but again it would depend on the validity of the data:  
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"Possibly, but the usefulness and the truthfulness of data would have to be scrutinised." 

(P17) 

Theme D: Improve practice and force them to improve performance? 

Two participants expressed that OPF had the potential to improve current practice, 

and believed that not only could it improve the doctor-patient relationship but that 

positive feedback could boost the self-esteem of GPs too. A few participants felt that 

due to the transparent nature of the feedback, change was more likely as other 

practices can see what is written. Adams (2011) found that some OPF websites were 

created under the premise that publishing comments online would make hospitals 

more transparent about their practices.  

Similarly, Ben Bradshaw, a former British Minister for Health, argued that OPF will 

force doctors to improve their performance and bedside manner out of fear that 

patients may post online about them (Carvel 2008; Symons 2008). Participants were 

asked whether they believed it would ‘force’ GPs to improve performance. Four 

participants felt that it would because they would feel under pressure to perform 

better: 

"It’s like being on CCTV … it may improve the bedside manner, and that if they are 

aware, yes. At the end of it I think there will probably be better patient care." (P10) 

Seven participants felt that it could possibly force them to improve their 

performance, but not necessarily in a good way, as it would make them practice more 

defensively. However, the remaining eight felt that it would not force GPs to improve 

performance, because GPs will not take OPF seriously as it is not formal feedback. 

This appears to be in-line with findings from Davidson et al. (2010) who found that 

just because stories about the quality of services appeared in the public domain and 

affected an organisation’s reputation, this did not mean that they would 

automatically become drivers for improvement in the NHS. One participant 

suggested that rather than force GPs to improve performance, it would make them 

insecure and anxious:  

“My worry is that it might make the person – other doctors [sic] performing well – to  

become more anxious, insecure about how he's performing anyway.” (P16) 
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These findings suggest that some GPs believe that OPF will not only impact a GP 

negatively but make GPs practice more defensively, and this is discussed in further 

detail in section 5.3.3.  

Theme E: Improve image of practice and GP 

More than half of the participants agreed that if they were to encourage their patients 

to give feedback online, they would be looked upon more favourably by patients, 

particularly as being more ‘open’: 

"Would create an impression ... I suppose it's the idea you've got nothing to hide, you're 

more open, more encouraging." (P9) 

Three participants were unsure, and the remaining three disagreed saying that "we 

have [an] elderly population anyways," (P20) so it would make no difference.  

Other perceived benefits to GPs/practice 

Participants also mentioned other perceived benefits of OPF for GPs or practices. A 

few participants expressed that collecting feedback online is easier, because it is 

easier to manage than traditional paper methods of collecting patient feedback, and 

this also means it is easier to get a larger amount of patient feedback. This has also 

been suggested by the report from The Evidence Centre at The Health Foundation 

(Silva 2013), although it highlights that one needs to be aware that only web users 

would use OPF websites to give feedback. One participant also mentioned that 

because it is much easier to collect patient feedback online, it could be useful to GPs 

for their appraisals too.  

5.3.3 Perceived downsides of OPF 

In this study, 56 individual concerns were raised by GPs (31 of which were unique) 

when asked the open ended question: Do you have any concerns about OPF? Other 

concerns raised about OPF during the interview were also included in the analysis. 

Figure 5-4 is a thematic map which shows a summary of the concerns raised by 

participants, and the seven major themes related to perceived downsides of OPF are 

discussed in this section.  
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Figure 5-4: A thematic map illustrating the downsides of OPF, according to GP participants in this study
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Theme 1: OPF is biased 

User Bias – Most participants were concerned that it is only young and middle aged 

patients who are leaving feedback on OPF websites. Some participants commented 

that the majority of their patients were in fact elderly, who were certainly not using 

this medium, which according to them indicates that the feedback and ratings that 

are online are not representative of the overall experience of their patients, and 

therefore question its validity and usefulness: 

 “You are getting your opinions from again, one particular sector of the community … 

their perceptions, their understanding and attitudes are different to the rest of the 

population …. You have to use it with a bit of scrutiny there, in terms of interpreting the 

data, how do you put that in practice – if you were to put in any changes?” (P10) 

One participant felt that there was not enough publicity about the NHS feedback 

website and many patients do not even know about the website. 

The concern of potential bias due to the age of patients using OPF (in favour of 

younger patients) has also been raised in the literature by some (Lagu and Lindenauer 

2010; McCartney 2009; Rozenblum and Bates 2013; Tritter and McCallum 2006), and 

some studies appear to support it (Bidmon et al. 2014; Galizzi et al. 2012; Greaves et 

al. 2012b; Terlutter et al. 2014). It could be argued that even patient satisfaction 

results that are offline are influenced by age, education, and health status (Hekkert et 

al. 2009). However, a study conducted on data from the NHS Choices website in 

England by Greaves et al. (2012b) found that practices that served younger patients, 

more urban and less deprived communities were more likely to be rated, and this 

they believe suggests that individual characteristics of patients may have a role in 

influencing usage of OPF websites. This was also explored by Galizzi et al. (2012), 

who found that amongst other things, increasing age was a significant negative 

predictor of doctor rating website awareness in the UK. Interestingly, they also found 

that although there may be age-related access barriers, intention to use them was the 

same across all ages. Due to the limitations of their study (including a small sample 

size), further research is required to corroborate these findings.  

Greaves et al. (2012a) argue that although there may be risks in using ratings from a 

small group of self-selecting patients, according to them it is outweighed by its 

positives, mainly that OPF is low cost and has the ability to detect episodes of poor 
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care that a traditional survey may miss. However, as some participants highlighted in 

this study, this does not address the question of whether a rating of a particular GP or 

GP practice can truly be representative, valid and fair if only the younger and middle-

aged patients are leaving feedback? This is especially crucial for those practices and 

GPs that serve a largely elderly population.  

OPF is mainly negative opinion – One of the oft repeated concerns raised by a 

quarter of participants was that OPF constitutes mainly negative opinion, and is and 

will become a channel for disgruntled patients: 

“There's a bias towards putting negative feedback, if they've had a good experience, non-

outstanding one but an adequate one, they have no complaints but their needs are 

made, they are unlikely to go on and post positive feedback” (P13) 

Other participants argued that it only takes one negative feedback to harm a GP’s 

reputation: 

 “One unfortunate comment or bit of a negative feedback, which may be taken well out 

of context, can harm your reputation.” (P16) 

The sentiment that OPF is mainly negative has been raised in opinion articles (Boffey 

2011; McCartney 2009) and literature too (Gao et al. 2012; Merrell et al. 2013), but has 

been counteracted by the argument that many studies (including Alemi et al. 2012; 

Black et al. 2009; Detz et al. 2013; Emmert et al. 2014; Gao et al. 2012; Greaves et al. 

2012b; Kadry et al. 2011; Lagu et al. 2013, 2010; López et al. 2012) have found that the 

majority of feedback left on doctor rating websites is in fact positive (Verhoef et al. 

2014). However, Greaves et al. (2012b) found that the recommendation level of GP 

and practices in England for the same period was 64% online, and 82% in patient 

surveys. This, they suggest, does indicate that there may be a selection bias in OPF 

towards less satisfied patients in comparison to when patients are selected randomly, 

and this appears to indicate that the concerns raised by participants in this study may 

in fact be valid.  

Furthermore, Merrell et al. (2013) argue that the abundance of positive reviews 

cannot negate the impact of negative ones, as negative ones, however few, can have 

long lasting ramifications, as some GPs in this study highlighted too. This is further 

supported by findings from a study by Hanauer et al. (2014b) who found that parents 

who are exposed to a positive recommendation of a physician from a neighbour are 



Chapter 5  | 96 

 

less likely to choose that physician for their child if they were then exposed to 

negative reviews about that same physician online. However, Adams (2011) found 

that patient reviews online are not always inherently positive or negative, rather they 

contain a mixture of positive and negative comments, as well as references to and 

comparisons with previous healthcare experiences.  

OPF is too small in number – A few participants (n=3) raised concerns that where 

feedback is left for a GP or a GP practice on websites, it is too small in number and 

therefore it is not representative of their record of performance: 

“it’s a small number of comments, we’ve had two [online reviews] out of a population of 

12,000 [on the NHS Choices website], I don’t think that would be representative enough 

for a potential patient to go on and go, ‘alright ok they’ve got 50% bad comments, right 

I’m not registering there’ (laughs).” (P2) 

GPs were therefore concerned that patients could judge a practice or a GP based on a 

very small number of reviews (and make an invalid ‘choice’), and this could also affect 

the doctor-patient relationship. 

The assertion that OPF is too small in number appears to be supported by a study on 

the NHS Choices feedback website which found that only 61% of GP practices in 

England had been reviewed and the number of ratings left per practice was variable 

with a mean average of only two ratings per practice (Greaves et al. 2012b). However, 

this study by Greaves et al. (2012b) explored data from over 5 years ago (between the 

period of Oct 2009 and Dec 2010) and more up to date analysis of such websites is 

required to truly understand the current state, as usage may have changed. Despite 

this, taking into account that reviews on the NHS website only correspond to 0.005% 

of all GP consultations (Greaves et al. 2012b), and that studies from the USA 

(Ellimoottil et al. 2013; Gao et al. 2012; Lagu et al. 2010; Mostaghimi et al. 2010), 

Germany (Emmert et al. 2009; Emmert and Meier 2013; Strech and Reimann 2012) 

and Australia (Atkinson 2014) all indicate that less than 30% of physicians have been 

rated (and even those that have been rated, have on average less than 4 ratings each), 

the assertions raised by the participants in this study may in fact be true and valid, 

and need to be addressed by OPF website providers.  

Strech (2011) suggests that the solution to this may be that ratings should not be 

made available until they reach a certain baseline number such as 5-10. Although 
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individual pieces of feedback could be displayed before a baseline number is reached, 

the overall star rating for example should not be shown until there are a reasonable 

number of ratings left for a practice or GP. If the NHS and other OPF website 

providers want GPs to take these reviews seriously and for the ratings per practice to 

be ‘valid’ and representative (so that patients can make an accurate ‘choice’), it needs 

to do more to get patients to give reviews (see Chapter 9 for a list of 

recommendations for OPF providers based on findings from this study). However, 

although the overall rating may not be representative of the quality of care provided 

by GPs, this does not mean that the individual patient feedback left may not be useful 

to GPs and practices in order to make changes and identify opportunities for 

improvement. This suggests that even though some OPF website providers may 

choose not to publish reviews until a certain baseline has been reached, the reviews 

could be sent to GPs and practices to review and use for improvement.  

The limited number of online reviews for GPs and practices may be partly explained 

by one participant’s comment that “patients do not even know about OPF” (P20). This 

appears to be supported by a study that found that only 15% of the 200 participants 

in one borough of London were aware of the existence of OPF websites (Galizzi et al. 

2012). However, this study was conducted almost three years ago, and the awareness 

of OPF amongst Londoners may have grown since then. There is also little evidence 

on the extent to which the NHS Choices feedback website is known and used by 

patients in the UK. In the USA and Germany, recent studies found that around a 

quarter of respondents had used a doctor rating website (Emmert et al. 2013a; 

Terlutter et al. 2014). This may be partly due to the higher usage and popularity of 

private healthcare in both USA and Germany.   

Reviews could be ‘gamed’ – Some participants (n=5) were concerned that reviews 

could be manipulated, and that some GPs could encourage only satisfied patients to 

give feedback, which again would add bias to the data. Moreover, four of the 

participants from this study admitted they would only encourage those patients who 

they know will give positive feedback to leave feedback online: 

“No, obviously, if somebody has had a good experience, you might encourage it [leave 

feedback on NHS Choices].  But also I think if somebody wants to make a complaint I 

would say you can write to the practice manager … I may not actively promote it [giving 

feedback on NHS Choices].” (P7) 



Chapter 5  | 98 

 

This concern is similar to concerns raised in the literature that ratings could be 

‘gamed’ by organisations or individuals and people could leave fake or multiple 

entries (Greaves et al. 2012b; Lagu and Lindenauer 2010; Segal 2009). Lagu et al. 

(2010) analysed feedback on review websites in the USA and found several reviews 

which they felt had been written by the physician him/herself because they contained 

information only the physician would know. In another study, Kadry et al. (2011) 

found some reviews which they believe were acts of sabotage from competing 

providers.  

Theme 2: Risk of false allegations and absence of regulation 

Half of the participants felt that there was a very high risk of patients leaving false 

allegations about them or the practice on OPF websites. Furthermore, a quarter of 

participants felt that the owners of such websites (such as the NHS Choices feedback 

site) were not regulating feedback left on these websites, nor removing malicious or 

factually incorrect comments from patients. Participants were particularly concerned 

that their patients with psychiatric or personality disorders could leave factually 

incorrect or malicious comments about them, and harm their reputation: 

“You will have everyone, including people with severe psychiatric illness [leaving 

feedback on OPF websites] … so I think it's [OPF] potentially quite [a] dangerous tool.” 

(P19) 

Furthermore, a few participants (n=3) felt that even if GPs could respond online to 

such allegations, it would not be appropriate for them to respond online.  Concerns 

about slander have also been raised by critics of OPF websites, mainly physician 

representatives, such as the BMA (Todd 2012). However, NHS Choices in England 

claim to have a strict set of regulations that they use to protect physicians and 

hospitals from content that may damage their reputation (NHS Choices 2015). 

Despite the NHS Choices promising that all ‘inflammatory remarks’ are removed, it is 

unknown how this is put into practice and to what extent, and also what constitutes 

‘inflammatory’. Owners of such websites need to make this clear to their users (Strech 

2011). Furthermore, a few participants in this study remarked that although the NHS 

Choices website may anonymise the doctor, it was easy for GPs and the public to 

work out which GP or staff member the comment was directed to, and therefore the 

website does not really give GPs the anonymity and protection it claims to.  
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Theme 3: Transparency vs confidentiality 

The transparent nature of OPF websites is what has made it so attractive to patients 

and health policy makers, as the understanding is that reviews left online will 

increase transparency of care and improve the quality of care (Adams 2011; Kadry et 

al. 2011). Eight participants agreed that patient reviews left online will seemingly help 

to increase transparency of care and improve the quality of care, and they were not 

concerned about the feedback being online, as long as there was a ‘proper system’ in 

place for OPF: 

"It worries me if it's [OPF] not a proper system." (P18) 

By ‘proper system’, participants meant that the website was well regulated and 

validated. The website could verify for example that the patient leaving the feedback 

was an actual patient of that particular GP, or that the patient did not have a 

malicious agenda. 

However, eight participants were concerned about the website being “too open” (P11) 

and in public due to the possibility of people making false allegations, and its 

damaging impact on the reputation and career of a GP, and a GP’s own personal 

confidentiality: 

“If it’s [feedback] in public, particularly if I felt it was untrue … if you got y’know 

someone made an allegation … if that happened to a doctor it could destroy their career, 

and their self-esteem, and I just think that’s not fair on doctors.” (P1) 

This concern was also raised by McCartney (2009) and physician representatives in 

England (Coombes 2009). However, another participant felt that the harm to 

reputation was inflicted offline too, so it made no difference whether it was online or 

offline. Others remarked that being online was ‘too public’ and hundreds and 

thousands of people could have access to it. Some physicians have therefore gone as 

far as getting a court order to remove a review, according to Kadry et al. (2011), but 

the authors also believe it is very difficult to defend against online misinformation 

and defamation. 

A few participants felt that these types of websites would fuel what they called the 

‘me’ culture and turn the NHS into a ‘customer service industry’, and were concerned 

that in the future it could lead to patients thinking it is perfectly fine to leave 
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feedback about physicians on social media, where according to them, it is impossible 

to validate or regulate the feedback. Another participant went on to explain that 

particularly in healthcare, what a patient wants is not always what is best for them: 

“There can be a difference certainly between what people need and what people want, 

and if people don’t get what they want, often they can feedback negatively about that, 

even though actually the doctor or the medical provider or whatever who is looking after 

them, has done exactly the right thing.” (P2) 

As well as worrying about the confidentiality of GPs themselves, a few participants 

were also concerned that the transparent nature of the feedback meant that a 

patient’s own confidentiality may be at risk because they may feel the need to disclose 

personal health information about themselves on a public website. Some participants 

(n=3) were also concerned that GPs are unable to respond to patient reviews online 

due to the possibility of violating doctor-patient confidentiality, as they may need to 

disclose health information about the patient in their response. 

Theme 4: Anonymity and its impact on validity and usefulness of the feedback 

All participants (n=20) were aware that the feedback left on NHS Choices was left 

anonymously by patients. Some participants raised concerns that because the 

feedback was left anonymously, they would not know which consultation it referred 

to and could therefore not respond to the feedback, or make real use of it for 

improvement. Others (n=5) felt that the anonymous nature of the feedback meant 

they would not know if it was an actual patient from the practice that had left the 

feedback, and questioned whether such feedback is even valid: 

“Again, if it is anonymous, then, with any feedback really, you really don’t know, is it 

somebody from this practice, or somebody, well it could be anybody really leaving a 

feedback there [on OPF websites].” (P10) 

Participants were then asked specifically if the feedback would be more useful to 

them if it was not left anonymously. Seven participants said that it would be more 

useful to them if the feedback was left with the patient’s real name so that they can 

then look up the consultation and see what went wrong: 

“If you had their name there, you could obviously understand from where this is coming 

from, and then you can think about it or go back on it, and make ways of improving 

yourself during your consultation skills.  But if it is very anonymous … out of seeing 40 
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patients in a day, 200 in a week, which one are we talking about, in terms of who?” 

(P10) 

This concern was also raised by McCartney (2009) who as a practicing GP felt that it 

was difficult, if not impossible for doctors to learn from anonymous comments, and 

thirteen healthcare professionals in a recent study also voiced similar concerns 

(Speed et al. 2016).  

However, the remaining thirteen participants disagreed, commenting that it would 

not be fair on patients to give their real name, because according to them, it will 

affect the doctor-patient relationship and patients will not leave feedback online if 

they cannot leave it anonymously. One participant appeared to suggest a solution 

that patients should leave their NHS number when they leave feedback to verify that 

they are a patient registered at that particular practice. Another participant raised the 

question that despite patients not naming themselves when leaving feedback online, 

would patients really remain anonymous, as sometimes it was easy to identify a 

particular patient from an anonymous comment online. Further research is required 

to determine how patients feel about remaining anonymous and naming their GP 

when leaving feedback about their GP online, and whether remaining anonymous 

and naming their GP are key criteria for them to leave feedback on OPF websites. 

Theme 5: Negative impact on GPs and their practice 

As well as the threat of defamation discussed earlier and its impact on the reputation 

and career of GPs, two participants were also concerned that negative feedback online 

could affect the self-confidence and self-esteem of GPs, which would in turn affect 

their practice, especially those GPs who are early in their career: 

"[OPF] will affect people in their early career a lot more, and could break their 

confidence and make them insular. Is that what you really want to be doing to your 

future doctors?" (P11) 

Some participants felt that people will start judging GPs based on online reviews 

instead of their own experience, and this could affect not only the doctor-patient 

relationship, but also their practice. Furthermore, participants raised concerns that 

due to the possibility of negative reviews going online (whether true or false), future 

practice could end up being defensive, and it would be impossible to practice 

properly: 
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“I don't know how on earth we are going to have a decent relationship … doctors have 

become so defensive already … just to make sure they don't get things online, or do you 

want them to actually do right for you … give you good care in the right manner in the 

right time frame, in a manner which is satisfactory to, or do want them to just do things 

because they are so scared of litigation of online feedback.” (P11) 

The concern about affecting practice, as well as harming doctors’ psychological 

wellbeing was also found when academics recently explored doctors’ experiences and 

perceptions of the complaints procedure in the UK (Bourne et al. 2016), and doctors 

called for the procedure to be reviewed.  

Other GPs raised concerns that it could become embarrassing for them if their 

practice becomes public and turns into a ‘competition’, and this could impact patient 

care. One participant was particularly concerned about the negative impact OPF 

could have on her family: 

“I suppose it's just the fact that something that's online … you think about your family 

and other people, close to you nearest and dearest, sort of looking at things and getting 

upset on your behalf as well.” (P12) 

The concern about anonymous comments online harming their reputation was also 

raised by thirteen healthcare professionals in a recent study by Speed et al. (2016). 

Similarly, concern about the impact a negative review could have on GPs’ families was 

also raised by McCartney (2009) in her opinion piece.  

Theme 6: Patients cannot judge the professional competence of a GP 

Some of the participants who were not in favour of OPF argued that the General 

Medical Council (GMC) already regulates them, so there is no need for patients to 

‘regulate’ them online, and in fact how can patients judge whether a GP is competent 

or not? 

“Can you really say a patient has that ability to say whether you are underperforming or 

not? … So the people that are doing appraisal and revalidation are also GPs, they know 

what you should be doing. I think they should police it, as opposed to patients.” (P14) 

The concern of whether a patient can adequately judge quality of care was also raised 

by Lagu and Lindenauer (2010). In addition, others were concerned that physicians 

on these websites are rated not just on their professional skills but also as people 

(Strech 2011). Furthermore, a study by Adams (2011) found that the majority of 
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comments on Search Doctor (a Netherlands based doctor rating website) focused on 

the character of the physician and his/her ability to put the patient at ease, and this is 

how patients assessed the professional capability of a GP. In contrast, Detz et al. 

(2013) found that 41% of a sample of reviews from Rate MDs and Yelp (USA based 

rating websites) were about the technical competence of a physician. It would be 

useful to explore whether feedback left online from England matches these findings, 

and whether patients are aware that patient-led ratings may be based primarily on 

the bedside manner of a GP, according to some GPs in this study, and not necessarily 

on the clinical competence of a GP. 

Theme 7: Little evidence to prove usefulness of OPF to patients or GPs 

Two participants argued that there is no evidence currently to prove the usefulness of 

OPF to patients or GPs: 

“I think some things with Government policy or in the NHS policy are brought in 

without having any evidence of benefit, sometimes people jump at the chance ‘oh we will 

do this’ and they don’t think why.” (P1) 

Although research into doctor rating websites has been steadily increasing over the 

past few years and studies conducted in the UK, USA, Germany, Netherlands and 

Australia are all adding to the growing literature (see Chapter 3), there is a huge gap 

in the literature. Further research is needed to determine for example whether 

patients believe OPF is ‘useful’ to them when giving feedback, or when choosing a 

healthcare provider.  

Furthermore, a few other participants argued that existing methods of collecting 

patient feedback, such as in-house questionnaires are perfectly adequate and in fact 

give more useful data. However, when asked separately about offline feedback 

methods, more than half of the participants commented that they do not collect 

‘useful’ data. This appears to be supported by findings from studies that show that 

GPs are sceptical about the value of patient survey data (Asprey et al. 2013; Boiko et 

al. 2014; Edwards et al. 2011). 

5.3.4 Impact of OPF on GPs’ emotions 

As emotion works hand-in-hand with the way an individual thinks about an issue or 

situation (Maio and Haddock 2010; Solomon et al. 2010), it is important to address 
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the possible emotional and psychological burdens that OPF may place on healthcare 

professionals (Strech 2011). It could be argued that negative feedback, whether online 

or offline, would be disliked in general by GPs, for instance Boiko et al. (2014) 

observed that GPs find it disheartening to receive consistent negative comments from 

surveys. Therefore, participants were asked about how receiving positive and negative 

feedback both online and offline would make them feel.  

Most participants in this study felt there was no difference between receiving positive 

feedback offline and online in relation to their emotions, both would make them feel 

‘good’ (see Figure 5-5) and would reassure them that they are ‘doing a good job’.  

 

Figure 5-5: GPs’ perceived emotions related to receiving positive feedback (both online and offline).  
Diagram made using doodle.com. 

These feelings are in-line with findings from a study by Davidson et al. (2010) with 

hospital staff, and what one GP shares in the literature: “These [positive] stories 

[online] are so inspiring that they make me want to work harder and better for my 

own patients” (Jain 2010). However, two participants voiced concerns about positive 

feedback that was left online for all to see. One felt, “it’s a bit navel gazing, oh look at 

me” (P1) and the others believed it would be embarrassing:   

“I might be a little bit embarrassed actually, just because it’s like gosh, people are, 

people are sort of, ‘not talking about you’ but they are.” (P3) 

With regards to negative feedback, as shown in Figure 5-6, most participants felt that 

receiving negative feedback online was at least one grade worse than receiving it 

offline: “I would feel more hurt than offline” (P8). Furthermore, the emotions 

described by participants if they were to receive negative OPF ranged from fear to 

annoyance, unlike offline negative patient feedback, where the most repeated feeling 

was ‘reflective’ (which is a positive outcome, while fear was absent). These potential 
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negative effects on GPs’ self-confidence and the resulting impact upon their practice 

are important and need to be taken into consideration when evaluating the pros and 

cons of providing OPF websites for patients to give feedback about GPs.   

 

Emotions evoked for negative offline feedback Emotions evoked for negative online feedback

 
Figure 5-6: Participants’ perceived emotions when receiving negative feedback offline, and negative feedback 

online.  
Diagram made using doodle.com 

5.3.5 Practice vs physician-based OPF 

Participants were asked to choose between practice-based or physician (practitioner)-

based OPF websites, which they preferred and felt more comfortable with (see Figure 

5-7 for a summary of responses). Fourteen participants felt more comfortable with 

practice-based feedback (such as the NHS Choices feedback site). This was mainly 

because it was more anonymous towards GPs, and therefore would make them feel 

less vulnerable: 

“… I suppose I am a bit uncomfortable with this sort of naming and shaming type of 

system.” (P4)  
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Figure 5-7: Participants’ preferences for practice vs practitioner/physician-based OPF website 

In contrast, three participants believed that individual feedback (physician-based 

feedback) would be better, because individual feedback is more useful to improve 

your own practice, it could be transferred with you when you change jobs, and that 

negative feedback for one GP could tar a whole practice of GPs: 

“Sometimes in a practice you might have one GP the patients don’t particularly like or 

there’s been a problem with them, and then that whole practice might get tarred with 

the brush [inaudible] of this one GP … [and] patients may assume that all the GPs in 

that practice are like that … so I think probably individual GP feedback is better.” (P3) 

The concern that a summary rating per practice could mask the different standards 

provided by the various services and healthcare professionals within a practice has 

also been raised in the literature (Roberts et al. 2014; The King’s Fund 2013). Greaves 

et al. (2012a) argue that it is more difficult to get an insight into the whole patient 

experience if the rating or review is just based on the interaction with an individual 

physician. However, a recent qualitative study in England found that patients believe 

that in order for ratings to be useful, they would have to be of individual GPs instead 

of overall ratings of GP practices (The Nuffield Trust 2013). Further research is 

required to explore whether this finding could be generalized to patients in England 

and elsewhere.  

Three participants appeared to suggest a solution that there should be a mixture of 

physician-based and practice-based OPF, and one participant suggested that if 

feedback was about an individual doctor, it should be left under the doctor’s name, 
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whereas if the feedback or review was about the practice, it should be left under the 

practice’s name.  

A few participants commented that the NHS Choices feedback site (a practice-based 

website) was better because it was a government run website (“an official NHS 

website” (P5)) and one participant in particular was cynical of non-governmental 

websites due to the possibility of profit-making motives:  

“I’m a bit cynical … I’m suspect [sic] of the motives of starting such a website … where 

you can profit from advertising.” (P20) 

This is in contrast to findings from Davidson et al. (2010) who found that patients 

and hospital staff in the UK both preferred an independent website rather than a NHS 

run website because they felt safer on an independent website and trusted it more, 

and staff believed it was more credible because it was independent. However, the 

report did not make clear how many patients or healthcare staff were interviewed for 

the study. Further research is required to look at which type of website (physician vs 

practice, and independent vs NHS) patients prefer and why.  

5.3.6 Perceived future of OPF 

Participants were asked whether they think the comments service on NHS Choices 

should remain as it is, be modified or scrapped (see Figure 5-8 for a summary of 

responses). Seven GPs acknowledged they did not have enough knowledge about the 

website to be able to comment. Eight said it should remain as it is, with one 

commenting on the need for more publicity. Two participants said that it requires 

more moderation and a further two participants said it should be scrapped because it 

is not an accurate representation of their practice, and is a waste of resources:  

“An extra tier of feedback isn't it … I'm not sure it is giving patients or doctors any 

additional benefit.” (P1) 

One participant said that it should be the patients who decide what happens to these 

OPF websites.  



Chapter 5  | 108 

 

 

Figure 5-8: Participants’ views on what should happen to the two major OPF websites in England 

Similarly, thirteen participants were asked about what they feel should happen to the 

iwantgreatcare.org website (see Figure 5-8 for a summary of responses). Five 

participants said they do not know enough about the website to be able to comment. 

Three participants said that it should be scrapped because it names GPs, and 

therefore it could affect GPs’ future employment opportunities: 

"Don't like the idea of singling out [a GP] ... something like that may affect his 

opportunities for further employment possibly, if they were to look at that." (P14) 

One participant felt that a third party should not run feedback in the NHS, because 

the third party may have ulterior financial motives. However, three participants said 

that the website should remain as it is, and one said that it needs more moderation: 

“Yeah, it’s another way for people to encourage to give [sic] feedback, that’s how I see 

it.” [P8] 

Participants were then asked where they thought the future of OPF was. Most 

participants commented that as the younger generation gets older, OPF usage will 

increase and become more popular, hinting at a shift in culture: 

“The younger patients, if they can do it online then it would generate more data … I 

think there will be a shift towards online feedback.” (P12) 

This is in line with findings that suggest that internet usage for health information is 

increasing steadily in the UK (Office for National Statistics 2015a), and others such as 

Gao et al. (2012) are adamant that whether the medical community and policy 

makers are supportive of OPF or not, OPF will stay and grow. Interestingly, three 
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participants commented that the future of OPF will be in social media: "I see it in 

social network media actually (laughs). I'm quite sure that it will happen" (P16). 

However, one participant did not see a future to OPF unless drastic changes were 

made to it: “it is currently a confidentiality nightmare” (P17). 

5.3.7 Suggestions made by GPs to improve OPF 

Throughout the interviews, nine specific suggestions were made by participants on 

how OPF could be improved, and these are listed in Table 5-3. Some of these 

suggestions have been used to produce recommendations for OPF website providers 

(see Chapter 9).  

Table 5-3: Suggestions made by participants to improve OPF websites 

# GPs’ suggestion 

1 A third party external auditing process that gathers evidence and ensures all 

feedback is accurate and appropriate before it is posted online. ‘Nasty comments’ 

removed by default. 

2 GPs should be notified of feedback. 

3 GPs should have power of veto. 

4 GPs should be able to find out exactly who is leaving the message. 

5 The system needs to be developed so that it can verify that the patient is registered 

at the named practice, by inserting the NHS number, even though the NHS number 

would not be published or sent on to the GP/practice. 

6 Before submitting feedback, patients should be reminded that they can give 

feedback directly to the practice. 

7 Doctors should be on the panel that moderates these comments. 

8 The feedback service should be given more publicity so patients are aware that such 

a service exists. 

9 If a patient wants to leave feedback about an individual doctor, they should leave it 

under the individual doctor’s name. If it is a review of a practice, the patient should 

leave that feedback under the practice’s name.  

5.4 SUMMARY OF KEY FINDINGS FROM THIS STUDY 

A summary of the key findings from this study is presented in Figure 5-9.  
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Evidence produced against OPF

 A quarter of GPs were unaware that patients can 
leave feedback for them or the practice on the 
NHS Choices website

 Half of the GPs interviewed had an incorrect 
assumption about OPF

 Most participants believe that OPF is neither 
credible nor useful to them or to their patients 

 Majority of the participants believe that OPF is 
high risk and poses a danger to them and to their 
patients

 Majority of the participants preferred to receive 
practice-based feedback instead of physician-
based individual feedback

 Majority of participants said they would not ask 
their patients to give OPF

Evidence produced in favour of OPF

 The majority of participants said they would 
use OPF to change and improve their 
practice, as long as the feedback was true

 All participants agreed that their younger 
patients would find OPF websites easier to 
use than traditional paper based methods of 
giving feedback

 Almost half of the participants agreed that 
anonymous feedback left online will provide 
new insights into the perception and needs of 
their patients

 Most participants believe that as the younger 
generation gets older; OPF usage will 
increase and become more popular

 
Figure 5-9: Evidence produced both in favour of and against OPF websites based on findings from this study 

5.5 CONCLUSIONS FROM THE STUDY 

Despite the NHS requesting patients in England to leave reviews and comments on a 

government run website (NHS Choices 2015), a quarter of GPs interviewed in this 

study were unaware that patients can leave feedback for them or their practice on an 

official NHS website. Furthermore, half of the participants mentioned an incorrect 

assumption about the NHS Choices feedback site. This suggests that GPs currently 

have limited knowledge and awareness of OPF, although they do believe that as the 

younger generation gets older, OPF usage will increase and become more popular. 

The majority of GPs interviewed in this study had concerns and reservations about 

OPF because they felt that OPF was not an accurate representation of their 

performance due to user bias and data bias. They were also worried about the impact 

this could have on them, on their practice, as well as their patients, who may use 

these ‘questionable online ratings’ to make an ‘invalid choice’ of which healthcare 

provider to use. GPs in this study also felt that due to the transparent nature of the 

feedback online, and due to what they perceive as a lack of regulation, there is a high 

risk of false allegations being left about them, which could have an impact on them 

personally, on their family, on their professional practice (more defensive medicine), 

and on their relationship with their patients. Other GPs questioned the usefulness of 

the OPF if the feedback is left anonymously, but acknowledged the benefits to 

patients of leaving feedback anonymously. A few participants also argued that there 

was no current evidence to prove OPF’s usefulness to GPs or patients.  
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Many of the participants also believed that the OPF website providers were not doing 

enough to regulate these comments and were worried about allegations being made 

against them, which they felt they would be unable to defend online, due to the 

public nature of such websites. Only four participants said they would ask their 

patients to leave feedback about them online. Despite this, half of the participants in 

this study believe that OPF has the potential to provide new insights on their 

patients, and the majority of participants were happy to use OPF to improve their 

own performance and care. When asked specifically about the NHS Choices feedback 

site and iwantgreatcare.org, only 10% to 25% called for it to be completely scrapped. 

Moreover, all participants agreed that OPF would be an easier way for their younger 

patients to give feedback, and most participants agreed that OPF will become more 

popular as the younger generation gets older. This suggests that GPs could be 

convinced of the value of OPF, if their concerns about OPF websites were addressed.  

In summary, although the majority of participants were happy to use OPF to improve 

their own performance, and some participants acknowledged the benefits of OPF 

especially to younger patients, most participants in this study had concerns about 

OPF. They questioned, amongst other things: the validity of OPF because of data and 

user bias and lack of representativeness; the usability of OPF due to it being 

anonymous; the transparency of OPF due to the risk of allegations and breaching 

confidentiality; and the resulting impact of all those factors upon them, on their 

professional practice and on their relationship with their patients.  

The findings suggest that most of the concerns raised by GPs may in fact be valid and 

need to be addressed by OPF feedback providers and other OPF stakeholders. If the 

NHS and other OPF website providers for example want GPs to take these reviews 

seriously and for the ratings per practice to be ‘valid’ and representative (so that 

patients can make an accurate ‘choice’), they need to do more to get patients to leave 

reviews. Promoting OPF amongst GPs and reassuring them of the safety and 

usefulness of such websites, may also mean GPs are more likely to use OPF for their 

own professional development, and encourage their patients to leave feedback on 

OPF websites. Other recommendations for OPF website providers based on findings 

from this study can be found in Chapter 9.  
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5.6 LIMITATIONS OF THE STUDY 

The aim of this descriptive study was to explore GPs’ views about OPF as a mode of 

feedback in general practice, and the qualitative findings from this study were not 

intended to be representative of all GPs in England. It must be acknowledged that the 

sample size for this study was small (n=20), and because 60% of participants were 

between the age of 30-34, there may have been a sample bias towards more 

technology savvy GPs. Earnest attempts were made to recruit participants randomly 

to get GPs of different ages and backgrounds, and over a quarter of our participants 

were recruited using probability sampling. However, little difference was found in 

internet usage of all the participants of different age groups in the sample.  

It must also be acknowledged that GPs were only recruited from three different 

locations in England (Northwest of England, Cambridgeshire and London), with 

almost half from the Northwest of England, which may have introduced a 

geographical bias to the data. Furthermore, a limitation of the analysis of the data in 

this study is that although the coding frame and the thematic maps were checked by 

the researcher’s supervisors for accuracy, the raw interview transcripts were not 

second coded by another researcher to assess coding consistency and reliability. 

Despite the findings not being representative of all GPs in England, the findings 

highlight key advantages and disadvantages of OPF from the GPs’ perspective and 

place them into the context of existing literature and viewpoints. This helped form 

recommendations for feedback providers and can help inform further research in this 

area (see Chapter 9).  
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 CHAPTER 6 - STUDY B (PHASE 2): EXPLORING PATIENTS’ VIEWS ON 

GIVING FEEDBACK ABOUT GPS USING OPF 

6.1 INTRODUCTION 

As discussed in Chapter 3, studies conducted outside of England have explored the 

types of patients who use OPF websites (Bidmon et al. 2014; Emmert and Meier 2013; 

Emmert et al. 2013a; Hanauer et al. 2014b; Terlutter et al. 2014). In England, two 

studies explore patients’ awareness and consideration of their future use of doctor 

rating websites, as well as some of the demographic predictors for people willing to 

leave feedback on doctor rating websites (Galizzi et al. 2012; The Tavistock Institute 

2011). However, none of these studies have explored patients’ own views on OPF 

websites, such as whether they perceive any benefits or risks in relation to leaving 

feedback online, or what may motivate or dissuade them to leave feedback online 

(Powell et al. 2015). There is also little understanding of how these attitudes and 

preferences differ from attitudes and preferences towards other feedback methods. 

6.2 AIM 

The aim of this study was to explore patients’ views about giving online feedback and 

ratings on GPs in England, within the context of other feedback methods available in 

general practice, in particular paper-based feedback cards. The intention is to use the 

findings from this study (presented in this chapter6) to create a questionnaire that 

could be used across England to explore nationwide public views and understanding 

regarding giving feedback online about GPs.    

6.3 METHODS 

6.3.1 Data collection 

This study was exploratory and descriptive in design because there was very little 

known about patients’ views towards OPF websites. Qualitative semi-structured 

interviews were carried out because this gave the depth required, and allowed 

probing of participants (Tracy 2012). A deductive conceptual framework was created 

(see Figure 6-1) based on findings from Study A and existing literature. This, as well as 
                                                      
6
 The material presented in this chapter has been published in Patel et al. (2016). 
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guidance suggested by Bryman (2008) and Matthews and Ross (2010), were used to 

design the topic guide (see Appendix D for a copy of the topic guide). The topic guide 

was piloted on two members of the public (one male, age 30; and one female, age 46) 

prior to use in the interviews, and following which the structure of the sentences in 

three questions was modified, because the sentences were too lengthy.  

Potential factors that may affect patients’ views toward giving feedback to GPs

Awareness Usage/History Future intention to use

Preference on method

Perceived motivations Perceived risksPerceived advantages
Expectation of 

response

Provider preference

Multi-channel feedback

Experience of feedback 

methods

Anonymity

 

Figure 6-1: A deductive conceptual framework used to design the topic guide 

6.3.2 Interview materials 

Two materials were used in the interviews to provide information to participants. The 

first was the NHS Friends and Family Test card. These cards or forms are available in 

most GP Practices, and GP Practices are contractually obliged to provide these as a 

method for patients to leave feedback (NHS England 2014b). The design of the cards 

or forms can vary in each surgery, and the one used as an aide for this interview was 

the same one found in six GP surgeries local to the researcher (in East London). This 

card was used in all interviews (see Appendix D for a copy), and participants were 

asked questions about their experience and attitudes towards them.  

The second material (see Appendix D) contained a screenshot of a GP Practice page 

on the NHS Choices website, which included reviews and ratings left for a practice. 

This material was used in all interviews to introduce participants to the concept of 

OPF websites, and to ensure that they had correctly understood the meaning of OPF 

websites. 
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6.3.3 Card sorting  

Card sorting exercises are used in qualitative research to understand and encourage 

discussion about the reasons for particular choices and preferences (Ritchie et al. 

2013). Therefore, two card sorting exercises were used to help participants explain 

which methods they would most prefer to use to leave feedback about GPs. The 

methods selected were based on feedback methods mentioned by Brown et al. 

(2009), Silva (2013) and Coulter (2006) in patient feedback literature, and are listed 

in the topic guide (see Appendix D). Figure 6-2 shows a participant sorting out the 

cards during the interview.  

 

Figure 6-2: A picture of a participant sorting out the cards during the interview 

6.3.4 Sampling and recruitment  

Purposive sampling was used to recruit participants so that the sample would 

represent three patients from each age group between the ages of 20 and 80 years. 

Participants were screened before recruitment to ensure they had at least one 

consultation with a GP in the past year. A total of eighteen participants (10 female; 8 

male) were recruited (see Table 6-1) from four locations in England: East London 

(n=11), North London (n=3), South London (n=2) and Coventry (n=2). From the 

eighteen participants, five were retired, three worked as volunteers, one was 

unemployed and the remaining nine participants were in full time employment.  

A recruitment poster (see Appendix D for a copy) was placed in community centres 

and cafes in two areas of East London.  The researchers’ acquaintances based in North 
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London and South London were contacted using email and telephone in an attempt 

to recruit them to participate in the study. In Coventry, an email was sent to all staff 

at the WMG department at the University of Warwick inviting them to participate in 

the study.  

Fifteen participants were interviewed initially, after which the data was analysed, 

because the data appeared to have reached close to thematic saturation. Then, three 

further interviews were conducted and analysed, and the themes that emerged 

validated and supported the existing themes found. The data was now believed to 

have reached thematic saturation (O’Reilly and Parker 2012), and therefore no further 

interviews were conducted. 

Table 6-1: Participants’ age and gender 

Age group Male Female Total no. of participants 

20-30 2 1 3 

30-40 1 2 3 

40-50 1 2 3 

50-60 1 2 3 

60-70 2 1 3 

70-80 1 2 3 

Total participants 8 10 18 

6.3.5 Study interviews 

Participants were sent an invitation letter and information sheet either through email 

or in-person beforehand (see Appendix D), and were interviewed using the topic 

guide in a private meeting room or at the participant’s home. Informed consent was 

obtained from all participants prior to the interviews. The length of each interview 

had a mean average of thirty minutes, and all interviews were recorded using a digital 

recorder to aid analysis.  

At the start of the interview (see Appendix D for the topic guide), patients were 

clearly informed that when asked about ‘feedback’, it included both negative and 

positive: comments, reviews, ratings and complaints that the patient may give or has 

given about their GP, and that the focus was solely on feedback about their 

experience of receiving care from GPs, not the GP practice nor other staff in the 

practice.  
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6.3.6 Data preparation and analysis 

The primary goal of the analysis was to identify key themes, and therefore an 

inductive (data-driven) thematic analysis was appropriate (Guest et al. 2012). 

Although thematic analysis shares features with grounded theory and 

phenomenology, it is not restricted to building theory or subjective human 

experience (Guest et al. 2012). Hence, it can be used within different theoretical 

frameworks (Braun and Clarke 2006), and subsequently has greater flexibility about 

the analytical tools it can employ (Guest et al. 2012). Guest et al. (2011) introduced 

the Applied Thematic Analysis (ATA) approach which is based on the commonly used 

inductive thematic analysis but has a pragmatic focus. It allows the use of whichever 

tools are appropriate for the analytical process, such as structural coding, 

quantification, word searches, and deviant case analyses. ATA was used to analyse the 

interviews in this study, and the specific procedure used was as follows: 

1. Familiarisation: As interviews were conducted, they were transcribed in Word 

and initial ideas were noted into an analytic memo in Word. Once 15 of the 

interviews were complete, they were exported into NVivo. 

2. Structural Coding: A structural coding framework consisting of 25 sections 

was created in NVivo based on topic areas and questions in the topic guide. 

The framework was applied to all 15 interviews, across the data set. This was 

possible because the topic guide was well-structured, and the structure had 

been followed during the interview.  

3. Coding content: Some sections were coded individually whilst other sections, 

where appropriate, were coded together. Data was collated relevant to each 

code and a codebook was then created in Word for each section, naming each 

code, description and an example from the data. As the codebook developed 

and the entire data set was coded, codes were refined and deleted both from 

NVivo and the codebook. Data was not coded for specific research questions 

but some research questions did evolve through the coding process. 

4. Quantitative data reduction: Some quantitative reduction techniques were 

used where appropriate to increase the efficiency of the analysis and the 

reliability of the findings. For example, frequencies were counted to 

understand which methods of giving feedback were most preferred by 

participants. 
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5. Generating themes: Using the codebook, some individual codes formed 

potential themes whilst other codes were collated together to form potential 

themes, sub-themes or were discarded.   

6. Reviewing themes: Themes were checked against the code book and negative 

and deviant cases were searched for. The relationships between the codes, 

between themes, and between the different levels of themes were examined.  

7. Introducing new data: Three new interview transcripts were added on at this 

stage, and went through stages 1-6 mentioned above. No new themes 

emerged.  

8. Creating and defining major themes: Analysis continued to refine the specifics 

of each theme, and major themes were formed and defined using the 

codebook.  

9. Producing explanations: In this final stage of analysis, explanations were 

formed and where appropriate, the major themes were related back to the 

research questions and literature.  

6.4 RESULTS & FINDINGS 

6.4.1 Overview 

Participants were asked about their views on giving feedback about their experience 

of receiving care from GPs, with a focus in particular on OPF websites and paper-

based feedback cards. Participants discussed their awareness and past usage of the 

online and offline modes of feedback to leave feedback about a GP, as well as their 

attitudes, motivations and consideration for future use of both OPF websites and 

paper-based feedback cards. The interviews focused mainly on the NHS Choices 

website as the OPF mode, and the NHS Friends and Family (test) feedback card as the 

offline mode to leave feedback (see Figure 6-3), both of which are available in general 

practice in England, and are generally unsolicited forms of feedback. 
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Figure 6-3: Example of a box that NHS Friends and Family Test cards are posted into at a GP practice 

This chapter presents the major themes that emerged from the data. The first four 

themes (1-4) were not specific to a method or mode of feedback; rather, they were 

found in relation to both paper-based feedback and OPF websites. The final three 

themes (5-7) were unique to OPF websites, and they allude to the additional 

considerations that patients need to make when considering using OPF websites to 

leave feedback about a GP.  

6.4.2 Theme 1: Limited awareness of methods to give feedback about GPs, 

especially online 

In this study, five participants had given feedback about a GP in the past using non-

online methods, and the remaining thirteen had not. Interestingly, however, almost 

half of the participants (n=8) did not know that they could leave feedback about a GP 

using any method: 

“I haven’t seen this [NHS Friends and Family Test card] before, probably haven’t looked” 

(P18) 

Similarly, the majority of participants (n=16) were not aware of the existence of OPF 

websites, and only one female participant aged 47 had experience of giving feedback 

on an OPF website about a GP. Nevertheless, more than half the participants (n=12) 

said they would happily leave feedback about a GP if they were asked to by the GP or 

the practice, and thirteen participants said they may consider giving feedback online 

or on paper in the future. 

6.4.3 Theme 2: Preference for mode of feedback depends on nature of feedback 

The majority of participants preferred to give positive feedback directly face-to-face 

to the GP, and almost half also preferred to give negative feedback directly face-to-

face to the GP:  
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“If I was unhappy with my GP I would make an appointment and tell her that I was 

unhappy. I wouldn’t mess about.” (P16) 

The other methods by which participants most preferred to give feedback were 

through an app, filling in the NHS Friends and Family Test card, giving the feedback 

to the practice manager, and leaving the feedback on a private form on the GP 

practice website (see Figure 6-4).  

Participants in this study were not keen on using social media (such as Facebook or 

Twitter) to leave feedback for a GP, emailing or texting the feedback, or using the 

national patient survey. Among the digital methods the least popular with 

participants was social media, followed by emailing the GP directly and text 

messaging. Three participants (aged between 35 and 55) mentioned the OPF website 

in their top three preferred ways to leave feedback about a GP. However, almost all 

participants added a caveat and said that their preference of method for giving 

feedback about GPs would actually differ depending on the nature of the feedback, 

that is, whether the feedback was positive or negative:  

“It depends [on] what feedback you are giving” (P1).  

 

Figure 6-4: A chart showing the number of times the feedback method was selected (through card sorting 
exercise) in participants' three most preferred ways to leave feedback about a GP 
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6.4.4 Theme 3: Extreme experience is the primary driver to leave feedback, both 

on paper and online 

Almost all of the participants (n=17) described their past experience with a GP as 

satisfactory or good and therefore they felt that there was no need for them to leave 

feedback about a GP: 

“I suppose it feels a bit silly to make the effort to go to give feedback to say ‘yeah 

everything was fine’.” (P1) 

However, all participants (n=18) agreed that if they experienced an extreme 

experience in the future, they would leave feedback for a GP: 

“If I felt that the level of service [was] exceptionally good or exceptionally poor, I’d be 

inclined to leave feedback.” (P15) 

Furthermore, the majority of participants said they were more likely to leave feedback 

(online or using any other method) when they had experienced an extreme negative 

experience, rather than an extreme positive experience.  

6.4.5 Theme 4: Patients need to be convinced that feedback is needed and will 

be used for improvement, for both paper and online feedback 

Many participants questioned whether the feedback they leave for a GP would lead to 

any kind of improvement. Half of the participants (n=9) believed that giving feedback 

about a GP would not make a difference to the GP’s behaviour or practice. Five 

participants were unsure whether the GP would even see the patient feedback or 

respond to it. Furthermore, more than half of participants (n=13) believed that GPs do 

not want patient feedback, otherwise GPs or the practice would ask them to leave 

feedback for them: 

“If I was given a card every time I went and they said ‘can you tick it’ then I would tick it 

and pop it in the box on the way out, but it seems sort of an odd thing to do if I don’t 

know they [GPs] particularly want it.” (P1) 

Four participants said that a GP does not need feedback, and a quarter of participants 

(n=6) said that GPs could utilise their time better by treating patients instead of using 

their time to read patient feedback. However, more than half of participants (n=12) 

said they would happily leave feedback about a GP if they were asked to do so by the 

GP or the practice: 
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“If the paper [to give feedback] was given to me, I would definitely leave feedback.” (P7) 

Furthermore, more than half of participants (n=13) explained that if they were to 

leave feedback about a GP in the future, their reason for doing so would be to 

highlight good and bad practice, and identify opportunities for improvement: 

“I think it’s good to highlight good practice, where things go well … but equally with 

regards to whether [sic] things don’t go as well.” (P4) 

6.4.6 Theme 5: Transparency of OPF websites 

Twelve participants believed that patient feedback being online and in the public 

domain is advantageous for patients. Seven participants explained this was because 

the public and other organisations could benefit from such feedback because they 

could evaluate how well GPs and GP practices were performing from patient 

experiences: 

“Because it is public isn’t it, and shows the whole world [sic] can see how well the 

practice is doing.” (P6)  

Other participants (n=4) explained that because the feedback is in the public domain, 

GPs and GP practices would take patient feedback that is online much more seriously 

than feedback left using other methods, because they would feel more accountable: 

“With online, because it is in the open, once it is there, it is pretty much like a branding 

for them, so it’s almost like they have to take it more seriously.” (P10) 

In addition, two participants believed that patient feedback being online was 

advantageous to the GP practice too, because feedback would be easier to collate and 

there would be less room for error when transferring that feedback to GPs. However, 

three participants believed that these types of OPF websites could be a breeding 

ground for false complaints, negativity and abuse: 

“If you put things that are negative online, it just creates a breeding ground for more … 

and then becomes a slating of the surgery.” (P2) 

One participant said that because of this, the GP practice may actually view the 

feedback left on these websites with scepticism, which according to her, defeats the 

purpose of leaving feedback to bring about change or improvement. Similarly, five 
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participants (most of them older than 60 years) argued that these types of feedback 

websites are not useful to them or to the public: 

“What’s the value in people scrolling down and reading I’ve had a particularly good or 

bad experience?” (P9) 

6.4.7 Theme 6: Concerns about privacy, security and anonymity of OPF websites 

More than half of participants (n=10) from all age groups had privacy concerns about 

leaving feedback online, and were worried that their identity could be traced, even 

when leaving feedback anonymously. In contrast, only two participants felt that their 

identity could be revealed if they left feedback for a GP using the NHS Friends and 

Family Test card. One participant was worried that disclosing her identity when 

leaving negative feedback online or using any other method could risk damaging her 

relationship with her GP. However, when participants were asked specifically whether 

they believed leaving negative feedback about a GP would have an impact on their 

relationship with a GP, most participants believed that GPs were professional, and 

therefore leaving negative feedback for a GP would not have an impact on their 

relationship.  

Leaving their real name online – Six participants said they were happy to leave 

their real name online when they left feedback about a GP on an OPF website, 

because they believed their feedback would be more effective with their name on it, 

so that GPs could then use the feedback for improvement: 

“I always think it is important to [leave one’s name], because if you don’t, then that 

person can’t get back to you to say how can we improve? Because I always believe it 

should always be solution focused.” (P5) 

Furthermore, one participant mentioned that he would be happy to leave his real 

name on negative feedback online because he could always see another GP in the 

practice. However, seven participants from all age groups were not happy to leave 

their real name online due to privacy concerns. They had a need to remain 

anonymous, and were worried they could be identified by a GP.  

Leaving information about their diagnoses online – More than half of the 

participants said that if their diagnosis was a commonly occurring diagnosis, they 
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would not mind leaving it online. However, if it was quite specific or an embarrassing 

ailment, they would hesitate to leave it: 

 “I’ve had both my hips replaced, I don’t mind people knowing that … if it was a very 

personal issue than probably not. Same with online.” (P4) 

Naming a GP when leaving feedback online – The majority of participants were 

happy to name a GP when they left positive feedback about them online. However, 

when leaving negative feedback online, participants disagreed as to whether a GP 

should be named. Four participants said that feedback would be more useful if a GP is 

named. One of the reasons given was that if the patient wants improvement, the GP’s 

identity needs to be explicit in the feedback, especially if the GP is part of a larger 

practice: 

“There are 18-20 [GPs] working on the same day [in my GP practice], it’s hard to know 

which doctor you are talking about.” (P3) 

However, seven participants felt that it was unfair to name GPs online, because the 

feedback left online could damage the GP’s reputation or personal confidentiality, 

and it could just be that the GP was having a bad day: 

“I think they deserve privacy. I live in the public world and I know how that feels, and if I 

fail I don’t necessarily need it everywhere, and same with them.” (P6) 

6.4.8 Theme 7: Accessibility of OPF websites 

Almost half of participants (n=7), all under the age of fifty, believed that an online 

feedback website is more accessible because it is available all the time and can be 

used from anywhere, and therefore it is also easier to use: 

“Yeah, ‘cos you can do it [give feedback] any time. You know you don’t have to do it 

there and then. Or you don’t have to go home and come back to collect something 

paper-based, you can do it at home, 2am in the morning.” (P2) 

Furthermore, one participant, who was under the age of thirty, suggested that giving 

feedback online would make it easier for her to be critical of her GP: 

“I think I would feel more comfortable typing it [i.e. critical feedback] (laughs), it’s just, 

I don’t know, I think it’s just psychological, I just feel like if I put it down myself [on 
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paper], I wrote it, then it’d be, yeah, I wouldn’t feel as comfortable being as expressive 

that [sic] I’d like to be. Is that weird?” (P3) 

However, more than half of the participants (n=11) expressed that a website is less 

accessible. Four participants (who were all over the age of 60) said this was because 

they do not have a computer or they do not know how to navigate a website, whilst 

others who were familiar with the internet and used the internet felt they did not 

want to go online for non-work purposes.  

6.5 DISCUSSION 

6.5.1 Principal findings 

In this study, patients as a group are divided about their attitudes towards using OPF 

websites in the future for leaving feedback about a GP. Some patients do not want to 

give feedback or do not feel the need to do so in future (regardless of the method of 

feedback offered to them), whereas others who may be willing to leave feedback 

about a GP, are for or against leaving feedback on an OPF website.  

The results suggest that some patients may be motivated in the future to leave 

feedback on an OPF website rather than through paper-based feedback either 

because: i) they can give feedback anytime from anywhere, ii) it allows them to share 

their experience with the public so others can see what went right or wrong, or iii) 

they believe that the GP will take online feedback more seriously. On the other hand, 

others suggested that they would not use an OPF website to leave feedback because 

either: i) they cannot use a PC or website (mentioned only by participants above the 

age of 60), ii) they have privacy concerns about leaving feedback online, or iii) they 

believe that feedback left online will not be taken seriously by the GP or practice, 

because other patients may be abusing the website or using it as a negative breeding 

ground. These findings can be used by the NHS and OPF website providers to 

effectively target marketing material and address these patient concerns about OPF 

websites that have emerged from this study.  

Although participants under the age of fifty appeared to perceive giving feedback 

online easier than giving it on paper, this does not mean that they were convinced of 

the value of giving feedback about a GP on a public OPF website. Privacy and security 

were important to all of the participants in this study regardless of age, and this 
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suggests that if patients feel a website is not secure enough or will not preserve their 

anonymity, they will be reluctant to use such a website to leave feedback about GPs. 

The NHS and other OPF website providers need to reassure patients that their 

websites are secure, and will maintain patient privacy.   

6.5.2 Comparison with prior work 

Since 1978, Patient and Public Involvement (PPI) has been part of NHS policy, and 

there has been increasing  emphasis on collecting patient experience narratives and 

feedback both in the NHS and outside of it (Ahmed et al. 2014). It was surprising, 

therefore, that half of the participants in this study were not aware they could leave 

feedback for or about a GP. In addition, the majority of participants were also not 

aware of the existence of OPF websites. However, the latter finding is in line with a 

study by Galizzi et al. (2012) which found that only 15% of a sample of Londoners 

were aware of doctor rating websites. This is in contrast to Germany and the USA, 

where recent studies found that approximately a quarter of respondents had used a 

doctor rating website (Emmert et al. 2013a; Terlutter et al. 2014). This may be partly 

because of the higher usage of private healthcare in the USA and Germany.  

One of the criticisms of the NHS Choices website in England raised by GPs in Study A 

is that its user-driven content is biased and it contains very few numbers of reviews 

and ratings, which are not representative of a GP or GP practice’s performance. This 

was supported by a study in England, which found that only 0.005% of all GP 

consultations had been reviewed online (Greaves et al. 2012b), and studies from the 

USA (Ellimoottil et al. 2013; Gao et al. 2012; Lagu et al. 2010; Mostaghimi et al. 2010), 

Germany (Emmert and Meier 2013; Reimann and Strech 2010) and Australia 

(Atkinson 2014) all indicated that less than 30% of doctors had been rated online. 

GPs in Study A also suggested that their patients are not aware about the existence of 

OPF websites. The findings from this study appear to support this. However, they also 

suggest that the lack of awareness and usage among patients is not limited to OPF 

websites; rather, patients appear to have limited awareness of other feedback 

methods that are present in GP practices. More positively, participants also suggested 

that this could be reversed if the GP or practice actively asked them to leave feedback 

about a GP (rather than by just providing tokenistic methods, such as leaving forms 

at the reception desk), and this may convince them that their feedback, even if the 

feedback is mediocre, is of some value to the GP or practice for improvement. 
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Despite the phenomenal increase in internet usage and ownership of computers in 

UK households, there is still a digital divide present in society, where 11% of adults in 

the UK in 2015 have never used the internet (Office for National Statistics 2015b), and 

37% of 65-74s and 65% of over-75s do not have access to the internet at home 

(Ofcom 2015). This was also reflected in this study, where almost all of the 

participants over the age of 60 said they did not have access to a computer or the 

knowledge to use such websites. This suggests that some groups in society, mainly 

the elderly, may be excluded from OPF websites, and Trigg (2011) proposed that this 

may be a type of social exclusion for those who most need healthcare and access to 

OPF websites. Interestingly though, even among those who did have access to the 

internet in this study and who were familiar with the internet, a few just did not want 

to use the internet for purposes outside of work.  

Patients in this study felt that their primary motivation to leave feedback for a GP 

(irrespective of whether it is online or on paper) was to help improve GPs’ 

professional practice, and this may explain why many in this study preferred to leave 

feedback directly with the GP or practice, because they believed the GP could then 

make the necessary changes. This type of motivation is described as ‘helping the 

organisation’ by researchers in the field of consumer behaviour, who explore what 

motivates people to communicate positive and negative sentiments through word-of-

mouth about consumer products (Sundaram et al. 1998; Trigg 2012). However, the 

difference is that this type of motivation was attributed to positive feedback only, 

whereas in this study, patients attributed it to negative feedback too. This also 

appears to dismiss the concerns raised in the literature (Greaves et al. 2012b; Kadry et 

al. 2011; Lagu and Lindenauer 2010; Segal 2009) and by GPs in Study A, that some 

patients have malicious intentions when they leave feedback online.  

Two additional perceived patient motivations for leaving feedback online were found 

in this study, and these were exclusive to leaving feedback online for GPs. The first of 

these perceived motivations would fall under the term ‘altruism’ described in the field 

of e-consumer behaviour (Parikh et al. 2014); this was the ability to benefit other 

patients and organisations by sharing feedback in the public domain, so that: a) it 

ensures others do not share the same negative experience, and b) other patients can 

use the reviews to decide which GP to see or which GP practice to join. The latter has 

been part of the ‘patient choice’ agenda in the NHS (Adams 2013; NHS Choices 2015), 
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and the NHS argues that this type of ‘choice’ will drive improvement and empower 

patients (Department of Health 2003). More than half of the participants in this 

study spoke positively of this advantage; however, there has been considerable 

criticism of the choice agenda in the literature (Dixon et al. 2010; Fotaki 2014).  

The second perceived patient motivation to give OPF mentioned in this study was its 

collective power to force improvement. This exercising of power over an organisation 

has also been described by Yoo and Gretzel (2008) as a motivator for people leaving 

online travel reviews. Similarly, Ben Bradshaw, a former British Minister for Health, 

argued that OPF will force doctors to improve their performance and bedside manner 

out of fear that patients may post online about them (Carvel 2008; Symons 2008). 

However, the majority of GPs in Study A disagreed that this would bring about a 

positive change; rather, they believed it would just force GPs to practice more 

defensively. Davidson et al. (2010) also found that just because stories about the 

quality of services appeared in the public domain and affected an organisation’s 

reputation, this did not mean that they would automatically become drivers for 

improvement in the NHS. Furthermore, one participant in this study highlighted that 

leaving feedback online, she believes, will not be taken more seriously by the GP as 

the feedback may be looked at with scepticism, because OPF websites can be seen as 

negative breeding grounds by GPs. This appears to be supported by some GPs in 

Study A, who saw little value in OPF and had concerns about it.  

Patients’ views about leaving their name on future feedback that they leave online 

were found to be mixed. On the one hand, some patients had concerns about privacy, 

whereas others suggested the feedback would be more useful to GPs if they as 

patients left their name on it; and seven GPs in Study A also believed the same. 

Similarly, views were mixed about whether GPs should be named on feedback 

provided online, and Study A found that GPs preferred to receive practice-based 

feedback, where they as GPs would not be named by the patient on the feedback left 

online. However, four participants in this study believed that feedback would be more 

useful if the GP is named, because there is no other way to identify the GP, especially 

if the GP is part of a larger practice. In Study A, some GPs similarly questioned the 

usefulness of a piece of feedback if it was anonymous to GP and the patient, and 

remarked that it was difficult to work out who the comment was for and about, and 

therefore could not be used for improvement.  
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Findings from this study suggest that there is no single most preferred method for 

patients to give feedback about a GP, and Entwistle et al. (2003) also found the same 

in their study with Scottish patients. However, in this study, giving feedback directly 

to the GP and the practice was the most preferred way for the majority of participants 

to leave feedback. This is significant, because it appears that some patients do not feel 

the need to formalise the feedback they give about a GP. The results also suggest that 

if patients feel heard within the practice, they may be less likely to seek out other 

external ways to leave feedback. 

In addition, the results from this study indicate that patients will change their 

method of giving feedback based on the type of feedback they want to leave (negative 

or positive), and the type of experience they have. This is significant because it 

suggests that patient feedback left online for a GP – that other patients can then use 

to make a ‘choice’ of provider – may very well be biased, because patients seem to 

pick and choose which type of feedback they place online and which, for example, 

they directly tell their GP after a consultation.  

All of the participants in this study said that they would consider leaving feedback for 

a GP (online or using another method) in the future when they had experienced an 

extreme experience, mainly an extreme negative experience. This appears to support 

the argument made by GPs in Study A as well as physician representatives (Boffey 

2011; McCartney 2009) that the majority of OPF is extreme negative opinion. This is 

usually counteracted in literature with the statement that studies in the UK and 

elsewhere have found that the majority of feedback left on OPF websites is positive 

(Verhoef et al. 2014). The findings from this study appear to contradict that and 

further suggest that regardless of whether patient feedback is given online or not, 

patients are much more likely to leave feedback when they have an extreme negative 

experience.  

Most participants in this study felt quite comfortable giving negative feedback 

directly to the GP, and they did not believe leaving negative feedback for a GP would 

have an impact on their relationship with a GP. This contradicts Dorr Goold and 

Lipkin's (1999) stance that the doctor-patient relationship is ‘sacred’, and therefore 

patients would not risk jeopardising that relationship. However, it appears to support 

the argument by Kaba and Sooriakumaran (2007) that the one-sided power in a 

doctor-patient relationship is swiftly shifting in the UK, and the push for patient-



Chapter 6  | 130 

 

centred care means that both parties are now more likely to be involved in decision-

making processes.   

6.6 CONCLUSIONS OF THIS STUDY 

The findings of this study appear to suggest that the current low usage of OPF 

websites in England may be partially because many patients do not know that they 

can leave feedback at all about GPs, online or offline, and within the group that does 

know about leaving feedback for GPs, some do not want to leave feedback, regardless 

of which method of feedback is offered to them. This is in part because they are not 

convinced that GPs want or need patient feedback. However, the findings also 

suggest that those patients who do want to leave feedback about a GP would choose 

the method based on the following: the type of feedback they want to give, whether 

that particular method of giving feedback was convenient for them, whether they 

believed the feedback method was secure and appropriate to use, and whether they 

believed that the feedback would reach the GP using that method and would be used 

for improvement. These generic factors (found in this study) associated with 

preference of feedback method may be used by the NHS and other healthcare 

providers to evaluate whether proposed new methods to collect patient feedback are 

appropriate and will be effective.  

The findings also suggest that OPF websites as they currently are will not replace 

other mechanisms for patients to give feedback to a GP, but they may motivate a 

small number of patients who have more altruistic motives or wish to place collective 

pressure on a GP to leave feedback online. If the NHS or GPs want more patients to 

leave feedback online, the findings suggest they first make patients aware that they 

can leave anonymous feedback securely online for a GP. They could then convince 

them actively that their feedback is needed and wanted by GPs for improvement, and 

that the reviews they leave online will be of benefit to other patients to decide which 

GP to see or GP practice to join. The findings also suggest that some patients may 

prefer to give feedback using an online method because it is easier and more 

accessible, but at the same time they may want their feedback to remain private for 

the GP or GP practice to view only. Future research will explore this and examine 

whether the other findings from this study can be found at a population level in 

England.  
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6.7 LIMITATIONS OF STUDY 

Findings from this study provide valuable insight into patients’ views and motivations 

regarding OPF in the context of general practice. However, the findings need to be 

used with some caution. Even though the data appeared to reach thematic saturation, 

the sample size for this study was small (n=18) and a convenient sample was used.  

Furthermore, participants were recruited from London and Coventry only, which may 

have introduced geographical bias to the data. Therefore, it is difficult to conclude to 

what extent findings can be found in the general population of patients.  

A further limitation of the analysis of the data in this study is that although the 

coding frame and the codebook was checked by the researcher’s supervisor for 

accuracy and consistency, the raw interview transcripts were not double coded by 

another research, and this also meant that inter-rater reliability could not be 

assessed.  

Nevertheless, the findings are useful for scoping further research, and the next study 

(in Chapter 8) will examine the extent to which findings from this study can be found 

at a population level in England.  
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 CHAPTER 7 - PHASE 3: DEVELOPING AND VALIDATING A 

QUESTIONNAIRE TO MEASURE PUBLIC AWARENESS, USAGE AND 

ATTITUDES TOWARDS OPF 

7.1 INTRODUCTION 

The previous chapter illustrated how qualitative methods were used to explore 

patients’ views on giving feedback about their GP, with a particular focus on using 

OPF websites. Prior to this study, in England, only one published survey by Galizzi et 

al. (2012) could be found that was relevant to patients’ views towards OPF. Although 

this survey explored public awareness and intention to use doctor rating websites, it 

did not explore for example what motivates patients to leave feedback about their GP. 

Or for example, why patients may want to or not want to leave feedback about their 

GP, both online and offline, using the different methods that are available or could be 

available in general practice. Therefore, a new population questionnaire had to be 

designed to meet the objectives of this research.  

A population questionnaire measures the views of the public, and aims to be 

representative of public views. It is also vital to develop a questionnaire that is valid, 

reproducible and accurate (Groves et al. 2009). This can be done by evaluating survey 

questions and ensuring that there is no measurement or observation error, and that 

the questions are accurately measuring what they intend to measure (Groves et al. 

2009; Leeuw et al. 2008). Therefore, this chapter reports on how the questionnaire 

was developed, evaluated and validated before implementation in Study C (Chapter 

8).  

7.2 AIM 

The aim was to develop and validate a population questionnaire to measure public 

awareness, usage and attitudes towards the use of OPF websites for giving feedback 

about their experience of receiving care from GPs in England (within the context of 

other feedback mechanisms available in general practice).  
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7.3 QUESTIONNAIRE TOPICS 

During the period of September-November 2015, a draft questionnaire was designed 

using findings from Study B, existing literature on OPF, a survey used by Galizzi et al. 

(2012), and two existing unpublished questionnaires about OPF obtained from 

Patient Opinion (James Munro, personal communication, Sep 1, 2015 (Patient 

Opinion 2015a)) and Deborah Davidson (personal communication, Dec 13, 2011 

(Patient Opinion 2011)). Based on key findings from Study B, the decision was made 

to focus on i) understanding public views towards OPF websites, ii) evaluating 

whether OPF websites are needed or wanted by patients in the UK, and iii) 

determining whether alternative methods of giving feedback about GPs are sufficient 

or more preferred. Therefore, in order to achieve the study aim, the questionnaire 

was originally framed into eight themes or domains (see Appendix E for the first draft 

questionnaire): 

A. Awareness, history and motivation for giving feedback about GPs (if 

any) 

Study B found that half of the participants were not aware that they could leave 

feedback formally for their GP. This domain explored whether patients were aware 

that they could give formal feedback about GPs and whether they had given such 

feedback about a GP or GPs in the past. It also explored why some patients had not 

given feedback about GPs. Although the level of awareness of OPF websites had been 

measured by Galizzi et al. (2012), previous research had not explored the level of 

awareness of other feedback mechanisms and patient motivation for their use. 

Findings from Study B in relation to patient motivation for not giving feedback were 

used to devise the items on the scales.  

B. Consideration of giving feedback about GPs in the future, why and 

when? 

Study B found that the majority of the participants had not given feedback formally 

before about their GP, therefore the questionnaire from now onwards focused on 

patient consideration for giving feedback in the future. Therefore, in this domain, 

patients were asked whether they would consider giving feedback about their GP in 

the future and why. Study B also found that almost all patients said they would give 
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feedback about their GP when they experienced an extreme negative experience; this 

was explored in this domain to ascertain whether it was true.  

C. Preference on mode of feedback 

There are various ways that patients can leave feedback about GPs. This domain 

explored which method was most preferred by patients, based on the list of methods 

that were found to be most popular in Study B. Study B found that patients would 

choose a different method based on whether they wanted to report positive or 

negative feedback, therefore both areas were explored. The previous study also found 

that patients preferred to leave feedback about their GP with the GP practice rather 

than a third party. This was also explored in this domain.  

D. Awareness and consideration of the use of OPF 

This domain focused on OPF websites. The level of awareness and consideration of 

use of OPF or doctor rating websites had been measured by Galizzi et al. (2012). 

However, based on findings from Study B, this domain went a step further and 

explored what may have motivated patients to use an OPF website, and also what 

may or may not motivate patients to use OPF websites in the future. Although the 

latter was explored by Patient Opinion on their own users in an unpublished survey 

(Patient Opinion 2015a), Study B findings were used to adapt the questions and 

scales, and select only the relevant options.  

The use of an app by patients in England to give feedback had not been explored in 

previous research, although Bidmon et al. (2014) explored what factors may affect 

people in Germany to use and adopt doctor rating apps. Study B found that patients 

in England may well prefer to use apps to give feedback about their GP, rather than 

give it through a website using their computer. Therefore, this was explored in this 

domain too.  

E. Feedback in public or private 

Study B found that some patients may prefer that feedback goes directly to the GP 

practice, and not online or in the public domain. This domain will explore the extent 

to which this is true.   
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F. Anonymity and privacy 

Anonymity and privacy were two important concerns that participants raised in Study 

B and GPs raised in Study A, therefore these were explored in this domain. Patients 

were asked whether they were happy to leave their real name in public (online) and 

privately when they leave feedback about their GP, and also whether they would like 

to name their GP when they leave feedback about him or her, both publicly and 

privately.   

G. Other factors that may be affecting patient intention to give feedback 

about GPs 

Three other factors that may be affecting patient intention to give feedback to their 

GP, whether online or though other methods were explored in this domain. One 

participant mentioned in Study B that if she was seeing the GP more often than once 

a year, she was more likely to give feedback about her GP. The frequency of visiting a 

doctor as a dimension was also explored by Emmert et al. (2013a) in relation to OPF 

in Germany, and in this domain, participants were asked whether they had a long 

term condition, as this would imply a higher frequency of visits to the GP. The use of 

the internet for health information was measured by Galizzi et al. (2012), and this was 

measured in this domain using the same item and scale. An additional question was 

asked about how many GPs there were in the patient’s GP practice; this was to 

ascertain whether it is true that patients who have the freedom to see a different GP 

within a GP practice are more likely to be critical of their GP, as findings from Study B 

suggested.  

H. Socio-demographics 

In this domain, gender, age, education, annual household income, and region of 

residence in England were measured to ascertain whether there was an association 

between any demographic factors and patients’ views on giving feedback about their 

GP. The questions that participants were asked on gender and region of residence 

were derived from the English national census (Office for National Statistics 2011); 

age was derived from the Workplace Employee Relations Survey, 2004 (Department 

of Trade and Industry 1998); education was derived from the Opinions and Lifestyle 

Survey, 2013 (Office for National Statistics 2013b); and annual household income 
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from the British Election Study Continuous Monitoring Survey, 2008-2010 (Sanders 

and Whiteley 2014). 

Use of the term ‘doctor rating website’ instead of ‘OPF website’ – The decision 

was made to use the term ‘doctor rating website’ instead of ‘OPF website’ in the 

questionnaire. This was because the former term was perceived to be easier to 

understand by the general public, and this was also confirmed by the patients who 

assisted in the design of the questionnaire (see section 7.6.1), and expert reviewers 

(see section 7.6.2). The term ‘doctor rating website’ was also used by Galizzi et al. 

(2012) in their questionnaire on OPF websites (which was implemented in London). 

7.4 CONCEPTUAL FRAMEWORK FOR QUESTIONNAIRE EVALUATION 

The total survey error paradigm was introduced by Biemer and Lyberg (2003b) as 

part of the total survey quality, introduced to identify potential sources of error in the 

design, collection, processing and analyses of survey data. This paradigm can be used 

to optimise survey quality within the parameters of given resource constraints (such 

as design and cost). It was praised by Groves and Lyberg (2010) as a conceptual 

foundation in the field of survey methodology, but was criticised for being exclusively 

an intellectual paradigm rather than a statistical model of survey error. The paradigm 

was then adapted by Pennay (2014) using work from both Groves et al. (2009) and 

Biemer and Lyberg (2003b) to create the Total Survey Error framework (TSE), which 

is described as the survey life cycle from a total survey error perspective. The TSE she 

argues provides both a theoretical and practical framework for all aspects of survey 

design and evaluation, and can be used by researchers as a tool to assess, evaluate, 

and improve survey research practice (Whiteley 2015).  

The TSE Framework (as shown in Figure 7-1) consists of both errors of representation 

(sampling errors) and errors of measurement (non-sampling errors). The former 

occurs as part of the selection of the sample from the sampling frame. The latter 

occurs when designing and conducting the survey. All of these errors need to be 

minimised as far as possible in survey research. This conceptual and practical 

framework – the TSE – was used as a foundation in this phase (of developing and 

validating the questionnaire) to assess and reflect on improving the quality of the 

questionnaire and its results, and to reduce the possibility of any errors.  
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Figure 7-1: Total survey error framework (the survey life cycle from a Total Survey Error (TSE) perspective). 
Adapted by Pennay (2014) from Groves et al. (2009) and Biemer and Lyberg (2003b).

7
  

7.5 QUESTIONNAIRE MODE AND REDUCING SAMPLING ERRORS 

The aim of Study C (in Chapter 8) was to get a representative sample of responses 

from the public in the UK using a population questionnaire in a cross-sectional 

design. Population questionnaires can be conducted with the public using various 

modes, and each mode has its strength and limitations, as illustrated in Table 7-1. 

Deciding which mode to use for this questionnaire was challenging because of the 

difficulty in getting a truly representative sample within the budget constraints. 

Various experts were consulted for advice between the period of Aug 2015 to Nov 

2015, including five senior academics with experience of conducting large scale 

population questionnaires, and approximately nine market research companies.  

Telephone based questionnaires were not appropriate because the response scales for 

some of the questions were more than seven, and such lengthy scales would be 

                                                      
7
 Explanation of terms: “Constructs are elements of information sought by the researcher. 

Measurements are more concrete and are often the questions posed to the respondent. 
Response is the data produced from measurement, and sometimes this data needs editing, 
outlier detection for example or processing data so it could be used for placing ages into age 
groups.” (Groves et al. 2009).  
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difficult for the respondent to understand, follow and select over the telephone. 

Online panel questionnaires were also not appropriate because they would exclude all 

members of the public who do not have access to the internet (Duffy and Smith 

2005), especially important because this questionnaire’s focus is online feedback. 

Online panel questionnaires are also based on self-selection, which means they would 

not give representative results because they would introduce non-coverage bias 

(Callegaro et al. 2015; Gideon 2012).  

Sending postal surveys using a random sample may have been appropriate; however, 

the response rate to postal questionnaires in the UK is and has been very low. 

Although Casiday et al. (2006) received a 36% response rate in 2006 to their survey 

on parental attitudes to the MMR vaccine in one primary care trust, Foxcroft et al. 

(2015) found that response rates to their 30-item General Lifestyle Questionnaire in a 

primary care trust was only 7%. As this questionnaire had over 50 questions, the 

response rate may have been even lower, and this was also the consensus of six 

research based companies who were made aware of the research aims and the survey 

length, and who had ample experience of conducting postal questionnaires. The low 

response would have introduced serious bias to the data, and the benefit of 

conducting a random sample would have been eradicated (Edwards et al. 2002; Nulty 

2008). This is because with a low response rate, respondents may be different from 

non-respondents in characteristics. The non-response bias would therefore affect the 

reliability of the questionnaire’s population estimate, and would weaken the 

generalizability (external validity) of the results of the questionnaire (Bowling 2005; 

Edwards et al. 2002; Gideon 2012; Nulty 2008). Furthermore, Kennedy et al. (2016) 

argue that a low response rate for a probability based survey needs as much 

adjustments and modelling as those used with non-probability samples to produce 

accurate reliable estimates.  

According to Gideon (2012), there is some agreement that face-to-face surveys have 

the highest response rates, followed by telephone surveys, and then postal surveys. 

Therefore, face-to-face surveys were considered for this research. Face-to-face surveys 

can be conducted using a random sample by The Office for National Statistics in the 

UK and this would have been ideal; however, they are extremely expensive to conduct 

and were beyond the budget for this research. Consequently, the best option available 

after a random sample was to conduct the questionnaire using random location quota 
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sampling and this is what was used (see section 8.3.2). This is not as a good as a 

random sample (Grenfell et al. 2011); however, market based researchers and some 

academics (including Jones et al. 2011; Low et al. 2013; Power et al. 2011) argue that it 

can produce results that are representative of the population in England (see section 

8.3.2 for details about the sampling procedure). Although it may have been useful to 

mix modes to address the bias of one survey mode (for example, postal survey 

alongside face-to-face random location surveys), this was not feasible due to budget 

constraints.  

Face-to-face questionnaires are also the least burdensome method because they only 

require the respondent to speak the same language in which the questions are asked, 

and no reading skills are required (Gideon 2012). It also has a higher item response, 

because if respondents struggle to answer a question for example, the trained 

interviewer can explain; and with longer questionnaires the interviewer can keep the 

respondent motivated, and probe for responses (Gideon 2012). Furthermore, 

premature termination (where the respondent does not complete the questionnaire) 

is less likely to happen in the presence of a motivating interviewer, and the 

interviewer has more control over the situation and can ensure that all questions are 

answered, and responses are recorded correctly (Gideon 2012). The advantage of 

using CAPI (Computer Assisted Personal Interview) during a face-to-face 

questionnaire is that questions that are not relevant to the respondent can be skipped 

through complex routing and skipping instructions, and responses can be recorded in 

real-time. Furthermore, scales can be randomised to reduce response order bias, and 

digital images and videos can also be shown where appropriate.   

However, the disadvantage of face-to-face questionnaires, even when conducted by 

trained interviewers, is that they may not have subject knowledge or understanding 

of the topic. This was not an issue for this questionnaire because the topic area and 

questions were self-explanatory. Another disadvantage of face-to-face questionnaires 

is that there could be a slight bias of social desirability in attitudinal questions, and 

highly sensitive questions may not be suitable. The former problem was addressed by 

asking indirect attitudinal questions, and the latter was not applicable to this 

questionnaire.  

It was not feasible for the researcher to personally conduct 800+ interviews of the 

public in the UK using a random location quota sampling method; therefore, eight 
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survey research agencies were contacted for quotes during Sep-Oct 2015 to conduct 

the questionnaire with a representative sample of the public in England. Based on 

discussions with the companies, the available budget, and previous experience of 

academic colleagues, a leading independent survey agency was chosen, Ipsos MORI, 

to conduct the face-to-face questionnaires with the public in England, using CAPI 

and random location quota sampling methodology (see section 8.3.2). Ipsos MORI is 

the second largest research company in the UK, and it is also the agency that 

conducts the national GP Patient Survey, on behalf of NHS England and the 

Department of Health, and it is therefore well experienced in conducting research in 

general practice.  
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Table 7-1: A summary of advantages and disadvantages of different survey modes  
(Based on the literature and consultation with academic survey experts and market research survey experts)  

Survey 
Mode 

Sampling type Advantages Disadvantages 

Postal 
survey 

Random 
sampling 

 Participants selected through a 
random sample using the PAF 
(Postcode Address File) 

 Less bias towards social 
desirability in attitudinal 
questions 

 Participants can fill in the 
questionnaire when it suits them  

 

 Response rate is estimated to be very low 
(around 10% for this survey), therefore 
results will not be representative of the 
population, which defeats the advantage 
of selecting through a random sample 

 Questions have to be limited to around 
25-30 questions due to respondent fatigue 

 A postal survey excludes those with low 
literacy skills 

 There may be regional or age biases 
within the data, which you cannot control 
for, and therefore inter-comparisons 
within the data may not be possible to do 

 It is not suitable for complex routing 

Telephone 
survey 

Landline 
numbers 
randomly 
selected, until 
given quota is 
reached. Uses 
a form of 
quota 
sampling 

 The results may be 
representative, depending on the 
response rate, and whether there 
are regional or age biases (this is 
difficult to predict with accuracy 
before the survey is conducted) 

 It does not exclude those 
participants who are not online or 
have low literacy skills 

 It is not a suitable method with one A4 
side information leaflet and the need to 
explain the topic over the phone 

 It excludes those who do not have a 
landline telephone, those who cannot 
speak English, and those who have speech 
or hearing impairments 

 It is not suitable for multiple scales on 
questions or complex scales 

Online 
survey 
panel 

Random 
selection from 
a pre-recruited 
online panel. 
Uses a form of 
quota 
sampling 

 The results give representative 
quotas, on age, gender and 
region. So one can confidently 
do inner comparisons between 
respondents 

 Little bias towards social 
desirability in attitudinal 
questions 

 This method excludes those people that 
are not online, and also the many millions 
of people who have not joined the online 
panel. To claim generalizability of results 
would be highly questionable 

Face-to-face 
random 
location 
survey 

Random 
location quota 
sampling, a 
form of quota 
sampling 

 It uses a random location quota 
sampling method which ensures 
that participants are selected 
from random locations across the 
UK, and are representative in 
given quotas, such as age, gender 
and region 

 The questionnaire can be lengthy 
as the interviewer can keep the 
respondent engaged 

 This mode does not exclude those 
who are not online, those who do 
not have a landline telephone, 
those who cannot speak English, 
and those who have speech or 
hearing impairments 

 It is much cheaper than a face-to-
face random sample survey 

 It is not a truly representative sample 
because although the locations are 
randomly selected, individual participants 
are not selected randomly (further details 
about the method is in section 8.3.2)  

 It excludes those people who are not at 
home 

 There could be a slight bias towards social 
desirability in attitudinal questions 

 It may not be suitable for highly sensitive 
questions 

 

Face-to-face 
random 
sample 
survey 

Stratified 
Random 
sampling 

 It has the advantages of a face-to-
face survey (mentioned above) 

 The difference is that the results 
are truly representative of the 
population in England, with a 
randomly selected sample using 
PAF, and a response rate of 
around 60% 

 It is extremely expensive to conduct, with 
an estimated cost of £80,000 for 25 
questions (Office for National Statistics 
Omnibus Service) 

 There could be a slight bias of social 
desirability in attitudinal questions 

 It may not be suitable for highly sensitive 
questions 
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7.6 EVALUATION METHODS USED TO REDUCE NON-SAMPLING ERRORS  

In this section, the focus is on methods and techniques used for evaluating non-

sampling errors in survey work (as illustrated in Figure 7-1), specifically validity and 

measurement errors (Biemer and Lyberg 2003a; Groves et al. 2009; Pennay 2014). 

Validity refers to the extent to which a construct (elements of information sought by 

a researcher) is adequately captured; this is sometimes referred to as a specification 

error. This is usually a high level error, whereas the measurement error is the extent 

to which a measure (for example a question posed to the respondent) accurately 

captures the construct. The measurement error could be related to i) the 

questionnaire (poor questionnaire design), ii) the respondent (they could provide 

inaccurate answers due to misunderstanding or not understanding the question); 

iii) the interviewer (poor interviewing technique); or iv) the mode of the 

questionnaire (for example, primacy effects are more commonly associated with 

paper-based self-completion surveys). The processing error refers to errors when 

inputting the raw data or computing new variables. This will be addressed in the next 

chapter.    

To minimise the validity and measurement errors of the new questionnaire designed 

by the researcher, the questionnaire underwent seven stages of thorough evaluation. 

These stages have been summarised and depicted in Figure 7-2. The forthcoming sub-

sections describe each of the evaluation and validation processes in further detail.  
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a. Evaluation of 
questionnaire by 

members of the public 
(n=5)

Stage 1: Scoping & 
evaluation whilst 

developing first draft 
questionnaire

b. Evaluation of 
questionnaire by the 

researcher’s 
supervisors (n=2)

Stage 2: Evaluation of 
questionnaire by 
academic expert 
reviewers (n=8)

Stage 4: Evaluation of 
questionnaire by 

cognitive interviews 
(n=9)

Stage 6: Pilot testing 
questionnaire (n=22)

First draft 
questionnaire (as in 

Appendix E)

Second draft 
questionnaire 

Third draft 
questionnaire

Stage 7: Final expert 
review by researcher’s 
supervisor and IPSOS 

Mori (n=3)

Fourth draft 
questionnaire 

Final questionnaire (as 
in Appendix E)

Stage 5: Evaluation of 
questionnaire by 

IPSOS Mori expert 
reviewers (n=6)

Stage 3: Evaluation of 
questionnaire whilst 

placing in the 
appropriate format 

(on Qualtrics)

Amendments in Table 0-1 in Appendix E

Fifth draft 
questionnaire 

Iterative and concurrently

Amendments in Table 0-2 in Appendix E

Amendments in Table 0-3 in Appendix E

Iterative process between experts and researcher
Amendments in Table 0-4 in Appendix E

Sixth draft 
questionnaire 

Amendments in Table 0-5 in Appendix E

Iterative process between experts and researcher
Amendments in Table 0-6 in Appendix E

Online (using 
Qualtrics 
software)

Online (using 
Qualtrics 
software)

 

Figure 7-2: A summary of the seven stage evaluative process used to validate the questionnaire 

7.6.1 Stage 1: Evaluation whilst developing the first draft questionnaire 

The first draft questionnaire (see Appendix E) covered all the domains mentioned in 

section 7.3, and was designed to be clear, concise and easy for a lay person to follow. 

The question type and scale of measurement were different for each question, 

depending on what was most appropriate, and for some of the questions, the scale of 

measurement was derived from the findings of Study B. The content and wording of 

each question and its scales were revised iteratively at this stage by the researcher 

(with ten versions of the questionnaire). The researcher’s two supervisors and five 

members of the public were also regularly consulted. The questionnaire was then 
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tested on these five members of the public (who were all likely respondents). They 

were asked to fill in the questionnaire on paper in the researcher’s presence, and then 

give feedback about: i) any problems they encountered with the questions or scales, 

ii) any terms or questions they did not understand, iii) any questions or scales they 

found difficult to answer, iv) the length of the questionnaire, v) the sequence of the 

questionnaire, and vi) any other suggestions to improve the questionnaire or make 

the questionnaire easier for the layperson to understand. The researcher also looked 

out for visual cues, such as sighs, looks of confusion or struggle.   

Feedback received from this stage of testing with the public resulted in helping the 

researcher conceptualize, contextualise and frame questions appropriately. Specific 

major changes included: reducing the length of the questionnaire by combining some 

of the questions together; removing 8 questions, some of which were repetitive; and 

amending the wording on a few questions. The questionnaire was also reviewed by 

the researcher’s two supervisors, and similar changes were made based on their 

suggestions.   

There were 43 questions (items) when the first draft questionnaire was finalised (see 

Appendix E). An introductory section was included at the beginning of the 

questionnaire which explained the purpose of the survey. The questions in the 

questionnaire, as well as the research questions they link to and the statistical tests 

proposed for use were also checked and approved by an academic statistician in early 

Nov 2015 (see Appendix E for the analysis plan). 

7.6.2 Stage 2: Expert reviews by academics 

In order to evaluate the measurement or observation error of a survey, Groves et al. 

(2009) and other survey researchers recommend the use of ‘expert reviews’ as the 

first step to validate the questionnaire (DeMaio and Landreth 2004). Expert reviews 

are where both questionnaire design experts and subject matter experts evaluate the 

content, cognitive, and usability standards of a questionnaire (Groves et al. 2009). 

This can highlight any problems the questions and scales may have in relation to its 

scope for example, or the way the questions may be understood or perceived by its 

participants, and evaluate whether the questions are clear and easy for participants to 

understand and answer (DeMaio and Landreth 2004; Groves et al. 2009).  
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The first draft questionnaire was sent through email in ‘Word format’ to eight 

academic expert reviewers (from four UK based universities) in Nov 2015. They were 

asked to review the questions and scales, but not the physical formatting of the 

questionnaire. All of the experts were questionnaire design experts and three of them 

were also subject matter experts (in digital health). Fourteen changes were 

recommended by the reviewers and 13 changes were made (see Table 0-1 in Appendix 

E for the list of the changes). The questionnaire was then revised to produce a second 

draft questionnaire.  

7.6.3 Stage 3: Evaluation of questionnaire whilst placing in the appropriate 

format 

The questionnaire when implemented with the general public was conducted using 

CAPI (Computer Assisted Personal Interviewing) methodology (as mentioned 

previously in section 7.5). It was therefore necessary to place the questionnaire in the 

appropriate format before formally testing with the public. Therefore, the 

questionnaire was placed into software called Qualtrics which creates online surveys, 

and is similar to the software that was used in the implementation stage by Ipsos 

MORI (see section 8.3.3). The questionnaire was published online but the web link 

was kept private for the researcher’s use only.  

During the process of placing the questionnaire online, the questionnaire underwent 

further evaluation, and nine changes were made to the questionnaire (these have 

been detailed in Table 0-2 in Appendix E). This resulted in the formation of the third 

draft questionnaire. This step as an evaluation was not anticipated, however, the 

process of converting the questionnaire into the appropriate format meant that a few 

problems were identified, which were rectified before testing the questionnaire with 

the public in the next stage.  

7.6.4 Stage 4: Cognitive interviews  

Cognitive interviewing is a process in which participants respond to draft survey 

questions, and are asked to reveal their thought processes at the same time (Farrall et 

al. 2012; Priede and Farrall 2011). The premise is that knowing these thought 

processes and cognitive understanding can help the researcher evaluate the quality of 

the survey questions and responses. Furthermore, it can reduce response error 

because it can help identify any difficulties or problems that cannot be identified 
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through statistical methods (Miller 2011; Osborne et al. 2006; Willis 2004). 

According to Levine et al. (2005) and Willis and Artino (2013), there is a growing 

body of literature that demonstrates that only a very few cognitive interviews can 

allow for the identification of problems with questions, and help in making revisions, 

so that the quality of the survey data can be greatly improved.  

Cognitive interviewing has evolved and grown since its first use in 1984, and now 

there are two ways cognitive interviews are conducted: thinking aloud and verbal 

probing (Priede and Farrall 2011). In the former, the respondent is asked to vocalise 

his or her thought process as he or she is filling in the questionnaire. The researcher 

then reads or listens to the transcript to understand the respondent’s thought process 

and understanding, and uses this to remove or change any difficult questions or 

phrasing. In the latter, the researcher takes a more active role, and respondents are 

probed with questions to get a better and deeper understanding of their thought 

processes.  

To evaluate this questionnaire, the verbal probing method was used alongside the 

thinking aloud method to detect potential sources of response error. This is because 

when the thinking aloud method is used on its own, Priede and Farrall (2011) argue 

that useful information is not always gained, since although it can highlight that 

there is a problem with a question, it cannot always tell you what the problem is. 

Furthermore, some participants may find it difficult to think aloud, but more 

importantly, in this questionnaire, there were certain phrases like ‘doctor rating 

website’ and ‘feedback about GP’, which the researcher anticipated respondents 

needed to be asked about, to ensure that participants’ understandings of such terms 

were correct and consistent. Therefore, respondents were asked to think aloud when 

answering questions, but were also probed with further questions.  

Topic guide for cognitive interviews – Once the third draft questionnaire was 

ready, a topic guide was developed by the researcher. The topic guide (see Appendix 

E) detailed the way the interview would be introduced to the participant, an 

explanation of thinking aloud in simple terms, and the anticipated probes. During the 

interview however, spontaneous probes, conditional probes and emergent probes 

were also used, as described by Priede and Farrall (2011). For example, if the 

participant took a long time to answer a particular question, a conditional probe was 
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used: they were asked why, and probed further to ascertain if there was a problem 

with the question.   

Participants and interview procedure – A purposive sample was used to ensure 

participants were from different age groups. Therefore, eight volunteers from London 

and the North West who were between the ages of 18 and 59 took part in the 

cognitive interviews in Dec 2015. Willis and Artino (2013) argue that as few as 5 or 6 

participants can provide useful information to improve survey questions, and this was 

true for this questionnaire too.  

Participants were sent an invitation letter and information sheet beforehand through 

email (see Appendix E), and consent was taken from all participants at the beginning 

of the interview. Participants were interviewed face-to-face using the topic guide and 

the ‘online questionnaire’ on the researcher’s laptop. The researcher sat next to the 

participant, read the question aloud, and showed the participant the scales or 

possible responses. The researcher inputted the response into the online 

questionnaire. The interviews were recorded digitally using an app called iTalk, and 

they had a mean average of 20 minutes in length. The interviews took place in the 

participants’ homes or at a public café.  

Analysis of the cognitive interviews – Each recording of the cognitive interview 

was listened to and a summary was prepared in an Excel sheet, which contained a list 

of responses to the probes, and any other problems that could be identified. This 

determined whether the interview provided evidence of a ‘definite problem’, ‘possible 

problem’, or ‘no evidence of a problem’ in relation to each item in the questionnaire, 

which was followed by a written explanation of the reasons for this judgement (as 

done by Levine et al. (2005)). These summaries were then combined under each 

question, and based on that it was decided whether the question needed 

modification, removing, changing or leaving as it was. Any additional areas 

mentioned or discussed were also noted down.  

Results and changes made to the questionnaire – 23 problems were identified 

with the questionnaire from the cognitive testing, and 22 changes were made as a 

result of this. These problems and the resulting changes made are outlined in Table 

0-3 in Appendix E. These changes resulted in the formation of the fourth draft 

questionnaire.  
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7.6.5 Stage 5: Expert review from Ipsos MORI 

The fourth draft questionnaire was then sent to questionnaire expert reviewers at 

Ipsos MORI. The questionnaire was reviewed by 6 expert reviewers, and it was 

transformed into the format that matched the Ipsos MORI CAPI system and the face-

to-face interview style that Ipsos MORI uses. At this stage, the questionnaire was 

revised iteratively by the researcher and the Ipsos MORI team (there were five 

iterations). 16 major changes were made as a result of these reviews and discussions, 

and these are listed in Table 0-4 in Appendix E (minor changes to wording are not 

recorded in the table). These changes resulted in the creation of the fifth draft 

questionnaire.  

7.6.6 Stage 6: Pilot testing the questionnaire  

Pilot testing a questionnaire can ensure that any possible flaws or errors in the 

questionnaire are detected. It can also help identify ambiguous items, and the non-

verbal behaviour of respondents can provide information on any uncomfortable or 

difficult questions in the questionnaire (van Teijlingen and Hundley 1998).   

Therefore, in January 2016, the fifth draft questionnaire was placed online using the 

Qualtrics software and piloted using the CAPI method with 22 volunteers (aged 

between 18 and 72) from North West and London. The aim of this stage of piloting 

was to improve the internal validity and reliability of the questionnaire, because the 

questionnaire had been amended since the cognitive interviews were conducted in 

December 2015.   

Participants were sent an invitation letter and a participant information sheet 

beforehand in person or through email (see Appendix E). Consent was taken on the 

online screen (see Appendix E), before the face-to-face interview started. The 

interview lasted around 10-15 minutes. Based on the results and experience of pilot 

testing, twelve changes were made to the fifth draft questionnaire (as listed in Table 

0-5 in Appendix E), which resulted in the formation of the sixth draft questionnaire.  

7.6.7 Stage 7: Final expert review 

In late January 2016, the sixth draft questionnaire was then reviewed by the 

researcher’s supervisor for the final time, as well as three senior expert reviewers at 

Ipsos MORI, one of whom was a director who specialised in health research. They 
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suggested ten changes to the questionnaire, which are detailed in Table 0-6 in 

Appendix E. These changes were made, and this resulted in the seventh draft 

questionnaire, which was also the final version of the questionnaire. This final version 

can be found in Appendix E.  

7.6.8 Strengths and weaknesses of the validation methods  

Multiple methods were used to evaluate and validate the questionnaire in this phase 

of the research to reduce specification and measurement error and ensure validity of 

the questionnaire. Amongst the methods were multiple expert reviews from 

questionnaire experts both in academia and in the polling industry, subject experts 

from academia and the healthcare industry, and the researcher’s supervisors. 

Furthermore, the questionnaire was reviewed and evaluated by the public from the 

very initial design stage, and further validation was conducted with the use of 

cognitive interviews and piloting. In total, the questionnaire was reviewed by 55 

individuals before it was considered validated.   

It must be acknowledged however that the questionnaire was only piloted on 22 

members of the public using a convenient sample, because by this stage of the 

validation, no problems were being identified by the participants, and there was no 

apparent benefit in conducting further piloting. During the piloting phase, statistical 

analysis was not used to validate the questionnaire for internal validity or 

consistency, because multiple questions were not measuring the same construct 

within the questionnaire, and therefore conducting for example factor analysis was 

not appropriate.  

7.7 SUMMARY 

The questionnaire was developed based on the findings of Study B and literature 

related to OPF. Prospective participants were involved even at the initial design stage. 

Once the first draft questionnaire was ready (a copy of which is in Appendix E), the 

questionnaire then underwent thorough evaluation through multiple phases of expert 

reviews, cognitive interviews and pilot testing with prospective participants. The 

changes made at each stage have been documented in tables in Appendix E. The final 

validated population questionnaire can be found in Appendix E, and this version was 

implemented in Study C (see Chapter 8).  
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 CHAPTER 8 - STUDY C (PHASE 4): MEASURING AND 

UNDERSTANDING PUBLIC AWARENESS, USAGE AND ATTITUDES 

TOWARDS OPF 

8.1 INTRODUCTION 

This chapter reports on Study C (Phase 4) of the research, where a cross-sectional 

design was used to implement the mixed methods questionnaire with a 

representative sample of the public in England. The questionnaire was designed and 

validated in Phase 3 of the research (Chapter 7), and its aim was to measure public 

awareness, usage and attitudes towards the use of OPF websites to give feedback 

about their experiences of receiving care from GPs. As reported in Chapter 3, no prior 

study could be found in the literature that explored fully public views and attitudes 

towards OPF websites in England.  

8.2 OBJECTIVES 

The objectives of this study were to use the mixed methods population questionnaire 

designed and validated in Phase 3 in order to: 

(1) Quantitatively and qualitatively assess the views of the general public in 

England on giving feedback (online and using other methods) about their 

experiences of care from GPs. This included exploring public awareness and 

experience of giving feedback; their reasons for not giving feedback to date; 

their consideration for giving feedback in the future; and their motivation and 

preference for giving feedback.  

(2) Understand how much value, if any, the public holds for OPF websites (or 

doctor rating websites).   

(3) Assess whether the public have any concerns about OPF websites. 

(4) Assess whether public attitudes differ for giving feedback online and using 

other methods.  

(5) Evaluate whether public views differ according to particular demographics, 

lifestyle, and health status.  
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8.3 METHODS 

8.3.1 Questionnaire design and mode 

The mixed methods questionnaire designed and validated in Chapter 7 was 

implemented in this cross-sectional study. The questionnaire used a convergent 

parallel design, which meant that qualitative and quantitative data were collected in 

parallel, analysed separately and then merged (Creswell & Clark, 2011). The 

quantitative data was collected primarily to understand public views on giving 

feedback about care from GPs (both online and using other methods), and the 

qualitative data helped explain the quantitative data. The two forms of data together 

generated greater understanding and insight of the topic area. 

Section 7.5 in the previous chapter explained in detail why a face-to-face 

questionnaire was chosen as the most suitable mode to conduct this study, and why 

Ipsos MORI was chosen as the vendor that implemented the questionnaire with a 

representative sample of the public. In brief, face-to-face was the most appropriate 

mode because of the length of the questionnaire, it was within budget, and it is also 

least burdensome on the respondent. Ipsos MORI was chosen because they are a 

reputable and well experienced research company, who also conduct the national GP 

Patient Survey on behalf of NHS England (and the Department of Health). 

8.3.2 Sample size and sampling procedure 

Sample size – An a priori target sample size of 850 members of the public (in 

England) was set based on guidance from Field (2013) to allow prevalence statistical 

estimate proportions to be within 3.5% confidence interval with 95% confidence 

level. Ipsos MORI also confirmed that approximately 850 respondents were sufficient 

to get a representative sample of the population in England. A post-hoc sample size 

analysis illustrated that the prevalence data was within a confidence interval of 3.37% 

with 95% confidence level.  

Sampling procedure – Random location quota sampling using quotas for age, 

working status, gender and tenure within region were used in this study. There were 

two stages to the sampling. In the first stage of sampling, approximately 180 Local 

Area Authorities were randomly selected from all those in the UK, some of which 

were in Scotland and Wales and therefore do not feature in this study. In the second 
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stage of sampling, one Output Area (a small area made up of around 60 to a 100 

addresses) was randomly selected from each of the Local Area Authorities selected in 

the first stage. These were the output areas where interviewers went to conduct the 

interviews with the public.  

Interviewers (n=155) were given quotas of people to interview for each Output Area 

according to age, working status, gender and tenure within region. Interviewers went 

door to door and invited the person who answered to take part, as long as they were 

aged 15 or over. If they refused, interviewers invited another member of the 

household to take part. The visits were spread out during the week, including 

evenings, Saturday and Sunday to ensure inclusion of people who work in the day 

time. Interviewers kept a gap of three doors between every successful interview to 

avoid interviewing immediate neighbours, and to minimise clustering of interviews. 

8.3.3 Data collection procedure 

An omnibus survey is where more than one survey on a topic is conducted during the 

same interview so that costs can be divided across clients (Gideon 2012). The 

questionnaire from this study (which was around 10 minutes long) was included in 

the Ipsos MORI Face-to-Face Omnibus survey called Capibus, which runs every week 

and is around 30 minutes long. The questionnaire was about half way through the 

Capibus survey, and the other topics on the same Capibus were finance, energy and 

printers. Ipsos MORI confirmed that none of the other topics would have influenced 

responses to this (the researcher’s) questionnaire. 

At the start of this questionnaire within the Capibus, a clear introduction was 

provided (see Appendix E). The introduction highlighted that questions about 

‘feedback’ referred to reviews, ratings, comments, and complaints, both positive and 

negative. The introduction also clarified that all of the questions refer to giving 

feedback about experiences of receiving care from GPs only, and not any other 

healthcare professional. Respondents were additionally provided with an information 

sheet about the research (see Appendix F).  

Ipsos MORI used the CAPI methodology to conduct the interviews (as detailed in 

Section 7.5 of the previous chapter). Therefore, once the final questionnaire was 

ready (see Appendix E), Ipsos MORI placed the questionnaire into their system, 

which was then loaded onto their interviewers’ laptops (see Appendix F for a sample 
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of laptop screenshots of the questionnaire). Prior to loading, the script was tested by 

six people at Ipsos MORI to ensure that all filtering, randomisation, and wording was 

correctly inputted and understood by the system. The filtering was also tested by 

Ipsos MORI dummy software to ensure the filtering was accurate and responded 

correctly to all of the different possible options an interview could take.    

The face-to-face interviews using the questionnaire were conducted by 155 trained 

interviewers using the CAPI methodology in people’s homes (not on doorsteps) from 

29th January 2016 to 10th February 2016. Informed consent was taken verbally from 

all respondents before entering their homes.  

During the interview, respondents were asked questions by the interviewers, and the 

interviewers immediately noted down each response on to their laptops. Results were 

collated in real-time and recorded centrally by Ipsos MORI. Open ended questions 

were typed by the interviewer verbatim. A ‘show-card’ (in Appendix F) was shown for 

question TY15, because the scale was lengthy. Respondents always had the option to 

refuse to respond to any of the questions, and this was noted down as a separate code 

if they did.  

8.3.4 Validation of interview data 

The ISO 20252 guide (Blyth 2012) dictates that 10% of all interviews should be 

validated (back-checked) on each project, and that interviewers should be validated on 

a regular basis. This guide was used to validate the interviews. Consequently 

approximately 13% of the respondents were selected for validation before the whole 

project was validated.  

The validation process was managed by a team in the Harrow Field Ipsos MORI Office 

with validations carried out using Computer Assisted Telephone Interviewing within 

Ipsos’s telephone centres. Respondents were contacted by a specially trained team of 

validators, and the attributes of the interviewer, such as politeness and 

professionalism, were first checked. Thereafter, specific questions from the 

questionnaire and key demographics were asked to ensure that responses were 

recorded accurately. 10% of all the validations were monitored by a supervisor. If 

there was doubt over an interview or interviewer’s quality, personal face-to-face 

validations would have been carried out by an Ipsos MORI regional manager or 

supervisor. However, this was not required for this study.  
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8.3.5 Data preparation 

The data captured was provided to the researcher in a SPSS file and Excel files. There 

was no missing data because the computer programming of the script ensured all 

respondents answered the relevant questions. 

Weighting the quantitative survey data – Weighting is a technique commonly 

used to ‘re-ascribe’ respondent records in a survey data file to compensate for known 

biases, such as non-response, non-coverage and sampling errors (Bradley 2006). This 

is done by applying a weight, which is a multiplying factor (less than one or greater 

than one) to some or all respondents so that the relative importance of all 

respondents in the final data collected is not equal (Sharot 1986), and the survey is 

‘calibrated’ to ensure balance (Bradley 2006). A survey can contain multiple weights, 

and the purpose of applying weights is that the survey represents as closely as 

possible the sample ‘profile’ of the population of inference (usually in demographic or 

regional terms) (Kalton and Flores-Cervantes 1998).  

There are different types of weighting methods (Kalton and Flores-Cervantes 1998), 

and according to Sharot (1986) and Bradley (2006), the main ones are cell-weighting 

and rim-weighting. In the former, the variables sex, age and region each form a cell, 

and then a weight is calculated so that each cell achieves its target. The latter uses 

computer power, where each variable is addressed one by one, and a number of 

solutions are run until a best fit is achieved. The latter is therefore argued to be 

superior to the former, and it is used across the market research industry, including 

Ipsos MORI, to weight survey data (Bradley 2006; Sharot 1986).  

The sample profile produced for this study was similar to that achieved on The 

National Readership Survey (NRS)8, which uses random probability sampling. 

Therefore, using rim-weighting, only a very small corrective weighting was applied 

(on gender, age, social grade, region, working status, tenure and ethnicity) by Ipsos 

MORI to adjust the final results to make them in-line with the national demographic 

profile. This was so that any minor deficiencies or biases in the sample could be 

corrected and to ensure that the sample was as close to a nationally representative 

sample. 

                                                      
8
 The National Readership Survey (NRS) is a random sample survey that provides estimates of 

the number and habits of people reading print media in the UK.  
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In practice, this meant that using the National Readership Survey and the latest 

Census data, Ipsos MORI explored what the profile of a nationally representative 

sample of adults aged 15+ in England should be. They then produced target weights 

from these sources based on the following rims (provided in Appendix F): gender 

within region, gender within social grade, gender within age, gender within working 

status, and tenure and ethnicity. These targets were then set against the profile they 

actually achieved (the unweighted sample) and then the programme ran through a 

series of iterations in order to get the best fit to match the target weights. At the end 

of this process, each cell was given a weight. So for example, men in one region may 

have been down-weighted slightly, so given a weight of 0.907232; and men in 

another region may be up-weighted slightly, so given a weight of 1.174015. The 

respondents are all still there, but their responses may be adjusted marginally to have 

more or less weight. This is a standard industry weighting process and is not unique 

to Ipsos MORI.  

The unweighted and weighted profile data can be seen in Table 8-2, which shows 

minor differences between profiles. For the responses to the questions on the 

questionnaire, the overall responses between the weighted and unweighted data 

varied if at all by only 1% or 2%. So for example, for the question in section 8.4.2 

about whether participants were aware of the option to give feedback about their 

experience of receiving care from a GP, the unweighted data indicated 60.7% said no, 

and the weighted data indicated 61.3% said no; however both of these round up to 

61%.  

8.3.6 Data analysis 

The data was managed and analysed by the researcher using the data provided by 

Ipsos MORI, although Ipsos MORI conducted the initial data processing. The 

statistical raw data was provided in a SPSS file, and the open ended textual raw data 

was provided in Excel files.  

Data analysis plan – A detailed data analysis plan was created from the first draft 

questionnaire (see Appendix E). The appropriateness of the statistical tests proposed 

were checked and approved by an experienced academic statistician in Nov 2015. 

Although some of the questions were modified and combined by the time the 
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questionnaire was validated and reached the final draft, the majority of the research 

questions remained the same, and therefore the analysis plan did not need to change.  

Statistical analysis – IBM SPSS Statistics 22 was used to conduct the statistical 

analysis. The sampling weights provided by Ipsos MORI were first applied to the data 

to correct for known sample biases. Univariate analysis or descriptive statistics was 

performed to describe respondent demographics, and responses to all other relevant 

questions. For the purpose of analysis, responses to four questions had less than 8 

responses of ‘don’t know’, and these were combined with ‘no’, to form binary 

variables (yes and no). 

Bivariate analysis was used to describe differences for the main variables (dependent 

variables, for example, awareness, usage) with respect to the demographic 

characteristics (independent variables, for example, gender and age). All variables 

were categorical, and therefore a two-tailed chi-square test (or Pearson’s test where 

appropriate) was used, with a p value <0.05 considered to be statistically significant. 

The demographic independent variables (for example, gender and age) found to be 

significant on the dependent variable (for example, awareness) were then included in 

binomial logistic regression models, which were adjusted manually to determine 

which demographic factors in combination had a signification association or were 

predictors for the dependent variable (Marston 2009). Results were presented as 

odds ratio and 95% confidence intervals, using the format recommended by Peacock 

and Kerry (2007) for publication. The results for the first binomial logistic regression 

model and its interpretation presented in section 8.4.2 were checked and approved 

by an experienced academic medical statistician in March 2016.  

Qualitative analysis – All open ended questions were transcribed verbatim by the 

interviewers, and the data was analysed manually using content analysis. Content 

analysis is used to analyse textual data (Hsieh and Shannon 2005), with an aim to 

concentrate on language to classify the text into a number of categories that 

represent similar meanings, identifying themes or patterns within the data, either 

through a quantitative or a qualitative approach (Graneheim and Lundman 2004; 

Hsieh and Shannon 2005).  

The content analysis was conducted in three stages. In the first stage, codes were 

generated manually from each individual response, and the codes found were placed 
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next to each response in Excel. Frequencies were then counted to measure how many 

respondents mentioned each code. The codes generated in this first stage were 

double checked by the researcher to ensure accuracy. In the second stage, the codes 

(with corresponding counts) were organised, compared and contrasted to form a final 

frame of codes and categories, with counts being added. In the third and final stage, 

the categories were condensed, connected and interpreted into themes (and sub-

themes were relevant), with counts of the number of respondents who mentioned 

them still attached to the themes.  

8.4 RESULTS 

The results of this study are divided into seven sections (see Figure 8-1 for a 

diagrammatic depiction of the results section). The first section (8.4.1) describes the 

response rate and demographic characteristics. The second three sections (8.4.2 – 

8.4.4) focus on public awareness, past usage and future consideration of giving 

feedback about the experience of receiving care from GP/s using any method and 

using doctor rating websites. The final three sections focus on additional factors, 

which include whether patients are more likely to leave feedback when it is solicited 

or unsolicited (section 8.4.5), positive or negative (section 8.4.6), and attitudes 

towards anonymity and privacy (section 8.4.7). 

The key results for the second three sections (8.4.2 – 8.4.4) are summarised and 

presented up front in Table 8-1. The table also summarises the demographic factors 

that were found to be significant on each of the key dependent variables (using 

multiple binomial logistic regressions, which will be reported in further detail in the 

forthcoming sections). The table demonstrates that 15% of respondents were aware of 

doctor rating websites for giving feedback about GPs, in comparison to 39% of 

respondents who were aware of giving feedback using any of the method/s. Similarly, 

19% of respondents had given feedback about a GP in the past using any method, 

whereas only 0.36% had given feedback about a GP using a doctor rating website. 

76% of respondents said they would consider giving feedback about a GP in the 

future (using any method); whereas only 18% of respondents said they would 

consider giving feedback in the future using doctor rating websites. These results as 

well as explanations for the responses are discussed in detail in their own respective 

forthcoming sub-sections.   
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Figure 8-1: Outline of the results section (section 8.4)
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Table 8-1: Summary of key results from all respondents (n=844) relating to awareness, past usage and future 
consideration of use (further details are in the subsections) 

 AWARENESS 
of giving feedback about 
experience of receiving 
care from a GP using: 

(SECTION 8.4.2) 

PAST USE 
of giving feedback about 
experience of receiving 
care from a GP using: 

(SECTION 8.4.3) 

FUTURE 
CONSIDERATION 

of giving feedback about 
experience of receiving care 

from a GP using: 
(SECTION 8.4.4) 

 Any 
method 

Doctor 
rating 

websites 

Any 
method 

Doctor 
rating 

websites 

Any 
method 

Doctor rating 
websites 

POSITIVE 39% 15% 19% 0.36% 76% 18% 

DEMOGRAPHIC FACTORS ( = found to be significant using binomial logistic regression) 

GENDER       

AGE       

SOCIAL GRADE       

REGION       

QUALIFICATION       

INCOME       

ETHNICITY       

INTERNET ACCESS 
FREQUENCY 

      

PAST USE OF  
INTERNET TO SEARCH 
FOR HEALTH 
INFORMATION 

      

PRESENCE OR ABSENCE 
OF A LONG TERM 
HEALTH CONDITION 

      

NUMBER OF GPS IN 
SURGERY/LOCAL 
HEALTH CENTRE 

      

 

  



Chapter 8  | 160 

 

8.4.1 Response rate and demographic characteristics  

844 respondents over the age of 15 years from England responded to the 

questionnaire. The socio-demographics that respondents were asked about included 

gender, age, social grade, region, qualification, income and ethnicity, and these are 

reported in Table 8-2, both the weighted data used in the analysis as well as the 

unweighted data. Additional socio-demographic characteristics not used in the 

analysis were collected by Ipsos MORI as part of their Capibus; these are given in 

Appendix F. Four further questions related to internet usage and health were also 

asked, and the responses to these are also listed in Table 8-2. These 11 demographic 

variables are the independent variables against which other dependent variables were 

checked for association during the analysis (further details are in the forthcoming 

sections).   
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Table 8-2: 11 demographic characteristics of the 844 respondents to the questionnaire 

 UNWEIGHTED DATA WEIGHTED DATA DIFFERENCE 

DEMOGRAPHIC CHARACTERISTIC 

NO. OF 
RESPONDENTS 
(unweighted 

data) 

% 
NO. OF 

RESPONDENTS 
(weighted data) 

% 

% difference 
between 

unweighted 
& weighted 

data 

GENDER       

MALE 433 51.3% 413 48.9% -2.4% 

FEMALE 411 48.7% 431 51.1% +2.4% 

AGE       

15-24 150 17.8% 132 15.7% -2.1% 

25-34 112 13.3% 142 16.8% +3.5% 

35-44 116 13.7% 134 15.9% +2.2% 

45-54 138 16.4% 144 17.1% +0.7% 

55-59 58 6.9% 51 6.1% -0.8% 

60-64 67 7.9% 63 7.4% -0.5% 

65+ 203 24.1% 178 21.0% -3.0% 

SOCIAL GRADE*       

AB 191 22.6% 231 27.4% +4.8% 

C1/C2 435 51.5% 412 48.8% -2.7% 

D 124 14.7% 129 15.3% +0.6% 

E 94 11.1% 72 8.6% +2.5% 

GOVERNMENT OFFICE REGION       

EAST MIDLANDS 56 6.6% 73 8.6% +2.0% 

EASTERN 71 8.4% 94 11.1% +2.7% 

LONDON 137 16.2% 130 15.5% -0.7% 

NORTH EAST 41 4.9% 41 4.9% 0.0% 

NORTH WEST 126 14.9% 111 13.2% -1.7% 

SOUTH EAST 111 13.2% 137 16.3% +3.1% 

SOUTH WEST 100 11.8% 86 10.2% -1.6% 

WEST MIDLANDS 101 12.0% 88 10.4% -1.6% 

YORKS AND HUMBR 101 12.0% 84 9.9% -2.1% 

QUALIFICATION       

GCSE/ O-LV/CSE/ NVQ12 215 25.5% 212 25.1% -0.4% 

A-LVL OR EQUIV 168 19.9% 160 18.9% -1.0% 

DEGR/ MAST/ PHD 234 27.7% 264 31.3% +3.6% 

NO FORML QUAL 168 19.9% 150 17.8% -2.1% 

OTHER 59 7.0% 59 7.0% 0.0% 

INCOME       

UP TO 11,499 102 12.1% 88 10.4% -1.7% 

11,500 - 17,499 78 9.2% 76 9.0% -0.2% 

17,500 - 24,999 47 5.6% 45 5.4% -0.2% 

25,000 - 29,999 56 6.6% 54 6.4% -0.2% 

30,000 - 39,999 63 7.5% 68 8.0% +0.5% 

40,000 - 49,999 49 5.8% 54 6.4% +0.6% 

50,000 - 74,999 66 7.8% 86 10.2% +2.4% 

MORE THAN 75,000 35 4.1% 44 5.3% +1.2% 
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 UNWEIGHTED DATA WEIGHTED DATA DIFFERENCE 

DEMOGRAPHIC CHARACTERISTIC 

NO. OF 
RESPONDENTS 
(unweighted 

data) 

% 
NO. OF 

RESPONDENTS 
(weighted data) 

% 

% difference 
between 

unweighted 
& weighted 

data 

DON'T KNOW 158 18.7% 153 18.2% -0.5% 

REFUSED 190 22.5% 176 20.8% -1.7% 

ETHNICITY      

WHITE 710 84.1% 723 85.9% +1.8% 

NON-WHITE 134 15.9% 118 14.1% -1.8% 

INTERNET ACCESS FREQUENCY       

DAILY 657 77.8% 679 80.4% +2.6% 

WEEKLY 67 7.9% 62 7.3% -0.6% 

MONTHLY 14 1.7% 12 1.5% -0.2% 

NEVER 106 12.6% 91 10.8% -1.8% 

HAVE YOU EVER USED THE INTERNET 
TO SEARCH FOR HEALTH 
INFORMATION?  

     

YES 434 51.4% 458 54.2% +2.8% 

NO 410 48.6% 386 45.8% -2.8% 

DO YOU HAVE A LONGTERM HEALTH 
CONDITION?  

     

YES 241 28.6% 222 26.3% -2.3% 

NO 603 71.4% 622 73.7% +2.3% 

APPROXIMATELY HOW MANY GPS 
ARE THERE IN YOUR CURRENT GP 
SURGERY?  

     

1 GP 31 3.7% 29 3.5% -0.2% 

2-3 GPs 203 24.1% 197 23.3% -0.8% 

4-5 GPs 265 31.4% 268 31.8% +0.4% 

6-9 GPs 206 24.4% 210 24.9% +0.5% 

MORE THAN 10 GPS 45 5.3% 45 5.3% 0.0% 

DON'T KNOW 94 11.1% 95 11.2% +0.1% 

*The social grades are defined as follows: A: Higher managerial, administrative and professional. B: Intermediate 
managerial, administrative and professional. C1: Supervisory, clerical and junior managerial, administrative and professional. 
C2: Skilled manual workers. D: Semi-skilled and unskilled manual workers. E: State pensioners, casual and lowest grade 
workers, unemployed with state benefits only 

8.4.2 Awareness - public awareness of the opportunity to give feedback in 

general and on doctor rating websites  

As shown in Figure 8-1, this section reports on public awareness of the opportunity to 

leave feedback about GPs using any method, followed by public awareness of the 

opportunity to use doctor rating websites to leave feedback about GPs. It also reports 

on how participants became aware of giving feedback, and the predictors for 

awareness.  
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Awareness of the opportunity to give feedback about care from GPs in general 

(using any method) - 39% (n=326) of respondents were aware that they could give 

feedback about their experience of receiving care from a GP, whereas 61% (n=518) 

were not aware that they could give feedback at all.  

The effect of 11 demographic variables (in Table 8-2) on awareness was explored using 

chi-square tests in SPSS. Qualification, income, use of internet to search for health 

information in the past, presence of a long term condition, and number of GPs in 

their surgery were found using chi-square tests to be significantly related (p<0.05) to 

the awareness of the option to give feedback about GPs. The combined effect of these 

five variables was investigated using binomial logistic regression. When the five 

significant variables were analysed together, the use of internet to search for health 

information became non-significant, and so it was removed from the final model. 

However, the other four remained significant, hence the model was adjusted (see 

Table 8-3): 

 Income was found to be statistically significant (p=0.003), and those with an 

income of £50,000-£74,999 had the highest odds and were 2.2 times more 

likely to be aware of the option to give feedback about their experience of care 

from a GP, in comparison to those whose income was below £11,499.  

 Qualification was found to be statistically significant (p=0.002), and those 

with a graduate qualification had the highest odds, and were also 2.2 times 

more likely to be aware than those with no formal qualifications.  

 The presence or absence of a long term condition was found to be 

statistically significant (p=0.004), and those who did have a long term 

condition were 1.6 times more likely to be aware of the option to give 

feedback about a GP than those who did not have a long term condition. This 

is not surprising considering that those with long term conditions generally 

use GP services more frequently. 

 The number of GPs in respondents’ surgery was also found to be 

statistically significant (p=0.019), with those who were not aware of the 

number of GPs present in their surgery being the least likely (64.4% less 

likely) to be aware of the option to give feedback about GPs, as compared with 

those who were aware that they had one GP in their surgery. This may suggest 

that those with limited knowledge about GPs and their services, or even 
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limited usage of GP services, are naturally less likely to know about the option 

to give feedback about GPs.  

Table 8-3: Adjusted odds ratio* for the effect of set demographic variables on the awareness of the option to 
give feedback about a GP (95% CI, n=844)  

Variable Odds ratio 95% CI 

Income  p=0.003 

< £11,499 Ref (1.000) - 

£11,500 - £17,499 1.790 0.937 – 3.420 

£17,500 - £24,999 1.303 0.608 – 2.792 

£25,000 - £29,999 1.126 0.547 – 2.317 

£30,000 - £39,999 1.307 0.660 – 2.591 

£40,000 - £49,999 0.892 0.425 – 1.872 

£50,000 – £74,999** 2.211 1.131 – 4.320 

More than £75,000 0.534 0.234 – 1.219 

Don't know 0.789 0.436 – 1.429 

Refused 0.826 0.472 – 1.445 

Qualification  p=0.002 

No formal qualification  Ref (1.000) - 

GCSE/O-level/CSE/NVQ 1.020 0.628 – 1.659 

A-level or equivalent 1.386 0.832 – 2.309 

Degree/masters/PhD or equivalent** 2.197 1.350 – 3.575 

Other 1.463 0.761 – 2.811 

Long term condition  p=0.004 

No Ref (1.000) - 

Yes** 1.631 1.166 - 2.283 

Number of GPs in the surgery  p=0.019 

1 GP Ref (1.000) - 

2-3 GPs 0.902 0.389 – 2.090 

4-5 GPs 0.899 0.392 - 2.065 

6-9 GPs 0.867 0.372 – 2.018 

More than 10 GPs 0.479 0.170 – 1.352 

Don’t know** 0.356 0.138 – 0.917 

Note: .080 (Cox & Snell), .109 (Nagelkerke). Model χ2 = 69.430, p =0.000 
Ref = reference category (odds ratio of 1.000) 
* Each odds ratio is adjusted for all the other variables in the table.        ** p < 0.05 

Awareness of doctor rating websites for giving feedback about experience of 

receiving care from GPs – All respondents were provided an explanation of doctor 

rating websites on screen and verbally by the interviewer (see section D of the 

questionnaire in Appendix 6). They were then asked if they had been aware of doctor 

rating websites before this survey. 15% (n=128) of respondents said that they had been 

aware of doctor rating websites previously, and 85% (n=716) said they had not.  

The effect of 11 demographic variables (in Table 8-2) as well as two other relevant 

variables (i. being aware of the option to give feedback in general about GPs, and ii. 

having given feedback about GPs in the past) were explored on the awareness of 

doctor rating websites using chi-square tests. The effects on the awareness of doctor 

rating websites of age, qualifications, income, social grade, as well as frequency of 

internet usage, having searched the internet for health information, and being aware 
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of the option to give feedback in general about GPs, and having given feedback about 

GPs in the past, were all found to be significant using chi-square tests (p<0.05). 

Therefore, the combined effect of these 8 variables was investigated using binomial 

logistic regression.  

When the 8 significant variables were analysed together, qualifications, social grade, 

income, frequency of internet usage and having given feedback about GPs in the past 

were found to be statistically non-significant (p>0.05), therefore they were removed 

from the model. After the model was adjusted (see Table 8-4): 

 Age was found to be significant (p=0.021), with those between the ages of 60-

64 being 63% less likely to be aware of doctor rating websites than those aged 

35-44. This is not surprising considering that people over the age of 60 have 

lower levels of internet usage in comparison to other age groups.  

 Those who had searched for health information on the internet in the 

past were 2.7 times more likely to be aware of doctor rating websites than 

those who had not.  

 Also, those who were aware of the option to give feedback about a GP 

using any method, were 5.6 times more likely to be aware of the existence of 

doctor rating websites than those who were not aware, suggesting that being 

aware of any method of giving feedback is a predictor for awareness of doctor 

rating websites.  

Qualifications and income were predictors for the awareness of the option to leave 

feedback using any method, but were not found to be predictors for the awareness of 

doctor rating websites. This may suggest that unlike other feedback methods, doctor 

rating websites may be able to cross the ‘socio-economic divide’, but not the ‘age 

divide’.  
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Table 8-4: Adjusted odds ratio* for the effect of a set of demographics and 2 other variables on whether 
someone was aware of doctor rating websites (95% CI, n=844) 

Variable Odds ratio 95% CI 
Age  p = 0.021 

15 - 24 0.425 0.181 – 1.000 

25 - 34 1.442 0.753 – 2.762 

35 – 44 Ref (1.000) - 

45 - 54 0.974 0.493 – 1.927 

55 – 59 1.473 0.627 – 3.461 

60 – 64** 0.366 0.127 – 1.057 

65+ 0.779 0.399 – 1.523 

Past use of internet to search for health info. p=0.000 

No Ref (1.000) - 

Yes** 2.690 1.709 – 4.234 

Awareness of the option to give feedback about GPs p = 0.000 

No Ref (1.000) - 

Yes** 5.632 3.631 – 8.737 

Note: .129 (Cox & Snell), .226 (Nagelkerke). Model χ2 = 116.910, p =0.000 
Ref = reference category (odds ratio of 1.000) 
* Each odds ratio is adjusted for all the other variables in the table.              ** p < 0.05 

Which, if any, of the following doctor rating websites are you aware of? From 

the 15% (n=128) of respondents who were aware of doctor rating websites, 38% 

(n=54) said they were not aware of a specific website (see Figure 8-2). 43% (n=61) 

were aware of NHS Choices feedback site, 14% (n=20) were aware of Patient Opinion, 

3% (n=5) were aware of PrivateHealth, 1% (n=1) were aware of iwantgreatcare and 2% 

(n=2) mentioned ‘other’. This means that from all the respondents (n=844), only 7% 

(n=61) were aware of the NHS Choices feedback site, and 2% (n=20) were aware of 

Patient Opinion. This indicates that awareness of specific doctor rating websites is 

very low, which is surprising given that the NHS Choices feedback site is an official 

NHS channel for collecting and presenting patient feedback.  
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Figure 8-2: Bar graph showing which doctor rating websites respondents (n=128) were aware of 

Sources of respondents’ awareness – Respondents who were aware of the option to 

give feedback in general (using any method) about their experience of receiving care 

from GPs (n=326) and those who were aware of doctor rating websites (n=128) were 

asked separately in different parts of the questionnaire how they became aware of 

each method. The responses are recorded in Table 8-5. 26% of respondents were 

informed by their GP of the option to give feedback (using any method), whereas only 

8% of those aware of doctor rating websites were informed by a GP. The results in 

Table 8-5 suggest that patients’ main source of awareness for giving feedback in 

general (using any method of feedback) is the GP or the NHS, whereas patients’ main 

source of awareness for doctor rating websites is a personal acquaintance or the 

internet. 
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Table 8-5: Source of respondents’ awareness of giving feedback about their experience of receiving care from 
a GP in general using any method (n=326) and using doctor rating websites (n=128) 

Source of awareness 
Any method of 

feedback 
Doctor rating website 

GP  26% (n=84) 8% (n=11) 

Another healthcare professional  7% (n=23) 7% (n=10) 

Receptionist at a GP surgery 16% (n=52) 6% (n=7) 

Letter/leaflet/pamphlet/poster about it from the 
NHS  

25% (n=82) 13% (n=17) 

NHS website 6% (n=20) 20% (n=25) 

Elsewhere on the internet 5% (n=16) 19% (n=25) 

Advert 5% (n=16) 12% (n=16) 

TV programme 4% (n=14) 6% (n=7) 

Friend, family member or colleague 9% (n=31) 21% (n=27) 

Work 4% (n=14) 2% (n=3) 

Other 11% (n=36) 7% (n=9) 

8.4.3 Past use - public experience of giving feedback in general and on doctor 

rating websites  

As shown in Figure 8-1, this section starts by reporting respondents’ experiences of 

giving feedback to GPs using any method, as well as their motivations for leaving or 

not leaving feedback in the past using any method. It then outlines respondents’ past 

experience of using doctor rating websites for any purpose, and ends with reporting 

respondents’ past experience of using doctor rating websites specifically to give 

feedback about GPs, as well as their motivations for doing so.     

Past experience of giving feedback about GPs in general (using any method) - 

19% (n=161) of respondents said that they had formally given feedback about the care 

they had received from a GP in the past, and 81% (n=683) said they had not. Of those 

who had given feedback formally in the past, 58% (n=94) had given it directly to the 

GP, and 35% (n=57) had given it to the GP practice. The remaining 7% (n=10) had 

given it to an external organisation. This is an interesting finding, and suggests that 

currently the majority of patients are leaving feedback directly with the GP or the 

practice.   

The effect of 11 demographic variables (in Table 8-2) on whether someone had given 

feedback in the past about their experience of receiving care from a GP were explored 

using chi-square tests in SPSS. Gender, age, qualification, use of internet to search for 

health information in the past, presence of a long term condition, and number of GPs 

in their surgery were found using chi-square tests to be significantly related (p<0.05) 
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to whether someone had given feedback about their experience in the past. 

Therefore, the combined effect of these six variables was investigated using a 

binomial logistic regression.  

When the six variables were analysed together, all the variables except gender and 

long term health condition become statistically non-significant (p>0.05), so they 

were removed from the model. After the model was adjusted (see Table 8-6): 

 gender was found to be statistically significant (p=0.002), with female 

respondents almost twice as likely to have given feedback in the past than 

male respondents; 

 the presence or absence of a long term health condition was found to be 

significant (p=0.002), with those with a long term health condition 1.8 times 

more likely to have given feedback about their experience of receiving care 

from a GP in the past. This was not surprising because those with long term 

health conditions generally access GP services more frequently. 

Table 8-6: Adjusted odds ratio* for the effect of a set of demographics on whether someone had given 
feedback about their experience of receiving care from a GP in the past (95% CI, n=844)  

Variable Odds ratio 95% CI 

Gender  p=0.002 

Female  Ref (1.000) - 

Male 0.574 0.403 - 0.819 

Long term health condition  p=0.002 

No Ref (1.000) - 

Yes 1.782 1.233 – 2.576 

Note: .023 (Cox & Snell), .037 (Nagelkerke). Model χ2 = 19.829, p =0.000 
Ref = reference category (odds ratio of 1.000)        * Each odds ratio is adjusted for all the other variables in the table.  

Motivations for leaving or not leaving feedback using any method – 81% 

(n=683) of respondents who had never given feedback about a GP were asked using 

an open ended question why they had not given feedback about a GP in the past. The 

themes that emerged from the data are in Table 8-7. The most popular was that there 

was no need for them to leave feedback or they were satisfied with their care (31% and 

13% respectively), they were not aware or had not thought of leaving feedback (14% 

and 4% respectively), and they had never been asked to leave feedback for a GP (7%).  
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Table 8-7: Major themes that emerged from responses (n=683) to the question: Why haven’t you given 
feedback about your experience of receiving care from a GP? (Ref TY04/A5) 

# Theme Mentioned by 
no. of 

respondents 
(n) 

% Example  
(verbatim quote) 

1 No need to leave feedback 209 31% 
“I had no need to leave 

feedback” (P2347) 

2 Was not aware you could leave feedback 98 14% 
“I didn't know I could. I didn't 

know how to when you were a 
bit unhappy” (P1959) 

3 Satisfied with care received 89 13% 
“I've always been satisfied with 

the service I’ve received” 
(P3377) 

4 Never been asked to leave feedback 51 7% 
“Because nobody has ever 

asked [for feedback]” (P3247) 

5 Do not see GPs frequently 49 7% 
“Very rarely go to doctors” 

(P2877) 

6 Never thought about it 26 4% 
“Never occurred to me” 

(P3156) 

7 Not interested in leaving feedback 26 4% “I can’t be bothered” (P1890) 

8 Feedback was given face-to-face 7 1% 
“Because I tell things to my GPs 

face-to-face” (P1268) 

9 Leaving feedback will not make a difference 7 1% 
“Does not feel it would amount 

to anything, and could be a 
waste of time” (P2187) 

10 Dislike complaining 5 1% 
“I don’t like complaining” 

(P1035) 

- Other 27 4% - 

- Don't know 147 22% - 

Three of the themes mentioned in Table 8-7 (Themes 2,6 and 9) were explored in the 

very final section of the questionnaire, where all respondents (n=844) were asked to 

agree or disagree with statements related to possible motivations for leaving feedback 

about their experience of receiving care from a GP (see Figure 8-3).  
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Figure 8-3: Bar chart displaying respondents’ (n=844) responses to some of the attitudinal statements asked 
in the final section of the questionnaire 

The results in Figure 8-3 show that 40% of all respondents said they knew how or 

where to leave feedback, and this is in-line with earlier findings in section 8.4.2, 

where 39% of respondents were aware of the option to leave feedback about their 

experience of receiving care from GPs. A similar proportion of respondents said they 

were not aware of how or where to leave feedback. This lack of awareness appears to 

be one of the major reasons why most patients are not leaving feedback about their 

GPs.  

However, 48% of respondents had also not thought about giving feedback before (as 

shown in Figure 8-3), which appears to suggest that maybe patients are apathetic to 

feedback or have had a good or satisfactory service, so therefore have never really 

thought of giving feedback. Despite this, only 20% agreed that leaving feedback for 

GPs would make no difference and only 18% agreed that GPs do not want patients’ 

feedback, which suggests almost one fifth of patients need to be actively convinced 

their feedback is needed and will be useful. There were a significant number (around 

a third of respondents) who ‘sat on the fence’ (with all of these questions, see Figure 

8-3) and said they neither agree nor disagree. 
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Having said that, 63% of respondents agreed that they would leave feedback because 

they would want someone to improve the service so that it can be better for the next 

patient and only 9% of respondents disagreed with that. This seems to suggest that 

altruism may be the major motivation for patients to leave feedback for GPs; as long 

as patients are convinced their feedback is needed and will be used. Before that, it 

seems patients need to be aware of where and how they can leave feedback for a GP.  

It must be noted that each of the 15 attitudinal questions that were in the final section 

of the questionnaire (including the ones shown above in Figure 8-3, and the ones 

shown in Figure 8-5 and Figure 8-8) had a modal average of one third of respondents 

who selected neither agree nor disagree (the mean average was 29.5%). It is not clear 

why such a large number selected neither agree nor disagree. It may suggest that 

around a third of people do not appear to have strong views about leaving feedback 

for GPs online. Alternatively, it could suggest that the topic does not interest them, or 

it could be that they were fatigued when they reached this very final stage of the 

questionnaire. There were however 4.5% of respondents (38/844) who responded to 

‘neither agree nor disagree’ on all 15 of the attitudinal questions in the final section, 

and 1.3% (11/844) respondents who responded as ‘don’t know’ on all 15 of those 

questions.  

Past usage of doctor rating websites for any purpose – Respondents who were 

aware of doctor rating websites (n=127) were asked if they had used a doctor rating 

website before. 15% (n=19) had in the past, and the remaining 85% (n=108) had not. 

This means that in total, from all the respondents, only 2.25% (n=15) had actually 

used a doctor rating website before. Given the amount the NHS and other external 

organisations have invested in establishing OPF websites, and the popularity of other 

rating websites like Trip Advisor, the very low level of usage at 2.25% is surprising.  

The effect of 11 demographic variables (in Table 8-2) on the usage of doctor rating 

websites was explored using chi-square tests. The variables ethnic origin (p=0.043) 

and region (p=0.041) as well as having searched the internet for health information 

previously (p=0.007) were found using Fisher’s exact test to be significant on the 

usage of doctor rating websites. Therefore, the combined effect of these variables was 

investigated using binomial logistic regression; however none of the variables were 

found to be significant (p>0.05). It was surprising that having searched for health 

information in the past – which was found to be a predictor for the awareness of 
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doctor rating website and future consideration of using doctor rating websites (see 

section 8.4.4) – was not significant for usage.  

Past usage of doctor rating websites for giving feedback about a GP – From the 

19 respondents who had used a doctor rating site before, 41% (n=8) had used it to 

read a review for a doctor or hospital, 25% (n=5) had used it to find a doctor or 

hospital, 19% (n=4) had used it to review their experience of the NHS, and 16% (n=3) 

had used it to give feedback about their experience of receiving care from a GP. 

Therefore, only 0.36% (n=3) of the entire sample of respondents (n=844) had used a 

doctor rating website in the past to give feedback about their experience of receiving 

care from a GP. This is extremely low, and suggests that even among those patients 

that are using doctor rating websites, the vast majority are not using it to leave 

feedback about GPs.  

From the three participants that left feedback on a doctor rating website about a GP, 

two commented on a positive experience and one commented on a negative 

experience. The reasons the three respondents gave for leaving feedback online was 

that they either wanted to let the GP know how much they appreciated the 

consultation, or they believed sharing their experience would benefit the GP, or they 

wanted to comment on their treatment in general. No other reasons were cited.  

8.4.4 Future use – public consideration of giving feedback in the future (using 

any method) and on doctor rating websites 

This section includes the following results (as shown in Figure 8-1): i) future 

consideration of giving feedback using any method, as well as the preferred method, 

ii) future consideration of using doctor rating websites for any purpose, and iii) future 

consideration of using doctor rating websites specifically to give feedback about GPs. 

This section also includes the reasons why respondents may or may not consider 

giving feedback on doctor rating websites.   

Consideration of giving feedback in the future using any method – All 

respondents were asked whether they would consider giving feedback in the future 

about their experience of receiving care from a GP. 76% (n=638) of respondents said 

they would consider giving feedback in the future, (25% (n=214) said definitely, and 

50% (n=424) said possibly). 24% (n=199) said they would not consider giving 
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feedback in the future, and 1% (n=7) said they do not know. Participants’ reasons for 

not leaving feedback using any method have been discussed in section 8.4.3.  

Responses were first combined to form a bivariate variable of yes and no. The effect of 

11 demographic variables (in Table 8-2) on consideration of giving feedback in the 

future was then explored using chi-square tests in SPSS. All variables were found to 

be significant (p<0.05), and so the combined effect of the 11 variables were 

investigated using a binomial logistic regression. When the 11 variables were analysed 

together, income, ethnicity and internet access frequency were found to be 

statistically non-significant (p>0.05), therefore they were removed from the model. 

When the remaining 8 variables were analysed together, social grade became non-

significant (p>0.05), and so was removed from the model too. After the model was 

adjusted, seven variables were found to be statistically significant (see Table 8-8):  

1. Gender was found to be statistically significant (p=0.013), with male 

respondents 37% less likely to consider giving feedback in the future than 

females.  

2. Age was also found to be statistically significant (p=0.001), with those aged 

between 35-44, 55-59, and 60-64 around 2.5 times more likely to consider 

leaving feedback than those aged 65+.  

3. Those who had a long term health condition were also twice more likely to 

consider leaving feedback than those did not have a health condition, as 

would be expected. 

4. Similarly, those who had used the internet in the past to search for health 

information were more than twice as likely to consider leaving feedback in 

the future than those who had not used the internet in the past to search for 

health information, and this is not surprising given that they have taken an 

active interest in their own health in the past. 

5. Number of GPs in the respondents’ surgery was also found to be 

significant with those who had 2-3 GPs in their surgery found to be 2.5 times 

more likely to consider leaving feedback than those who had just 1 GP in their 

surgery. This suggests that patients may be less reluctant to give feedback 

about their GP (or be critical of GP) if they have access to one GP only.  

6. Qualification was also found to be statistically significant (p=0.000), with 

those who had a graduate qualification being 4 times more likely to consider 
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leaving feedback than those with no qualifications, and those with GCSEs or 

equivalent twice as likely to leave feedback than those with no qualifications. 

Qualification was also a predictor of awareness, but not of usage. 

7. Region was also found to be significant (p=0.000), with those living in the 

North West, South East and Yorkshire and Humber, twice as likely to consider 

leaving feedback than those living in London, and those living in the North 

East 4.8 times more likely to consider leaving feedback than those living in 

London. This is an interesting finding, although it is not clear why there are 

such regional differences, and future studies could explore this.  
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Table 8-8: Adjusted odds ratio* for the effect of a set of demographics on whether someone will consider 
giving feedback in the future about a GP (95% CI, n=844) 

Variable Odds ratio 95% CI 
Gender  p = 0.013 

Female Ref (1.000) - 

Male** 0.630 0.438 – 0.906 

Age  p = 0.001 

15 - 24 0.866 0.457 - 1.638 

25 - 34 1.607 0.833 - 3.102 

35 – 44** 2.617 1.328 - 5.156 

45 - 54 0.864 0.475 - 1.570 

55 – 59** 2.555 0.992 - 6.578 

60 – 64** 2.483 1.071 - 5.754 

65+ Ref (1.000) - 

Region  p=0.000 

London Ref (1.000) - 

East Midlands 0.584 0.284 – 1.200 

Eastern** 0.825 0.428 – 1.590 

North East** 4.823 1.489 – 15.628 

North West** 2.330 1.167 – 4.649 

South East** 2.448 1.178 – 5.084 

South West 2.298 1.055 – 5.003 

West Midlands 0.979 0.512 – 1.870 

Yorks and Humber** 2.357 1.093 – 5.082 

Qualifications  p=0.000 

No Formal Qualifications Ref (1.000) - 

GCSE/O-Level/CSE/NVQ** 2.126 1.238 - 3.650 

A-Level Or Equivalent (=Nvq3) 1.714 0.952 - 3.084 

Degree/Masters/PhD Or Equiv.** 4.086 2.287 - 7.298 

Other** 2.649 1.166 - 6.019 

Past use of internet to search for health info. p = 0.000 

No Ref (1.000) - 

Yes** 2.392 1.624 - 3.524 

Long term health condition  p = 0.004 

No Ref (1.000) - 

Yes** 2.078 (1.000) 1.257 - 3.433 

No. of GPs in surgery  p = 0.002 

1 GP Ref (1.000) - 

2-3 GPs** 2.511 1.034 - 6.097 

4-5 GPs 2.010 0.823 - 4.911 

6-9 GPs 2.275 0.894 - 5.794 

More than 10 GPs 2.318 0.648 - 8.286 

Don't know 0.759 0.292 - 1.975 

Note: .193 (Cox & Snell), .287 (Nagelkerke). Model χ2 = 180.609, p =0.000 
Ref = reference category (odds ratio of 1.000) 
* Each odds ratio is adjusted for all the other variables in the table.              ** p < 0.05 

Public preference on mode of feedback – All respondents who said they would 

consider giving feedback in the future about a GP (n=776) were asked which mode 

they would most prefer using to give feedback about their experience with a GP, for 

both negative and positive feedback. They were provided with a list of 15 methods, 

and were first asked to select the top three most preferred ways (or modes) to leave 

feedback and then their main preference. The complete sets of results are provided in 
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Appendix F. The results presented in this entire sub-section are based on the analysis 

of the results from this one question.  

In summary (see Figure 8-4), the main preferences of respondents for giving feedback 

about their experience with a GP was i) giving feedback directly to the GP (51% 

selected this for positive feedback; and 45% for negative feedback); ii) giving feedback 

to the GP surgery manager (11% for positive; 16% for negative), iii) filling in a feedback 

form at the surgery or on the practice’s website (15% for positive; 17% for negative), 

iv) posting feedback on a public website (4% for positive; 5% for negative), and v) 

giving feedback through an app (4% for positive; 4% for negative).  

 

Figure 8-4: Summary of respondents' (n=776) main preference for giving feedback about their experience of 
receiving care from a GP 

It is interesting to note that although results reported in the forthcoming sub-section 

(page 184) indicate that 18% of all respondents (n=150) would consider using doctor 

rating websites (both NHS and independent websites) in the future to give feedback 

about GPs, only 36 respondents selected a doctor rating website as their most 

preferred method to leave negative feedback about GPs (which corresponds to 5% of 

all those who would consider giving feedback; and 4% of all 844 respondents). The 

overwhelming preference for leaving feedback with GPs or the GP surgery correlates 

with earlier results that indicated that 93% of those who had left feedback for or 

about a GP in the past, had left it with the GP or GP practice. 
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Figure 8-4 also demonstrates that patients’ most preferred method to give feedback 

varies depending on whether their feedback is about a negative or a positive 

experience, suggesting ‘patient feedback mode’ is partially dependent upon the 

nature of the experience. This was also found in Study B (see section 6.4.3).  

Feedback form (card) vs doctor rating website – From the respondents who would 

consider leaving feedback in the future (n=776), 9% (n=72) selected a paper-based 

feedback form at the surgery as their most preferred method for leaving positive 

feedback and 10% (n=79) selected it for negative feedback. Conversely however, from 

the same respondents who would consider leaving feedback in the future (n=776), 

only 4% (n=33) selected posting feedback on a doctor rating website as their most 

preferred method for leaving positive feedback, and 5% (n=36) for negative feedback.  

In the final section of the questionnaire, all respondents (n=844) were asked whether 

they preferred to leave feedback for a GP online on a doctor rating website rather 

than on a feedback card at the GP surgery. 24% of respondents agreed that they 

preferred to leave feedback on a doctor rating website, but 45% disagreed. This as 

well as the results mentioned above suggests that a feedback form is more preferable 

for patients on the whole in comparison to a doctor rating website.  

Public vs private – Of all the respondents who would consider leaving feedback in 

the future (n=776), the main preference of 7% (n=51) was filling in a private feedback 

form on the GP surgery’s website for negative feedback, whereas 4% (n=35) selected a 

public feedback website as their main preference for positive feedback. This suggests 

that a private form on a GP website is preferred by patients over a public feedback 

website, either because it is more private and/or goes directly to the GP practice. 

Similarly, for 3% (n=23) of respondents, their main preference of giving negative 

feedback was using an app where feedback is sent directly to the GP practice, whereas 

only 1% (n=9) of respondents’ main preference for giving negative feedback was using 

an app that published the feedback on a NHS feedback website. Again, this suggests a 

slight preference for the feedback remaining out of the public domain and/or going 

directly to the GP practice.  

Filling in a feedback form by hand vs the GP website – 10% (n=79) of all 

respondents who would consider leaving feedback (n=776) selected filling in a 

feedback form by hand at the GP surgery as their main preference for leaving negative 
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feedback, whereas 7% (n=51) selected filling a feedback form on the GP surgery 

website as their main preference for negative feedback (both of which would directly 

reach the GP surgery). Although it shows a slight preference for the feedback form by 

hand, it does appear to suggest that there is some appetite for a private form on a GP 

website too, and it is certainly higher than the preference for a public doctor rating 

website, which was at 5% for negative feedback (as discussed earlier). This also hints 

towards the unique advantage of being able to give feedback remotely when using a 

website.  

Independent vs the NHS – In relation to leaving feedback with an independent 

organisation, of all the respondents who consider leaving feedback in the future 

(n=776), only 1% (n=10) selected an independent website as their most preferred 

method for both negative and positive feedback, whereas 3% (n=24) selected a NHS 

website as their most preferred method for both negative and positive. Furthermore, 

from the same set of respondents (n=776), only 1% (n=5) selected PALs as their most 

preferred method for positive and negative feedback, and 2 people selected 

contacting the CQC as their most preferred method. This, as well as previous results 

that indicated that only 7% of those who had left feedback in the past had done so to 

other than the GP/practice, altogether suggest that patients have little appetite for 

giving feedback about GPs to independent/third party organisations. This questions 

the value of having external organisations for patients to leave feedback about GPs.  

Email vs face-to-face vs letter – The respondents who most preferred to give 

feedback directly to the GP or to the practice manager (from the respondents who 

would consider leaving feedback in the future), Table 8-9 shows the breakdown for 

their main preference of the precise method they would most prefer to use. Giving it 

in person or over the telephone was found to be the most popular way. However, 

using email was more popular amongst respondents than letter for positive and 

negative feedback, both to GPs and practice managers. This suggests that as indicated 

earlier, giving feedback directly to the GP is most preferred by patients, but if patients 

had to choose between writing a letter or email, email would be the most preferred, 

and practices and GPs should consider providing this as a medium to leave feedback.  
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Table 8-9: Those respondents who selected giving feedback directly to the GP or to the practice manager, a 
breakdown of which methods they most prefer to use to give feedback directly. 

 In person/telephone Letter Email 
GP 

Positive feedback 60% (n=240) 16% (n=63) 24% (n=94) 

Negative feedback  53% (n=184) 22% (n=77) 25% (n=87) 

Practice manager 

Positive feedback 43% (n=36) 20% (n=17) 37% (n=31) 

Negative feedback  42% (n=52) 29% (n=35) 29% (n=35) 

Emailing GP vs doctor rating website – Of all those who would consider leaving 

feedback about GPs (n=776), 12% (n=94) selected email as their most preferred 

method to leave negative feedback, whereas 5% (n=36) selected doctor rating 

websites as their most preferred method. Again, this appears to suggest that even 

among technological methods, a private and direct method appears to be more 

preferable to a public and indirect method.  

Emailing GPs vs feedback form – Among those who considered leaving feedback 

about GPs (n=776), 12% (n=94) selected email as their most preferred method for 

negative feedback, whereas 10% (n=79) selected a paper-based feedback form, and 7% 

(n=51) selected a feedback form on the GP surgery website. This suggests that email is 

preferred by patients as a mode to give feedback about GPs rather than a paper-based 

or electronic feedback form.  

Giving feedback about GPs on social media – Only 1% (n=6) of respondents who 

would consider leaving feedback in the future (n=776), selected social media as their 

most preferred method for positive feedback, and 1% (n=5) as their most preferred 

method for negative feedback. In the final section of the questionnaire, all 

respondents (n=844) were asked whether they agree with the following statement: I 

would consider leaving feedback about a GP on social media (such as Facebook or 

Twitter). 70% (n=588) of respondents disagreed, 11% (n=92) agreed, 18% (n=150) said 

they neither agree nor disagree, and 2% (n=15) said they do not know. This together 

suggests that social media is not a mode of feedback that currently needs to be 

pursued by GPs, practices or the NHS.  

Description of those that selected NHS Choices website as their main 

preference for leaving negative feedback – 26/776 participants (3%) selected NHS 

Choices as their main preference for giving negative feedback about GPs. Using this 

sample alone, a chi-square test showed a significant association (p=0.030) with 
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gender, with a bias towards male participants (18/26) preferring the NHS Choices 

website. However, no association was found between this NHS Choices selection and 

the past usage of internet for health information or the existence of a long term 

health condition. Chi-square tests or Fishers exact test could not be conducted with 

other demographics due to the small size of the sample.  

Age did appear to be somewhat significant with 20 out of the 26 participants who 

selected the NHS Choices website being under the age of 44, and the modal age 

group was 25-34, with 10 participants in that age group. This type of bias towards the 

younger age group could not be found for those who selected a feedback form at the 

surgery as their main preference. However, it must be noted that these predictors 

were not found in the future intention to use doctor rating websites (see page 185), 

which were conducted with a much larger sample, and suggest that the results in this 

paragraph should be used with caution.  

Reasons for preference of one method over another – Respondents who would 

consider leaving feedback in the future and had selected their most preferred method 

to leave feedback were asked in two separate open ended questions their reasons for 

selecting their most preferred method to leave positive and negative feedback. In 

total, for positive feedback, 674 individual reasons were mentioned, and for negative 

feedback, 685 individual reasons were mentioned.   

Responses were recorded verbatim and analysed using content analysis. Forty seven 

codes emerged from the data, which then merged into ten themes. These are 

illustrated in detail in a table in Appendix F, with corresponding percentages given 

for each sub-code, separately for both positive and negative feedback. The 10 themes 

are summarised below in Table 8-10, and illustrate that ease and convenience was the 

most popular reason for respondents choosing one feedback method over another, 

followed by the method being a direct way of giving feedback to a GP. These factors 

may be useful to evaluate the effectiveness of any new feedback method introduced in 

the NHS.  
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Table 8-10: Themes illustrating the reasons for respondents’ preference for one method of giving feedback 
about GPs over others 

# Theme No. of times 
mentioned as 

reason for most 
preferred 

method for 
positive feedback 

(n) 

No. of times 
mentioned as 

reason for most 
preferred 

method for 
negative 

feedback (n) 

Combined 
mean 

average 
(n) 

Example (verbatim 
quote) 

1 
Ease and 
convenience 

198 201 200 
“Ease of providing the 

feedback” (P1505) 

2 A direct method 104 91 98 
“I prefer direct contact 
with my GP” (P1744) 

3 
Ensures feedback 
reaches the right 
person 

24 45 35 
“I know they have got 
the message” (P1793) 

4 A less direct method 8 46 27 
“because [it] is not 

direct” (P1086) 

5 
Leads to GPs’ 
improvement 

21 21 21 
“To improve their 

service to patients” 
(P1226) 

6 
Can give better 
quality of feedback 

11 20 16 
“I just think I could 

explain it better”(P1726) 

7 Anonymity 9 18 14 
“would want it to be 
anonymous” (P1821) 

8 
Official/formal 
channel 

5 17 11 
“it is an official channel 

and linked to the surgery 
direct” (P3156) 

9 
GP/Practice can 
respond 

2 13 8 

“S/he would have the 
overall picture and time 

to deal with the 
response” (P3382) 

10 Helps other patients 8 6 7 
“NHS website is what I 
looked at so might help 

others” (P3311) 

Consideration of future use of doctor rating websites for all purposes (TY17) – 

All respondents (n=844) were asked if they would consider using doctor rating 

websites in the future. 42% (n=354) said that they would (8% (n=67) definitely; 34% 

(n=287) possibly) and 58% (n=490) said that they would not consider using doctor 

rating websites in the future.  

All respondents (n=844) were then asked for which purposes they would use doctor 

rating websites. 49% (n=412) said they would not use a doctor rating website, 20% 

(n=166) said they would use it to read other ratings and reviews, 18% (n=154) said 

they would use it to find a doctor or hospital, 19% (n=161) said they would use it to 

give feedback about their experience of the NHS, and 18% (n=150) said they would 

use it for giving feedback about GPs in their surgery.  

Using the responses from the latter question (i.e. for which purposes respondents 

would use doctor rating websites), respondents were divided into those who would 

consider using doctor rating websites for any reason (51%) and those who would not 
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(49%) into a new variable. This new variable was used to explore the effect of 11 

demographic factors (in Table 8-2) on the consideration for future use of doctor 

rating websites for any purpose, as well as the effect of an additional variable 

(consideration of giving feedback in the future in general).  

Income, region, ethnicity and number of GPs in surgery were found to be statistically 

non-significant (p>0.05). Therefore, the combined effect of the remaining 8 variables 

was investigated using binomial logistic regression. When the 8 significant variables 

were analysed together, gender, qualification, social grade and having a long term 

health condition were found to be statically non-significant (p>0.05) on the 

consideration of future use of doctor rating websites, and therefore they were 

removed from the model. The remaining 4 variables were then analysed together (see 

Table 8-11), and four variables were found to be significant: 

1. Age was found to be significant (p=0.000), with those between the ages of 15-

24 3.7 times more likely to consider using doctor rating websites than those 

over the age of 65, and those between the ages of 35-44 and 45-54 around 

twice as likely to consider using doctor rating websites than those over the age 

of 65. This is expected given that general internet usage is significantly lower 

in those over the age of 65.  

2. Those who had searched for health information on the internet in the 

past were 2.4 times more likely to consider using a doctor rating website than 

those who had not, again indicating that patients who take more interest in 

their healthcare are more likely to leave feedback on doctor rating websites. 

3. Those who used the internet daily were 2.6 times more likely to consider 

using a doctor rating website than those who had never used the internet, and 

those who used it monthly were 6.5 times more likely to consider using a 

doctor rating website than those who had never used the internet. Therefore, 

there is a precedent for previous internet usage being an indicator for 

intention to use doctor rating websites.  

4. Those who said previously that they would consider giving feedback in the 

future were 5.1 times more likely to consider using a doctor rating website 

than those who said they would not consider giving feedback in the future 

about care from a GP. 
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Table 8-11: Adjusted odds ratio* for the effect of a set of demographics and 2 other variables on whether 
someone would consider using a doctor rating website for any purpose (95% CI, n=844). 

Variable Odds ratio 95% CI 

Age  p = 0.000 

15 – 24** 3.792 2.153 - 6.677 

25 – 34** 2.146 1.261 - 3.651 

35 – 44 1.666 0.982 - 2.826 

45 – 54** 1.903 1.131 - 3.199 

55 – 59 1.682 0.837 - 3.380 

60 – 64 0.980 0.506 - 1.900 

65+ Ref (1.000) - 

Past use of internet to search for health info. p=0.000 

No Ref (1.000) - 

Yes** 2.407 1.733 – 3.344 

Consideration of giving feedback in the future (TY05) p = 0.000 

No Ref (1.000) - 

Yes** 5.117 3.414 – 7.668 

Internet Usage Frequency  p=0.001 

Daily* 2.565 1.348 - 4.880 

Weekly 1.111 0.479 - 2.575 

Monthly** 6.495 1.629 - 25.902 

Never Ref (1.000) - 

Note: .218 (Cox & Snell), .291 (Nagelkerke). Model χ2 = 208.009, p =0.000 
Ref = reference category (odds ratio of 1.000) 
* Each odds ratio is adjusted for all the other variables in the table.              ** p < 0.05 

Using doctor rating websites for choice – 20% (n=166) of all respondents (n=844) 

said they would use doctor rating websites (in the future) to read other ratings and 

reviews, and 18% (n=154) said they would use it to find a doctor or hospital. Although 

using doctor rating websites for patient choice was not the focus of this 

questionnaire, in the final section of the questionnaire all respondents (n=844) were 

asked whether they agree or disagree with the following statement: “I would benefit 

from reading about other people’s experiences of receiving care from a GP.” 45% 

(n=337) agreed with this statement, 26% (n=221) disagreed, 27% (n=231) said they 

neither agree nor disagree, and 2% (n=14) said they do not know. This appears to 

suggest that almost half of participants are in favour of reading other patients’ reviews 

and feedback; but it is not clear from this in which format they would prefer to read 

that, and how useful that would be in comparison to other metrics. This was not 

explored however, as patient choice is outside the scope of this research.  

Consideration of future use of doctor rating websites to give feedback about 

GPs (TY18) – 18% (n=150) of all respondents (n=844) said they would consider using 

doctor rating websites to give feedback about their experience of care from a GP 

based in their surgery.  
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The effects of the 11 demographic variables (in Table 8-2) on the consideration of 

future use of doctor rating websites was explored as well as the following additional 

variables: 1) awareness of doctor rating websites; 2) past use of doctor rating websites; 

3) consideration of future use of doctor rating websites for any purpose; 4) 

consideration of giving feedback in the future about a GP. Chi-square tests found that 

only internet usage, previous use of internet to search for health information, 

consideration of future use of doctor rating websites, and consideration of giving 

feedback in the future about a GP remained significant (p<0.05).  

The combined effects of the four variables were investigated using binomial logistic 

regression. When the four significant variables were analysed together, internet 

usage, consideration of future use of doctor rating websites, and consideration of 

giving feedback in the future about a GP became non-significant (p>0.05), and hence 

they were removed from the model. After the model was adjusted (see Table 8-12): 

 only past use of internet to search for health information remained 

significant (p=0.007), with those who had used the internet to search for 

health information in the past being 1.6 times more likely to consider using 

doctor rating websites to give feedback about a GP, than those who had not 

previously used the internet to search for health information. This suggests 

that existing engagement and interest in health, as well as being an indicator 

for patient awareness of doctor rating websites (as mentioned earlier), is also 

an indicator for patient intention to use doctor rating websites in the future to 

give feedback about GPs. 

Table 8-12: Logistic regression (odds ratio) showing the effect of past use of the internet to search for health 
information on whether someone would consider using a doctor rating website to give feedback about a GP 

(95% CI, n=844) 

Variable Odds ratio 95% CI 
Internet to search for health info.  p=0.007 

No Ref (1.000)  

Yes** 1.649 1.144 – 2.376 

Note: .009 (Cox & Snell), .014 (Nagelkerke). Model χ2 = 7.387, p =0.007 
Ref = reference category (odds ratio of 1.000)                 ** p < 0.05  

  

Motivations for leaving or not leaving feedback on doctor rating websites – 

Respondents were also asked in an open ended question why they would or would 

not consider using doctor rating websites to give feedback about GPs. Responses were 

transcribed verbatim and analysed using content analysis. 12 major themes emerged 
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for why respondents would not consider using doctor rating websites (see Table 8-13). 

A detailed table with sub-themes is given in Appendix F.  

Table 8-13: Major themes that emerged from responses (n=673) to why respondents would not consider 
giving feedback about a GP on a doctor rating website (ref TY19/D7) 

# Theme 
Mentioned 

by no. of 
respondents 

Percentage 
Example 

(verbatim quote) 

1 Not interested in leaving feedback 96 14% 
“More important things to 

think about” (P2141) 

2 
Prefer giving feedback direct to GP or 
using other methods 

87 13% 
“I prefer face-to-face or a 

form.” (P2534) 

3 No need to leave feedback  80 12% 

“Trust them [GPs] to be 
trained to a certain standard.  I 
don’t think it’s helpful to leave 

comments.” (P2557) 

4 Internet/website not accessible 66 10% 
“I don’t use the computer” 

(P2658) 

5 Online ratings are biased 24 4% 

“I think there could be hidden 
agendas. What one person’s 

view of doctor wouldn’t 
necessarily be view of next 

person” (P2664) 

6 Privacy and security concerns 20 3% 
“I would keep it private and 
personal, not on public even 
anonymous website” (P1959) 

7 Dislike the website or not appropriate 12 2% 

“Don’t feel they are 
appropriate / because you can 
get all sorts of un-meaningful 

feedback (P1888) 

8 
Leaving feedback will not make a 
difference  

11 2% 
“Probably would not make any 

difference” (P2325) 

9 Website open to abuse 8 1% 

“My experience is people who 
use them usually have an axe 

to grind. People rarely put 
positive experiences down!” 

(P2282) 

10 Do not see GPs frequently 6 1% 
“I so rarely use the doctors” 

(P3352) 

11 Cannot see another GP 6 1% 
“It’s so hard to change GPs” 

(P2260) 

12 If asked to use, I would 6 1% 
“I would only give feedback if 

someone asked me to” 
(P3142) 

Four of the themes that emerged (Themes 1, 3, 8 and 10 in Table 8-13) were the same 

as themes that emerged from responses to why respondents had not left feedback in 

the past using any method about their experience of care from GPs (see Table 8-7). 

However, the remaining 8 themes or reasons were exclusively found when 

respondents talked about the reasons why they would not leave feedback about their 

experience of GP care on a doctor rating website, and this suggests that patients do 

need to make additional deliberations when considering leaving feedback online.  

13% of respondents said they prefer to give feedback about a GP using another 

method instead of doctor rating websites, and 10% said that the website or internet 

was not accessible to them, which correlates with internet access figures in the UK. 
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Only 4% were concerned that the ratings online may be biased, and 3% were 

concerned about privacy and security. This is surprising given that both of these 

factors were a major concern for patients in Study B and GPs in Study A (privacy and 

security will be explored in further detail in section 8.4.7 of this chapter).   

1% (n=6/673) of respondents said that they did not have the option to see another GP; 

therefore they would not leave negative feedback about their GP online, and this 

correlates with earlier findings that patients with 2-3 GPs in their surgery were found 

to be 2.5 times more likely to consider leaving feedback than those who had only 1 GP 

in their surgery. 

Respondents who would consider using doctor rating websites to give feedback 

(n=171) were also asked in an open ended question why they would consider using 

doctor rating websites to give feedback about their experience of receiving care from 

a GP. The major themes that emerged from the data can be found in Table 8-14. 

Table 8-14: Major themes that emerged from responses (n=171) to why respondents would consider giving 
feedback about GPs on a doctor rating website (ref TY20/D9) 

# Theme Mentioned 
by no. of 

respondents 

Percentage Example  

(verbatim quote) 

1 Share feedback and help others 44 26% “Some[one] else could benefit 
from knowing about my 

experience” (P3386) 

2 To give feedback 40 23% “To provide feedback to the NHS 
about patients experience with 

specific doctors or practices” 
(P1505) 

3 Easier and convenient  19 11% “Because the internet is easily 
accessible and so therefore 

quick and easy for me.” (P1614) 

4 Improve GP performance 10 6% “To improve service in my GP” 
(P1810) 

5 It ensures feedback is received  4 2% “To ensure that they get the 
feedback” (P2394) 

6 Private and anonymous 4 2% “It allows me to be anonymous.” 
(P2113) 

Two of the themes that emerged (themes 1 and 3) were also explored in the final 

section of the questionnaire, where respondents were asked to agree or disagree with 

statements related to possible motivations for leaving feedback about their 

experience of GP care (see Figure 8-5).  
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Figure 8-5: Bar chart illustrating participants’ (n=844) responses to some of the attitudinal statements related 
to doctor rating websites asked in the final section of the questionnaire 

The most frequently mentioned theme ‘share feedback and help others’ was 

mentioned by 44 respondents in response to the open ended question and this was 

also explored in the final section of the questionnaire with all (n=844) respondents 

(see Figure 8-5). More than half of respondents (55%) agreed that other people could 

benefit from knowing about their experience of receiving care from a GP. This 

suggests altruistic motives for leaving feedback on doctor rating websites. However,  

23% of respondents agreed that sharing their experience of receiving care from a GP 

online on a doctor rating website would make them feel better (even though 36% of 

respondents disagreed with that). This suggests that some patients believe sharing 

feedback online has an additional personal benefit.   

The theme ‘easier and convenient’ was mentioned by 19 respondents (see Table 8-14), 

and this was also explored in the final section of the questionnaire with all (n=844) 

respondents (see Figure 8-5). 24% of all respondents agreed they would find it easier 

to give feedback online on a doctor rating website rather than giving comments on a 

feedback form at the GP surgery. However, 43% of all respondents disagreed and did 

not believe that, which is surprising given that people tend to associate the internet 
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with ease of use. Similarly, 23% of all respondents (see Figure 8-5) preferred to leave 

feedback on a doctor rating website rather than on a feedback form at the GP surgery; 

whereas 45% of all respondents did not prefer that. This again suggests that patients 

on the whole prefer feedback forms at the GP surgery rather than doctor rating 

websites. However, this may not be just because of the physical differences in the 

mode; it could be because the feedback form is internal to the GP practice, which as 

shown earlier is preferred by patients.    

Another reason for giving feedback online that emerged in Study B but did not 

emerge in respondents’ reasons for considering giving feedback online was explored 

with all respondents (n=844) in the final section of the questionnaire (see Figure 8-5). 

27% of respondents agreed that sharing their experience online on a doctor rating 

website would be taken more seriously by the GP or the GP practice; however 31% of 

all respondents disagreed, and did not believe that. Nevertheless, this suggests that 

almost a third of patients believe that feedback left online will be taken more 

seriously by the GP or practice, possibly in order to protect their reputation.   

Preferred mode to give feedback on doctor rating website and reasons why – 

Respondents who said that they would consider using doctor rating websites to give 

feedback about a GP (n=170) were asked which method they would most prefer for 

giving feedback on a doctor rating website (see Figure 8-6). 35% (n=62) said their 

personal computer/laptop, 23% (n=40) said a feedback card at the GP surgery (which 

they can write on and the feedback would then be placed online by the GP surgery), 

15% (n=25) said a free app on their smartphone, 12% (n=20) said an iPad or digital 

device at the GP surgery, 10% (n=17) said a web browser on their smartphone, and 5% 

(n=6) selected other.  
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Figure 8-6: Bar chart illustrating respondents’ (n=170) most preferred method to leave feedback on doctor 
rating websites 

Although it was not surprising to see that a free app was not very popular (perhaps 

due to limited app storage on smartphones), it was surprising to see that a feedback 

card at the GP surgery (a non-digital method) was more preferred than an iPad or 

another device (a digital method) at the surgery to leave feedback online. This may 

suggest not only that patients trust the GP surgery to upload the feedback on to the 

website, but also that non-technological modes of collection can be just as effective, if 

not more than technological modes, even if in the end all the feedback will end up 

online.  

Respondents (n=170) were then asked why they had chosen their most preferred 

method to leave feedback on doctor rating websites. 71% (n=112) said it was because 

the method was easy to use, 68% (n=112) said because it was convenient, 25% (n=41) 

said because it was quicker (as feedback appears online immediately), 11% (n=18) said 

you could provide feedback at any time, 9% (n=15) said because you could provide 

feedback at the time of the issue, 5% (n=8) said because you could provide feedback 

later, 3% (n=5) said they had concerns about anonymity if they provide feedback on 

paper, and 1 person said they did not know how to use the internet/apps/iPad. This 

again suggests that the reason for 23% (n=40/170) of respondents selecting a 

feedback card to write on rather than any other method was not because they did not 

know how to use the technological device, rather it was either because it was easier, 

convenient, in real-time or quick. However, it must be noted that 35% (n=62/170) of 
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respondents did prefer to leave feedback using their own laptop/computer, again for 

similar reasons.        

8.4.5 Unsolicited feedback vs. solicited feedback  

All respondents (n=844) were asked if they are likely or unlikely to give feedback 

about a GP if they were unsolicited (unprompted) or solicited (prompted) i.e. if a GP 

or GP surgery asked them to. Results are reported in Figure 8-7. 33% of respondents 

said they were likely to leave unprompted feedback directly to the GP, whereas 68% 

of respondents said they were likely to leave feedback if a GP asked them to, and 65% 

said they were likely to leave feedback if a GP surgery asked them to. This suggests 

that the GP or GP surgery soliciting patients to leave feedback can double the number 

of patients leaving feedback about GPs.  

 

Figure 8-7: Bar chat illustrating results of the question asked to all respondents (n=884): How likely or 
unlikely are you to do each of the following? (Ref TY07/B5) 

8.4.6 Positive feedback vs. negative feedback  

All respondents (n=844) were asked whether they would be more likely to give 

feedback about their GP (using any method) if their experience of care was negative 

or positive, or whether it would make no difference. 25% (n=235) said they would be 

more likely to give feedback if their experience of care was negative; 11% (n=89) said 

they would be more likely to give feedback if their experience was positive; and 45% 

(n=383) said they are equally likely to give feedback for both positive and negative 
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experiences. 16% (n=131) said they would not give feedback, and 1% (n=6) said they do 

not know. This suggests that although some patients may be more likely to leave 

feedback when their experience is negative rather than positive, almost half will leave 

it for both positive and negative experiences equally, suggesting unsolicited patient 

feedback is not always biased towards the negative. 

8.4.7 Anonymity and privacy  

Disclosing full name on feedback – Respondents who said they would consider 

giving feedback in the future (n=638) were asked if they would leave their full name 

on feedback they give directly to the surgery. Similarly, respondents who said they 

would consider giving feedback on a doctor rating website (n=354) were also asked if 

they would leave their full name on feedback they give on doctor rating websites. The 

results are reported in Table 8-15.  

A total of 17% (n=109/638) of respondents said they would not consider leaving their 

full name when they leave feedback directly with the GP practice; whereas 38% 

(n=136/354) said they would not consider leaving their full name when they leave 

feedback on a doctor rating website, which is not surprising considering that their 

name would be in full public view. Furthermore, as expected, respondents were more 

willing to leave their full name on positive feedback rather than on negative feedback, 

for feedback left directly with the GP surgery and on doctor rating websites. However, 

just over half the respondents (51%) suggested they would leave their full name when 

giving feedback on doctor rating websites, which is rather surprising, given that their 

name and feedback would be in the public domain. This suggests that around half of 

patients do not feel the need to maintain their anonymity when leaving feedback 

online about GPs.   

 

 

 

 



Chapter 8  | 193 

 

Table 8-15: Participants’ responses to whether they would reveal their full name when leaving feedback 
about a GP directly to the GP surgery (n=638) and on doctor rating websites (n=354).  

 Give your full name on feedback you 
give directly to your GP surgery/ local 

health centre* 

Give your full name on 
feedback you leave on a 
doctor rating website* 

Yes 70% (n=446) 51% (n=180) 

      When giving feedback about 
positive experiences 

65% (n=414) 46% (n=164) 

     When giving feedback about  
negative experiences 

56% (n=360) 38% (n=135) 

No (I would not do this) 17% (n=109) 38% (n=136) 

I would not give feedback 
about a GP using this method 

11% (n=72) 9% (n=33) 

Other 2% (n=11) 1% (n=5) 

*The question preceding the statement was as follows: I’m now going to show you a list of things people may choose to do 
when giving feedback for a GP in their surgery/local health centre. For each one I’d like you to tell me in which situation, if 
any, you would choose to do each one. 

Furthermore, in the final section of the questionnaire, all respondents (n=844) were 

asked whether they agree or disagree with the following statement: I am concerned 

that leaving feedback with my full name on it will impact my relationship with a GP. 

32% (n=273) agreed with the statement, 35% (n=293) disagreed, 31% (n=262) neither 

agreed nor disagreed, and 2% (n=16) said they do not know. It seems that patient 

opinion is divided over whether there would be ramifications for patients leaving 

their real name on the feedback they leave about their GP.  

Characteristics of those who would consider leaving their full name on 

negative feedback given on doctor rating websites – As shown in Table 8-15, from 

those who would consider leaving feedback on doctor rating websites, 38% 

(n=135/354) of respondents said they would leave their full name on negative 

feedback. The effects of 11 demographic variables (listed in section 8.4.1) on the 

consideration of participants leaving full name on negative feedback were then 

explored using chi-square tests in SPSS. Only age, income, internet usage and the 

presence or absence of a long term condition was found to be significant (p<0.05), 

therefore, the combined effect of these four variables was investigated using a 

binomial logistic regression. When the four variables were analysed together, income, 

internet usage and the presence or absence of a long term condition were found to be 

statistically non-significant (p>0.05), therefore they were removed from the model. 

After the model was adjusted (see Table 8-16): 

 Only age remained statistically significant (p=0.000), with only those 

between the ages of 25-34 less likely (by 35%) to leave their real name on 
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negative feedback on doctor rating websites than those aged between 15-24. 

All of the remaining age groups were more likely to leave their full name on 

negative feedback than those aged 15-24. For example, those between the ages 

of 60-64 were 4.7 times more likely to leave their full name than those 

between the ages of 15-24, and those aged over 65 were 2.9 times more likely 

than 15-24 year olds.  

This result is rather unexpected, given than internet familiarity and usage is 

significantly lower in those over the age of 60. However, it may indicate that those 

younger are more conscious about leaving their real name online, or more aware of 

privacy concerns, or it could suggest that those who are younger have less personal 

confidence in leaving their real name on negative feedback. However, it would be 

interesting to ascertain whether age is a predictor for leaving one’s full name when 

giving negative feedback directly to the surgery, and this is explored in the next sub-

section below.  

Table 8-16: Odds ratio for the effect of age on whether someone would consider leaving their full name on 
negative feedback about their GP on doctor rating websites (95% CI, n=354). 

Variable Odds ratio 95% CI 
Age  p = 0.000 

15 - 24 Ref (1.00) - 

25 - 34 0.643 0.291 - 1.423 

35 – 44 1.156 0.524 – 2.551 

45 – 54** 2.469 1.139 – 5.352 

55 – 59** 2.769 1.028 – 7.457 

60 – 64** 4.668 1.612 – 13.523 

65+** 2.854 1.268 – 6.422 

Note: .086 (Cox & Snell), .116 (Nagelkerke). Model χ2 = 31.628, p =0.000 
Ref = reference category (odds ratio of 1.000)                      ** p < 0.05 

Characteristics of those who would consider leaving their full name when 

giving negative feedback directly to the GP surgery – As shown in Table 8-15, 

from those that would consider giving feedback directly to the GP surgery, 56% 

(n=360/638) of respondents said they would leave their full name on negative 

feedback. The effects of 11 demographic variables (listed in section 8.4.1) on 

consideration of participants leaving their full name on negative feedback they give 

directly to the surgery were then explored using chi-square tests in SPSS. Age, social 

grade, income, region, ethnic origin, number of GPs in their surgery, and the presence 

or absence of a long term condition was found to be significant (p<0.05); therefore, 

the combined effects of these seven variables were investigated using a binomial 

logistic regression. When the seven variables were analysed together, social grade, 
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income, number of GPs in their surgery, and the presence or absence of a long term 

condition were found to be statistically non-significant (p>0.05), therefore they were 

removed from the model. After the model was adjusted (see Table 8-17):  

 Age was significant (p=0.013), with only those between the ages of 25-34 less 

likely (by 18%) to consider leaving their full name on negative feedback they 

give directly to the GP surgery than those between the ages of 15-24. The rest 

of the age groups were more likely to leave their full name than those aged 15-

24. For example, those over the age of 65 were 2.2 times more likely to leave 

their full name on negative feedback in comparison to those between the ages 

of 15-24.   

 Region was significant (p=0.021), with those living in the South East 2.6 

times more likely to leave their full name than those living in London. 

 Ethnicity was also significant (p=0.007), with those white being 2.2 times 

more likely to leave their full name on feedback than those that were non-

white. 

It is interesting to note that for both feedback left directly with the practice and 

feedback left on doctor rating websites, those that are older in age are more likely 

to leave their full name on negative feedback. Region and ethnicity were also 

found to be predictors for leaving one’s full name on negative feedback left 

directly with the GP surgery, but not on doctor rating websites, suggesting 

perhaps that doctor rating websites may be crossing across the ethnic and 

regional divide found for leaving feedback with the GP surgery.  
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Table 8-17: Adjusted odds ratio* for the effect of a set of demographics on whether someone would consider 
leaving their full name on feedback they leave directly with the GP surgery (95% CI, n=638). 

Variable Odds ratio 95% CI 
Age  p = 0.013 

15 - 24 Ref (1.000) - 

25 - 34 0.826 0.456 – 3.043 

35 – 44 1.661 0.907 – 3.043 

45 - 54 1.224 0.664 – 2.257 

55 – 59** 1.614 0.739 – 3.525 

60 – 64** 1.976 0.926 – 4.216 

65+ 2.230 1.218 – 4.082 

Region  p=0.021 

London Ref (1.000) - 

East Midlands 1.399 0.631 – 3.105 

Eastern 1.013 0.510 – 2.008 

North East 0.741 0.323 – 1.699 

North West 1.109 0.583 – 2.109 

South East** 2.637 1.406 – 4.944 

South West 1.799 0.914 – 3.543 

West Midlands 1.049 0.512 – 2.149 

Yorks and Humber 1.329 0.679 – 2.598 

Ethnicity  p = 0.007 

White** 2.153 1.238 – 3.745 

Non-white Ref (1.000) - 

Note: .096 (Cox & Snell), .128 (Nagelkerke). Model χ2 = 64.078, p =0.000 
Ref = reference category (odds ratio of 1.000) 
* Each odds ratio is adjusted for all the other variables in the table.              ** p < 0.05 

Concerns about privacy when leaving feedback – In the final section of the 

questionnaire, respondents were asked about their concerns over privacy (see Figure 

8-8).  

 

Figure 8-8: Bar chart illustrating participants’ (n=844) responses to attitudinal statements about privacy asked 
in the final section of the questionnaire 

The results indicate that 33% of respondents would be concerned about their privacy 

when leaving feedback on a feedback form at the surgery, whereas 39% of 
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respondents would be concerned about their privacy on a doctor rating website. The 

difference is expected due to the public nature of the feedback online, however the 

difference is not huge, and this is surprising considering that leaving feedback online 

makes the patient more exposed. Privacy concerns about using OPF websites are 

expected due to the transparent nature of the feedback; however, what needs 

addressing in the future is why a third of respondents are concerned about their 

privacy when leaving feedback on a feedback form at the GP surgery.  

Disclosing GP’s name on feedback – Respondents who said they would consider 

giving feedback in the future directly to their GP surgery (n=638), and respondents 

who said they would consider using a doctor rating website in the future for any 

purpose (n=354), were both asked whether they would mention a GP by name both 

on feedback they give to the surgery and on doctor rating websites (see Table 8-18). 

74% said they would mention a GP by name on feedback to the GP surgery, and 60% 

said they would do so on doctor rating websites. The latter is surprising given that 

results from Study B suggested that more patients preferred to protect their GPs’ 

privacy, and furthermore, the main doctor rating website in England (the NHS 

Choices feedback website) does not allow GPs’ names to be left on feedback posted 

on their website. As expected however, respondents were more likely to leave a GP’s 

name on positive feedback rather than on negative feedback (see Table 8-18).  

Table 8-18: Participants’ responses to whether they would mention the GP’s name when leaving feedback 
about a GP directly to the GP surgery (n=638) and on doctor rating websites (n=354) 

 Mention a GP by name on 
feedback you give to your GP 
surgery/local health centre* 

Mention a GP by name on 
feedback you leave on a 
doctor rating website* 

Yes 74% (n=469) 60% (n=214) 

    When giving feedback about   
positive experiences 

69% (n=443) 56% (n=199) 

    When giving feedback about 
negative experiences 

60% (n=381) 45% (n=158) 

No (I would not do this) 16% (n=104) 26% (n=93) 

I would not give feedback about a GP 
using this method 

9% (n=57) 12% (n=42) 

Other  1% (n=8) 1% (n=5) 

*The question preceding the statement was as follows: “I’m now going to show you a list of things people may choose to do 
when giving feedback for a GP in their surgery/local health centre. For each one I’d like you to tell me in which situation, if 
any, you would choose to do each one.” 
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8.5 DISCUSSION  

Background – In this study, public awareness, usage and attitudes were explored for 

both doctor rating websites and other feedback methods available in general practice. 

This was to allow for adequate comparison and a more comprehensive understanding 

of public awareness and usage of doctor rating websites, rather than an isolated one, 

as previous researchers in this field have conducted (Burkle and Keegan 2015; 

Emmert et al. 2013a; Galizzi et al. 2012; Hanauer et al. 2014b; Terlutter et al. 2014). 

These researchers also explored the effect or association of socio-demographic 

variables and other health factors on the usage and awareness of doctor rating 

websites, and used some of the factors to explain the variation in results. This was 

also conducted in this study; however, this study went a step further and explored the 

motivations and barriers to usage of doctor rating websites, and how that compared 

to motivations and barriers towards other methods. This was useful to explore, 

because the results of this present study suggest that socio-demographics and health 

status is not sufficient alone to explain the variance in awareness and usage. This 

study was also unique in that it focused specifically on using doctor rating websites to 

give feedback about GPs, whereas all of the previous studies (Burkle and Keegan 2015; 

Emmert et al. 2013a; Galizzi et al. 2012; Hanauer et al. 2014b; Terlutter et al. 2014) 

explored doctor rating websites more generally (for feedback and for choice), and 

asked respondents to comment on its overall use for all healthcare services.  

Public awareness of doctor rating websites – The results indicate that 15% of the 

population in England are aware of the existence of doctor rating websites to give 

feedback to a GP, whereas 39% are aware that they can give feedback using any 

method. The level of awareness found in this study is in line with findings from a 

previous study by Galizzi et al. (2012) who found that 15% of their London based 

respondents were aware of the existence of doctor rating websites, although it was 

not clear for which purpose they were aware of such websites, and which specific 

websites they were aware of. However, they suggested that this indicated low 

awareness amongst the population in England.  

The findings from the present study suggest that awareness of doctor rating websites 

to give feedback about a GP, compared with awareness of the option to give feedback 

about a GP using any method, is not low. This is because almost half of those who are 

aware of the option to give feedback about a GP are aware of the existence of doctor 
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rating websites (for feedback on GPs). Despite this, 38% of those that were aware of 

doctor rating websites were not aware of a specific website, and only 7% of all 

respondents were aware of the NHS Choices feedback website, and 2% of Patient 

Opinion. This indicates that awareness of specific doctor rating websites is low, which 

is surprising given that the NHS Choices feedback website is an official channel for 

patients in England to leave feedback about healthcare services (although it is 

unknown how well, if at all, it is promoted to patients and the public).  

Higher levels of awareness of doctor rating websites were found outside of the UK, 

with the highest found in the USA at 65% by Hanauer et al. (2014b), and in Germany, 

at 29.3% in 2012 (Terlutter et al. 2014) and 32% in 2013 (Emmert et al. 2013a). The 

higher levels of awareness in comparison to what was found in this study may be 

partially explained by the higher usage and popularity of private healthcare in both 

countries, but there could also be a sampling effect, as the aforementioned studies 

were all conducted using online panel sampling.   

The results from the present study indicate that awareness of doctor rating websites 

(unlike awareness of giving feedback to a GP in general), is not dependent on being 

wealthier, having better qualifications, having a long term condition (and possibly 

using GP services more frequently) and knowing how many GPs practice in your 

surgery. Rather, age and having searched for health information in the past were 

found to be the only predictors for awareness of doctor rating websites. Age was also 

found to be significant by Galizzi et al. (2012), and this they suggest is not surprising 

because elderly people use the internet less frequently. If a person has searched for 

health information in the past, this may suggest that: a) they know how to use the 

internet (and may have access to it too) and b) they are actively interested in their 

own health. It is therefore not surprising that they are more likely to be aware of 

doctor rating websites.  

However, having a long term condition and knowing how many GPs practice in your 

surgery may suggest that a person would have more frequent access to GP services, 

and both of these were found to be predictors for the awareness of giving feedback to 

GPs in general, but not for doctor rating websites. This may suggest that information 

about doctor rating websites (unlike other feedback methods) may not be coming 

from the GP or the practice. This is further supported strongly by the results on 

sources of awareness which suggest that patients’ main source of awareness to give 
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feedback (using any method) is the GP or the NHS, whereas patients’ main source of 

awareness for doctor rating websites is a personal acquaintance or the internet. 

In London, Galizzi et al. (2012) found that as well as age, ethnicity was significant for 

awareness, with white respondents less likely to be aware of these websites; however 

this was not found in this study, although white respondents were found to be 

significantly more likely to leave their full name when leaving negative feedback 

directly with the GP practice. In Germany, Emmert et al. (2013a) found that 

differences in age group were not statistically significant, and neither was education, 

employment, internet use, and health status. However, unlike this study, they found 

that female respondents were more likely to be aware of doctor rating websites, as 

well as those widowed, and those with higher healthcare utilization. In this study, 

female respondents were found to be more likely than male respondents to have 

given feedback in the past using any method.   

Public usage of doctor rating websites – The results indicate that 19% of the 

population in England have given feedback in the past using any method, whereas 

only 0.36% of the population have given feedback using doctor rating websites, which 

is significantly lower. The level of use of doctor rating websites to specifically give 

feedback or review GPs in England had not been explored in previous studies; 

however Galizzi et al. (2012) did explore usage of doctor rating websites and found 

that 3% of their Londoners’ sample (n=200) had used doctor rating websites, 

although again it was not evident for which purpose. This is similar to the finding of 

this study, that 2.25% of the population had used a doctor rating website before for 

any of the purposes. The low level of usage indicates that patients are not using 

doctor rating websites, especially not to give feedback about GPs. This is surprising 

given that the NHS recently spent £1.25M piloting a new doctor rating website called 

CareConnect (Shah 2015).  

Outside of the UK, usage of doctor rating websites was found to be much higher by 

academics. A recent study in the USA (in Rochester Minnesota) reported that 16% of 

the surveyed sample had used a doctor rating website, and 3% had used it to give 

feedback (Burkle and Keegan 2015). This was different to another study in the USA, 

conducted in 2012, which reported general usage at 23%, and found that 6% of 

parents had left ratings for doctors online (Hanauer et al. 2014a). The difference may 

be partly because the latter study used an online panel as the survey mode, and the 
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former study used a written questionnaire, or that the former was conducted in a 

single healthcare setting.  

Usage of doctor rating websites was also high in Germany. In 2013, 25% of the 

population had used a doctor rating website to search for a doctor, and 11% to leave 

feedback or ratings (Emmert et al. 2013a). Similarly, Terlutter et al. (2014) discovered 

in Germany (in 2012) that 26% of the population had used a doctor rating website 

before, although it was not clear for which purpose. In Austria, researchers conducted 

an experimental study based on a convenient sample and found that 47% of 

respondents had used a doctor rating website, and 6% had used it to leave feedback 

(Grabner-Kräuter and Waiguny 2015). The difference in results may be due to 

regional differences in the diffusion of doctor rating websites, however, there may 

also be a sampling effect, because all of the studies outside of the UK with the 

exception of the one conducted by Burkle and Keegan (2015) used an online panel as 

their sample population. The use of online sampling may have affected results, 

because those who are online, and had used the internet to search for health 

information, may be more likely to be aware of and use doctor rating websites than 

those that had not, as results from this present study suggest.  

In the USA and Germany, academics found various predictors for usage of doctor 

rating websites, such as the presence of a long term condition, advanced education, 

age and gender (see section 3.3.5). Predictors for the usage of doctor rating websites 

for feedback about GPs could not be computed in this study because only 0.36% of 

respondents had used a doctor rating website for that purpose. Yet results do indicate 

that female respondents and those with long term health conditions are significantly 

more likely to have given feedback in the past to a GP (using any method). Those 

with long term health conditions tend to use GP services more than those who do not 

have a long term health condition, and so it is not surprising that they are more likely 

to leave feedback.  

Future use of doctor rating websites – The results indicate that although 76% of 

the population in England would consider giving feedback in the future to a GP using 

any method, only 18% would consider giving feedback in the future to a GP on a 

doctor rating website. This suggests that more than half of respondents would 

consider giving feedback to a GP but not on a doctor rating website. Similarly, 33% of 

the population would consider using doctor rating websites but not to leave feedback 
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for a GP. This, as well as the 0.36% past usage of doctor rating websites, and only 4-

5% selecting doctor rating websites as their most preferred feedback method, 

questions whether doctor rating websites are really wanted or needed by the public 

for leaving feedback about GPs.   

The only significant predictor for the future use of doctor rating websites for giving 

feedback about GPs was the past use of internet to search for health information, 

with those that had were found to be 1.6 times more likely to consider using doctor 

rating websites to give feedback about a GP than those that had not. This predictor is 

not surprising given it indicates an active interest in one’s health as well as familiarity 

with the internet. What was surprising was the absence of six other predictors which 

were found to be significant for the future consideration of using any method to leave 

feedback about GPs. These predictors indicated that those that are either female, 

younger in age, have a long term health condition, have higher qualifications, have 

more GPs in their surgery, or live outside of London are much more likely to consider 

leaving feedback about a GP using any method. This could be seen as a positive 

suggestion that doctor rating websites, unlike other feedback methods, may span 

across the age, social and regional divide, and appeal to everyone who takes an active 

interest in their own health and is familiar with the internet to pursue that interest.  

For consideration of using doctor rating websites in the future for any purpose (and 

not just giving feedback about a GP), in addition to past use of internet to search for 

health information, the respondent’s age and internet consumption were also found 

to be significant predictors. This is in contrast to Galizzi et al.'s (2012) findings with 

Londoners in which income, ethnicity and the doctor-patient relationship were the 

significant predictors for future intention to use doctor rating websites for any 

purpose.  

Attitudes, motivation and barriers to using doctor rating websites – There is 

low usage of doctor rating websites in England, as evident from a previous analysis of 

the NHS Choices website (Greaves et al. 2012b), and the results of this study, which 

suggests that only 0.36% of the public in England have used doctor rating websites to 

give feedback about a GP. Similarly, findings from the present study also suggest that 

while three quarters of the population (76%) would consider giving feedback about a 

GP in the future, less than 1 in 5 (only 18%) would consider using doctor rating 
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websites, which suggests that the mode ‘doctor rating website’ may not be a suitable 

method for many.  

The results of this study also suggest that socio-demographic factors and health 

status cannot alone explain the variances in awareness, usage and future 

consideration to use doctor rating websites. Unlike previous studies on doctor rating 

websites (such as Burkle and Keegan 2015; Emmert et al. 2013a; Galizzi et al. 2012; 

Hanauer et al. 2014b; Terlutter et al. 2014), this study explored the reasons why 

patients may or may not consider using doctor rating websites in the future, and how 

that compares to leaving feedback in general.  

The results suggest that some patients are not using doctor rating websites to leave 

feedback because they do not want to leave feedback about a GP (citing reasons such 

as they are not interested, they do not feel there is a need to, and that leaving 

feedback will make no difference), whereas others prefer using another method 

instead of doctor rating websites (cited by 13%), or have issues and concerns about 

doctor rating websites. The concerns cited include: i) they do not find the internet or 

the website accessible (cited by 10%), ii) they believe online ratings are biased or 

subject to abuse (cited by 4%), or iii) they have security and privacy concerns about 

leaving feedback online (cited by 3%). These concerns were also raised by patients in 

Study B (see Chapter 6), and GPs in Study A (see Chapter 5).  Similarly, Hanauer et al. 

(2014a) reported that 43% of their participants in the USA stated a lack of trust in the 

information on doctor rating websites.  

Conversely however, the results suggest that those in favour of leaving feedback on a 

doctor rating website are motivated primarily by their ability to share feedback and 

help other patients. This altruistic motive was found in Study B too. Others cited 

more personal benefits, such as ease and convenience of using a website, and that it 

could be more private, and they could remain anonymous, and these reasons were 

also found in Study B. Others when asked believed that leaving feedback online 

would make them feel better, and that feedback left online would be taken more 

seriously by the GP or the practice. 

Ease and convenience, as well as anonymity, were perceived as reasons for patients 

preferring to leave feedback on a private NHS feedback website in a study with 

Scottish patients (Entwistle et al. 2003). However, unlike the findings from this 
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study, altruistic motives were not found in Entwistle et al’s study. Furthermore, their 

participants cited other reasons that were not found in this study such as speed, 

having a copy of the communication, avoiding face-to-face confrontation with staff, 

and less investment of staff time.  

Although privacy and anonymity were raised as a fundamental problem with OPF 

websites by patients and GPs in studies A and B, the results from this study suggest 

that they are not as central to the issue as previously found. This is because only 3% 

(n=20) of respondents mentioned it as a reason for not leaving feedback on doctor 

rating websites. However, when asked specifically, 39% of respondents were 

concerned about their privacy when leaving feedback online; but 33% were also 

concerned about their privacy when leaving feedback on a form at the surgery. This 

suggests that concerns about privacy are not exclusive to doctor rating websites. In 

the USA, Hanauer et al. (2014a) reported that 34% of participants were concerned 

their identity may be revealed, and 26% were concerned that doctors may take action 

against them.  This is in contrast to findings from this study, where more than half of 

patients who would consider leaving feedback on doctor rating websites would like to 

leave their real name and their GP’s name online too.  

Currently in the UK, NHS England does not allow patients to leave GPs’ names on 

their website but does allow the patient to remain anonymous (NHS Choices 2015). 

This is possible because it is a ‘practice-based’ feedback websites, whereas websites 

like iwantgreatcare.org are ‘physician-based’, and this means feedback has to be 

associated with a specific named GP. Study A found that GPs were not keen on being 

named online, though some of them also believed that anonymous feedback was 

almost impossible to use, because it was not clear who the feedback was for, and what 

instance or situation the feedback was about. However, the results from this study 

suggest that 26% of the public would not mention a GP by name when leaving 

feedback online, and would therefore not consider using websites that are ‘physician-

based’ (such as iwantgreatcare.org). One option could be to have a code for each 

consultation that is only known to patient and GP or practice. This code could be 

entered online, and so the feedback is both anonymous and identifiable. 

Public preference on mode of feedback and other findings – The results suggest 

that there is no one most preferred way for patients to leave feedback about a GP, and 

this was also found in Study B, and by Entwistle et al. (2003) in a study with Scottish 
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patients. However, like the results of Study B, the present study also found rather 

surprisingly that almost half of those who would consider leaving feedback for a GP 

would prefer to give feedback directly to the GP, even when it is negative feedback. 

Furthermore, the two major reasons for choosing one mode of feedback over another 

were ease and convenience, followed by the method being a direct way of giving 

feedback (and Study B revealed that the latter was so that patient feedback reaches 

the GP and is used by the GP for improvement purposes). These are interesting 

findings, because currently there is little formal provision in general practice in 

England to give feedback directly to the GP.  

Current formal provisions for leaving feedback about GPs in the NHS also include the 

NHS Friends and Family Test (FFT) card, which is a paper-based feedback form that 

is used in most GP practices in England (Gillam and Newbould 2016). The paper-

based feedback form was only selected by 10% of respondents (who would consider 

leaving feedback in the future) as their most preferred method for leaving negative 

feedback for a GP. Similarly, use of OPF websites to report negative experiences was 

selected as the main preference by only 5% of respondents. In contrast, 45% of 

patients’ most preferred method to leave negative feedback was directly with the 

practice, and 16% directly with the practice manager. The vast majority of patients 

(93%) who had given feedback in the past had given it directly to the GP or practice. 

These results as well as others suggest that current methods available in general 

practice to leave feedback are on the whole not the most preferred methods for 

patients to leave feedback, and therefore GP practices and the NHS need to consider 

alternative ways and methods to collect feedback, such as giving patients the option 

to send feedback through email, which was selected by 12% of respondents (who 

would consider leaving feedback in the future) as their most preferred method. This 

also questions the value of OPF websites, and questions whether patients in England 

really want or need these types of websites to leave feedback about GPs.  

Although preference for leaving feedback online was minimal, one of the interesting 

findings from the results was that more people prefer to leave feedback online on a 

private feedback form on the GP surgery website, rather than leaving it on a (public) 

doctor rating website. Similarly, although more people preferred to give feedback 

directly to the GP in person or telephone, in comparison to writing a letter, more 

respondents preferred to use email to send feedback. Furthermore, an app was found 
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to be almost the same in popularity as leaving feedback on a doctor rating website, 

although again the main preference was to use an app that would give the feedback to 

the GP surgery directly rather than an app that would publish the feedback online. 

These findings support the notion that many patients prefer to give feedback directly 

to the GP and practice rather than leaving feedback in the public domain, and these 

alternative modes of leaving feedback need to be taken into consideration by GPs and 

GP practices in England, if they want to engage and increase the volume of patient 

experience feedback.  

Among those who would consider leaving feedback on doctor rating websites, more 

than half would prefer to give it whilst they are away from their personal computer, 

for example using a feedback card at the surgery (which the practice could then place 

online), an app, iPad or kiosk at the surgery, and using a web browser on a mobile 

phone. Again, this suggests that alternative modes to leave feedback on doctor rating 

websites need to be considered by OPF providers and GP practices, because patients 

appear to like the flexibility this may afford them, in terms of ease and ability to be 

situated at the surgery while leaving feedback or the option to give feedback whilst on 

the move. This was also found in Study B.  

The findings suggest that patients prefer a NHS website to an independent website 

when leaving feedback for GPs, because it is the official and more formal channel. 

Furthermore, the vast majority of patients (93%) who had given feedback in the past 

had given it internal to the practice. This is in contrast to findings from a report by 

Davidson et al. (2010) who found that patients preferred to leave feedback on an 

independent website rather than a NHS website, because they considered the 

independent website to be more trustworthy. This was not found in this study; 

however, this may be because the focus of this present study was solely about giving 

feedback to GPs, whereas their research examined feedback for all healthcare services 

in England.  

Using social media to give feedback about GPs was very unpopular in this study, with 

only 1% selecting it as their main preference, and only 11% agreeing that they would 

consider giving feedback about GPs on social media. GPs in Study A were also 

vehemently opposed to patients using social media to give feedback, although they 

recognised that OPF appeared to be heading that way. NHS England on the other 

hand added the functionality to allow patients to leave feedback on social media 
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when they introduced their £1.25M pilot multi-channel feedback website called 

CareConnect in 2014-15 (McBeth 2015). Tweets sent to them were analysed by the 

researcher, and there were no messages sent to them giving feedback or complaining 

about a GP. This, as well as findings from this present study, suggest that currently 

there is no need for GP practices or the NHS to use social media to collect feedback 

about GPs. 

Advocates of OPF argue that the majority of feedback left online is positive (Alemi et 

al. 2012; Black et al. 2009; Detz et al. 2013; Emmert and Meier 2013; Emmert et al. 

2014; Gao et al. 2012; Greaves et al. 2012b; Kadry et al. 2011; Lagu et al. 2013, 2010; 

López et al. 2012) but GPs in Study A were concerned and believed that the majority 

of OPF is negative. This argument has been raised in opinion articles (Boffey 2011; 

McCartney 2009) and literature too (Gao et al. 2012; Merrell et al. 2013). Results from 

Study B also suggest that patients were much more likely to leave feedback when 

their experience was extremely negative.  

Although findings from this study suggest that patients are more likely to leave 

feedback (using any method) when their experience is negative rather than when it is 

positive, almost half of patients will leave it for both positive and negative experiences 

equally, suggesting that unsolicited patient feedback is not always biased towards 

negative feedback. The findings from this study also confirm findings from Study B 

which suggested that patients’ most preferred mode to leave feedback shifts 

according to the nature of feedback they are giving. This suggests that some patients 

may be more likely to leave negative feedback online and leave positive feedback 

elsewhere, indicating a slight negative bias in feedback on doctor rating websites. 

Findings from this study also indicate that patients are twice more likely to leave 

feedback if the GP or the GP surgery asks them to. Therefore, if GPs want to see more 

positive feedback about them on OPF websites, the most effective thing for them to 

do is to ask their patients to leave feedback on OPF websites.  

8.6 CONCLUSIONS 

The findings from this study portray an understanding of public views on the use of 

OPF websites for giving feedback about GPs, within the context of other feedback 

mechanisms available in general practice. The findings suggest that although 

awareness is not so poor of doctor rating websites when compared to awareness of 
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giving feedback in general, past usage is extremely uncommon (at 0.36% for feedback 

about GPs), and so is future consideration to use doctor rating websites for giving 

feedback about GPs (82% of the public indicated that they will not consider using 

doctor rating websites to give feedback in the future; although a further 33% of the 

population would consider using doctor rating websites but not to leave feedback for 

a GP). The findings also suggest that awareness, socio-demographic factors and 

health status does not explain the variance in consideration of future use of doctor 

rating websites, rather in addition to past experience of having used the internet for 

health purposes, there are more underlying motivational factors. For example, they 

need to be convinced that the feedback they leave about GPs online is needed by the 

GP, will be seen and valued by the GP, and will also help other patients.  

Unlike existing academic work on OPF websites, the evidence from this study 

questions whether patients and carers really want or need OPF to give feedback about 

GPs in England. Only 4-5% of those who would consider leaving feedback in the 

future selected doctor rating websites as their most preferred method to leave 

feedback about a GP. Similarly, 82% of the public said they would not consider using 

doctor rating websites in the future to leave feedback for a GP, whereas only 24% said 

they would not consider giving feedback in general (using any method) about a GP.  

The results from this study also suggest that GPs, GP practices, the NHS and feedback 

website providers need to consider alternative mechanisms to collect patient 

feedback in general practice, instead of solely relying on The NHS Family and Friends 

Test card and OPF websites. In particular, direct methods to give feedback to the GP 

or the GP practice (digital or non-digital) are most used and preferred by patients, 

such as face-to-face feedback, email, telephone, and private feedback forms on the GP 

practice website. Detailed recommendations based on the results of this study are 

provided in Chapter 9.  

8.7 LIMITATIONS OF THIS STUDY 

The strength of this study lay in its use of a well validated mixed methods population 

questionnaire whose aim was to measure representative views of the public on giving 

feedback about GPs on OPF websites, within the context of other feedback 

mechanisms. Nevertheless, this study did have several limitations.  
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Firstly the sampling method used – a random location quota sampling – was not a 

random sample, and although the data was weighted so that it would be a 

representative sample of the population in England, the sample may still contain 

biases, and claiming generalizability (external validity) across the whole population in 

England could be questioned. However, given that it was not feasible to get a random 

sample of the population in England, this was as close as possible to a true 

representative sample and very little correction of the results was needed to make 

them in line with The National Readership Survey (NRS), which uses random 

probability sampling (further details about weighting are in section 8.3.5). The 

interviews were also conducted face-to-face, which meant that there was very little 

risk of respondents misunderstanding the questions, and there was a lower risk of 

premature termination, as interviewers could keep respondents motivated.  

Secondly, although the questionnaire had strong internal validity (as detailed in 

Chapter 7), the fieldwork was conducted by 150 interviewers from Ipsos MORI, and 

not the researcher, and this could be a potential weakness. Nevertheless, the 

interviewers were all experienced professional interviewers who were trained by Ipsos 

MORI and given the same very specific instructions. A validation procedure (as 

discussed in section 8.3.4) on the fieldwork was also conducted to ensure that 

interviewers had interviewed respondents as expected. 

Thirdly, in relation to the attitudinal questions in the very final section of the 

questionnaire, almost a third of respondents selected ‘neither agree nor disagree’ to 

each question. It was not clear whether this indicated a lack of interest in the topic, 

response fatigue or that some respondents did not have a strong opinion about the 

topic in question.9 Thankfully, the rest of the questionnaire did not have this issue, 

because the questions were not based on an attitudinal scale with the option to ‘sit on 

the fence’, and therefore the vast majority of the results do remain conclusive.  

Fourthly, the results of this study question the value of providing OPF websites in 

England to give feedback about GPs; however, this study did not explore patients’ 

views on OPF websites for choice, an issue that was outside the scope of this study. 

Although both giving feedback and patient choice are highly connected (because if 

patients do not give feedback or reviews online, other patients will not have these 

                                                      
9
 This is actually an advantage as the study is not skewed by strong opinions of a minority 

group.  
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patient reviews to choose from), they are distinctly different as actions. The results 

when reported in this study make clear that they are specifically about giving 

feedback to GPs only.   

 

  



Chapter 9  | 211 

 

 CHAPTER 9 - OVERALL DISCUSSION & RECOMMENDATIONS 

9.1 INTRODUCTION 

The findings from each of the studies have been discussed in detail in their respective 

chapters. Therefore, this chapter summarises the key findings that have emerged 

from all three studies by bringing together similar or contrasting findings, and 

highlighting the new evidence that has emerged from this research. This is followed 

by a discussion on the implications of the findings on NHS policy, future 

recommendations for OPF website providers and GPs/GP practices, and 

recommendations for future research. The chapter ends by reflecting on the research 

process, and discusses the strengths and limitations of the methodological approach 

used in this research.   

9.2 KEY FINDINGS AND CONTRIBUTIONS OF THE RESEARCH 

Academic literature as well as some stakeholders of OPF websites have argued for and 

against OPF (as detailed in Chapter 3), and this research has generated new evidence 

(see Table 9-1) that has expanded the evidence base by exploring how OPF is 

perceived by patients and GPs as a mode to leave feedback about GPs. The key 

findings from this research and their significance are discussed in this section.  

In summary, evidence has been produced both in favour of and against OPF. 

However, it should be noted that evidence produced against OPF is in the form of 

surmountable barriers which can be overcome if the detailed recommendations 

provided in section 9.4 of this chapter are implemented.  
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Table 9-1: A summary of new evidence found for and against OPF* from this research 

Evidence found in favour of OPF 

(see section 9.2.1) 

Evidence found against OPF* 

(see section 9.2.2) 

OPF as a feedback method crosses age, social and 

regional divides 

GPs are critical of OPF, and the majority do not 

consider OPF as a mode of collecting feedback from 

patients  

OPF websites fulfil a ‘need’ that other feedback 

methods do not 

Only 0.36% of patients are using OPF websites to 

leave feedback about GPs 

GPs believe encouraging OPF website use could make 

them appear more ‘open’ 

The majority of patients prefer not to use OPF 

websites to leave feedback about GPs  

GPs believe OPF could provide new insights 
OPF is biased because it is not representative of 

patient experience  

Patients who want to give OPF want to use different 

modes 

OPF websites are not easier or more accessible for the 

majority of patients 

Privacy and security of OPF websites are not the main 

reasons why many patients refrain from using OPF 

websites 

The ability to remain anonymous when leaving 

feedback on OPF websites is not a unique advantage 

for patients  

 

GPs do not want their name disclosed online; whereas 

more than half of patients want to leave their GP’s 

name online  
*These are barriers that could be overcome if the recommendations provided in section 9.4 are implemented 

9.2.1 New evidence found in favour of OPF  

OPF as a feedback method crosses age, social and regional divides – Study C 

(Chapter 8) found that the following people are more likely to consider leaving 

feedback about a GP in the future: females, those between the ages of 35-44, 55-59, 

and 60-64; those who have long term health conditions; those who have used the 

internet in the past to search for health information; and those with higher 

qualifications and those living in certain regions. From these, females and those with 

long term health conditions were also found to be more likely to have given feedback 

in the past about GPs, and those with long term health conditions were also more 

likely to be aware of the option to leave feedback about GPs. However, for future 

consideration of OPF website usage for giving feedback about GPs, only those who 

had used the internet in the past to search for health information were found to be 

more likely to consider using OPF in the future, suggesting that OPF websites cross 

age, social and regional divides (the predictors for future intention to use other 

feedback methods to give feedback about GPs), and appeal to everyone who takes an 

active interest in their own health, and is familiar with the internet to pursue that 

interest (see Table 8-1). This contradicts GPs’ belief in Study A that younger patients 

are more likely to use OPF websites to give feedback; and also Galizzi et al.'s (2012) 

findings which reported income, ethnicity and the doctor-patient relationship as 
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significant predictors for future intention to use doctor rating websites (although not 

clear for which purpose/s).  

The findings do appear to support Bardach et al.'s (2012) argument that OPF websites 

would collect feedback from those patients who would not normally give feedback. 

This suggests that OPF websites can be used by GPs, practices and the NHS to collect 

feedback from patient groups they would not normally get feedback from. On the 

other hand, it also suggests that OPF websites do not appeal to the majority of those 

(listed above) who are more likely to give feedback using other methods.  

OPF websites fulfil a ‘need’ that other feedback methods do not – Previous 

research has not explored patients’ attitudes or motivations regarding OPF websites 

(Powell et al. 2015). The results of Studies B and C suggest that unlike the motivations 

for other methods, OPF websites are useful for those patients who have more 

altruistic motives, and want to help others, and this has been described in the field of 

e-consumer behaviour as ‘altruism’ (Parikh et al. 2014), and by Lupton (2013) as 

patients carrying out their ‘citizen duty’. Study B also found that OPF websites were 

useful for those patients who wanted to place collective pressure on their GP/practice 

to improve, and this was additionally found to be a motivation for people leaving 

travel reviews by Yoo and Gretzel (2008). Furthermore, when patients were asked in 

Study C, 27% believed feedback left online would be taken more seriously by the GP 

or practice. These findings indicate that OPF websites are fulfilling a need that is not 

present in other feedback methods, indicating that the option of leaving feedback 

about GPs on an OPF website should be available for patients in England.   

GPs believe encouraging OPF website use could make them appear more 

‘open’ – More than half of GPs (13/20) in Study A upon questioning believed that 

encouraging their patients to use OPF websites would give the impression that they 

are more ‘open’, and it would improve their reputation. Reputation may be important 

to GP practices especially where there are multiple practices in close proximity, and 

giving patients the appearance that they are transparent as a practice was found to be 

perceived as advantageous by GPs. This finding was not expected; and was not found 

to have been reported before anecdotally in academic or non-academic literature. 

However, public reporting of performance measures has been argued to bring 

improvement because healthcare providers want to protect their reputation (Hibbard 
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et al. 2003), or because of concerns about retaining market share (Berwick et al. 

2003). 

GPs believe OPF could provide new insights – Almost half of GPs (n=9) in Study A 

believed OPF would provide new insights and perceptions about the needs of their 

patients (although only two mentioned that OPF could change their practice), and 

this was also mentioned as an advantage by an OPF website owner (Bacon 2009). 

Moreover, all of the GPs that participated in Study A believed that OPF website usage 

would increase over time. This suggests that despite GPs’ criticism and scepticism 

about OPF websites (found in Study A), and physicians’ criticisms of OPF found in 

the literature (Coombes 2009; Dolan 2008; Hotopf 2013; Lagu et al. 2010; McCartney 

2009; O’Dowd 2009), GPs could be convinced of the benefit of OPF websites, if their 

concerns are addressed and some systematic changes are made to OPF websites 

(recommendations for changes are in section 9.4).  

Patients who want to give OPF want to use different modes – Previous research 

has not explored how patients would like to leave feedback on OPF websites. 

Evidence from Study C indicates that among those who would consider leaving 

feedback on OPF websites, some patients want to leave feedback using alternative 

modes, and away from their personal computer. For example, by using apps or on 

paper-based feedback cards in the surgery.  

This means that even those that do not have internet access can still leave feedback 

on OPF websites by using an alternative mode, suggesting that the multi-channel 

nature allowed by an OPF website is advantageous. CareConnect, piloted by the NHS, 

for example, was multi-channel (it allowed feedback through text messaging, twitter, 

telephone, as well as online) (Shah 2015). However, evidence from Study C suggests 

that some patients also want the option to leave feedback in the situated 

environment in real-time (i.e. whilst the patient is at the GP practice); using digital or 

non-digital methods (feedback from the latter could then be uploaded online). The 

ability of OPF to be multi-channel is therefore advantageous to the patient, and the 

need for ‘real-time’ feedback also supports NHS Policy which requires hospitals and 

general practices to collect ‘real-time’ feedback through the FFT (NHS England 2013).   

It could be argued that an additional benefit of OPF is that OPF websites can be run 

by healthcare providers, commissioners or an independent third party (or multiple 
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stakeholders). However, results from Study C suggest that patients on the whole 

prefer to give feedback about GPs to the NHS (on an official channel), rather than an 

independent organisation, and this contradicts the findings of Davidson et al. (2010) 

who found that independently run OPF websites were perceived as more trustworthy 

by patients in England. Furthermore, GPs in Study A also suggested that GPs prefer 

an OPF website run by the government, rather than by an independent organisation.  

Privacy and security of OPF websites are not the main reasons why many 

patients refrain from using OPF websites – One of the arguments that GPs 

proposed in Study A against OPF websites was that patients’ own confidentiality 

could be at risk when they leave feedback on OPF websites, because they could 

inadvertently expose confidential information about themselves. Similarly, more than 

half of participants (10/18) in Study B from all age groups had concerns about privacy 

and security when leaving anonymous feedback online, whereas only two participants 

were concerned about their privacy when leaving feedback using the FFT card. This 

was surprising given that 61% of adults in the UK use social media (Ofcom 2015), and 

expose information about themselves online.  

In contrast, in Study C, only 3% (20/673) of patients raised privacy or security 

concerns as one reason for not wanting to leave feedback on OPF websites; and more 

than half of all patients (51%) who would consider leaving feedback on OPF websites 

were happy to leave their full name online when leaving feedback about their GP. 

This suggests that on the whole, privacy or security is not the main reason why 82% 

of the public will not consider leaving feedback on OPF websites. Rather, results from 

both Studies B and C illustrate that patients are not convinced feedback is needed by 

GPs or will be used by GPs; and many are just apathetic towards giving feedback in 

general about GPs, regardless of the method of feedback (online or offline). This is 

similar to findings from Entwistle et al. (2003) who found that a ‘significant minority’ 

(around 5% for secondary care; and 1% for primary care) of Scottish patients said they 

would not give feedback (regardless of the feedback method offered) because they do 

not believe the healthcare provider will be responsive.  

9.2.2 New evidence found against OPF  

GPs are critical of OPF, and the majority do not consider OPF as a mode of 

collecting feedback from patients – A quarter of GPs were not aware of OPF 
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websites, and the majority of GPs interviewed (17/20) did not currently consider OPF 

websites as a way of collecting feedback from patients, and were choosing to ignore 

OPF. The majority of GPs also believed that OPF websites posed a risk to them 

because of false allegations that patients could make about them on such websites, 

and what they perceived was an absence of regulation of these websites. These 

concerns were also raised anecdotally by McCartney (2009), and the risk of online 

comments has additionally been reported in relation to patient bloggers commenting 

on healthcare professionals online (Speed et al. 2016).  

GPs in Study A argued further that not only will OPF negatively affect GPs’ reputation 

and well-being, but it will make them practice more defensively in the future, which 

is dangerous. The vast majority of GPs (16/20) also did not believe that OPF would 

force them to improve their performance out of fear of it affecting their reputation, as 

claimed by a previous health minister Ben Bradshaw (Carvel 2008).  

Only 0.36% of patients are using OPF websites to leave feedback about GPs – 

Study C found that only 0.36% of patients had used an OPF website before, despite 

15% of patients being aware of them. This is considerably low, given that the same 

study found that 19% of the population in England have given feedback in the past 

about GPs (using any feedback method).  

Previous studies had not explored usage of OPF websites in England to specifically 

give feedback about GPs. Galizzi et al. (2012) found that 3% of their Londoners’ 

sample (n=200) had used an OPF website before, but they did not specify for which 

purpose. The extremely low level of OPF website usage found in Studies B and C both 

suggest that patients are not using OPF websites to give feedback about GPs. This is 

surprising given that the NHS Choices feedback website has been live since 2008, and 

the NHS very recently spent £1.25M investing in a new OPF website called 

CareConnect (Shah 2015). 

The majority of patients prefer not to use OPF websites to leave feedback 

about GPs – The greatest downside of OPF found in this research was that 82% of 

patients said they would not consider using OPF websites in the future to leave 

feedback about a GP, whereas only 24% said they would not consider giving feedback 

using any method. Moreover, only 5% (36/776) of patients selected OPF as their most 

preferred method to leave negative feedback about a GP, and 58% (490/844) of the 
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population would consider giving feedback about a GP using another method, but 

not using OPF websites (found in Study C). This is surprising given the popularity 

and increase in usage of consumer rating websites for products and services, 

including travel (Filieri 2014; Li et al. 2012; Schuckert et al. 2015).  

Furthermore, both Studies B and C found that the majority of patients prefer direct 

and private methods to leave feedback about their GP, and this was also found by 

Entwistle et al. (2003) with Scottish patients (see section 2.4.2). In Study C, 45% of 

those who would consider leaving negative feedback about a GP preferred to give it 

directly to the GP, and a further 33% preferred to give it directly to the practice 

manager or to the practice. The vast majority of patients (93%) who had given 

feedback in the past had given it directly to the GP or practice. Previous research had 

not explored the level of future intention to use OPF websites in the future, nor how 

that compared to the future intention to leave feedback (about GPs) using other 

feedback methods. 

Study C found that more patients prefer to leave feedback on a private form on a GP 

practice website than on a public website, which may suggest that some may be using 

doctor rating websites because of ease of use and convenience, but actually may 

prefer to use an online mode where feedback would remain private, instead of being 

posted in public. This is further supported by findings in the same study that 

illustrated that more respondents prefer to email a GP with feedback rather than 

write a letter. This on the whole questions patient need for OPF websites as a mode 

to leave feedback about GPs; and may question whether OPF is really fulfilling a 

‘feedback gap’, as found in this research and confirmed by Bardach et al. (2012).  

OPF is biased because it is not representative of patient experience – As 

discussed in Chapter 3, one of the main anecdotal criticisms against OPF websites is 

that the feedback left on them is not valid because it is not representative of the 

mainstream patient experience. This is because firstly usage is claimed to be too low; 

and secondly when feedback is left, it is claimed to be largely negative (Coombes 

2009; Dolan 2008; Hotopf 2013; Lagu et al. 2010; McCartney 2009; O’Dowd 2009). 

These two concerns were also raised by the majority of GPs in Study A, who believed 

that OPF was seriously biased, and were worried about the impact OPF could have on 

them, on their practice, and their patients, who may use these ‘questionable online 

ratings’ to make an ‘invalid choice’ of which healthcare provider to use. 
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The latter (OPF is largely negative) has been dismissed with many studies showing 

that feedback on OPF websites is largely positive (Alemi et al. 2012; Black et al. 2009; 

Detz et al. 2013; Emmert and Meier 2013; Emmert et al. 2014; Gao et al. 2012; Greaves 

et al. 2012b; Kadry et al. 2011; Lagu et al. 2013, 2010; López et al. 2012). However, it is 

not known whether patients are equally likely to leave positive or negative feedback. 

GPs in Study A suggested that patients leave feedback on OPF websites when they 

have a negative experience; similarly, patients in Study B also suggested that they are 

mainly likely to leave feedback when they experience an extreme negative experience. 

However, they all said that this was regardless of whether the feedback was offline or 

online. In Study C, although the findings showed that patients were more likely to 

leave negative feedback using any method, almost half of the patients said they would 

leave feedback (using any method) for both positive and negative experiences equally. 

The preference of mode of feedback did change for both negative and positive 

feedback, as also found in Study B, but this was for all feedback methods, and not 

exclusive to OPF websites. Nevertheless, this does become pertinent when OPF is 

then used for choice by patients, because this would suggest that patients are using 

biased OPF to make a choice of provider.  

The former claim (that patient usage of OPF is too low) was found by Galizzi et al. 

(2012) in a convenient survey-based study in London, and was also mentioned by GPs 

in Study A who claimed that the majority of their patients were not aware of OPF 

websites. Results of Study B suggested this was true, and showed that the majority of 

participants (16/18) were not aware of OPF websites, and only one person had used an 

OPF website to leave feedback. However, what was also found was that almost half of 

the participants did not know they could leave feedback for a GP using any method. 

Therefore in Study C, awareness, usage and future consideration of usage of any 

feedback method was explored, alongside OPF websites. The results found that 

awareness of OPF websites (at 15%) is not too low when compared to awareness of 

the option to leave feedback in general (at 39%). However, as discussed above, usage 

of OPF websites (at 0.36%) and future consideration to use OPF websites was very 

low (at 18%), especially when compared to usage of any other method of feedback (at 

19%), and future consideration to use any other method of feedback (at 76%). The 

results therefore indicated that usage was indeed very low, but what was more 

surprising was that 58% of the population would give feedback using another 

method, but not using OPF websites. 
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This, as well as the different predictors found in Study C for awareness, usage and 

future consideration to use OPF websites (see Table 8-1), all suggest that feedback on 

OPF websites is not likely to be representative of the patient experience in the near 

future. Although this may not be a pertinent problem for GPs and GP providers using 

the patient experience data for improvement (because improvement even based on 

one piece of patient feedback could potentially be useful), fundamentally it is a huge 

problem for the use of OPF for selection (i.e. patient choice), and for monitoring. This 

is because the results strongly suggest that OPF is biased because it is not 

representative of patient experience, and therefore patients using OPF for choice of 

healthcare provider are basing their choice on biased and unrepresentative data, 

challenging strongly the popular notion that OPF is useful for patient choice, as 

advocated both by academics (Greaves et al. 2012b; Lagu et al. 2013; Trigg 2011) and 

the NHS (Lansley 2012; NHS Choices 2016). 

Furthermore, the findings appear to contradict Greaves et al.'s (2012b) observation of 

associations between NHS Choices general practice ratings and patient experience 

measures, thus strongly questioning the usefulness of OPF as a measure of quality in 

healthcare.  

However, others in the literature have argued that OPF is still useful for improvement 

(through concerns over protecting reputation), even if it is not representative of 

patient experience and therefore biased, because it can be used as a complementary 

measure to other measures of patient experience (Greaves et al. 2013a; Lagu et al. 

2013). But findings from this research suggest that GPs do not consider OPF currently 

as a patient feedback mode, and are not using OPF to make changes to their practice; 

rather, they are choosing to ignore OPF. This is unlike retailers and hotels, who are 

taking reviews written about them online very seriously (Filieri 2014; Li et al. 2012; 

Schuckert et al. 2015). For example, on Trip Advisor, hotel managers commonly 

respond to reviews written about their hotel. Furthermore, consumers are taking 

advantage of that, to the extent that they are now using social media to not only 

complain about poor service, but place collective pressure on retailers (BBC 2016).   

Results from both Studies B and C indicate that low usage of OPF websites could be 

reversed if the GP or GP practice asked patients to leave feedback online, and 

indicated to patients that their feedback is needed or wanted by patients. 

Furthermore, this would also remove patients’ concern (found in Study B) that they 
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are unsure whether feedback left on OPF websites will reach the GP. However, the 

majority of GPs in Study A suggested that they would not ask their patients to leave 

feedback on OPF websites. Instead, the majority of GPs did say they would use OPF 

to improve their practice, as long as the feedback was true. They were also keen on 

seeing systematic changes made to OPF websites that would protect their privacy and 

reputation.  

OPF websites are not easier or more accessible for the majority of patients – 

All of the GPs in Study A believed that their younger patients would prefer OPF 

websites for giving feedback because they would find them easier to use than other 

feedback methods. Entwistle et al. (2003) also found with a group of Scottish patients 

that a few of them (<0.9%) perceived it easier to leave feedback on a website. In 

contrast, in Study C, although 11% (19/171) cited ease and convenience as the reason 

for considering leaving feedback on OPF websites, 43% (vs 24%) of respondents 

(n=844) disagreed that giving feedback online would be easier than a feedback form 

at the surgery. Similarly, in Study B, although almost half of participants (n=7) (all 

under the age of fifty) believed that websites are more accessible because they are 

available all the time and can be used anywhere, more than half the participants 

(n=11) from all age groups expressed that websites were less accessible. The evidence 

thus suggests that although some patients may find OPF websites easier to use than 

other methods, the majority would find other methods easier to use. However, it 

must be noted, as mentioned previously, that OPF has the ability to be multi-channel, 

so accessibility barriers of OPF websites can be easily eliminated.  

The ability to remain anonymous when leaving feedback on OPF websites is 

not a unique advantage for patients – GPs in Study A believed that the ability to 

give feedback anonymously may benefit patients, and this was also cited as an 

advantage of OPF websites by López et al. (2012). However, GPs in Study A, and 13 

healthcare professionals in Speed et al.'s (2016) study argued that anonymous 

feedback was difficult to use for improvement, a problem also highlighted by some 

patients in Study B. Crucially, only 2% (4/171) of patients in Study C cited anonymity 

as their reason for considering giving feedback on OPF websites; and more than half 

of all patients (51%) were happy to leave their full name online when leaving feedback 

about their GP. This contradicts findings from Speed et al. (2016) who found in their 

qualitative study with 10 health blogger patients and 18 patient representatives (in 
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England) that patients wanted to remain anonymous, due to the fear of being 

identified by healthcare practitioners and the implications on their future care. 

GPs do not want their name disclosed online; whereas more than half of 

patients want to leave their GP’s name online – Unlike consumer rating websites 

like Trip Advisor where managers or other key personnel can be named, GPs remain 

anonymous on the NHS Choices website (a practice-based OPF website). GPs in 

Study A, despite acknowledging that practice-based anonymous feedback left online 

is not easy to use (because it is anonymous), the majority of them preferred to receive 

this type of feedback instead of physician-based individual feedback, because it made 

them feel less vulnerable. This sense of vulnerability was also discussed by McCartney 

(2009) and found by Speed et al. (2016) in their qualitative study with healthcare 

professionals. The majority of patients in Study B also wanted to protect their GP’s 

privacy and were not keen on exposing their GP’s name online. However, in Study C, 

60% (214/354) of those who would consider using a doctor rating website for any 

purpose in the future said they would mention their GP’s name when leaving 

feedback on OPF websites.   

9.3 IMPLICATIONS OF THE FINDINGS FOR NHS POLICY 

As discussed in detail in Chapter 3, NHS policy has argued that OPF provides a rich 

source of transparent data about patient experience which can improve healthcare 

outcomes (Lansley 2012; NHS England 2013; The NHS Confederation 2012) and can 

be used by patients to choose a healthcare provider (Department of Health 2003; 

Fotaki 2014).  

The most recent NHS policy which makes mention of an OPF website for collecting 

patient feedback is the Transforming participation in health and care guide for 

commissioners from NHS England (2013), which framed OPF websites as a tool that 

gives an insight into improving patient experience, health outcomes and health 

services: 

“By listening and learning from patients, carers and their families, both when things go 

well and when they go badly, we can understand what we need to do to improve their 

experience. This can be achieved through feedback methods ranging from complaints, 

social media, the Friends and Family Test (see case study here) and feedback websites 

such as CareConnect or PatientOpinion.” (Page 43) 
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The findings from this research suggest that OPF websites appear to be filling a 

‘feedback gap’ by collecting feedback from those patients that may not give feedback 

using other methods; and that unlike other feedback methods, OPF websites are 

relevant across age, social and regional divides.  

Yet findings from Study C also suggest that only 0.36% of patients are using OPF 

websites to leave feedback; and that OPF, as it currently stands, is biased towards 

negative experiences and not representative of patient experience because of 

extremely low usage. It could be argued that this feedback, however biased towards 

the negative or unrepresentative in nature, could still be useful for improvement 

purposes; however, Study A found that GPs are not currently using OPF for 

improvement purposes unless systematic changes are made to the OPF websites first 

(see section 9.4 for detailed recommendations).  

The bias and unrepresentative nature of OPF could be reversed if OPF websites were 

promoted more amongst patients and GPs, and patients were asked specifically to 

leave feedback, so that there is more feedback from patients on OPF websites. 

Similarly, the findings suggest that if patients were encouraged to leave feedback on 

OPF websites, their preference could change, and this is further supported by the 

findings from this research that patient feedback could be doubled if GPs or the GP 

surgery asked patients to leave feedback about GPs.  

As outlined in section 3.1, the most recent NHS policy on feedback and complaints 

(Department of Health 2015b, 2015a) does not ask GPs and GP practices to promote 

OPF to patients, or to use OPF to bring improvement or change. It could be argued 

that this partially explains why OPF website usage by patients and GPs was found to 

be extremely low in this research.  

NHS policy also needs to consider that the majority of patients (77%-78%) prefer to 

leave feedback about GPs directly with GPs, the practice or practice manager (45% 

preferred leaving negative feedback directly with the GP; 16% preferred the practice 

manager; 17% preferred the practice). In contrast, only 5% of patients’ most preferred 

feedback method for reporting negative experiences was an OPF website.  

Giving feedback directly to the GP or practice manager is not advocated in current 

NHS policy (Department of Health 2015b, 2015a), and the only direct feedback 

method for GP practices advocated in policy is the Friends and Family Test (FFT) (see 
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section 2.4.1). However, a paper-based feedback card (the most common way FFT is 

implemented) was not found to be popular amongst the patients in this research, 

with only 10% of patients selecting it as their most preferred method to leave negative 

feedback.   

Although choice was not the focus of this research, the findings do strongly challenge 

the notion that OPF is useful for patient choice, as advocated by policy makers 

(Department of Health 2003; Fotaki 2014). The research found that OPF is biased 

towards negative experiences and not representative of patient experience. This 

means that patients using online patient reviews to choose a healthcare provider 

could be making an invalid choice; and therefore the suggestion that OPF can 

improve healthcare outcomes (through the selection pathway) is questionable.  

This means that the ‘patient choice’ part of the NHS Choices website must contain 

patient feedback narratives collected through other methods. Based on GPs’ concerns 

and suggestions in Study A, other scores should also be included, such as ratings of 

the GP’s professional competence, CQC ratings or safety scores. However, the 

recommendation is that ‘OPF for feedback’ and ‘OPF for choice’ both remain on the 

same website (and are not separated). This is because a major motivation among 

patients to leave feedback on OPF websites was found to be altruism (so that others 

can see what went right or wrong; and change can be made which will benefit other 

patients too), and the ability to place collective pressure on healthcare providers.  

9.4 RECOMMENDATIONS FOR PRACTICE 

This research has produced recommendations for the two key stakeholders involved 

with OPF: OPF website providers/owners, and GPs and GP Practices, as shown in 

Figure 9-1.  
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Output

Output

Study A: Exploring GPs’ awareness, usage and attitudes towards OPF
Study A: Exploring GPs’ awareness, usage and attitudes towards 
OPF

Objective: “To explore and describe GPs’ awareness, usage and attitudes 
towards OPF as a mode to collect patient feedback in general practice”

Study A: GPs’ awareness, usage and attitudes towards online patient feedback
Study B: Exploring patients’ views on giving feedback about GPs 
using OPF
Objective: “To explore patients’ views about giving OPF about GPs in 
England, within the context of other feedback methods available in 
general practice”

Study A: GPs’ awareness, usage and attitudes towards online patient feedback
Study C: Measuring and understanding public awareness, usage 
and attitudes towards OPF

Objective: “To measure and explore nationally patients’ awareness, usage 
and attitudes towards the use of OPF websites to give feedback about GPs” 

Recommendations 
for OPF website 

providers/owners
(section 9.4.1)

Recommendations 
for GPs & GP 

practices
(section 9.4.2)

Flow of information

Flow of information

 

Figure 9-1: Recommendations as outputs from the studies 

9.4.1 Recommendations for OPF website providers/owners 

Based on outputs from Study A and Study C, the following three major 

recommendations were produced for OPF providers in England (NHS England and 

other independent providers): 

A. Make systematic changes to OPF websites – see Table 9-2 

B. Positively promote and convince patients and GPs about the value of OPF – 

see Table 9-3 

C. Make OPF websites accessible to all patients – see Table 9-4 

Where the recommendation is from Study A alone, it has been marked with an 

asterisk (*) in the tables.  
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Table 9-2: Details about the recommendation to make systematic changes to OPF websites 

A. Make systematic changes to OPF websites 

1 

Allow patients to leave feedback on OPF websites, but when the feedback is 
presented to other patients for ‘choice’, it must be part of a collection of measures 
including patient feedback collected using other methods, and other measures such 
as the clinical competency of the GP, findings from the CQC report, and safety results. 
All of these must also be combined with the overall ‘star rating’ that is displayed for 
each GP or GP practice. Patients cannot exercise ‘choice’ accurately based alone on 
patient feedback left on OPF websites.  

2 
Consider allowing the patient the option to leave or not leave a GP’s name when 
giving feedback online.  

3 
To eliminate concerns about patients judging a GP or a practice based on just a 
handful of reviews, have a larger number of reviews (for example, at least 20) on the 
website per practice before the overall rating is calculated and shown.* 

4 

Validate that the patient leaving feedback on the OPF website is registered as a 
patient at the given practice, through for example asking the patient for his/her NHS 
number. The NHS number could be concealed from the practice to protect the 
identity of the patient.* 

6 Allow patients to leave feedback both for individual GPs and for the practice.* 

7 
Make patients aware that feedback and ratings left by other patients on these OPF 
websites may be primarily based on bedside manners, and that the majority of 
patients do not have the ability to judge the professional competence of a GP.* 

8 
Consider showing patients what changes have been made as a result of their 
feedback. This may convince them that their feedback is reaching the GP and is of 
some use to the GP.  
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Table 9-3: Details of recommendations to positively promote and convince patients and GPs about the value 
of OPF 

B. Positively promote and convince patients and GPs about the value of OPF 

1. 
Use targeted marketing material (or provide information) both on the website and 
elsewhere to positively promote OPF websites to patients and carers: 

1a) 

Make the public aware of OPF websites, because very few patients were aware of 
specific OPF websites. A national campaign to promote OPF websites will help 
increase the number of patients and types of patients leaving feedback and reviews, 
and therefore the feedback left online is less likely to be biased and 
unrepresentative. This will mean patients will be able to make a valid ‘choice’, and 
may also mean that GPs will take OPF more seriously. The promotion could be 
conducted through traditional marketing routes through GP practices, as well as 
digital methods, such as social media, TV ads etc. 

1b) 
Convince patients and carers that feedback they leave i) will reach the GP, ii) is 
needed by the GP, iii) will be used by the GP for improvement, and iv) will be useful 
to other patients to decide which GP to see or which GP practice to join. 

1c) 

Marketing material or techniques used could be focused on those who are less or 
more likely to leave feedback about GPs. Those that are more likely include: females; 
those between the ages of 35-44, 55-59, and 60-64; those who have long-term health 
conditions; those who have used the internet in the past to search for health 
information; and those with higher qualifications. 

1d) 

Target the majority of the marketing material to be left in GP surgeries. This is 
advantageous, firstly, because this means patients who are using the service are 
targeted directly whilst they are in the healthcare setting, and secondly patients are 
twice as likely to leave feedback when the GP or the GP surgery asks them to. 
Therefore, leaving material at the GP surgery may suggest to patients that OPF 
websites have the GP’s or GP practice’s approval. 

1e) Convince patients that the website is secure and anonymity will be retained. 

2. 

Use targeted marketing material to positively promote OPF websites to GPs and GP 
practices. This will help reduce misunderstandings about OPF amongst GPs, which 
will help increase usage of OPF by GPs and also by patients, because the findings 
suggest that patients are twice as likely to leave feedback when the GP or GP surgery 
asks them to. GPs could also be asked to endorse doctor rating websites to patients, 
and their endorsement could be used in marketing material. 

2a) 
The promotion of OPF could be done through GP training, or may even be as simple 
as creating a document entitled ‘A guide to OPF [specific website name] for GPs’ and 
signpost it well, both online and offline.* 

2b) 

Convince and reassure GPs about the value of OPF by outlining precisely how 
feedback left on the website is moderated and regulated, especially in relation to 
malicious or personal comments about individual GPs. Outline on the website and in 
any marketing leaflets what GPs can do with feedback that is left online for them, in 
particular how to respond to the feedback and use it for improvement.* 
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Table 9-4: Details about the recommendation to make OPF websites accessible to all patients 

C. Make OPF websites accessible to all patients 

1 The website should be designed so that it is easy and straightforward to use (user 
friendly), and easily accessible. This includes ensuring that the website is easy to 
use with all smartphone devices, and is also disability and age friendly. 

2 Provide optional alternative methods and modes to leave feedback on OPF 
websites: 

2a) Provide alternative modes to giving feedback on OPF websites, such as paper 
feedback forms at the GP surgery that could be used by patients, posted to OPF 
website providers, or given back to the GP surgery and then be placed online. This 
would be especially useful for those patients who do not have internet access or 
cannot use a website but are happy to share their feedback online, or those who 
want to give feedback whilst they are situated in the practice, but do not have a 
smartphone or access to the internet.  

2b) Consider providing an option on the website to directly contact the GP (for example, 
the option to email the GP from the OPF website if the GP has consented to that), or 
the option to leave feedback on an OPF website that will not be published but would 
be forwarded on to the GP or the GP practice.  

2c) Current evidence does not suggest that creating a separate app to leave feedback on 
doctor rating websites will rapidly increase usage. However, if patients are already 
using an app to book appointments for example, consider integrating a feedback 
function on to that.  

2d) Kiosks or iPads could be provided to patients at the GP surgery as an alternative 
method to leave feedback. This may encourage a few patients to give feedback, and 
it is something OPF website providers should explore further with GP practices and 
patients.  

2e) There is no need currently to invest in social media as a platform for collecting 
patient feedback about GPs. This may however change in the future. 

 

9.4.2 Recommendations for GPs and GP Practices 

Two types of recommendations were produced for GPs and GP practices based on 

findings from Study C: 

A. General recommendations related to collecting patient feedback – see Table 

9-5 

B. Recommendations specific to OPF websites (or doctor rating websites) – see 

Table 9-6 
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Table 9-5: List of recommendations related to collecting patient feedback 

A. General recommendations related to collecting patient feedback 

1 Promote giving feedback about GPs to patients: 

1a) Make patients and carers aware that they can leave feedback about and for GPs. The 
material or techniques used for marketing could focus on those who are more or less 
likely to give feedback about GPs. The following are more likely to leave feedback: 
females; those between the ages of 35-44, 55-59, and 60-64; those who have long 
term health conditions; those who have used the internet in the past to search for 
health information; and those with higher qualifications.  

1b) Patients need to be actively convinced that i) the method/s provided to leave 
feedback will ensure that the feedback will reach the GP, ii) feedback is wanted by 
the GP and will be useful to the GP, and iii) where appropriate changes will be made 
based upon the feedback.  

1c) Ask patients for feedback. The results indicate that patients are twice as likely to give 
feedback if they are asked by the GP or GP surgery to leave feedback. 

2 Examine the methods provided to patients to give feedback:  

2a) There is no one feedback method that is preferred by the majority of patients, 
therefore the GP/practice should consider providing a few methods of feedback, 
based on consultations with their patients.  

2b) The methods that GPs and GP practices provide for patients to leave feedback about 
a GP need to be easy and convenient to use.  

2c) Where possible, provide direct method/s for patients to give feedback about GPs, 
including the option to email the GP directly. This is because half of those who would 
consider giving feedback about GPs prefer to give it directly to the GP, and email was 
preferred by more patients than writing a letter.  

2d) Consider alternatives to the NHS Friends and Family Test (FFT) card to get feedback 
from patients (because only 10% of patients who would consider leaving feedback 
selected paper-based feedback as their most preferred method to leave negative 
feedback about GPs).  

2e) There is no need currently to invest in social media as a platform for collecting 
patient feedback about GPs. This may however change in the future. 

3 Allow patients to leave feedback anonymously both on feedback cards and any 
other methods used to collect feedback.  
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Table 9-6: List of recommendations specific to OPF websites 

B. Recommendations specific to OPF websites (or doctor rating websites): 

1 To increase the number of people giving feedback on OPF websites, the GP/practice 
needs to: i) make patients aware that such websites exist, ii) convince them that they 
are secure and easy to use, iii) convince them that the feedback will be useful to GPs 
and to other patients, iv) and convince them that the GP will read and use the 
feedback for improvement. Feedback cards should also be provided at the surgery 
that patients can use to write feedback with a pen, which can then be uploaded 
online.  

2 Alternatively if GPs/practices do not want patients to use OPF websites, they should 
provide clear alternative ways (digital and non-digital) for patients to give feedback 
about GPs, including direct ways to leave feedback, such as an email address for the 
practice/GP, or an easy to use private feedback form on the GP practice website 
where patients can leave feedback anonymously.  

3 If some of the patients are already using an app to make appointments for example, 
consider integrating a feedback function on that app.  

4 Kiosks or iPads could be provided to patients at the surgery to encourage patients to 
give feedback. However, evidence suggests that it will not dramatically increase 
usage of OPF websites.  

5 If one of the aims is to increase patient choice by collecting patient feedback, GP 
practices could collect patient feedback using non-online methods, and then place 
that feedback online, which other patients can then use to choose a provider.   

 

9.5 RECOMMENDATIONS FOR FURTHER RESEARCH 

Based on the findings from this research and a review of the literature presented in 

Chapter 3, a number of future research opportunities can be identified, some of which 

are discussed below.  

Transferability of the findings – Future research could explore whether the 

findings from this research apply to giving feedback about other healthcare 

professionals or services, such as secondary care. Future studies could also explore 

whether other doctors in England and elsewhere feel the same way about OPF as the 

GPs in Study A, and what impact this could have, if any, on the future of OPF 

websites. 

Patient choice – Apart from a platform to give feedback, OPF websites were created 

to enable ‘choice’. Future research could explore whether patients are using OPF to 

choose a healthcare provider, whether they believe OPF is useful for choice, or 

whether they prefer other ways to choose a provider. Patients’ use of OPF could also 
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be explored to understand how OPF is evaluated and understood by patients, and to 

determine whether patients are able to use OPF to make a valid selection (choose a 

provider).  

Explore content of OPF related to general practice feedback – Studies have 

analysed and explored the content of OPF left for secondary care (see section 3.3.7). 

Future studies could explore the content of the feedback left for primary care on the 

NHS Choices website and determine what type of sentiment is expressed in the 

feedback (is it about care, environment, service provision, bed-side manner, 

treatment?), who the feedback or review is left for, and whether the feedback is useful 

to GPs and GP practices for improvement.  

A few of the GPs in Study A commented that it was not possible to reply to patient 

comments without violating patient confidentiality. Lagu et al. (2010) suggested that 

many of the patients’ complaints on OPF websites could be addressed without 

violating patient confidentiality, as the comments were along the lines of: “not 

enough parking, didn’t spend enough time, waited too long”. Whether this is the 

same for the comments left for GPs and GP practices in England needs to be explored.  

Similarly, some GPs in Study A were particularly worried about allegations and 

inflammatory remarks that patients could leave about them. Future research could 

explore the negative comments left on NHS Choices and identify how many of them, 

if any, could be categorised as ‘inflammatory remarks’, and whether identifiable 

information related to GPs and other staff in the practice, such as age, background, 

ethnicity, colour of skin etc. remain in the comments or not.   

Responding to patients’ comments online – GPs in Study A disagreed whether 

GPs should reply to comments left about them. A study by Lagu et al. (2013) analysed 

comments left for hospitals on the NHS Choices website and found that replies had 

increased to 56%. However, they also found that 64% of those replies were not 

actually ‘responsive’, in that they did not describe specific changes the hospital made 

or intended to make as a result of those comments. Further research is required to 

determine the extent to which GPs or GP practices are responding to feedback left on 

NHS Choices, and how many of those replies are ‘responsive’. Future studies could 

also explore whether patients expect a response to the feedback they leave online, 

how a responsive or a non-responsive response would make them feel. Also, if 
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patients received or did not receive a reply, would that change their perception of the 

practice or GP and/or would this encourage them to place a formal complaint?  

Using OPF for quality improvement – Although most of the GPs in Study A were 

happy in principle to use OPF for improvement, if the popularity of OPF grows 

among patients, research is required to explore whether OPF is actually being used by 

GPs and practices for quality improvement and how. Davidson et al. (2010) explored 

feedback on the Patient Opinion website and found that it was very difficult to get 

evidence on whether actual changes had been made as a result of the feedback. 

Further research could also explore whether other stakeholders such as CCGs, NHS 

England, and CQC are using OPF to monitor GPs’ and GP practices’ performance and 

how; and whether GPs and GP practices feel more accountable (and have improved) 

as a result of that. This can help determine whether OPF websites are contributing 

towards quality improvement in healthcare.  

Feedback on social media – The findings from this research suggest that patients 

and GPs have little interest in using or promoting social media to leave feedback. 

There is some evidence to suggest that social media is being used by patients to leave 

feedback about hospitals (Greaves et al. 2014b). Future research could explore how 

much feedback is left for GPs and GP practices on various social media platforms, and 

how useful that may be for GPs and GP practices, to help determine whether social 

media needs to be offered or promoted as a channel for feedback by healthcare 

providers. Furthermore, studies could also explore the type of patients leaving 

feedback on social media, as well as the motivations for patients to use social media 

rather than other feedback methods.  

The impact of privatisation on OPF – As the future of the NHS becomes 

threatened by privatisation (Iacobucci 2014; O’Dowd 2016a), future research could 

explore whether paying for healthcare means patients are more likely to use OPF 

websites for choice and feedback, and whether privatisation may transform the 

prevalence, use and nature of OPF websites.  
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9.6 LEARNING FROM THE RESEARCH PROCESS  

9.6.1 Strengths and limitations of the research approach 

The methodology used for this research has been discussed and evaluated in detail in 

Chapter 4; and limitations for each of the studies are discussed in detail in their 

respective chapters. This section summarises the key strengths and limitations of the 

overall research approach.  

The research design (a multi-phased mixed methods design) – This research 

used a multi-phased mixed methods design to answer the research question, with 

each study building on from the previous study, because as illustrated in Chapter 3, 

there were very few academic studies published on OPF by 2011 when the research 

was first designed. This approach was therefore a strength because it meant that 

findings from Study A were explored in Study B, and findings from Study B were 

explored in Study C, generating new evidence as the research progressed.  

The use of qualitative methods to explore the views of GPs and patients in Study A 

and Study B meant that the findings addressed some of the evidence gaps identified 

in literature (see Chapter 3). Using a population questionnaire in Study C meant that 

a nationwide representative view of the public about OPF was sought for the first 

time in England.  The mixed method design of Study C also meant that qualitative 

findings were used to explain some of the quantitative findings, giving a richer and 

deeper understanding of OPF websites, and how they are perceived by patients. 

Findings from all three studies (from both qualitative and quantitative sources) 

produced evidence both in favour of and against OPF (as detailed in section 9.2), and 

shaped recommendations (see section 9.4) which can help overcome barriers to the 

use and validity of OPF.  

Reliability and validity – Multiple strategies were used during the different phases 

to address the reliability and validity of the findings. In the qualitative studies 

(Studies A and B), the topic guides used for the interview were checked by the 

researchers’ three supervisors prior to the field work to ensure there was no bias in 

the content or wording of the questions. The topic guides were also piloted to ensure 

that the questions were not cumbersome, and had not been misinterpreted by 

participants. Furthermore, when the interviews were analysed, codes were double 

checked, and the coding frame was also checked by the supervisors to ensure the 
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interviews were analysed accurately, and there was no bias in the analysis. A random 

sample was also attempted for Study A (albeit not entirely successfully), and a 

purposive sample for Study B, to ensure people from all ages were included in the 

study.  

For Study C, in Phase 3 of the research (see Chapter 7), the questionnaire underwent 

seven stages of rigorous validation; including multiple expert reviews, cognitive 

interview testing and multiple stages of piloting with the public. This was conducted 

to ensure that the questionnaire was valid, accurate and reproducible, and there was 

no measurement error (Groves et al. 2009; Leeuw et al. 2008). When the interviews 

were conducted, 13% of the interview data was validated (back-checked), and no 

errors were found (see Chapter 8; section 8.3.4). The analysis of the results were 

double checked by the researcher, and the analysis plan as well as one of the logistic 

regression calculations was checked and approved by an academic statistician. 

Triangulation was also used to increase the validity of the research in Study C, where 

open ended questions were used to explain responses to closed questions.  

Generalisability of the findings – The aims of the qualitative studies (Studies A & 

B) were not to achieve generalizability; rather the focus was on getting data that 

reached thematic saturation (O’Reilly and Parker 2012). Therefore, the findings from 

both of these qualitative studies are not generalizable to the population at large, and 

these are acknowledged as limitations of the studies. In contrast, Study C was a large 

mixed methods questionnaire study, which was conducted with a focus on 

generalizability. Although there were limitations to the sampling method used (a 

random location quota sampling) as discussed in detail in section 8.7, it was not 

feasible to get a random sample from the population, and this approach was as close 

as possible to a true random sample. The study was conducted with 844 members of 

the public, and with very little corrective weighting the sample was representative of 

the population in England (see section 8.3.5). This study therefore provided the first 

conclusive evidence on patients’ perspectives on OPF websites (in England).  

Perceived future use and motivations – In all three studies, where questions were 

asked about future intention to use OPF websites and motivations for future use, this 

may not be reflective of actual future action, as these were perceived motivations and 

perceived future intention to use. Participants were nevertheless asked about current 
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usage and past experience of OPF websites and other feedback methods, in all three 

studies.   

9.6.2 Personal reflections on the research 

The plans for this research were first conceived in 2011, when there was very little 

academic literature on OPF. This was advantageous because it meant that the 

research was truly exploratory, without existing theories or biases affecting it. 

However, many studies were published during the period of 2012-2015, and this 

meant that as the research progressed, new findings from the literature had to 

continuously be incorporated into the design, scope and discussion of the studies. 

The rapid growing academic interest in OPF did signify the importance of this topic, 

which was reassuring.  

A significant number of challenges were faced when recruiting GPs to take part in the 

research in Study A, and these have been discussed briefly in section 5.2.3. The 

learnings from this experience have been detailed in a peer-reviewed published case 

study (Patel et al. 2017). In brief, multiple recruitment strategies had to be used to 

recruit GPs to participate, despite financial incentives being offered. OPF was also 

quite an emotive subject for GPs, and hence one had to be very careful to come across 

as neutral as possible.  

The decision as to which mode to use to conduct the nationwide survey was not 

taken lightly, and multiple experts were consulted before a decision was made. It was 

a difficult decision to make because ‘random sample’ modes are generally given 

priority; however, there were other pragmatic considerations, such as the budget. 

Based on findings from Study B, it was also known that OPF was not a popular topic 

amongst the public, and therefore response rates, if for example a random postal 

survey was sent out, would be extremely low (below 5%), and the benefit of 

conducting the survey randomly would be eradicated.  

The scope of the research was limited due to pragmatic reasons, because although it 

explored patients’ perspectives on using OPF as a mode to give feedback about GPs, it 

did not explore the use of OPF for choice, nor the use of OPF to give feedback about 

other healthcare professionals. This could be explored in future studies. Moreover, 

this research is the largest and most robust study to date on OPF in England, and the 
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evidence and recommendations produced from the research provide a valuable 

contribution to the field. 
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 CHAPTER 10 - CONCLUSIONS 

This research addressed the questions: ‘Are patients and GPs aware of online patient 

feedback websites as a channel for experiential feedback, and do they use them? What 

are their attitudes towards them? What are the implications of this for policy and 

practice?’ This chapter summarises the key findings, and ends by highlighting the 

main contribution of this research.  

Summary of GPs’ awareness, usage and attitudes towards OPF websites 

Although criticism of OPF websites by physicians has been reported anecdotally in 

the literature (see section 3.3.8), previous research has not explored healthcare 

professionals’ awareness, usage or attitudes towards OPF websites. This research 

therefore explored this, and found that GPs in England have limited knowledge and 

awareness of OPF, and less than a quarter of GPs would ask their patients to leave 

feedback about them online.  

Furthermore, GPs had serious concerns and reservations about OPF, and they 

questioned the validity of OPF because of: data and user biases; the usability of OPF 

due to the feedback being anonymous; the transparency of OPF because of the risk of 

false allegations and breaching confidentiality; and the resulting impact of all those 

factors on them, their professional practice, and their relationship with their patients. 

The majority of GPs did not consider OPF websites as a channel for collecting patient 

feedback in general practice, and were choosing to ignore OPF.  

Despite this, half of the GPs believed that OPF does have the potential to provide new 

insights on the needs of their patients, and the majority of GPs were happy to use 

OPF to improve their own performance, on the condition that systematic changes 

were made to OPF websites, such as verifying that a review was left by a patient of 

theirs. Similarly, less than a quarter of GPs called for the OPF websites to be 

completely scrapped. Furthermore, all of the GPs agreed that OPF websites would be 

an easier way for their younger patients to give feedback, and most GPs agreed that 

OPF will get more popular as the younger generation gets older. This suggests that 

GPs could be convinced of the value of OPF, if their concerns about OPF websites 

(listed above) were addressed by OPF website providers. The specific changes 

required are detailed in section 9.4.1.  
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Summary of patients’ awareness, usage and attitudes towards OPF websites 

This research explored patients’ awareness, usage and attitudes for both OPF websites 

and other feedback methods available in general practice in England. This was to 

allow for adequate comparison and a more comprehensive understanding of public 

awareness and usage of OPF websites, rather than an isolated one, as previous 

researchers in this field had conducted (Burkle and Keegan 2015; Emmert et al. 2013a; 

Galizzi et al. 2012; Hanauer et al. 2014b; Terlutter et al. 2014). These researchers also 

explored the effect or association of socio-demographic and health factors on the 

usage and awareness of OPF websites, and used some of the factors to explain the 

variance in results. This was also conducted in this research; however, this research 

went a step further and explored the attitudes, motivations and barriers to usage of 

doctor rating websites, and how this compared to attitudes, motivations and barriers 

towards other methods. This research was also unique because it focused specifically 

on using OPF websites to give feedback about GPs, whereas all of the previous studies 

(cited above) explored OPF websites more generally (for feedback and for choice), 

and asked respondents to comment on its overall use for all healthcare services.  

Patient awareness of OPF websites as a channel to leave experiential feedback about 

GPs was found to be low at 15%; however, usage and future consideration to use OPF 

websites was found to be extremely low, with current patient usage at just 0.36%, and 

patient intention to use OPF in the future at 18%. Furthermore, more than half of 

patients said they would consider leaving feedback about GPs using another method, 

but not using an OPF website.  

The barriers to patient usage of OPF websites were found to be:  

a. Apathy towards feedback, where patients do not want to leave feedback about 

a GP, regardless of which method of feedback was offered to them 

b. Preference to use another method of feedback  

c. Concerns about OPF websites (including accessibility, validity of reviews, or 

security and privacy concerns) 

Conversely, patient motivations to use OPF websites were found to be:  

1. Opportunity to assist GPs to improve their performance 

2. Ability to share feedback and help other patients  

3. Ease and convenience of using a website 
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4. OPF websites could be more private, and they could remain anonymous 

5. Feedback left online may be taken more seriously by the GP or the GP practice 

This suggests that although some patients have a few specific concerns about OPF 

websites, OPF websites are also uniquely advantageous for some patients (points 2-5) 

and are fulling a ‘feedback gap’. Furthermore, OPF as a feedback channel was found 

to cross age, social and regional divides (see section 9.2.1), because unlike other 

feedback methods, previous use of the internet in the past to search for health 

information was found to be the only predictor of future usage of OPF websites to 

leave feedback about GPs. This contradicts GPs’ belief that younger patients are more 

likely to use OPF websites to give feedback; and also Galizzi et al.'s (2012) findings 

from London which reported income, ethnicity and the doctor-patient relationship as 

significant predictors for future intention to use doctor rating websites (although the 

purpose of use was not specified). The findings appear to support Bardach et al.'s 

(2012) argument that OPF websites would collect feedback from those patients who 

would not normally give feedback. 

The research also found that among the patients who would consider leaving 

feedback about GPs in the future, only 4%-5% of them most preferred to use OPF 

websites as a mode of feedback. In comparison, the majority of patients (77%-78%) 

preferred to leave feedback directly with the GP, practice or practice manager with 

almost half (45%-51%) preferring to leave feedback directly with the GP. 93% of 

patients who had given feedback in the past had given it to the GP or practice. This 

appears to support Entwistle et al.'s (2003) findings which suggested that the 

majority of Scottish patients prefer to raise concerns about poor care from a GP, with 

GPs themselves. However, this contradicts the popular opinion that patients would 

not risk jeopardising their relationship with their GP (Dorr Goold and Lipkin 1999), 

but does support the notion that the emphasis on patient-centred care has meant 

that patients are increasingly seeing their relationship with their GPs as more equal 

(Kaba and Sooriakumaran 2007).  

Summary of the implications of the key findings on policy and practice 

OPF websites as a channel for collecting patient experience feedback in 

general practice – The evidence found in this research questions and challenges 

whether patients and GPs really want or need OPF websites to give feedback about 
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GPs. This is because GPs were found to be highly critical of OPF; very few patients 

had used OPF websites or would consider using OPF websites in the future to leave 

feedback about GPs. Altogether this suggests that OPF websites may not be an 

effective channel for collecting feedback on patient experience in general practice. 

The NHS must provide alternative methods of collecting feedback.   

The findings do not support the popular view that patients who are online find it 

easier to leave feedback on OPF websites (rather than through other methods), and 

that the anonymity provided by OPF is perceived as advantageous to patients, as 

argued by López et al. (2012) and Speed et al. (2016). Rather the majority of patients 

in this research were surprisingly not concerned about their privacy when leaving 

feedback online, and were happy to leave their real name online. Instead, the two 

major reasons for choosing one mode of feedback over another were i) ease and 

convenience, followed by ii) the method being a direct way of giving feedback. These 

are interesting findings, because currently there is little formal provision in general 

practice in England to give feedback directly to GPs. 

Nevertheless, the findings do suggest that OPF websites fulfil a 'feedback gap' for a 

small number of patients, and appear to support the argument that some patients, 

who would not normally give feedback using other methods, would leave feedback on 

OPF websites, as detailed on the previous page. Therefore, this suggests that OPF 

websites could be used to improve patient experience, as feedback can be collected 

from those patients who may not give feedback using other channels. The 

recommendation would therefore be that OPF websites are improved to address the 

problems found through this research (see section 9.4.1 for detailed 

recommendations). GPs should then be asked to promote the websites to their 

patients, since this research also found that GPs can double the volume of feedback if 

they ask their patients to leave feedback.   

OPF as a source of improvement in general practice – As discussed above, this 

research found that OPF can be used to collect feedback from a very small minority of 

patients who may not give feedback through other methods, suggesting that OPF 

could be used to bring improvement through individual patient feedback (albeit from 

a very small group of patients).  
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However, OPF is not likely to be used currently by GPs to improve their professional 

practice because this research found that the majority of GPs did not consider OPF as 

a valid nor potential source of patient feedback; they had serious concerns and 

reservations about OPF; and were ignoring OPF, which supports physicians’ 

criticisms found in the literature (see section 3.3.8). Furthermore, a quarter of GPs 

were not even aware of OPF websites. However, unlike the criticism in the literature, 

the majority of GPs in this research suggested that if systematic changes were made 

to the website that ensured that OPF was true and valid, they would use OPF to 

improve their practice. Additionally, over a quarter of all patients believed that 

sharing their experience online on a doctor rating website would be taken more 

seriously by the GP or the GP practice. Similarly, GPs were also found to be 

concerned about the potential impact of OPF on their reputation. However, whether 

that drives improvement remains to be determined.  

OPF as a source of patient empowerment – Altruism was found to be a perceived 

motivation for several patients to use OPF websites, and some patients suggested 

OPF could be used as a tool to place collective pressure on GPs, which could be 

perceived as advantageous. However, these patients were in very small numbers, and 

as outlined earlier, past patient usage and future consideration to use OPF websites 

was also found to be very low in this research. This contradicts the claim by the NHS 

and other feedback providers, as well as some academics that providing OPF websites 

would empower patients by giving them a ‘voice’ (Lagu et al. 2010). Nevertheless, it 

could be argued that OPF websites are a positive stepping stone towards patient 

empowerment in the NHS.  

OPF as a measure of healthcare quality and a source for patient choice – 

Although this research did not set out to explore OPF websites for ‘patient choice’ or 

OPF as a measure of healthcare quality, the findings strongly challenge the popular 

notion that OPF is useful for patient choice, as advocated both by academics and the 

NHS (see section 3.3.9). The findings also appear to contradict Greaves et al.'s (2012b) 

observation of associations between NHS Choices general practice ratings and patient 

experience measures, strongly questioning the usefulness of OPF as a measure of 

quality in healthcare. 

This is because current patient usage was found to be extremely scarce, and future 

intention to use OPF was also very low. Furthermore, around quarter of all patients 
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were more likely to leave negative feedback, and patients altered their preferred 

feedback method depending on whether they were going to leave positive or negative 

feedback about GPs. Altogether this provides evidence that OPF in England as it 

currently stands is not representative of the patient experience at large and is biased 

towards negative episodes, suggesting that the use of OPF for patient choice or as a 

measure of healthcare quality could be potentially dangerous and misleading. 

Currently the NHS Choices website is provided in England as the main source for 

patient choice, and the recommendation from this research is that this is reviewed by 

the NHS and policy makers. As detailed in Table 9-2, one suggestion to rectify this 

would be to include feedback collected from other sources on the NHS Choices 

website.  

Summary of key recommendations – Detailed lists of recommendations are 

provided in section 9.4. In summary: 

 OPF website owners must implement systematic changes to OPF websites 

(see Table 9-2) to address GPs’ concerns, in order to convince them to use 

OPF for improvement, and promote such websites to their patients. 

 There is a need for more promotion of OPF websites amongst both patients 

and GPs (see Table 9-3) and patients need convincing that OPF websites will 

be valued by GPs. 

 OPF website providers should provide alternative non-digital methods to 

place feedback on OPF websites (see Table 9-4). 

 The NHS/GP Practices should provide patients with feedback methods that 

are private and will directly reach the GP (see Table 9-5). 

 The patient choice section of OPF websites where patients choose a 

healthcare provider must contain patient feedback from other sources, as well 

as other metrics, such as the clinical competency of the GP or CQC reports, 

and these must be combined with the overall ‘star rating’ that is displayed for 

each GP practice (see Table 9-2).   

Main contributions of the research 

This is the first piece of research that has explored healthcare professionals’ and 

patients’ attitudes towards OPF websites; and also the first that has explored patients’ 

awareness and usage of OPF websites within the context of other feedback 
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mechanisms available in general practice. Furthermore, Study C was a nationally 

representative study, and it is the largest and most robust study conducted with 

patients about OPF to date. This work has therefore generated new data that 

determines GPs’ and patients’ awareness, usage and attitudes towards online patient 

feedback in England; and the findings from this research contribute to literature and 

practice by providing evidence both in favour of and against OPF (see section 9.2).  

Given the popularity, acceptance and usage of consumer rating websites such as Trip 

Advisor, coupled with the increasing emphasis on PPI and patient experience in the 

NHS, and the millions of pounds investment into OPF websites by the NHS, the 

findings of this thesis were unexpected, and rather surprising. The evidence from this 

research illustrates that despite the NHS Choices website being live since 2007 (NHS 

Choices 2010), both patients and GPs require not only more awareness of OPF 

websites, but need to be actively convinced of the value and benefit of giving and 

receiving OPF. The evidence questions whether OPF websites are really needed or 

wanted by the majority of patients or GPs as a channel for experiential feedback in 

general practice in England, because very few patients would consider using OPF 

websites in the future, and the majority of patients prefer to leave experiential 

feedback directly with GPs or the GP practice or manager. This is surprisingly not due 

to privacy concerns or security concerns about OPF websites, nor is it due to any 

socio-health demographic factor; rather what patients appear to value the most about 

a method of feedback is a) ease and convenience of use b) the method being a direct 

method of giving feedback to the healthcare provider so that it reaches the provider 

and is used for improvement; and c) it is a private method. Furthermore, unlike 

previous academic work, the findings strongly challenge the validity of OPF as a 

source of patient choice and measure of quality (although this was not what this 

research had set out to explore).  

However, the findings do suggest that OPF could be used to bring improvement in 

general practice by collecting patient feedback from a very small number of patients 

who may not give feedback through other channels, and OPF websites also fulfil a 

‘feedback gap’ for a very small minority of patients. Although GPs were found to be 

highly critical of OPF websites (as the websites currently stand), if systematic changes 

were made to the website (such as verifying the identity of the patient for example), 



Chapter 10  | 243 

 

the majority of them would be willing to use OPF for improvement and promote OPF 

websites to their patients.  

The question could therefore be raised as to whether it is worthwhile for the NHS and 

other healthcare providers to invest in OPF websites for collecting patient 

experiential feedback in general practice, given that a) OPF websites currently only 

appeal to a very small minority of patients, b) GPs are currently not using OPF for 

improvement, and c) OPF websites as they are currently designed are not a valid 

source for patient choice. However, the recommendations provided in section 9.4 will 

help remedy this.  

It could be argued that the provision of OPF websites, despite the problems identified 

in this research, is a move in the right direction, hinting towards a cultural and 

organisational shift within the NHS where patient experiences are valued by 

providing a mechanism for those experiences to be transparent and narrated in the 

public domain. However, based on the findings from this research, it may be more 

prudent for the NHS to channel its precious investment and resources towards more 

direct and private feedback methods in general practice (such as opportunities for 

face-to-face feedback, email-based feedback and web-based private feedback forms), 

as these are much more likely to be used currently by the majority of patients in 

England.   

 



References | 244 

 

REFERENCES

Adams, K.A. & Lawrence, E.K. (2014) Research Methods, Statistics, and Applications. 
California, SAGE Publications. 

Adams, S. (2013) Post-Panoptic Surveillance Through Healthcare Rating Sites. 
Information, Communication & Society. 16 (2), 215–235. Available from: 
doi:10.1080/1369118X.2012.701657. 

Adams, S. a (2011) Sourcing the crowd for health services improvement: The reflexive 
patient and ‘share-your-experience’ websites. Social science & medicine (1982). 72 (7), 
Elsevier Ltd, 1069–76. Available from: doi:10.1016/j.socscimed.2011.02.001. 

Ahmed, F., Burt, J. & Roland, M. (2014) Measuring Patient Experience: Concepts and 
Methods. The patient. 235–241. Available from: doi:10.1007/s40271-014-0060-5. 

Alemi, F., Torii, M., Clementz, L. & Aron, D.C. (2012) Feasibility of real-time 
satisfaction surveys through automated analysis of patients’ unstructured comments 
and sentiments. Quality management in health care. 21 (1), 9–19. Available from: 
doi:10.1097/QMH.0b013e3182417fc4. 

Amazon (2016) What is Amazon Vine? Amazon website.2016 [Online] Available from: 
https://www.amazon.co.uk/gp/vine/help [Accessed: 17 May 2015]. 

Antheunis, M.L., Tates, K. & Nieboer, T.E. (2013) Patients’ and health professionals’ 
use of social media in health care: Motives, barriers and expectations. Patient 
Education and Counseling. 92 (3), Elsevier Ireland Ltd, 426–431. Available from: 
doi:10.1016/j.pec.2013.06.020. 

Arnstein, S.R. (1969) A Ladder Of Citizen Participation. Journal of the American 
Institute of Planners. 35 (4), 216–224. Available from: 
doi:10.1080/01944366908977225. 

Asprey, A., Campbell, J.L., Newbould, J., Cohn, S., Carter, M., Davey, A. & Roland, M. 
(2013) Challenges to the credibility of patient feedback in primary healthcare settings: 
A qualitative study. British Journal of General Practice. 63 (608), 200–208. Available 
from: doi:10.3399/bjgp13X664252. 

Atkinson, S. (2014) Current status of online rating of Australian doctors. Australian 
journal of primary health. 20 (3), CSIRO PUBLISHING, 222–3. Available from: 
doi:10.2196/jmir.2655. 

Babić, A., Sotgiu, F., de Valck, K. & Bijmolt, T.H.A. (2015) The Effect of Electronic 
Word of Mouth on Sales: A Meta-Analytic Review of Platform, Product, and Metric 
Factors. Journal of Marketing Research. 150817081817000. Available from: 
doi:10.1509/jmr.14.0380. 

Bacon, N. (2009) Will doctor rating sites improve standards of care? Yes. BMJ 
(Clinical research ed.). 338 (March), b1030. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/19293223. 

Baggott, R. (2005) A Funny thing happened on the way to the forum? Reforming 
patient and public involvement in the NHS in England. Public Administration. 83 (3), 



References | 245 

 

533–551. Available from: doi:10.1111/j.0033-3298.2005.00461.x. 

Baird, B., Charles, A., Honeyman, M., Maguire, D. & Das, P. (2016) Understanding 
pressures in general practice. [Online] (May), London, The King’s Fund. Available 
from: 
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/Understandin
g-GP-pressures-Kings-Fund-May-2016.pdf. 

Bardach, N.S., Asteria-Peñaloza, R., Boscardin, W.J. & Dudley, R.A. (2012) The 
relationship between commercial website ratings and traditional hospital 
performance measures in the USA. BMJ quality & safety. 22 (3), 194–202. Available 
from: doi:10.1136/bmjqs-2012-001360. 

Barry, H.E., Campbell, J.L., Asprey, A. & Richards, S.H. (2015) The use of patient 
experience survey data by out-of-hours primary care services: a qualitative interview 
study. BMJ Quality & Safety. (October), bmjqs-2015-003963. Available from: 
doi:10.1136/bmjqs-2015-003963. 

Barter, C. & Renold, E. (2000) ‘I wanna tell you a story’: Exploring the application of 
vignettes in qualitative research with children and young people. International 
Journal of Social Research Methodology. 3 (4), 307–323. Available from: 
doi:10.1080/13645570050178594. 

BBC (26th July 2016) Customers vent anger on social media after poor shop service. 
BBC News. [Online] Available from: http://www.bbc.co.uk/news/36893086. 

Berwick, D.M., James, B. & Joel Coye, M. (2003) Connections Between Quality 
Measurement and Improvement Measures of Results : The Performance of Pathway I : 
Improvement Through. Medical Care. 41 (1), I-30-I-38. 

Bidmon, S., Terlutter, R. & Röttl, J. (2014) What explains usage of mobile physician-
rating apps? Results from a web-based questionnaire. Journal of medical Internet 
research. 16 (6), e148. Available from: doi:10.2196/jmir.3122. 

Biemer, P.P. & Lyberg, L.E. (2003a) Overview of Survey Error Evaluation Methods. 
Introduction to Survey Quality. New Jersey, John Wiley & Sons Inc. Available from: 
doi:10.1002/0471458740.ch8. 

Biemer, P.P. & Lyberg, L.E. (2003b) Practical Survey Design for Minimizing Total 
Survey Error. Introduction to Survey Quality. New Jersey, John Wiley & Sons Inc. 
Available from: doi:10.1002/0471458740.ch10. 

Black, E.E.W., Ba, H.S., Thompson, L. & Saliba, H. (2009) An analysis of healthcare 
providers’ online ratings. Informartics in Primary Care. 17, 249–253. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/20359403. 

Blanche, M.T., Durrheim, K. & Painter, D. (2006) Research in Practice: Applied 
Methods for the Social Sciences. Cape Town, University of Cape Town press. 

Blyth, B. (2012) ISOS 20252; Turning framework into best practice. [Online] London, 
TNS Global. Available from: http://www.q2012.gr/articlefiles/sessions/16.2_Blyth ISO 
20252.pdf. 

BMA (2016a) Call to reform Care Quality Commission. BMA website.2016 [Online] 
Available from: http://www.bma.org.uk/news-views-analysis/news/2016/january/call-



References | 246 

 

to-reform-care-quality-commission [Accessed: 12 May 2015]. 

BMA (2016b) Raising concerns: NHS complaints procedure in primary care. BMA 
website.2016 [Online] Available from: http://www.bma.org.uk/support-at-
work/whistleblowing/nhs-complaints-procedure [Accessed: 12 May 2015]. 

Boffey, D. (2011) GPs’ fury over ‘poison pen’ online tirades. The Observer.2011 [Online] 
Available from: http://www.guardian.co.uk/society/2011/dec/03/gps-poison-pen-
online [Accessed: 30 March 2012]. 

Boiko, O., Campbell, J.L., Elmore, N., Davey, A.F., Roland, M. & Burt, J. (2014) The 
role of patient experience surveys in quality assurance and improvement: a focus 
group study in English general practice. Health Expectations. n/a-n/a. Available from: 
doi:10.1111/hex.12298. 

Bourne, T., Vanderhaegen, J., Vranken, R., Wynants, L., De Cock, B., Peters, M., 
Timmerman, D., Van Calster, B., Jalmbrant, M. & Van Audenhove, C. (2016) Doctors’ 
experiences and their perception of the most stressful aspects of complaints processes 
in the UK: an analysis of qualitative survey data. BMJ Open. 6 (7), e011711. Available 
from: doi:10.1136/bmjopen-2016-011711. 

Bowen, G. a. (2008) Naturalistic inquiry and the saturation concept: a research note. 
Qualitative Research. 8 (1), 137–152. Available from: doi:10.1177/1468794107085301. 

Bowling, A. (2005) Mode of questionnaire administration can have serious effects on 
data quality. Journal of Public Health. 27 (3), 281–291. Available from: 
doi:10.1093/pubmed/fdi031. 

Box, G. (2009) Patient participation groups: The national picture. Quality in Primary 
Care. 17 (4), 291–297. 

Bradley, N. (2006) Marketing Research: Tools and Techniques. Oxford, OUP Oxford. 

Braun, V. & Clarke, V. (2006) Using thematic analysis in psychology. Qualitative 
research in psychology. 3 (2), Taylor & Francis, 77–101. Available from: 
doi:10.1191/1478088706qp063oa. 

Brotherton, B. (2008) Researching Hospitality and Tourism: A Student Guide. London, 
SAGE Publications. 

Brown, H., Davidson, D. & Ellins, J. (2009) Real-time Patient Feedback Project. 
[Online] (January), Health Services Management Centre, University of Birmingham & 
NHS West Midlands, pp.1–124. Available from: 
http://www.birmingham.ac.uk/Documents/college-social-sciences/social-
policy/HSMC/publications/2011/real-time-patient-feedback.pdf. 

Brown, I. (1999) Patient participation groups in general practice in the National 
Health Service. Health Expectations. (2), 169–178. 

Browne, K., Roseman, D., Shaller, D. & Edgman-Levitan, S. (2010) Analysis & 
commentary: Measuring patient experience as a strategy for improving primary care. 
Health Affairs. 29 (5), 921–925. Available from: doi:10.1377/hlthaff.2010.0238. 

Bryman, A. (2008) Social Research Methods. 3rd edition. Oxford, OUP Oxford. 



References | 247 

 

Burkle, C.M. & Keegan, M.T. (2015) Popularity of internet physician rating sites and 
their apparent influence on patients’ choices of physicians. BMC health services 
research. 15 (1), BMC Health Services Research, 416. Available from: 
doi:10.1186/s12913-015-1099-2. 

Butler, C. & Greenhalgh, T. (2011) What is already known about involving users in 
service transformation?In: Greenhalgh,T. et al. (eds.) User Involvement in Health 
Care. (Mi), Blackwell Publishing Ltd, pp.10–27. Available from: 
doi:10.1002/9781444325164.ch2. 

Butler, C.C., Rollnick, S., Pill, R., Maggs-Rapport, F. & Stott, N. (1998) Understanding 
the culture of prescribing: qualitative study of general practitioners’ and patients’ 
perceptions of antibiotics for sore throats. BMJ (Clinical research ed.). 317 (7159), 637–
42. Available from: 
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=28658&tool=pmcentrez
&rendertype=abstract. 

Cabinet Office (2008) Excellence and fairness: Achieving world class public services. 
[Online] London, Crown Copyright. Available from: 
http://webarchive.nationalarchives.gov.uk/20090121123402/http:/cabinetoffice.gov.u
k/media/cabinetoffice/strategy/assets/publications/world_class_public_services.pdf. 

Callegaro, M., Manfreda, K.L. & Vehovar, V. (2015) Web Survey Methodology. London, 
SAGE Publications. 

Calnan, M. & Gabe, J. (2001) From Consumerism To Partnership ? Britain’s National 
Health Service At the Turn of the Century. International Journal of Health Services. 31 
(1), 119–131. 

Care Quality Commission (2016) Better care in my hands. [Online] (May), Newcastle 
upon Tyne, Care Quality Commission. Available from: 
http://www.cqc.org.uk/content/better-care-my-hands-review-how-people-are-
involved-their-care. 

Carter, M., Rolad, M., Campell, J. & Brearley, S. (2009) Using The GP Patient Survey 
To Improve Patient Care: A Guide For General Practices. [Online] National Primary 
Care Research & Development Centre. Available from: http://gp-survey-
production.s3.amazonaws.com/promotional/GP_Handbook.pdf. 

Carvel, J. (30th December 2008) Patients to rate and review their GPs on NHS 
website. The Guardian. [Online] Available from: 
http://www.guardian.co.uk/society/2008/dec/30/doctors-rating-website-nhs 
[Accessed: 19 April 2012]. 

Casiday, R., Cresswell, T., Wilson, D. & Panter-Brick, C. (2006) A survey of UK 
parental attitudes to the MMR vaccine and trust in medical authority. Vaccine. 24 (2), 
177–184. Available from: doi:10.1016/j.vaccine.2005.07.063. 

Cheung, C.M.K. & Thadani, D.R. (2012) The impact of electronic word-of-mouth 
communication: A literature analysis and integrative model. Decision Support 
Systems. 54 (1), Elsevier B.V., 461–470. Available from: doi:10.1016/j.dss.2012.06.008. 

Clark, V.L.P. & Badiee, M. (2010) Research Questions in Mixed Methods Research.In: 
Tashakkori,A. & Teddlie,C. (eds.) Sage Handbook of Mixed Methods in Social & 



References | 248 

 

Behavioural Research. 2nd edition. California, Sage Publications. 

Coleman, A.J. & Glendinning, C. (2004) Local authority scrutiny of health: Making 
the views of the community count? Health Expectations. 7 (1), 29–39. Available from: 
doi:10.1111/j.1369-7625.2004.00236.x. 

Contandriopoulos, D., Champagne, F. & Denis, J.-L. (2014) The Multiple Causal 
Pathways Between Performance Measures’ Use and Effects. Medical Care Research 
and Review. 71 (1), 3–20. Available from: doi:10.1177/1077558713496320. 

Coombes, R. (2009) Plans for Patient Feedback Criticised. BMJ. 338 (1102). 

Corbett, M., Foster, N. & Ong, B.N. (2009) GP attitudes and self-reported behaviour 
in primary care consultations for low back pain. Family practice. 26 (5), 359–64. 
Available from: doi:10.1093/fampra/cmp042 [Accessed: 19 March 2012]. 

Coulter, A. (2011) Engaging Patients in Healthcare. Maidenhead, England, Open 
University Press. 

Coulter, A. (2006) Engaging patients in their healthcare. [Online] (April), Oxford, 
Picker Institute Europe. Available from: http://www.pickereurope.org/wp-
content/uploads/2014/10/Engaging-patients-in-their-healthcare-how-is-the-UK-
doing....pdf. 

Coulter, A. (2016) Patient feedback for quality improvement in general practice. BMJ. 
913 (February), i913. Available from: doi:10.1136/bmj.i913. 

Coulter, A., Locock, L., Ziebland, S. & Calabrese, J. (2014) Collecting data on patient 
experience is not enough: they must be used to improve care. BMJ (Clinical research 
ed.). 348 (March), g2225. Available from: doi:10.1136/bmj.g2225. 

CQC (2016a) 45% of general practices inspected by CQC (tweet). [Online] Twitter. 
Available from: https://twitter.com/CareQualityComm/status/730745162129932288. 

CQC (2016b) Complain about a service or provider. CQC website.2016 [Online] 
Available from: http://www.cqc.org.uk/content/complain-about-service-or-provider 
[Accessed: 12 May 2015]. 

Creswell, J. & Clark, V. (2011) Designing and conducting mixed-methods research. The 
Sage handbook of qualitative research. USA, Sage Publications. 

Creswell, J.W. (2009) Mapping the Field of Mixed Methods Research. Journal of 
Mixed Methods Research. 3 (2), 95–108. Available from: 
doi:10.1177/1558689808330883. 

Crotty, M. (1998) The Foundations of Social Research: Meaning and Perspective in the 
Research Process. London, Sage Publications. 

Cunningham, P., Smyth, B., Wu, G. & Greene, D. (2010) Does TripAdvisor Make 
Hotels Better? School of Computer Science & Informatics University College. [Online] 
(8), Dublin, University College Dublin, pp.1–11. Available from: 
https://csiweb.ucd.ie/files/ucd-csi-2010-06.pdf. 

Curnock, E., Bowie, P., Pope, L. & McKay, J. (2012) Barriers and attitudes influencing 
non-engagement in a peer feedback model to inform evidence for GP appraisal. BMC 



References | 249 

 

medical education. 12 (1), 15. Available from: doi:10.1186/1472-6920-12-15. 

Curry, L. & Nunez-Smith, M. (2014) Mixed Methods in Health Sciences Research: A 
Practical Primer. USA, SAGE Publications. 

Davidson, D., Joyner, O., Drabble, D., Cullen, J. & Hills, D. (2010) Independence, 
Engagement, Relationship and Partnering: Essential dimensions in models of web-based 
feedback mechanisms for quality improvement. The University of Birmingham. 
[Online] (October), Birmingham, HSMC and the Tavistock Institute, pp.1–36. 
Available from: http://www.birmingham.ac.uk/Documents/college-social-
sciences/social-policy/HSMC/research/patient-opinion-final-report.pdf. 

Davis, K., Schoen, C. & Stremikis, K. (2010) How the Performance of the U.S. Health 
Care System Compares Internationally. Commonwealth Fund. [Online] (June). 
Available from: doi:10.1002/uog.1825. 

Davis, R. & Panagiotopoulou, E. (2014) Are patients being heard? The friends and 
family test reviewed. Health Service Journal.2014 [Online] Available from: 
http://www.hsj.co.uk/topics/technology-and-innovation/are-patients-being-heard-
the-friends-and-family-test-reviewed/5071497.fullarticle [Accessed: 12 May 2015]. 

DeMaio, T.J. & Landreth, A. (2004) Do Different Cognitive Interview Techniques 
Produce Different Results. Methods for Testing and Evaluating Survey Questionnaires. 
89–108. 

Department of Health (2003) Building on the Best: Choice, Responsiveness and Equity 
in the NHS. [Online] (December), London, Department of Health, pp.9–11. Available 
from: https://www.gov.uk/government/publications/building-on-the-best-choice-
responsiveness-and-equity-in-the-nhs. 

Department of Health (2008a) High Quality Care For All. [Online] London, 
Department of Health. Available from: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/docume
nts/digitalasset/dh_085828.pdf. 

Department of Health (2012a) Long term conditions. [Online] London, Department of 
Health. Available from: 
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Healthcare/Longter
mconditions/DH_064569 [Accessed: 9 December 2015]. 

Department of Health (2009a) NHS 2010-2015: from good to great, preventative, 
people-centred, productive. [Online] London, The Stationery Office. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/228
885/7775.pdf [Accessed: 1 February 2011]. 

Department of Health (2015a) NHS complaints guidance. Department of Health.2015 
[Online] Available from: https://www.gov.uk/government/publications/the-nhs-
constitution-for-england/how-do-i-give-feedback-or-make-a-complaint-about-an-
nhs-service [Accessed: 6 May 2016]. 

Department of Health (2013) Patients First and Foremost: The Initial Government 
Response to the Report of The Mid Staffordshire NHS Foundation Trust Public Inquiry. 
[Online] London, Department of Health, pp.1–83. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/1707



References | 250 

 

01/Patients_First_and_Foremost.pdf. 

Department of Health (2008b) Real involvement: Working with people to improve 
health services. October. [Online] 242 (October), London, Department of Health. 
Available from: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/docume
nts/digitalasset/dh_089785.pdf. 

Department of Health (2016) The Government’s mandate to NHS England for 2016-17. 
[Online] (December 2015), London, Department of Health. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/494
485/NHSE_mandate_16-17_22_Jan.pdf. 

Department of Health (2015b) The Handbook to the NHS Constitution. [Online] 
(July), London, Department of Health, pp.1–144. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/474
450/NHS_Constitution_Handbook_v2.pdf. 

Department of Health (2009b) The Handbook to The NHS Constitution. [Online] 
(January), London, Department of Health, pp.1–144. Available from: 
http://webarchive.nationalarchives.gov.uk/20130107105354/http://dh.gov.uk/prod_c
onsum_dh/groups/dh_digitalassets/@dh/@en/@ps/@sta/@perf/documents/digitalas
set/dh_109785.pdf. 

Department of Health (2015c) The NHS Constitution. [Online] (July), London, 
Department of Health, pp.1–16. Available from: 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england. 

Department of Health (2012b) The power of information: Putting all of us in control of 
the health and care information we need. Www.Gov.Uk. [Online] Department of 
Health, p.119. Available from: https://www.gov.uk/government/publications/giving-
people-control-of-the-health-and-care-information-they-need. 

Department of Trade and Industry (1998) Workplace Employee Relations Survey: 
Cross-Section. [Online] Colchester, Essex: UK Data Archive [distributor]. Available 
from: http://discover.ukdataservice.ac.uk/catalogue/?sn=3955&type=Data catalogue 
[Accessed: 14 September 2015]. 

Detz, A., López, A. & Sarkar, U. (2013) Long-term doctor-patient relationships: 
patient perspective from online reviews. Journal of medical Internet research. 15 (7), 
e131. Available from: doi:10.2196/jmir.2552. 

Dixon-Woods, M. (2011) Using framework-based synthesis for conducting reviews of 
qualitative studies. BMC medicine. 9 (1), BioMed Central Ltd, 39. Available from: 
doi:10.1186/1741-7015-9-39 [Accessed: 4 November 2012]. 

Dixon, A., Robertson, R., Appleby, J., Burge, P., Devlin, N. & Magee, H. (2010) Patient 
Choice: How patients choose and how providers respond. [Online] London, The Kings 
Fund. Available from: http://www.kingsfund.org.uk/publications/patient-choice. 

Dixon, S. (2010) Report on the National Patient Choice Survey - February 2010 
England. [Online] (February), London, Department of Health. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216
073/dh_117096.pdf. 



References | 251 

 

Dolan, P. (23rd June 2008) Patients rarely use online ratings to pick physicians. 
amednews.com. [Online] Available from: 
http://www.amednews.com/article/20080623/business/306239998/1/. 

Dorr Goold, S. & Lipkin, M. (1999) The doctor-patient relationship: challenges, 
opportunities, and strategies. Journal of general internal medicine. 14 Suppl 1 (Ml), 
S26–S33. Available from: doi:10.1046/j.1525-1497.1999.00267.x. 

Doyle, C., Lennox, L. & Bell, D. (2013) A systematic review of evidence on the links 
between patient experience and clinical safety and effectiveness. BMJ Open. 3 (1), 1–18. 
Available from: doi:10.1136/bmjopen-2012-001570. 

Duffy, B. & Smith, K. (2005) Comparing data from online and face-to-face surveys. 
International Journal of Market Research, 47(6), 615. 47 (6), 615–639. 

Easterby-Smith, M., Thorpe, R. & Jackson, P.R. (2012) Management Research. 4th 
edition. London, SAGE Publications. 

Edwards, A., Evans, R., White, P. & Elwyn, G. (2011) Experiencing patient-experience 
surveys: A qualitative study of the accounts of GPs. British Journal of General Practice. 
61 (585), 157–166. Available from: doi:10.3399/bjgp11X567072. 

Edwards, K.J., Walker, K. & Duff, J. (2015) Instruments to measure the inpatient 
hospital experience : A literature review. Patient Experience Journal. 2 (2). Available 
from: doi:10.1186/2046-4053-3-4. 

Edwards, P., Roberts, I., Clarke, M., DiGuiseppi, C., Pratap, S., Wentz, R. & Kwan, I. 
(2002) Increasing response rates to postal questionnaires: systematic review. BMJ 
(Clinical research ed.). 324 (7347), 1183. Available from: 
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=111107&tool=pmcentrez&
rendertype=abstract. 

van der Eijk, M., Faber, M.J., Aarts, J.W.M., Kremer, J.A.M., Munneke, M. & Bloem, 
B.R. (2013) Using online health communities to deliver patient-centered care to 
people with chronic conditions. Journal of medical Internet research. 15 (6), e115. 
Available from: doi:10.2196/jmir.2476. 

Ellimoottil, C., Hart, A., Greco, K., Quek, M. & Farooq, A. (2013) Online reviews of 
500 urologists. The Journal of urology. Available from: 
http://www.sciencedirect.com/science/article/pii/S0022534712058375. 

Emmert, M., Maryschok, M., Eisenreich, S. & Schöffski, O. (2009) Arzt-
Bewertungsportale im Internet – Geeignet zur Identifikation guter Arztpraxen? TT - 
Websites to Assess Quality of Care – Appropriate to Identify Good Physicians? 
Gesundheitswesen. 71 (4), e18–e27. Available from: doi:10.1055/s-0028-1103288. 

Emmert, M. & Meier, F. (2013) An analysis of online evaluations on a physician rating 
website: evidence from a German public reporting instrument. Journal of medical 
Internet research. 15 (8), e157. Available from: doi:10.2196/jmir.2655. 

Emmert, M., Meier, F., Heider, A.-K., Dürr, C. & Sander, U. (2014) What do patients 
say about their physicians? An analysis of 3000 narrative comments posted on a 
German physician rating website. Health policy (Amsterdam, Netherlands). Elsevier 
Ireland Ltd. Available from: doi:10.1016/j.healthpol.2014.04.015. 



References | 252 

 

Emmert, M., Meier, F., Pisch, F. & Sander, U. (2013a) Physician choice making and 
characteristics associated with using physician-rating websites: cross-sectional study. 
Journal of medical Internet research. 15 (8), e187. Available from: 
doi:10.2196/jmir.2702. 

Emmert, M., Sander, U. & Pisch, F. (2013b) Eight questions about physician-rating 
websites: a systematic review. Journal of medical Internet research. 15 (2), e24. 
Available from: doi:10.2196/jmir.2360. 

Entwistle, V. a, Andrew, J.E., Emslie, M.J., Walker, K. a, Dorrian, C., Angus, V.C. & 
Conniff,  a O. (2003) Public opinion on systems for feeding back views to the 
National Health Service. Quality & safety in health care. 12 (6), 435–42. Available 
from: 
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1758035&tool=pmcentre
z&rendertype=abstract. 

Euromonitor (2013) Global Consumer Trends: Summary of 2013 Survey Results. 
Euromonitor website.2013 [Online] Available from: 
http://www.euromonitor.com/global-consumer-trends-summary-of-2013-survey-
results/report [Accessed: 17 May 2016]. 

Evans, R.G., Edwards, A., Evans, S., Elwyn, B. & Elwyn, G. (2007) Assessing the 
practising physician using patient surveys: a systematic review of instruments and 
feedback methods. Family practice. 24 (2), 117–27. Available from: 
doi:10.1093/fampra/cml072. 

Farrall, S., Priede, C., Ruuskanen, E., Jokinen, A., Galev, T., Arcai, M. & Maffei, S. 
(2012) Using cognitive interviews to refine translated survey questions: an example 
from a cross-national crime survey. International Journal of Social Research 
Methodology. 15 (October), 467–483. Available from: 
doi:10.1080/13645579.2011.640147. 

Fasolo, B., Reutskaja, E., Dixon, A. & Boyce, T. (2010) Helping patients choose: how to 
improve the design of comparative scorecards of hospital quality. Patient education 
and counseling. 78 (3), Elsevier Ireland Ltd, 344–9. Available from: 
doi:10.1016/j.pec.2010.01.009. 

Ferrara, S., Hopman, W.M. & Leveridge, M. (2014) Diagnosis, Bedside Manner and 
Comment Style are Predictive Factors in Online Ratings of Urologists. Urology 
Practice. 1 (3), Elsevier, 117–121. Available from: doi:10.1016/j.urpr.2014.05.005. 

Field, A. (2013) Discovering Statistics Using IBM SPSS Statistics. 4th edition. London, 
SAGE Publications. 

Filieri, R. (2014) What makes online reviews helpful? A diagnosticity-adoption 
framework to explain informational and normative influences in e-WOM. Journal of 
Business Research. 68 (6), Elsevier Inc. Available from: 
doi:10.1016/j.jbusres.2014.11.006. 

Floyd, K., Freling, R., Alhoqail, S., Cho, H.Y. & Freling, T. (2014) How online product 
reviews affect retail sales: A meta-analysis. Journal of Retailing. 90 (2), New York 
University, 217–232. Available from: doi:10.1016/j.jretai.2014.04.004. 

Foot, C., Gilburt, H., Dunn, P., Jabbal, J., Seale, B., Goodrich, J., Buck, D. & Taylor, J. 



References | 253 

 

(2014) People in control of their own health and care: the state of involvement. [Online] 
(November), London, The King’s Fund, pp.1–82. Available from: 
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/people-in-
control-of-their-own-health-and-care-the-state-of-involvement-november-2014.pdf. 

Forster, R. & Gabe, J. (2008) Voice or Choice? Patient and Public Involvement in the 
National Health Service in England under New Labour. International Journal of 
Health Services. 38 (2), 333–356. Available from: doi:10.2190/HS.38.2.g. 

Fotaki, M. (1999) The impact of market oriented reforms on choice and information: 
A case study of cataract surgery in outer London and Stockholm. Social Science and 
Medicine. 48 (10), 1415–1432. Available from: doi:10.1016/S0277-9536(98)00446-8. 

Fotaki, M. (2014) What market-based patient choice can’t do for the NHS : The theory 
and evidence of how choice works in health care. [Online] (March), UK, Centre for the 
Health and Public Interest. Available from: http://www.webcitation.org/6crZO3XgL. 

Foxcroft, D.R., Smith, L.A., Thomas, H. & Howcutt, S. (2015) Accuracy of Alcohol Use 
Disorders Identification Test for detecting problem drinking in 18-35 year-olds in 
England: method comparison study. Alcohol and alcoholism (Oxford, Oxfordshire). 50 
(2), 244–50. Available from: doi:10.1093/alcalc/agu095. 

Fung, C.H., Lim, Y., Mattke, S., Damberg, C. & Shekelle, P.G. (2008) Systematic 
Review : The Evidence That Publishing Patient Care Performance Data Improves 
Quality of Care. Annals of Internal Medicine. 148 (2), 111–23. Available from: 
doi:10.7326/0003-4819-148-2-200801150-00006. 

Gale, N.K., Heath, G., Cameron, E., Rashid, S. & Redwood, S. (2013) Using the 
framework method for the analysis of qualitative data in multi-disciplinary health 
research. BMC medical research methodology. 13 (1), 117. Available from: 
doi:10.1186/1471-2288-13-117. 

Galizzi, M.M., Miraldo, M., Stavropoulou, C., Desai, M., Jayatunga, W., Joshi, M., 
Parikh, S. & Open, B.M.J. (2012) Who is more likely to use doctor-rating websites, and 
why? A cross-sectional study in London. BMJ open. 2 (6). Available from: 
doi:10.1136/bmjopen-2012-001493. 

Gao, G.G., McCullough, J.S., Agarwal, R. & Jha, A.K. (2012) A changing landscape of 
physician quality reporting: analysis of patients’ online ratings of their physicians over 
a 5-year period. Journal of medical Internet research. 14 (1), e38. Available from: 
doi:10.2196/jmir.2003. 

Giddings, L.S. & Grant, B.M. (2009) From Rigour to Trustworthiness: Validating 
Mixed Methods. Mixed Methods Research for Nursing and the Health Sciences. 119–
134. Available from: doi:10.1002/9781444316490.ch7. 

Gideon, L. (2012) Handbook of survey methodology for social sciences. New York, 
Springer. 

Gillam, S. & Newbould, J. (2016) Patient participation groups in general practice: 
what are they for, where are they going? BMJ. 352 (i673). Available from: 
doi:10.1136/bmj.i673. 

GMC (2016) Colleague and patient feedback for revalidation. General medical council 
website.2016 [Online] Available from: http://www.gmc-



References | 254 

 

uk.org/doctors/revalidation/colleague_patient_feedback.asp [Accessed: 11 May 2016]. 

Goodwin, N., Dixon, A., Poole, T., Raleigh, V., Gao, H. & Gyscom, T. (2011) Improving 
the Quality of Care in General Practice: Report of an independent inquiry commissioned 
by The King’s Fund. [Online] London, The King’s Fund, pp.1–169. Available from: 
http://www.kingsfund.org.uk/publications/improving-quality-care-general-practice. 

Gott, M., Hinchliff, S. & Galena, E. (2004) General practitioner attitudes to discussing 
sexual health issues with older people. Social science & medicine (1982). 58 (11), 2093–
103. Available from: doi:10.1016/j.socscimed.2003.08.025. 

Grabner-Kräuter, S. & Waiguny, M.K. (2015) Insights Into the Impact of Online 
Physician Reviews on Patients’ Decision Making: Randomized Experiment. Journal of 
Medical Internet Research. 17 (4), e93. Available from: doi:10.2196/jmir.3991. 

Graneheim, U.H. & Lundman, B. (2004) Qualitative content analysis in nursing 
research: concepts, procedures and measures to achieve trustworthiness. Nurse 
education today. 24 (2), 105–12. Available from: doi:10.1016/j.nedt.2003.10.001. 

Greaves, F., Laverty, A. a, Ramirez Cano, D., Moilanen, K., Pulman, S., Darzi, A. & 
Millett, C. (2014a) Tweets about hospital quality: a mixed methods study. BMJ quality 
& safety. (April), 1–9. Available from: doi:10.1136/bmjqs-2014-002875. 

Greaves, F., Laverty, A., Ramirez-Cano, D., Pulman, S., Moilanen, K., Darzi, A. & 
Millett, C. (2014b) Analysis of Patients’ Comments About Hospitals in the English 
Nhs Via Twitter, and Comparison With Patient Surveys. BMJ Quality & Safety. 23 (4), 
348–348. Available from: doi:10.1136/bmjqs-2014-002893.5. 

Greaves, F. & Millett, C. (2012) Consistently increasing numbers of online ratings of 
healthcare in England. Journal of medical Internet research. 14 (3), e94. Available 
from: doi:10.2196/jmir.2157. 

Greaves, F., Millett, C. & Nuki, P. (2014c) England’s Experience Incorporating 
‘Anecdotal’ Reports From Consumers Into Their National Reporting System: Lessons 
for the United States of What to Do or Not to Do? Medical care research and review : 
MCRR. Available from: doi:10.1177/1077558714535470. 

Greaves, F., Pape, U.J., King, D., Darzi, A., Majeed, A., Wachter, R.M. & Millett, C. 
(2012a) Associations between internet-based patient ratings and conventional surveys 
of patient experience in the English NHS: an observational study. BMJ Quality & 
Safety. (April). Available from: doi:10.1136/bmjqs-2012-000906. 

Greaves, F., Pape, U.J., Lee, H., Smith, D.M., Darzi, A., Majeed, A. & Millett, C. 
(2012b) Patients’ ratings of family physician practices on the internet: usage and 
associations with conventional measures of quality in the English National Health 
Service. Journal of medical Internet research. 14 (5), e146. Available from: 
doi:10.2196/jmir.2280. 

Greaves, F., Ramirez-Cano, D., Millett, C., Darzi, A. & Donaldson, L. (2013a) 
Harnessing the cloud of patient experience: using social media to detect poor quality 
healthcare. BMJ quality & safety. (January), 1–4. Available from: doi:10.1136/bmjqs-
2012-001527. 

Greaves, F., Ramirez-Cano, D., Millett, C., Darzi, A. & Donaldson, L. (2013b) Use of 
sentiment analysis for capturing patient experience from free-text comments posted 



References | 255 

 

online. Journal of medical Internet research. 15 (11), e239. Available from: 
doi:10.2196/jmir.2721. 

Green, J., McDowall, Z. & Potts, H.W.W. (2008) Does Choose & Book fail to deliver 
the expected choice to patients? A survey of patients’ experience of outpatient 
appointment booking. BMC medical informatics and decision making. 8 (1), 36. 
Available from: doi:10.1186/1472-6947-8-36. 

Greer, S. & Rowland, D. (2007) Devolving Policy, Diverging Values? [Online] London, 
The Nuffield Trust. Available from: 
http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/devolving_policy_div
erging_values_jan-2008.pdf. 

Grenfell, P., Nutland, W., McManus, S., Datta, J., Soldan, K. & Wellings, K. (2011) 
Views and experiences of men who have sex with men on the ban on blood donation: 
a cross sectional survey with qualitative interviews. BMJ. 343 (sep07 2), d5604–
d5604. Available from: doi:10.1136/bmj.d5604. 

Grisaffe, D.B. (2007) Questions About the Ultimate Question : Conceptual 
Considerations in Evaluating Reichheld’s Net Promoter Score. Journal of Consumer 
Satisfaction, Dissatisfaction & Complaining Behavior. 20, 36–53. 

Groves, R.M., Fowler, J.J.J., Couper, M.P., Lepkowski, J.M., Singer, E. & Tourangeau, R. 
(2009) Survey methodology. 2nd edition. New Jersey, Wiley. 

Groves, R.M. & Lyberg, L. (2010) Total Survey Error: Past, Present, and Future. Public 
Opinion Quarterly. 74 (5), 849–879. Available from: doi:10.1093/poq/nfq065. 

Guest, G. (2006) How Many Interviews Are Enough?: An Experiment with Data 
Saturation and Variability. Field Methods. 18 (1), 59–82. Available from: 
doi:10.1177/1525822X05279903. 

Guest, G., MacQueen, K.M. & Namey, E.E. (2012) Applied Thematic Analysis. USA, 
SAGE Publications. 

Hamilton, D.F., Lane, J. V., Gaston, P., Patton, J.T., MacDonald, D.J., Simpson, 
A.H.R.W. & Howie, C.R. (2014) Assessing treatment outcomes using a single 
question: The Net Promoter Score. Bone and Joint Journal. 96 B (5), 622–628. 
Available from: doi:10.1302/0301-620X.96B5.32434. 

Hammersley, M. (1992) What’s Wrong with Ethnography?: Methodological 
Explorations. Oxon, Routledge. 

Hanauer, D.A., Zheng, K., Singer, D.C., Gebremariam, A. & Davis, M.M. (2014a) 
Parental Awareness and Use of Online Physician Rating Sites. Pediatrics. 134, e966–
e975. Available from: doi:10.1542/peds.2014-0681. 

Hanauer, D. a, Zheng, K., Singer, D.C., Gebremariam, A. & Davis, M.M. (2014b) Public 
awareness, perception, and use of online physician rating sites. Jama. 311 (7), 734–5. 
Available from: doi:10.1001/jama.2013.283194. 

Hancock, R.E.E., Bonner, G., Hollingdale, R. & Madden, A.M. (2012) ‘If you listen to 
me properly, I feel good’: A qualitative examination of patient experiences of dietetic 
consultations. Journal of Human Nutrition and Dietetics. 25 (3), 275–284. Available 
from: doi:10.1111/j.1365-277X.2012.01244.x. 



References | 256 

 

Hao, H. (2015) The Development of Online Doctor Reviews in China: An Analysis of 
the Largest Online Doctor Review Website in China. Journal of Medical Internet 
Research. 17 (6), e134. Available from: doi:10.2196/jmir.4365. 

Harrison, S. & Mort, M. (1998) Public and User Involvement in Health Care as a 
Technology of Legitimation. Social Policy & Administration. [Online] 32 (1), 60–70. 
Available from: doi:10.1111/1467-9515.00086. 

Hay, C. (2002) Political Analysis: A Critical Introduction. Hampshire, Palgrave 
Macmillan. 

Hekkert, K.D., Cihangir, S., Kleefstra, S.M., van den Berg, B. & Kool, R.B. (2009) 
Patient satisfaction revisited: A multilevel approach. Social Science and Medicine. 69 
(1), Elsevier Ltd, 68–75. Available from: doi:10.1016/j.socscimed.2009.04.016. 

Hesse-Biber, S.N. & Leavy, P. (2010) The Practice of Qualitative Research. 2nd edition. 
USA, SAGE Publications. 

Hibbard, J.H. (2012) Editorial Annals of Internal Medicine What Can We Say about 
the Impact of Public Reporting ? Inconsistent. Annals of internal medicine. 148 (2), 
160–161. 

Hibbard, J.H., Stockard, J. & Tusler, M. (2003) Does publicizing hospital performance 
stimulate quality improvement efforts? Health Affairs. 22 (2), 84–94. Available from: 
doi:10.1377/hlthaff.22.2.84. 

Hotopf, M. (2013) How patients’ review sites will change health care. Journal of health 
services research & policy. 18 (4), 251–4. Available from: doi:10.1177/1355819613490414. 

House of Commons Health Committee (2007) Patient and Public Involvement in the 
NHS. [Online] (April), London, The House of Commons. Available from: 
http://www.publications.parliament.uk/pa/cm200607/cmselect/cmhealth/278/278i.
pdf. 

HSCIC (2016a) Quality and outcomes framework. HSCIC Website.2016 [Online] 
Available from: http://www.hscic.gov.uk/qof [Accessed: 11 May 2016]. 

HSCIC (2016b) Supporting transparency and open data. HSCIC Website.2016 [Online] 
Available from: http://www.hscic.gov.uk/transparency [Accessed: 10 May 2016]. 

Hsieh, H.-F. & Shannon, S.E. (2005) Three approaches to qualitative content analysis. 
Qualitative health research. 15 (9), 1277–88. Available from: 
doi:10.1177/1049732305276687. 

Hughes, S. & Cohen, D. (2011) Can online consumers contribute to drug knowledge? 
A mixed-methods comparison of consumer-generated and professionally controlled 
psychotropic medication information on the internet. Journal of Medical Internet 
Research. 13 (3), 1–15. Available from: doi:10.2196/jmir.1716. 

Iacobucci, G. (2014) A third of NHS contracts awarded since health act have gone to 
private sector, BMJ investigation shows. BMJ (Clinical research ed.). 349 (April 2013), 
g7606. Available from: doi:10.1136/bmj.g7606. 

Ivers, N., Jamtvedt, G., Flottorp, S., Young, J.M., Odgaard-Jensen, J., French, S.D., 
O’Brien, M.A., Johansen, M., Grimshaw, J.M. & Oxman, A.D. (2012) Audit and 



References | 257 

 

feedback: effects on professional practice and healthcare outcomes. Cochrane 
Database of Systematic Reviews. 6 (6), CD000259. Available from: 
doi:10.1002/14651858.CD000259.pub3. 

IWantGreatCare (2016) About us. iWantGreatCare.org.2016 [Online] Available from: 
https://www.iwantgreatcare.org/information/about [Accessed: 25 August 2016]. 

Jabbal, J. (2016) Using patient feedback to drive improvement. The King’s Fund.2016 
[Online] Available from: http://www.kingsfund.org.uk/blog/2015/12/using-patient-
feedback-drive-improvement [Accessed: 13 May 2015]. 

Jain, S. (2010) Googling Ourselves — What Physicians Can Learn. Health Care. 6–7. 

Jeacle, I. & Carter, C. (2011) In TripAdvisor we trust: Rankings, calculative regimes and 
abstract systems. Accounting, Organizations and Society. 36 (4–5), Elsevier Ltd, 293–
309. Available from: doi:10.1016/j.aos.2011.04.002. 

Jones, T., Robinson, A., Fevre, R. & Lewis, D. (2011) Workplace Assaults in Britain: 
Understanding the Influence of Individual and Workplace Characteristics. British 
Journal of Criminology. 51 (1), 159–178. Available from: doi:10.1093/bjc/azq064. 

Kaba, R. & Sooriakumaran, P. (2007) The evolution of the doctor-patient 
relationship. International Journal of Surgery. 5 (1), 57–65. Available from: 
doi:10.1016/j.ijsu.2006.01.005. 

Kadry, B., Chu, L.F., Kadry, B., Gammas, D. & Macario, A. (2011) Analysis of 4999 
online physician ratings indicates that most patients give physicians a favorable 
rating. Journal of medical Internet research. 13 (4), e95. Available from: 
doi:10.2196/jmir.1960. 

Kalton, G. & Flores-Cervantes, I. (1998) Weighting methods.In: Westlake,A. et al. 
(eds.) New Methods for Survey Research. 19 (August), Southampton, UK, pp.21–22. 
Available from: 
http://www.asc.org.uk/publications/proceedings/ASC1998Proceedings.pdf#page=89. 

Kalucy, L., Katterl, R. & Jackson-Bowers, E. (2009) Patient Experience of health care 
performance. PHCRIS Policy Issue Review. [Online] (34), Adelaide, Primary Health 
Care Research & Information Service, pp.1–2. Available from: 
http://www.phcris.org.au/phplib/filedownload.php?file=/elib/lib/downloaded_files/p
ublications/pdfs/news_8419.pdf. 

Kelsey, T. (29th July 2013) Why NHS England is launching ‘TripAdvisor’ for patients. 
Telegraph. [Online] London. Available from: 
http://www.telegraph.co.uk/news/health/news/10209799/Why-NHS-England-is-
launching-TripAdvisor-for-patients.html. 

Kennedy, C., Mercer, A., Keeter, S., Hatley, N., Mcgeeney, K. & Gimenez, A. (2016) 
Evaluating Online Nonprobability Surveys. [Online] (May), Pew Research Center. 
Available from: http://www.pewresearch.org/files/2016/04/Nonprobability-report-
May-2016-FINAL.pdf. 

King, D., Zaman, S., Zaman, S.S., Kahlon, G.K., Naik, A., Jessel, A.S., Nanavati, N., 
Shah, A., Cox, B. & Darzi, A. (2015) Identifying Quality Indicators Used by Patients to 
Choose Secondary Health Care Providers: A Mixed Methods Approach. JMIR mHealth 
and uHealth. 3 (2), e65. Available from: doi:10.2196/mhealth.3808. 



References | 258 

 

Kleinman, Z. (4th March 2016) Re-launch for ‘people rating’ app Peeple. BBC News. 
[Online] London. Available from: http://www.bbc.co.uk/news/technology-35725862. 

Kostkova, P. (2015) Grand Challenges in Digital Health. Frontiers in Public Health. 3 
(May), 1–5. Available from: doi:10.3389/fpubh.2015.00134. 

Krol, M.W., de Boer, D., Delnoij, D.M. & Rademakers, J.J.D.J.M. (2015) The Net 
Promoter Score - an asset to patient experience surveys? Health Expectations. 18 (6), 
3099–3109. Available from: doi:10.1111/hex.12297. 

Lagu, T., Goff, S.L., Hannon, N.S., Shatz, A. & Lindenauer, P.K. (2013) A mixed-
methods analysis of patient reviews of hospital care in England: implications for 
public reporting of health care quality data in the United States. Joint Commission 
journal on quality and patient safety / Joint Commission Resources. 39 (1), 7–15. 
Available from: http://www.ncbi.nlm.nih.gov/pubmed/23367647. 

Lagu, T., Hannon, N.S., Rothberg, M.B. & Lindenauer, P.K. (2010) Patients’ 
evaluations of health care providers in the era of social networking: an analysis of 
physician-rating websites. Journal of general internal medicine. 25 (9), 942–6. 
Available from: doi:10.1007/s11606-010-1383-0. 

Lagu, T. & Lindenauer, P.K. (2010) Putting the public back in public reporting of 
health care quality. JAMA : the journal of the American Medical Association. 304 (15), 
1711–2. Available from: doi:10.1001/jama.2010.1499. 

Lansley, A. (2012) Response to NHS Future Forum’s second report. [Online] (17060), 
Department of Health. Available from: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitala
sset/dh_132088.pdf. 

Lee, M. & Youn, S. (2009) Electronic word of mouth (eWOM): How eWOM 
platforms influence consumer product judgement. International Journal of 
Advertising. 28 (3), 473–499. Available from: doi:10.2501/S0265048709200709. 

Leeuw, E.D. De, Hox, J.J. & Dillman, D. a. (2008) International Handbook of Survey 
Methodology. 1st edition. USA, Routledge. Available from: 
doi:10.4324/9780203843123. 

De Leon, S.F., Silfen, S.L., Wang, J.J., Kamara, T.S., Wu, W.Y. & Shih, S.C. (2012) 
Patient experiences at primary care practices using electronic health records. J Med 
Pract Manage. 28 (3), 169–176. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/23373154. 

Leskovec, J. (2016) Web data: Amazon reviews. Stanford University website.2016 
[Online] Available from: https://snap.stanford.edu/data/web-Amazon.html 
[Accessed: 17 May 2016]. 

Levine, R.E., Fowler, F.J. & Brown, J. a (2005) Role of cognitive testing in the 
development of the CAHPS Hospital Survey. Health services research. 40 (6 Pt 2), 
2037–56. Available from: doi:10.1111/j.1475-6773.2005.00472.x. 

Li, H., Ye, Q. & Law, R. (2012) Determinants of Customer Satisfaction in the Hotel 
Industry: An Application of Online Review Analysis. Asia Pacific Journal of Tourism 
Research. (April 2015), 1–19. Available from: doi:10.1080/10941665.2012.708351. 



References | 259 

 

Litva, A., Coast, J., Donovan, J., Eyles, J., Shepherd, M., Tacchi, J., Abelson, J. & 
Morgan, K. (2002) ‘The public is too subjective’: public involvement at different levels 
of health-care decision making. Social Science & Medicine. 54 (12), 1825–1837. 
Available from: http://www.sciencedirect.com/science/article/B6VBF-45R762V-
8/2/11e08886d5096cbfe3f4101bd043dbf6. 

Londonwide LMC (2015) Negative comments posted on the NHS Choices website. 
Lmc.org.uk.2015 [Online] Available from: 
http://www.lmc.org.uk/article.php?group_id=83 [Accessed: 3 February 2015]. 

López, A., Detz, A., Ratanawongsa, N. & Sarkar, U. (2012) What patients say about 
their doctors online: a qualitative content analysis. Journal of general internal 
medicine. 27 (6), 685–92. Available from: doi:10.1007/s11606-011-1958-4. 

Low, E.L., Simon,  a E., Waller, J., Wardle, J. & Menon, U. (2013) Experience of 
symptoms indicative of gynaecological cancers in UK women. British journal of 
cancer. 109 (4), Nature Publishing Group, 882–7. Available from: 
doi:10.1038/bjc.2013.412. 

Lupton, D. (2013) The commodification of patient opinion: the digital patient 
experience economy in the age of big data. Sociology of health & illness. 36 (6), 856–
869. Available from: doi:10.1111/1467-9566.12109. 

Lupton, D. (2016) Twitter and Health. This Sociological Life blog.2016 [Online] 
Available from: https://simplysociology.wordpress.com/2016/05/12/twitter-and-
health/ [Accessed: 12 May 2015]. 

Maio, G.R. & Haddock, G. (2010) The Psychology of Attitudes and Attitude Change. 
London, SAGE Publications. 

Marshall, M.N., Shekelle, P.G., Leatherman, S. & Brook, R.H. (2000) The public 
release of performance data: what do we expect to gain? A review of the evidence. 
JAMA : the journal of the American Medical Association. 283 (14), 1866–1874. Available 
from: doi:10.1097/00132586-200104000-00060. 

Marston, L. (2009) Introductory Statistics for Health and Nursing Using SPSS. 
London, SAGE Publications. 

Matthews, B. & Ross, L. (2010) Research methods: a practical guide for the social 
sciences. Harlow, England, Pearson Longman. 

Mays, N. & Pope, C. (2000) Assessing quality in qualitative research. BMJ. 320 
(January). Available from: doi:http://dx.doi.org/10.1136/bmj.320.7226.50. 

McAllister, M., Dunn, G., Payne, K., Davies, L. & Todd, C. (2012) Patient 
empowerment: The need to consider it as a measurable patient-reported outcome for 
chronic conditions. BMC Health Services Research. 12 (1), 1. Available from: 
doi:10.1186/1472-6963-12-157. 

McBeth, R. (16th November 2015) Axed patient feedback service cost £1.2m. Digital 
Health Intelligence Limited. [Online] Available from: 
http://www.digitalhealth.net/digital_patient/46894/axed-patient-feedback-service-
cost-%25C2%25A31.2m [Accessed: 20 November 2015]. 

McCartney, M. (2009) Will doctor rating sites improve the quality of care? No. BMJ. 



References | 260 

 

338 (7696), British Medical Association, 688–689. Available from: 
doi:10.1136/bmj.b1033. 

Merrell, J.G., Levy, B.H. & Johnson, D. a (2013) Patient assessments and online ratings 
of quality care: a ‘wake-up call’ for providers. The American journal of 
gastroenterology. 108 (11), Nature Publishing Group, 1676–85. Available from: 
doi:10.1038/ajg.2013.112. 

Miller, A. & Archer, J. (2010) Impact of workplace based assessment on doctors’ 
education and performance: a systematic review. BMJ (Clinical research ed.). 341, 
c5064. Available from: doi:10.1136/bmj.c5064. 

Miller, K. (2011) Cognitive Interviewing. Question Evaluation Methods: Contributing 
to the Science of Data Quality. 51–75. 

Mostaghimi, A., Crotty, B.H. & Landon, B.E. (2010) The availability and nature of 
physician information on the internet. Journal of general internal medicine. 25 (11), 
1152–6. Available from: doi:10.1007/s11606-010-1425-7. 

Nagraj, S. (2011) Patient participation groups. BMJ. 342 (2433). Available from: 
doi:10.1136/bmj.d2333. 

NAPP (2016) PPGs and the GP contract. NAPP website.2016 [Online] Available from: 
http://www.napp.org.uk/ppgcontract.html [Accessed: 12 May 2015]. 

National Quality Board (2015) Improving experiences of care: Our shared 
understanding and ambition. [Online] (January), London, NHS England. Available 
from: https://www.england.nhs.uk/wp-content/uploads/2015/01/improving-
experiences-of-care.pdf. 

Neuman, W.L. (2013) Social Research Methods: Qualitative and Quantitative 
Approaches. Harlow, England, Pearson Education Ltd. 

Newbould, J., Nagraj, S. & Gillam, S. (2015) ‘No point having a voice if no-one’s 
listening’ –The views of members on the current and future challenges for Patient 
Participation Groups. Quality in Primary Care. 23, 4–8. 

NHS Choices (2015) Comments policy - Terms and conditions - NHS Choices. NHS 
Choices.2015 [Online] Department of Health. Available from: 
http://www.nhs.uk/aboutNHSChoices/aboutnhschoices/termsandconditions/Pages/c
ommentspolicy.aspx [Accessed: 30 January 2015]. 

NHS Choices (2010) NHS Choices annual report 2010. [Online] London, NHS 
Choices. Available from: 
http://www.nhs.uk/aboutNHSChoices/professionals/developments/Documents/annu
al-report/annual-report-2010.pdf. 

NHS Choices (2016) Patient choice of GP practices - The NHS in England - NHS 
Choices. NHS Choices website.2016 [Online] Department of Health. Available from: 
http://www.nhs.uk/NHSEngland/AboutNHSservices/doctors/Pages/patient-choice-
GP-practices.aspx [Accessed: 11 May 2016]. 

NHS Employers (2014) GMS contract changes 2015/16. NHS Employers website.2014 
[Online] Available from: http://www.nhsemployers.org/GMS201516 [Accessed: 12 
May 2015]. 



References | 261 

 

NHS Employers (2011) Patient participation directed enhanced service (DES) for GMS 
contract. NHS Employers website.2011 [Online] (April 2011), p.19. Available from: 
http://www.nhsemployers.org/~/media/Employers/Documents/Primary care 
contracts/Enhanced Services/2011-12/Patient participation directed enhanced service 
DES for GMS contract Guidance and audit requirements for 201112  2012 13.pdf. 

NHS England (2016a) 10 million responses to the NHS Friends and Family Test. NHS 
England website.2016 [Online] Available from: 
https://www.england.nhs.uk/2015/08/fft-resp/ [Accessed: 10 May 2015]. 

NHS England (2014a) Five Year Forward View. [Online] (October), London, NHS 
England. Available from: https://www.england.nhs.uk/wp-
content/uploads/2014/10/5yfv-web.pdf. 

NHS England (2016b) Friends and Family Test. NHS England.2016 [Online] Available 
from: https://www.england.nhs.uk/ourwork/pe/fft/ [Accessed: 6 May 2016]. 

NHS England (2016c) Friends and Family Test data - over 20M responses from patients 
(tweet). [Online] Twitter. Available from: 
https://twitter.com/NHSEngland/status/730759365377036288. 

NHS England (2014b) Friends and family test in GP practices - summary of the 
guidance. [Online] NHS England. Available from: http://www.england.nhs.uk/wp-
content/uploads/2014/07/fft-gp-summ-14.pdf. 

NHS England (2016d) GP Patient Survey. NHS England website.2016 [Online] 
Available from: https://www.england.nhs.uk/statistics/statistical-work-areas/gp-
patient-survey/ [Accessed: 11 May 2016]. 

NHS England (2009) NHS Constitution. [Online] (January), London, Department of 
Health. Available from: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitala
sset/dh_093442.pdf. 

NHS England (2014c) Review of the Friends and Family Test. [Online] London, NHS 
England. Available from: http://www.england.nhs.uk/wp-
content/uploads/2014/07/fft-rev1.pdf. 

NHS England (2013) Transforming participation in health and care. [Online] 
(September), London, NHS England, pp.1–68. Available from: 
https://www.england.nhs.uk/wp-content/uploads/2013/09/trans-part-hc-guid1.pdf. 

NHS England & Monitor (2014) Outpatient Appointment Referrals. [Online] (May), 
London, Populus Limited, pp.1–5. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/3415
68/060814_NHS_England_and_Monitor_-
_Outpatient_Appointment_Referrals_Summary_FINAL.pdf. 

NHS Future Forum (2012) NHS Future Forum Summary report – second phase NHS 
Future Forum members. [Online] Department of Health. Available from: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitala
sset/dh_132085.pdf. 

NHS Institute for Innovation and Improvement (2009) Armchair Involvement Guide. 
[Online] London, NHS Institute for Innovation and Improvement, pp.1–50. Available 



References | 262 

 

from: http://www.involve.org.uk/wp-
content/uploads/2011/03/armchairinvolvement.pdf. 

Nulty, D.D. (2008) The adequacy of response rates to online and paper surveys: what 
can be done? Assessment & Evaluation in Higher Education. 33 (3), 301–314. Available 
from: doi:10.1080/02602930701293231. 

O’Dowd, A. (2009) Doctors’ leaders question accuracy of practice ratings. BMJ. 339 
(7727). 

O’Dowd, A. (2016a) Doctors’ worry about NHS ‘privatisation’ is growing, says BMA. 
BMJ. 2232 (April), i2232. Available from: doi:10.1136/bmj.i2232. 

O’Dowd, A. (2016b) Kate Granger. BMJ. 354. Available from: 
http://www.bmj.com/content/354/bmj.i4144.abstract. 

O’Dowd, A. (2012) New scoring charts for GPs are too crude, say doctors’ leaders. 
BMJ. 344 (jun07 2), e3988–e3988. Available from: doi:10.1136/bmj.e3988. 

O’Reilly, M. & Parker, N. (2012) ‘Unsatisfactory Saturation’: a critical exploration of 
the notion of saturated sample sizes in qualitative research. Qualitative Research. 13 
(2), 190–197. Available from: doi:10.1177/1468794112446106 [Accessed: 21 July 2014]. 

Ofcom (2015) Adults’ media use and attitudes: Report 2015. [Online] (May), London, 
Ofcom, p.182. Available from: http://stakeholders.ofcom.org.uk/market-data-
research/other/research-publications/adults/media-lit-10years/. 

Ofcom (2014) Adults’ Media Use and Attitudes Report 2014. Ofcom website.2014 
[Online] (April), p.182. Available from: http://stakeholders.ofcom.org.uk/market-
data-research/other/research-publications/adults/media-lit-10years/ [Accessed: 16 
May 2014]. 

Office for National Statistics (2011) Census 2011 Household Questionnaire, England. 
[Online] pp.1–32. Available from: http://www.ons.gov.uk/ons/guide-
method/census/2011/the-2011-census/2011-census-questionnaire-content/2011-
census-questionnaire-for-england.pdf. 

Office for National Statistics (2013a) Internet Access - Households and Individuals, 
2013. Statistical Bulletin. [Online] (August). Available from: 
http://www.ons.gov.uk/peoplepopulationandcommunity/householdcharacteristics/h
omeinternetandsocialmediausage/bulletins/internetaccesshouseholdsandindividuals/
2013-08-08. 

Office for National Statistics (2015a) Internet Access - Households and Individuals: 
2015. ONS.gov.uk.2015 [Online] Available from: 
http://www.ons.gov.uk/peoplepopulationandcommunity/householdcharacteristics/h
omeinternetandsocialmediausage/bulletins/internetaccesshouseholdsandindividuals/
2015-08-06 [Accessed: 16 May 2016]. 

Office for National Statistics (2015b) Internet Users, 2015. [Online] (May 2014), 
London, Office for National Statistics, pp.1–15. Available from: 
http://www.ons.gov.uk/ons/dcp171778_404497.pdf. 

Office for National Statistics (2016) Internet users in the UK : 2016. [Online] London, 
Office for National Statistics, pp.1–9. Available from: 



References | 263 

 

https://www.ons.gov.uk/businessindustryandtrade/itandinternetindustry/bulletins/i
nternetusers/2016. 

Office for National Statistics (2013b) Opinions and Lifestyle Survey, Internet Access 
Module, January, February and March, 2013. UK Data Archive [distributor]. [Online] 
Colchester, Essex. Available from: 
http://discover.ukdataservice.ac.uk/catalogue/?sn=7387&type=Data catalogue 
[Accessed: 14 September 2015]. 

Ornstein, C. (27th May 2016) Doctors fire back at bad Yelp reviews — and reveal 
patients’ information online. Washington Post. [Online] Washington, DC. Available 
from: https://www.washingtonpost.com/news/to-your-health/wp/2016/05/27/docs-
fire-back-at-bad-yelp-reviews-and-reveal-patients-information-online/. 

Osborne, R.H., Hawkins, M. & Sprangers, M. a G. (2006) Change of perspective: a 
measurable and desired outcome of chronic disease self-management intervention 
programs that violates the premise of preintervention/postintervention assessment. 
Arthritis and rheumatism. [Online] 55 (3), 458–65. Available from: 
doi:10.1002/art.21982. 

Ozawa, S. & Pongpirul, K. (2014) 10 Best Resources on ... Mixed Methods Research in 
Health Systems. Health Policy and Planning. 29 (3), 323–327. Available from: 
doi:10.1093/heapol/czt019. 

Parikh, A., Behnke, C., Vorvoreanu, M., Almanza, B. & Nelson, D. (2014) Motives for 
reading and articulating user-generated restaurant reviews on Yelp.com. Journal of 
Hospitality and Tourism Technology. 5 (2), 4. Available from: doi:10.1108/JHTT-04-
2013-0011. 

Pasternak, A. & Scherger, J. (2009) Online reviews of physicians: what are your 
patients posting about you? Family practice management. 9–11. Available from: 
http://europepmc.org/abstract/MED/19492765. 

Patel, S., Cain, R., Neailey, K. & Hooberman, L. (2016) Exploring Patients’ Views 
Toward Giving Web-Based Feedback and Ratings to General Practitioners in England: 
A Qualitative Descriptive Study. Journal of Medical Internet Research. 18 (8), e217. 
Available from: doi:10.2196/jmir.5865. 

Patel, S., Cain, R., Neailey, K. & Hooberman, L. (2015) General Practitioners’ Concerns 
About Online Patient Feedback : Findings From a Descriptive Exploratory Qualitative 
Study in England. Journal of medical Internet research. 17. Available from: 
doi:10.2196/jmir.4989. 

Patel, S., Cain, R., Neailey, K. & Hooberman, L. (2017) Recruiting General 
Practitioners in England to Participate in Qualitative Research: Challenges, Strategies, 
and Solutions. SAGE Research Methods Cases. SAGE. 

Patient Opinion (2015a) Key findings from Censuswide research. [Unpublished]. 
Received through personal communication with James Munro in Sep 2015. 

Patient Opinion (2011) Patient Opinion: Questions for service users. [Unpublished] 
Received through personal communication from Deborah Davidson in Dec 2011. 

Patient Opinion (2015b) The power of connection: How networked citizen voice is 
changing health and social care. Patient Opinion. [Online] Sheffield, Patient Opinion. 



References | 264 

 

Available from: doi:10.1126/science.1255182. 

Peacock, J.L. & Kerry, S. (2007) Presenting Medical Statistics from Proposal to 
Publication: A Step-by-step Guide. Oxford, Oxford University Press. 

Pennay, D.W. (2014) Introducing the Total Survey Error (TSE) framework.In: ACSPRI 
Social Science Methodology Conference.  (November), North America, pp.1–17. 
Available from: 
https://conference.acspri.org.au/index.php/conf/conference2014/paper/view/768/58. 

Pickard, S. (1998) Critique of Citizens’ Juries. Social Policy & Administration. 32 (3), 
226–244. Available from: doi:10.1111/1467-9515.00100. 

Picker Institute Europe (2014) Policy Briefing: The Friends and Family Test. (August), 
Oxford, Picker Institute Europe, pp.1–12. Available from: 
http://www.pickereurope.org/wp-content/uploads/2014/11/PIEReport-
FFTFinalReport.pdf. 

Posnett, J., Jowett, S., Barnett, P. & Land, T. (2001) NHS Complaints Procedure: 
National Evaluation. Health Economics. (March). 

Powell, J., Boylan, A.-M. & Greaves, F. (2015) Harnessing patient feedback data: A 
challenge for policy and service improvement. Digital Health. [Online] 1 (0), 1–3. 
Available from: doi:10.1177/2055207615617910. 

Powell, T. (2015) General practice in England. [Online] London, House of Commons 
Library. Available from: http://www.ukbriefingpapers.co.uk/briefingpaper/SN06906. 

Power, E., Simon,  a, Juszczyk, D., Hiom, S. & Wardle, J. (2011) Assessing awareness of 
colorectal cancer symptoms: Measure development and results from a population 
survey in the UK. BMC Cancer. 11 (1), BioMed Central Ltd, 366. Available from: 
doi:10.1186/1471-2407-11-366. 

Price, R.A., Elliott, M.N., Zaslavsky, A.M., Hays, R.D., Lehrman, W.G., Rybowski, L., 
Edgman-Levitan, S. & Cleary, P.D. (2014) Examining the Role of Patient Experience 
Surveys in Measuring Health Care Quality. Medical care research and review. 71, 1–33. 
Available from: doi:10.1177/1077558714541480. 

Priede, C. & Farrall, S. (2011) Comparing results from different styles of cognitive 
interviewing: ‘verbal probing’ vs. ‘thinking aloud’. International Journal of Social 
Research Methodology. 14 (4), 271–287. Available from: 
doi:10.1080/13645579.2010.523187. 

Prosser, H. (2003) New drug uptake: qualitative comparison of high and low 
prescribing GPs’ attitudes and approach. Family Practice. 20 (5), 583–591. Available 
from: doi:10.1093/fampra/cmg516. 

Punch, K.F. (2013) Introduction To Social Research Quantitative & Qualitative 
Approaches. 3rd edition. London, Sage Publications. 

PwC Global (2016) Total Retail Survey 2016. PwC website.2016 [Online] Available 
from: http://www.pwc.com/gx/en/industries/retail-consumer/global-total-retail.html 
[Accessed: 17 May 2015]. 

Raleigh, V. & Frosini, F. (2012) Improving GP services in England: exploring the 



References | 265 

 

association between quality of care and the experience of patients. [Online] 
(November), London, The King’s Fund. Available from: 
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/improving-gp-
services-in-england-the-kings-fund-nov-2012.pdf. 

Redding, D. (2013) The teeth in the NHS Constitution: the case of the right to NICE 
approved treatments. [Online] London, National Voices. Available from: 
http://www.nationalvoices.org.uk/sites/default/files/public/publications/teeth-in-
the-nhs-constitution.pdf. 

Reimann, S. & Strech, D. (2010) The representation of patient experience and 
satisfaction in physician rating sites. A criteria-based analysis of English- and 
German-language sites. BMC health services research. 10 (1), BioMed Central Ltd, 332. 
Available from: doi:10.1186/1472-6963-10-332. 

Ritchie, J. & Lewis, J. (2003) Qualitative research practice: A Guide for Social Science 
Students and Researchers. London, Sage Publications. 

Ritchie, J., Lewis, J., Nicholls, C.M. & Ormston, R. (2013) Qualitative Research 
Practice: A Guide for Social Science Students and Researchers. 2nd edition. London, 
SAGE Publications. 

Robert, G. & Cornwell, J. (2011) What matters to patients? Policy recommendations. 
[Online] London, The Kings Fund. Available from: 
http://www.institute.nhs.uk/images/Patient_Experience/Final Policy Report pdf doc 
january 2012.pdf. 

Robert, G., Waite, R., Cornwell, J., Morrow, E. & Maben, J. (2014) Understanding and 
improving patient experience: A national survey of training courses provided by 
higher education providers and healthcare organizations in england. Nurse Education 
Today. 34 (1), Elsevier Ltd, 112–120. Available from: doi:10.1016/j.nedt.2012.10.012. 

Roberts, M.J., Campbell, J.L., Abel, G. a., Davey,  a. F., Elmore, N.L., Maramba, I., 
Carter, M., Elliott, M.N., Roland, M.O. & Burt, J. a. (2014) Understanding high and 
low patient experience scores in primary care: analysis of patients’ survey data for 
general practices and individual doctors. BMJ. 349 (nov11 3), g6034–g6034. Available 
from: doi:10.1136/bmj.g6034. 

Rogers, W. a (2002) Whose autonomy? Which choice? A study of GPs’ attitudes 
towards patient autonomy in the management of low back pain. Family practice. 19 
(2), 140–5. Available from: http://www.ncbi.nlm.nih.gov/pubmed/11906978. 

Rozenblum, R. & Bates, D.W. (2013) Patient-centred healthcare, social media and the 
internet: the perfect storm? BMJ Quality & Safety. (February), 1–4. Available from: 
doi:10.1136/bmjqs-2012-001744. 

Russell, S. (2013) Patients’ experiences: Top heavy with research. [Online] (June), 
Melbourne, Bayside Medicare Local & Research Matters. Available from: 
http://research-matters.com.au/publications/PatientsExperiencesReview.pdf. 

Ryan, E. (2016) Would the NHS be different if you lived somewhere else in the UK? The 
Health Foundation blog. [Online] London, The Health Foundation. Available from: 
http://www.health.org.uk/blog/would-nhs-be-different-if-you-lived-somewhere-else-
uk. 



References | 266 

 

Saldana, J. (2009) The Coding Manual for Qualitative Researchers. London, SAGE 
Publications. 

Sanders, D. & Whiteley, P.F. (2014) British Election Study Continuous Monitoring 
Survey, 2008-2010. [Online] Colchester, Essex, UK Data Archive [distributor]. 
Available from: https://discover.ukdataservice.ac.uk/#7531 [Accessed: 15 September 
2015]. 

Schuckert, M., Liu, X. & Law, R. (2015) Insights into Suspicious Online Ratings: Direct 
Evidence from TripAdvisor. Asia Pacific Journal of Tourism Research. (April 2015), 1–
14. Available from: doi:10.1080/10941665.2015.1029954. 

Segal, J. (2009) The role of the Internet in doctor performance rating. Pain Physician. 
659–664. Available from: http://www.painphysicianjournal.com/linkout?issn=1533-
3159&vol=12&page=659. 

Segal, J., Sacopulos, M., Sheets, V., Thurston, I., Brooks, K. & Puccia, R. (2012) Online 
doctor reviews: do they track surgeon volume, a proxy for quality of care? Journal of 
medical Internet research. 14 (2), e50. Available from: doi:10.2196/jmir.2005. 

Shah, S. (16th November 2015) NHS spent £1.25m on now-abandoned Care Connect 
service. Computing.co.uk. [Online] Available from: 
http://www.computing.co.uk/ctg/news/2434821/nhs-spent-gbp125m-on-now-
abandoned-care-connect-service# [Accessed: 12 May 2016]. 

Sharot, T. (1986) Weighting survey results. Journal of the Market Research Society. 
269–284. 

Silva, D. (2013) Measuring patient experience. [Online] London, The Evidence Centre 
(The Health Foundation). Available from: 
http://www.health.org.uk/publication/measuring-patient-experience. 

Smith, J. & Firth, J. (2011) Qualitative data analysis: the framework approach. Nurse 
researcher. 18 (2), 52–62. Available from: 
http://www.ncbi.nlm.nih.gov/pubmed/21319484. 

Smith, R. (11th August 2009) NHS hospitals rated like TripAdvisor on new website. 
The Telegraph. [Online] London. Available from: 
http://www.telegraph.co.uk/news/health/news/6005822/NHS-hospitals-rated-like-
TripAdvisor-on-new-website.html. 

Solomon, M.R., Bamossy, G. & Askegaard, S. (2010) Consumer Behaviour: A European 
Perspective. 4th edition. Harlow, England, Pearson Education Ltd. 

Solomon, S. (15th May 2007) Doc’s RateMDs battle turns ugly. National Review of 
Medicine. [Online] Ontario. Available from: 
http://www.nationalreviewofmedicine.com/issue/2007/05_15/4_patients_practice09
_9.html. 

Speed, E., Davison, C. & Gunnell, C. (2016) The anonymity paradox in patient 
engagement: reputation, risk and web-based public feedback: Table 1. Medical 
Humanities. 42 (2), 135–140. Available from: doi:10.1136/medhum-2015-010823. 

Staniszewska, S., Boardman, F., Gunn, L., Roberts, J., Clay, D., Seers, K., Brett, J., 
Avital, L., Bullock, I. & O’Flynn, N. (2014) The warwick patient experiences 



References | 267 

 

framework: Patient-based evidence in clinical guidelines. International Journal for 
Quality in Health Care. 26 (2), 151–157. Available from: doi:10.1093/intqhc/mzu003. 

Strech, D. (2011) Ethical principles for physician rating sites. Journal of medical 
Internet research. 13 (4), Journal of Medical Internet Research, e113. Available from: 
doi:10.2196/jmir.1899. 

Strech, D. & Reimann, S. (2012) Deutschsprachige Arztbewertungsportale: Der Status 
quo ihrer Bewertungskriterien, Bewertungstendenzen und Nutzung. Das 
Gesundheitswesen. 74 (8–9), Thieme, 502–503. Available from: 
http://cat.inist.fr/?aModele=afficheN&cpsidt=26299660. 

Sundaram, D.S., Mitra, K. & Webster, C. (1998) Word-of-Mouth Communications: A 
Motivational Analysis. Advances in Consumer Research. 527–532. 

Symons, J. (31st December 2008) Top of the docs NHS ratings. The Sun. [Online] 
Available from: 
http://www.thesun.co.uk/sol/homepage/woman/health/health/article2083788.ece 
[Accessed: 19 April 2012]. 

Symplur (2016) Why the Healthcare Hashtag Project? Symplur website.2016 [Online] 
Available from: http://www.symplur.com/healthcare-hashtags/ [Accessed: 19 May 
2015]. 

Tanne, J.H. (2013) Doctor-rating websites base their reports on only a few patient 
reviews. BMJ (Clinical research ed.). 346 (January), f295. Available from: 
doi:10.1136/bmj.f295. 

Tashakkori, A. & Teddlie, C. (2003) Handbook of Mixed Methods in Social & 
Behavioral Research. 1st edition. California, Sage Publications. 

Tashakkori, A. & Teddlie, C. (2010) Sage Handbook of Mixed Methods in Social & 
Behavioral Research. Book. 2nd edition. California, Sage Publications. 

van Teijlingen, E. & Hundley, V. (1998) The importance of pilot studies. Nursing 
standard : official newspaper of the Royal College of Nursing. 16 (40), 33–36. Available 
from: doi:10.7748/ns2002.06.16.40.33.c3214. 

Terlutter, R., Bidmon, S. & Röttl, J. (2014) Who uses physician-rating websites? 
Differences in sociodemographic variables, psychographic variables, and health status 
of users and nonusers of physician-rating websites. Journal of medical Internet 
research. 16 (3), e97. Available from: doi:10.2196/jmir.3145. 

The King’s Fund (2013) Consultation response The Nuffield Trust health and social 
care ratings review. [Online] (February), London, The King’s Fund. Available from: 
http://www.kingsfund.org.uk/publications/briefings-and-responses/consultation-
response-nuffield-trust-health-and-social-care-ratings-review. 

The NHS Confederation (2012) An uneasy consensus : patients, citizens and the NHS. 
[Online] (May), London, NHS Confederation. Available from: 
http://conference.nhsconfed.org/SiteCollectionDocuments/uneasy_consensus_Alive_
and_clicking_May2012.pdf. 

The Nuffield Trust (2013) Rating providers for quality : a policy worth pursuing ? A 
report for the Secretary of State for Health. [Online] (March), London. Available from: 



References | 268 

 

http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/130322_ratings_provi
ders_for_quality_summary.pdf. 

The Tavistock Institute (2011) Potential benefits of web-based feedback for improving 
health service quality: Lessons emerging from the evaluation of Patient Opinion 
website. The Tavistock Institute website.2011 [Online] Available from: 
http://www.tavinstitute.org/lectures_and_presentations/powerpoint/potential-
benefits-of-web-based-feedback-for-improving-health-service-quality-lessons-
emerging-from-the-evaluation-of-patient-opinion-website/ [Accessed: 23 January 
2012]. 

Todd, R. (3rd February 2012) E-Health Insider :: GPs give low rating to Choices 
comments. E-Health Insider. [Online] Available from: 
http://www.ehi.co.uk/news/EHI/7507/gps-give-low-rating-to-choices-comments 
[Accessed: 19 April 2012]. 

Tracy, S.J. (2012) Qualitative Research Methods: Collecting Evidence, Crafting Analysis, 
Communicating Impact. 5, Chichester, UK, John Wiley & Sons. 

Trehan, S.K., Defrancesco, C.J., Nguyen, J.T., Charalel, R.A. & Daluiski, A. (2016) 
Online patient ratings of hand surgeons. Journal of Hand Surgery. 41 (1), Elsevier Inc, 
98–103. Available from: doi:10.1016/j.jhsa.2015.10.006. 

Trigg, L. (2011) Patients’ opinions of health care providers for supporting choice and 
quality improvement. Journal of health services research & policy. 16 (2), 102–7. 
Available from: doi:10.1258/jhsrp.2010.010010. 

Trigg, L. (2012) Using Online Reviews in Social Care. [Online] Kent, University of Kent 
& London School of Economics. Available from: 
http://eprints.lse.ac.uk/46483/1/__libfile_REPOSITORY_Content_PSSRU_Discussion 
Papers_DP2836.pdf. 

Tritter, J.Q. & McCallum, A. (2006) The snakes and ladders of user involvement: 
Moving beyond Arnstein. Health policy (Amsterdam, Netherlands). 76 (2), 156–68. 
Available from: doi:10.1016/j.healthpol.2005.05.008. 

Tuohy, C.H. (1999) Dynamics of a changing health sphere: The United States, Britain, 
and Canada. Health Affairs. 18 (3), 114–134. Available from: doi:10.1377/hlthaff.18.3.114. 

Verhoef, L.M., Van de Belt, T.H., Engelen, L.J.L.P.G., Schoonhoven, L. & Kool, R.B. 
(2014) Social media and rating sites as tools to understanding quality of care: a 
scoping review. Journal of medical Internet research. 16 (2), e56. Available from: 
doi:10.2196/jmir.3024. 

Wade, V., Gray, L. & Carati, C. (2016) Theoretical frameworks in telemedicine 
research. Journal of Telemedicine and Telecare. 0 (0), 1–7. Available from: 
doi:10.1177/1357633X15626650. 

Wait, S. & Nolte, E. (2006) Public involvement policies in health: exploring their 
conceptual basis. Health economics, policy, and law. 1 (Pt 2), 149–162. Available from: 
doi:10.1017/S174413310500112X. 

Wellings, D. (2016) Using Insight to Improve Quality. [Online] London, NHS England. 
Available from: 
http://www.kingsfund.org.uk/sites/files/kf/media/Dan_Wellings_using_insight_feed



References | 269 

 

back_in_NHS.pdf. 

Wensing, M. & Elwyn, G. (2003) Methods for incorporating patients’ views in health 
care. BMJ (Clinical research ed.). 326 (7394), 877–9. Available from: 
doi:10.1136/bmj.326.7394.877. 

Whiteley, S. (2015) Total Survey Error across a program of three national surveys: 
using a risk management approach to prioritise error mitigation strategies.In: ESRA 
Conference 2015. Ireland. Available from: doi:10.1017/CBO9781107415324.004. 

Willis, G.B. (2004) Cognitive Interviewing Revisited: A Useful Technique, in Theory? 
Methods for Testing and Evaluating Survey Questionnaires. 23–42. Available from: 
doi:10.1002/0471654728.ch2. 

Willis, G.B. & Artino, A.R. (2013) What Do Our Respondents Think We’re Asking? 
Using Cognitive Interviewing to Improve Medical Education Surveys. Journal of 
graduate medical education. 5 (3), 353–6. Available from: doi:10.4300/JGME-D-13-
00154.1. 

Withers, N. (2013) Making a PPG happen. [Online] (October), Surrey, National 
Association for Patient Participation, pp.34–36. Available from: 
http://www.napp.org.uk/34-36_PB_October13.pdf. 

Yoo, K.H. & Gretzel, U. (2008) What Motivates Consumers to Write Online Travel 
Reviews? Information Technology & Tourism. 10 (4), 283–295. Available from: 
doi:10.3727/109830508788403114. 

Zhang, K.Z.K., Zhao, S.J., Cheung, C.M.K. & Lee, M.K.O. (2014) Examining the 
influence of online reviews on consumers’ decision-making: A heuristic-systematic 
model. Decision Support Systems. 67, Elsevier B.V., 78–89. Available from: 
doi:10.1016/j.dss.2014.08.005. 

 

  



Appendices | 270 

 

APPENDICES 

APPENDIX A – HISTORY OF PATIENT AND PUBLIC INVOLVEMENT (PPI) POLICY IN 

THE NHS  

In 1948, when the NHS was formed under a Labour government, it was paternalistic 

in its approach to the care of patients, and the first serious attempt to involve patients 

and the public occurred in 1974 with the creation of Community Health Councils 

(CHCs). These councils were created to inform and help the public, and represented 

patients that had complaints; however they had very little influence over health 

policy and provision (Baggott 2005; Coulter 2011; Forster and Gabe 2008). Patient 

participation groups (further information about them in section 2.4.1) were also 

created in some general practices also in the 1970s, but they were limited in 

encouraging patient engagement (Brown 1999).  

However, by the late 1980s, there was an increase in health consumer groups and 

patient organisations that campaigned for patients’ rights and improvements in 

health services. The new Conservative government (from 1979-1997) was under 

pressure, and with changes to the way healthcare was provided, it did provide some 

opportunities for PPI through the CHCs (Baggott 2005), especially to illustrate public 

support for specific policies, such as the drive towards consumerism, where an 

‘internal market’ for health was created, and GPs acted as proxy consumers and 

purchased services from secondary care on their patient’s behalf (Forster and Gabe 

2008). In 1991, the Patient Charter was introduced, whose aim was to make 

healthcare provision more responsive to patients’ needs. The charter included the 

right to information about quality standards, however, research suggested that the 

charter was led by managerial requirements, and there was very little user 

involvement in its creation (Calnan and Gabe 2001; Coleman and Glendinning 2004).  

In 1992, a ‘local voices’ initiative was introduced in relation to the internal market 

project, which unlike previous conservative policy focus on individual consumer, it 

had a collective focus (Forster and Gabe 2008). Citizen juries, focus groups and 

health panels were created to urge purchasers to consult their local communities 

about the allocation of resources and creation of new services (Coleman and 

Glendinning 2004; Pickard 1998). Although a progressive initiative, critics argued 

that the involvement was unrepresentative, limited, managerial led and public 
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involvement was only used to legitimise decision makers’ own decisions (Coleman 

and Glendinning 2004; Harrison and Mort 1998).  

In 1997, New Labour came into power, and under Blair’s leadership, major strides 

were made towards public participation in all public services to democratise decision 

making, tackle social exclusion and include the disadvantage in decision making 

(Baggott 2005). In healthcare, Labour pledged to move away from the consumer 

model developed by the Conservatives to one of partnership, and placed particular 

emphasis on public involvement in primary care (Forster and Gabe 2008), by 

focusing on patient and user satisfaction surveys (Baggott 2005), and making them 

mandatory for hospital inpatients (Coulter et al. 2014). These ideas led to the 

development of the policy Patient and Public Involvement in 1999, which emphasised 

that regular PPI (from all groups including those socially disadvantaged and 

minorities) must be integrated into all NHS organisations, moving beyond individual 

care to strategic and operational matters. PPI was included in policy making at the 

Department of health, and lay members were also added to the newly developed 

organisations to enhance governance, such as the National Institute for Clinical 

Excellence (NICE) (Baggott 2005; Forster and Gabe 2008).  

In late 1999, there was a crisis of public confidence in the NHS due to high-profile 

cases of serious NHS service failures (such as the Harold Shipman case), which meant 

that the New Labour PPI policy was revised again in the NHS Plan (2000). The 

emphasis was on patient-centred care, a better patient experience, and pressure was 

placed on all NHS organisations to include the public in service evaluation (Forster 

and Gabe 2008). Forster and Gabe (2008) suggest that the NHS Plan used four 

strategies including patient choice and the patient charter, to ‘empower’ patients, 

some of which were adopted more closely than others in the forthcoming years 

(further information about patient empowerment and the NHS plan is in section 2.5) 

At a local collective level, Community Health Councils were abolished and PPI was 

established through the formation of Patient’s forums in 2002, subsequently renamed 

as the patient and public involvement forums (PPIFs). The Primary Care Trust (PCT) 

PPIFs role was to monitor and review services, advise the trust, as well as collect and 

represent patient views and promote public involvement (Baggott 2005). The 

majority of the members had to be local residents. A new independent statutory 

patients’ body to support the PPI forums was then established in 2003, the 
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Commission for Patient and Public Involvement in Health (CPPIH). It again 

reinforced the Labour government’s commitment to PPI. However, the CPPIH faced 

immense difficulties, and it failed to build support or raise a public profile, and in 

2004, and just after 18 months it was abolished (Butler and Greenhalgh 2011). PPI 

forums were also criticised for their “complexity and incoherence”: there was 

confusion between its role and PALs; it was criticised for being too focused on 

healthcare alone; and it was under-funded (Baggott 2005). They were replaced in July 

2006 by the Local Involvement Networks (LINks) (and in 2013 by Healthwatch).   

After establishing collective involvement, New Labour shifted its efforts to 

individualistic approach; with a focus on expansion of ‘choice’ in the NHS 

improvement plan 2004 (choice has been discussed in section 2.2). In 2009, the NHS 

constitution was published (NHS England 2009), which again re-iterated the right to 

patient choice, the right to be informed and have a say in one’s healthcare, 

involvement in the planning of healthcare services, the right to complain, and be 

informed of the outcome, and encouraged patients to leave feedback – both positive 

and negative -  to aid improvement. In April 2009, a new health and social care 

regulator was created, the Care Quality Commission (CQC), whose role was to 

regulate and inspect health and social care services in England (further details on 

CQC are in section 2.4.1). 

By 2010, there was increasing interest in PPI at a government policy level, with a 

promise that it would increase quality and decrease cost (Butler and Greenhalgh 

2011). However, a survey from Picker Institute claimed that with regard to public 

involvement in healthcare, England was behind Australia, Canada, New Zealand, 

Germany and the USA (Coulter 2006), and a survey from the Common wealth fund 

of New York also claimed that England was at the bottom of the list for patient 

centred care and patient engagement (Davis et al. 2010).  

In May 2010, a new Conservative-led coalition government was elected, who also 

promised to focus on patient engagement. Their white paper Equity and Excellence: 

Liberating the NHS’s mantra was to put the patient at the centre of any decision 

making: “no decision about me without me”. The Health and Social Care Bill 2010/11 

gave GPs greater influence on commissioning (with the creation of GP-led Clinical 

Commissioning Groups (CCGs)), and abolished strategic health authorities (SHAs) 

and primary care trusts (PCTs), ‘liberating’ trusts from central control. It also set out 
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NHS commissioners duties with respect to patient and public participation, including 

making arrangements for patient participation in care and treatment, service redesign 

and publishing the feedback they receive from the local Healthwatch (NHS England 

2013).  

The coalition government’s response to the Mid Staffordshire NHS Foundation Trust 

Public Inquiry in May 2013 (Department of Health 2013) reinforced putting patients 

first, and its commitment to fully involve the public in the NHS. It promised a system 

that was not only more responsive to patient, staff and public feedback, but one that 

would actively seek out feedback. It also laid the foundations for the Friends and 

Family Test (FFT) (further details on FFT are in section 2.4.1)  

The NHS England's (2014a) Five Year Forward View report also promised patients 

greater control over their own care, with a promise to access their medical and care 

records, greater increase in choice over where and how they receive care and an 

increase in PPI across all sectors of healthcare. After the Conservative Party formed a 

majority government in May 2015, the NHS constitution was revised for the second 

time (Department of Health 2015c). However, there is little evidence as to whether 

the rights from the NHS constitution are being upheld (Redding 2013).  
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APPENDIX B – ETHICAL APPROVAL AND CONSENT FORM 

(i) Ethical approvals 

Ethical approvals for all of the studies were granted by the Biomedical & Scientific 

Research Ethics Committee at the University of Warwick, and for Study A from the 

NHS Cambridgeshire PCT too.  
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(ii) Consent form (used across all studies) 

The consent forms used were developed following the guidance suggested by the 

ethics committee at the University of Warwick. An example of one of the consent 

forms used in this research is provided below.  
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APPENDIX C – ADDITIONAL MATERIAL FOR STUDY A (PHASE 1) 

Appendix C consists of i) the topic guide used during the interviews, ii) vignettes used 

during the interviews, iii) invitation letter, iv) information sheet, v) thematic 

framework created in NVivo, and vi) the classification sheet from NVivo.  

i) Topic guide (Study A) 
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ii) Vignettes (Study A) 

The following three vignettes were used during the interviews with GPs. 
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iii) Invitation letter (Study A) 
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iv) Information sheet (Study A) 

  



Appendices | 287 

 

v) Thematic framework (Study A) 

The thematic framework created in NVivo at the analysis stage is shown below.
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vi) Classification sheet (Study A) 

A copy of the classifications used in the analysis stage to compare and contrast results 

from different nodes and themes. 
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APPENDIX D – ADDITIONAL MATERIAL FOR STUDY B (PHASE 2) 

Appendix D consists of i) the topic guide used during the interviews, ii) interview 

materials, iii) invitation letter, iv) information sheet, v) the recruitment poster. 

i) Topic guide (Study B) 
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ii) Interview materials (Study B) 

Two interview materials were used, the first was the NHS Friends and Family Test 

Card, and the second contained a screenshot of a GP Practice page on the NHS 

Choices website. Both are copied below.  
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iii) Invitation letter (Study B) 
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iv) Information sheet (Study B) 
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v) The recruitment poster (Study B) 

The following recruitment poster was used to recruit participants to Study B.  
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APPENDIX E - ADDITIONAL MATERIAL FOR PHASE 3  

This section consists of i) the first draft questionnaire, ii) the analysis plan (including 

the research questions) iii) tables of amendments made to the questionnaire, and iv) 

the final questionnaire. In relation to the cognitive interviews this section contains: v) 

the topic guide, vi) the invitation letter, and vii) the information sheet. In relation to 

piloting, it contains the viii) invitation letter, ix) information sheet, and x) online 

consent form.   
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i) The first draft questionnaire 
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ii) the analysis plan (including the research questions) 
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iii) Tables of amendments made to the questionnaire 

The following tables (Table 0-1 to Table 0-6) illustrate the amendments made to the 

various drafts of the questionnaire.   

Table 0-1: Summary of amendments made to the first draft questionnaire based on academic expert reviews 

Domain Question item Comment Action 

Section A: 
Awareness, history 
and motivation for 
giving feedback 
about GPs (if any) 

A3: Have you ever shared an 
experience (or story) about the care 
you received from a GP with your 
family, friends or colleagues? 

Maybe specify that 
this is ‘informal’ to 
clearly separate it 
from formal feedback 
or say ‘in 
conversation’ 

Question revised to: Have you ever 
shared an experience (or story) 
informally about the care you 
received from a GP with your family, 
friends or colleagues? 

 A4: Have you ever formally 
reviewed or given feedback (for 
example by 
letter/email/online/feedback form) 
about the care you have received 
from a GP?  
 
 

I would take “review” 
out because it slightly 
complicates the 
question and 
reviewing a service is 
part of giving 
feedback 

Question revised to: Have you ever 
formally given feedback (for 
example by 
letter/email/online/feedback form) 
about the care you have received 
from a GP?  
 

 A5: Why have you not given 
feedback about your experience of 
receiving care from a GP?  
 
 

‘Why’ sounds a bit 
confrontational or 
critical; ‘reasons’ may 
avoid invoking a 
defensive reaction 

Question revised to: What are the 
reasons you have not given 
feedback about your experience of 
receiving care from a GP?  

Section B:  
Consideration of 
giving feedback 
about GPs in the 
future, why and 
when? 
 

B1: In the near future, would you 
consider giving feedback about your 
experience of receiving care from a 
GP? 
 

Suggest you add ‘if 
you have an 
appointment with 
your GP’ because it’s 
a hypothetical 
question; add in the 
hypothetical scenario 

Question revised to: In the near 
future, if you have an appointment 
with your GP, would you consider 
giving feedback about your 
experience of receiving care from a 
GP? 
 

 B2 & B3: Why would you 
consider/not consider giving 
feedback about a GP?  
 

‘Why’ or ‘Why not’ 
sounds a bit 
confrontational or 
critical; ‘reasons’ may 
avoid invoking a 
defensive reaction 

Questions have been revised to: 
What are the reasons for you/ you 
not considering giving feedback 
about a GP?  

 B4: When would you be most likely 
to give feedback about your 
experience of receiving care from a 
GP? 
 

Could one item on 
the response scale be 
‘if asked to give 
feedback by the GP 
practice’? 

Two further scales have now been 
added with the option to select up 
to two reasons:  

 If the GP asked me to 
leave feedback 

 If the GP practice asked 
me to leave feedback 

Section C:  
Preference on mode 
of feedback 
 

C2: Imagine you received care from 
a GP, and you decided to give 
feedback.  For positive and negative 
experiences, which methods are 
you most likely to use, if they were 
all available to you? 

Is it worth 
mentioning the 
Patient Advice and 
Liaison Service (PALS) 
as a method? 

PALS has now been added on as an 
additional scale.  

Section D:  
Awareness and 
consideration of the 
use of OPF 
 

D7: Why? & D9: Why not? ‘Why’ or ‘Why not’ 
sounds a bit 
confrontational or 
critical; it could be 
revised to ‘please 
state your reasons’ 

Although ‘please state your reasons’ 
may sounds less direct; this is a 
face-to-face interview and a 
conservation, and why would be 
better suited, but the questions 
have been revised to ‘May I ask 
why/why not?’ to make them less 
confrontational  

 D8a: Which of the following would 
you prefer to use to leave feedback 
publicly online about your 
experience of receiving care from a 

Define what publicly 
means in the 
question 

Question revised to: Which of the 
following would you prefer to use to 
leave feedback publicly (this means 
anyone can see your feedback) 
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Domain Question item Comment Action 

GP? online about your experience of 
receiving care from a GP? 

 D10: When would you be most 
likely to give feedback online about 
your experience of receiving care 
from a GP? 

Could one item on 
the response scale be 
‘if asked to give 
feedback by the GP 
practice’? 

Two further scales have now been 
added with the option to select up 
to two reasons:  

 If the GP asked me to 
leave feedback 

 If the GP practice asked 
me to leave feedback 

Section G:  Other 
factors that may be 
affecting patient 
intention to give 
feedback about GPs 

G1: Do you have a long term 
condition?  
 

Do you need to give a 
brief definition of 
‘long term 
condition’? 

We will explore this in the cognitive 
interviews with participants and 
decide then whether a definition is 
required.  

Section H: Socio-
demographics 

H1: What is your gender? 
 

Under the scale for 
gender, there should 
be ‘other’ for 
transgender people. 
 

‘Other’ added on to the scale. 

Table 0-2: Summary of amendments made to the second draft questionnaire 

Domain Question item Comment Action 

Section D:  
Awareness and 
consideration of the 
use of OPF 
 

D7: May I ask, why?  “May I ask” sounds 
too informal 

Question has been revised back to: 
Why? 

 D8a: Which of the following would 
you prefer to use to leave feedback 
publicly (this means anyone can see 
your feedback) online about your 
experience of receiving care from a 
GP? 

The word online 
should be before the 
brackets 

Question has been revised to: 
Which of the following would you 
prefer to use to leave feedback 
publicly online (this means anyone 
can see your feedback) about your 
experience of receiving care from a 
GP? 

 D9: May I ask, why not?  “May I ask” sounds 
too informal 

Question has been revised back to: 
Why not? 

Section F:  
Anonymity and 
privacy 

F2a: Would you leave your real 
name on feedback you leave 
publicly online? 

The final item on the 
scale was incorrect 

The final item on the scale has been 
revised to: I have no intention of 
leaving feedback about a GP online 

 F4a: Would you mention a GP by 
name on feedback you leave 
publicly online? 

The final item on the 
scale was incorrect 

The final item on the scale has been 
revised to: I have no intention of 
leaving feedback about a GP online 

Section G:  Other 
factors that may be 
affecting patient 
intention to give 
feedback about GPs 

G1: Do you have a long term 
condition? 

Need to make clear it 
is a health condition 
one is asking about 

Question revised to: Do you have a 
long term health condition? 

[In multiple 
domains] 

In multiple questions instructions 
were: “Rank up to three 
reasons/methods, with 1 being the 
one you can most relate to” 

This instruction had 
to be changed to 
match the format of 
the now online based 
survey 

 (You can select up to three 
reasons/methods, please rank them 
according to your most preferred) 

 The sentence under Section B & 
Section C 

These explanations 
are not relevant and 
could be removed.  

The explanations have been 
removed.  

 In multiple questions the word 
“internet” was used 

“internet” should be 
“Internet” 

The word “internet” has been 
changed to “Internet”.  
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Table 0-3: Summary of amendments made to the third draft questionnaire based on the cognitive interviews 

Domain Question item Comment Action 

Section A: 
Awareness, history 
and motivation for 
giving feedback 
about GPs (if any) 

A4: Have you ever formally 
given feedback (for example 
by 
letter/email/online/feedback 
form) about the care you 
have received from a GP?  
 

One participant said: 
formally given feedback to 
whom? The question is not 
clear; there is no context?  
 

Question remains the same, 
however, the scale has been 
revised to: 

 No 

 Yes, directly to the GP 

 Yes, directly to the GP surgery 

 Yes, to a NHS feedback 
organisation 

 Yes, to an independent 
feedback organisation 

 Yes, other, please specify 
below:  

[If No, go to A5. Otherwise, go to 
B1] 
 
(Select all that apply) added as an 
instruction after the question.  
 

 A5: What are the reasons 
you have not given feedback 
about your experience of 
receiving care from a GP?  

Three reasons mentioned by 
participants that went under 
“Other” and were repeated 
by participants should be 
added on to the scale. 
Privacy has also been added 
on.  

The following items have been 
added to the scale: 

 I cannot be bothered to leave 
feedback for a GP 

 I do not know how or where 
to leave feedback for a GP 

 I believe GPs do not want 
patients’ feedback 

 I had concerns about my 
privacy 

 

 A5: What are the reasons 
you have not given feedback 
about your experience of 
receiving care from a GP? 

“I do not want to get the GP 
into trouble” on the scale 
should be in the past tense. 

Scale item revised to: I did not 
want to get the GP into trouble 

Section B:  
Consideration of 
giving feedback 
about GPs in the 
future, why and 
when? 
 

B1: In the near future, if you 
have an appointment with 
your GP, would you consider 
giving feedback about your 
experience of receiving care 
from a GP? 
 

‘your GP’ should be changed 
to ‘a GP’ because many 
patients do not see their 
own GP.  

Question revised to: In the near 
future, if you have an appointment 
with a GP, would you consider 
giving feedback about your 
experience of receiving care from 
a GP? 

 B3: What are the reasons for 
you not considering giving 
feedback about a GP? 

The additional items added 
to the scale of A5 need to be 
added to the scale for this 
question too, but in the 
future sense.  

The following items have been 
added to the scale: 

 I cannot be bothered to leave 
feedback for a GP 

 I do not know how or where 
to leave feedback for a GP 

 I believe GPs do not want 
patients’ feedback 

Section D: Awareness 
and consideration of 
the use of OPF 

D2(a): Which specific 
websites were you aware of? 
Select all that apply 
 

This question needs ‘if any’ 
in the question. One of the 
items on the scale reads 
"wasn't" and should be 
changed to “was not”. 
 

Question revised to: Which 
specific websites were you aware 
of, if any? Select all that apply 
 
“I wasn’t aware of” in the scale 
has been  revised to “I was not 
aware” 

 D2(b): How did you become 
aware? 

Although a follow up 
question, the context needs 
to be repeated.  

Question revised to: How did you 
become aware of the doctor rating 
website/s? 

 D3: Have you used a doctor 
rating website to:  
(please select all that apply) 
 

There should be a “none of 
the above” item on the scale 
here. 
From “C” on the scale, 
remove “to”   

An item added to the scale: 
D. None of the above 
 
“to” removed from item C in the 
scale.  
 

 D7: Why?  ‘Why’ sounded a bit abrupt Question revised to: Why would 
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Domain Question item Comment Action 

during the interviews. 
Although it is a follow up 
question, giving more 
context may be 
advantageous  

you consider using a doctor rating 
website to give feedback about 
your experience of receiving care 
from a GP? 
 

 D8: Which of the following 
would you prefer to use to 
leave feedback publicly 
online (this means anyone 
can see your feedback) 
about your experience of 
receiving care from a GP? 

One participant asked 
whether the app would be 
free. 
The explanation in brackets 
does not add any value to 
the question. 

 The explanation in brackets 
has been removed from the 
question, but added to 
instructions for interviewer  

 App in the scale has been 
revised to ‘free app’.  

 ‘A web browser on your 
smartphone’ has been added 
as an item. 

  An iPad or a digital device 
available in the waiting area at 
the GP surgery 

 A feedback card at the GP 
surgery which you can write 
on with a pen (this would then 
be placed online by the GP 
surgery) 

 

 D9: Why not?  ‘Why not’ sounded a bit 
abrupt during the interview. 
Although it is a follow up 
question, giving more 
context may be 
advantageous 
 
Two further reasons have 
been added to the scale 

Question revised to: Why would 
you not consider using a doctor 
rating website to give feedback 
about your experience of receiving 
care from a GP? 
 
The following two items have been 
added to the scale: 

 I cannot be bothered to leave 
feedback for a GP 

 I believe GPs do not want 
patients’ feedback 

 

 D10: When would you be 
most likely to give feedback 
online about your experience 
of receiving care from a GP? 
 

This question should only be 
asked if the respondent 
answered ‘Yes’ or ‘Maybe’ to 
D6  

The following instructions have 
been added next to the question: 
Display this question only if 
response to D6 was Yes or Maybe.  

Section E:  Feedback 
in public or private 

E1(a): Would you like the 
feedback you and other 
patients give about your 
experience of receiving care 
from a GP to be online, and 
therefore in the public 
domain for everyone to see? 

Three participants 
mentioned that yes, if they 
were able to give the 
feedback anonymously.  

This question has been revised to: 
Would you like the feedback you 
and other patients give 
anonymously about your 
experience of receiving care from 
a GP to be online, and therefore in 
the public domain for everyone to 
see? 

Section F:  Anonymity 
and privacy 

F1(a) and F2(a): Would you 
leave your real name on 
feedback …? 

“real name” was understood 
differently by participants, 
some said it was first name, 
whilst others said it was full 
name. 

Question has been revised to: 
Would you leave your full name on 
feedback you give to the GP 
practice privately? 

 F1 (a), F2(a), F3(a) and F4(a) One respondent said: “yes, if 
I want a response from the 
GP”. Therefore, there should 
be “other, please specify” 
item in the scale.   
 

‘Other, please specify below:’ has 
been added to the four scales.  

 F2(a), F2(b) ,F4 (a) and F4 (b) These four questions should 
only be asked if the 
respondent answered ‘Yes’ 
or ‘Maybe’ to D6 

The following instructions have 
been added next to the question: 
Display this question only if 
response to D6 was Yes or Maybe. 

Section G:  Other 
factors that may be 
affecting patient 
intention to give 

G1) Do you have a long term 
health condition? 

The phrase “long term health 
condition” was understood 
by the majority of 
participants as something 

The interviewer will be provided 
with the following definition of a 
“long term health condition”: 
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Domain Question item Comment Action 

feedback about GPs you needed to see the 
doctor regularly for. 
However, there was 
disagreement as to for 
example whether asthma 
was a long term condition or 
not.  

A Long Term Condition is defined 
as a condition that cannot, at 
present be cured; but can be 
controlled by medication and 
other therapies. Examples of Long 
Term Conditions are diabetes, 
heart disease, chronic obstructive 
pulmonary disease and asthma 
(adapted from (Department of 
Health 2012a)). 

Multiple domains Multiple questions The phrase ‘GP Practice’ was 
used throughout the 
questionnaire. However, 
most of the participants 
(n=7) were more familiar 
with the phrase ‘GP surgery’ 
than ‘GP practice’. Data from 
Google trends also suggested 
that GP surgery is a phrase 
used more than GP practice.  

‘GP Practice’ replaced with ‘GP 
surgery’ throughout the 
questionnaire.  

 Multiple questions (C1b, C3, 
D8b, E1b, F1b, F2b, F3b and 
F4b)  

“Please explain your 
selections/choice” sounds 
too formal and a phrase that 
would not normally be used 
when talking face-to-face.  

Advice has been sought from Ipsos 
MORI as to the best sentence to 
use in place of these.  

 Multiple questions (D10 & 
B4) 

“After both positive and 
negative experiences” needs 
to be removed from the 
scale, because it is not 
relevant when you can select 
two options. Selecting up to 
two options should also be 
removed; it should be open 
to however many relevant.  

Question instruction revised to: 
(Select all that apply) 
 
“After both positive and negative 
experiences” has been removed 
from the scale.  
 
“only” removed from the second 
and third item on the scale.  

 Multiple questions (B2, D5, 
D7) 

Add an additional scale to 
the reasons: patient’s desire 
to  expose a mistake or 
failing of a GP 

The following item added on to 
the scales for:  
B2: I would want to expose a 
mistake or failings of the GP. 
D5: I wanted to expose a mistake 
or failing of the GP 
D7: I would like to expose a 
mistake or failing of the GP 
 

 Multiple questions (A2 and 
D2a) 

One participant said a letter 
was sent from the NHS; 
therefore change ‘a leaflet 
from the NHS’ to 
‘Information from the NHS’ 
in the scale. 

‘A NHS leaflet’ in the scale for both 
questions replaced with 
‘Information from the NHS’ 

 Multiple questions All instructions are not in the 
same format. For example, 
the wording in instructions 
of D2(b) and A2 do not 
match. 

All of the instructions in the 
questionnaire have been modified 
to the same format: (Select all that 
apply) and (You can select up to 
three reasons, please rank them 
according to your most preferred).  
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Table 0-4: Summary of amendments made to the fourth draft questionnaire based on questionnaire expert 
reviews from reviewers at Ipsos MORI 

Domain Question item Comment Action 

Section A: 
Awareness, history 
and motivation for 
giving feedback 
about GPs (if any) 

A1: Before this survey, were 
you aware that you could 
give feedback about your 
experience of receiving care 
from a GP? 
 

The scale needs adapting to 
include those that assumed 
that they could give 
feedback.  

Scale revised to: 

 Yes - I was aware I could give 
feedback 

 No - but I assumed I could 
give feedback 

 No - I wasn’t aware I could 
give feedback 

 A3: Have you ever shared an 
experience (or story) 
informally about the care 
you received from a GP with 
your family, friends or 
colleagues? 

Question and scale needs to 
include sharing experiences 
about family member’s care 
too.  

Question and scale revised to: 

Have you ever shared an 
experience about the care you or 
other family members received 
from a GP with your family, friends 
or colleagues? 

 Yes, about myself 

 Yes, about my partner/spouse 

 Yes, about my children 

 Yes, about my parents 

 Yes, about other family 
members 

 No  
 

 A4: Have you ever formally 
given feedback (for example 
by 
letter/email/online/feedback 
form) about the care you 
have received from a GP? 
(Select all that apply) 

Question needs to make 
explicit that you are asking 
about both positive and 
negative feedback.  

Question revised to: Have you 
ever formally given positive or 
negative feedback (for example by 
letter, email, online, feedback 
form, etc.) about the care you 
have received from a GP? 

Section B:  
Consideration of 
giving feedback 
about GPs in the 
future, why and 
when? 

B1: In the near future, if you 
have an appointment with a 
GP, would you consider 
giving feedback about your 
experience of receiving care 
from a GP? 

Make question specific to 
GPs based at the local 
surgery, instead of including 
those GPs based in 
secondary care, or at out of 
hours surgery for example.  

Question revised to: Would you 
consider giving feedback about 
your experience of receiving care 
from a GP based in your 
surgery/local health centre in the 
future? 

 B2 & B3: What are the 
reasons for you considering/ 
not considering giving 
feedback about a GP? 

There are two issues here, 
the first is that you are 
asking them to speculate 
about an emotive event that 
hasn’t happened - so the 
answers are very unlikely to 
replicate the true 
proportions. 
 
The second is that you would 
need to ask it as an open-
ended or an unprompted  
response list - but at this 
stage in the questionnaire 
they have no guidance as to 
what we want from them 
and they have no way of 
making that leap about an 
event in the future 

Questions B2 & B3 were removed 
from the questionnaire. A set of 
statement questions were added 
to Section G (G4) in place of these, 
with an agreement scale. The set 
of statements are:  
1.I would want someone to 
improve the service so that it can 
be better for the next patient 
2.I believe other people could 
benefit from knowing about my 
experience 
3.I am concerned leaving feedback 
will impact my relationship with a 
GP 
4.I believe leaving feedback for 
GPs will make no difference 
5.I would be concerned about my 
privacy when leaving feedback for 
my GP on paper 
6.I would be concerned about my 
privacy when leaving feedback for 
my GP online 
7.I believe GPs do not want 
patients’ feedback 
8.I do not know how or where to 
leave feedback for a GP 
9.I would want to alert people to 
the mistakes or failings of the GP. 
10.I would like to read about other 
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Domain Question item Comment Action 

peoples’ experiences with a GP 
11.I believe I would find it easier 
to give feedback online rather 
than using other methods to give 
feedback 

 B4: When would you be 
most likely to give feedback 
about your experience of 
receiving care from a GP? 

This question needs revising.  The question was revised to:  
To what extent are you more or 
less likely to give feedback about 
your experience of receiving care 
from a GP in your surgery/local 
health centre if the experience 
was positive or negative, or would 
it make no difference either way? 
Would you be…? 
 

 [New question added]  A new question was 
proposed by the reviewers.  

The following new question was 
added: To what extent are you 
likely or unlikely to give feedback 
about your experience of receiving 
care from a GP in your 
surgery/local health centre in the 
following circumstances? 
1.Give unprompted feedback 
about your experience directly to 
the GP 
2.Give feedback about your 
experience if a GP in your 
surgery/local health centre asked 
you to. 
3. Give feedback about your 
experience if your GP surgery/local 
health centre asked you to. 

Section C: Preference 
on mode of feedback 

C1 & C2 Both questions can be 
combined together into one 
question 

Question revised to: In which of 
the following ways, if any, would 
you prefer to give [INSERT 
POSITIVE/NEGATIVE] feedback 
about a GP? Please choose up to 
three. And which would be your 
preferred way? 
 
STATEMENTS - ROTATE ORDER 
1. Positive feedback 
2. Negative feedback 

Section D:  
Awareness and 
consideration of the 
use of OPF 

D3: Have you used a doctor 
rating website to … 

Question needs revising. The 
scale needs to make clear 
whether the GP was a GP at 
the patient’s local surgery or 
elsewhere.  

Question revised to: For which of 
the following reasons, if any, have 
you used a doctor rating website?   
 
The following item was also added 
to the scale:  
5.To give feedback about your 
experience of receiving care from 
a GP in another surgery/local 
healthcare centre 

 D4: Would you say the 
majority of feedback you left 
on this website for a GP or 
GPs was: 

The question should be 
revised to asking about the 
last time they left feedback, 
and then used as a filter for 
the next question 

Question revised to: Thinking 
about the last time you gave 
feedback about a GP on a doctor 
rating website, on reflection, was 
the feedback largely positive, 
largely negative or was it equally 
positive and negative?   

 D8a: Which of the following 
would you prefer to use to 
leave feedback publicly 
online* about your 
experience of receiving care 
from a GP? 

Question needs revising.  Question revised to: If you were to 
give feedback about a GP in your 
surgery/local health centre on a 
doctor rating website, which of 
the following methods, if any, 
would use?  
 
And which is your preferred 
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method? 

 D10: When would you be 
most likely to give feedback 
online about your experience 
of receiving care from a GP?  

Conjecture, this would be 
too difficult for respondents 
to give an accurate account 
of their future behaviour - it 
needs tackling in a different 
way and we have 
approached that at the 
beginning of the survey 

This question has been removed.  

Section E:  Feedback 
in public or private 

E1a: Would you like the 
feedback you and other 
patients give anonymously 
about your experience of 
receiving care from a GP to 
be online, and therefore in 
the public domain for 
everyone to see? 

Question needs revising.  Question revised to: If you were to 
give feedback about your 
experience of the care received 
from a GP, would you like this 
feedback to be online so other 
people could read about your 
experience and/or you could read 
about other people’s experience 
of the care received from a GP? 
This feedback could still be given 
anonymously. 

Section F:  Anonymity 
and privacy 

F1a, F2a, F3a, F4a These questions can be 
combined together in an 
alternative format as one 
main question 

Question has been revised to:  
I’m now going to show you a list of 
things people may choose to do 
when giving feedback for a GP in 
their surgery/local health centre. 
For each one I’d like you to tell me 
in which situation, if any, you 
would choose to do each one. 

 F1b, F2b, F3b, F4b This isn’t suitable within this 
framework - you can ask 
open questions but if we 
consistently ask respondents 
to validate and evaluate 
their responses they will 
become fatigued, their 
responses are likely to move 
further away from the true 
answers and they are likely 
to acquiesce more, among 
other things 

These sub-questions have been 
removed.  

Section H: Socio-
demographics 

All questions Ipsos MORI already collect 
standard demographic data 
free of charge, so the 
questions in the section can 
be replaced by them.  

The questions in this section were 
replaced by Ipsos MORI standard 
demographic questions.  

Multiple domains Questions A5, D7, D9 The scales can be leading 
and it leads subsequent 
questions.  It is better to ask 
as an open-ended and code 
back to code frame. 
 

These questions will be asked as 
unprompted open ended 
questions.  

All domains All question reference 
numbers and filters 

The question reference 
numbers are currently in 
“Section, Number” format. 
These need revising to match 
the Ipsos MORI format. The 
filters on questions need 
revising to match the Ipsos 
MORI required format.  

All questions’ reference numbers 
were revised to match the Ipsos 
MORI questionnaire format, 
although the original question 
numbers remained in brackets for 
reference. The filtering as required 
by Ipsos MORI was also added.  
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Table 0-5: Summary of amendments made to the fifth draft questionnaire based on pilot testing 

Domain Question item Comment Action 

Section A: 
Awareness, history 
and motivation for 
giving feedback 
about GPs (if any) 

A3: Have you ever shared an 
experience about the care 
you or other family members 
received from a GP with your 
family, friends or colleagues? 

Everyone responded yes to 
this question, therefore this 
question was deemed as not 
essential.  

Therefore this question was 
removed, so that another essential 
question could be asked in place 
of it. Additional statements were 
added to G4.  

Section B:  
Consideration of 
giving feedback 
about GPs in the 
future, why and 
when? 

B4: To what extent are you 
more or less likely to give 
feedback about your 
experience of receiving care 
from a GP in your 
surgery/local health centre if 
the experience was positive 
or negative, or would it make 
no difference either way? 
Would you be…? 

Question needs to clarify 
that it is about a GP based in 
the surgery, to avoid 
misinterpretation.  

Question amended to: To what 
extent are you more or less likely 
to give feedback about your 
experience of receiving care from 
a GP based in your surgery/local 
health centre if the experience 
was positive or negative, or would 
it make no difference either way? 
Would you be…? 

Section C: Preference 
on mode of feedback 

C1&C2: In which of the 
following ways, if any, would 
you prefer to give [INSERT 
POSITIVE/NEGATIVE] 
feedback about a GP? Please 
choose up to three. And 
which would be your 
preferred way? 

The column titles were: 
Positive feedback and 
Negative feedback. 
 
---------------------------- 
 
In the scale, writing a letter 
and emailing are different; 
therefore they need to be 
separated. 
----------------------- 
 
In the scale, items 9 and 10 
about NHS website and 
independent website did not 
make clear that the public 
would then be able to see 
the feedback left on there.  
--------------------- 
It was not clear whether the 
app would publish the 
feedback online or give it to 
the GP practice privately.  
 

This was changed to: Feedback 
about a positive experience and 
Feedback about a negative 
experience.  
--------------------------- 
 
Email and letter were split into 
two separate items on the scale. 
 
 
------------------------- 
 
Items 9 and 10 on the scale had 
the following added on to them: 
(and everyone can then read the 
feedback) 
 
 
---------------------------- 
The single item on the scale about 
an app was replaced with two 
items: 

 Give feedback through an app 
on your smartphone directly 
to the GP surgery/local health 
centre 

 Give feedback through an app 
on your smartphone, which is 
then published to an 
NHS/Independent website 

Section D:  
Awareness and 
consideration of the 
use of OPF 

D8a: If you were to give 
feedback about a GP in your 
surgery/local health centre 
on a doctor rating website, 
which of the following 
methods, if any, would use? 

One item on the scale 
requires modification. 
Replace ‘this’ with ‘the 
feedback’. 

The item on the scale was 
amended to: A feedback card at 
your GP surgery which you can 
write on (the feedback would then 
be placed online by your GP 
surgery) 

 

 D7: Why would you consider 
using a doctor rating website 
to give feedback about your 
experience of receiving care 
from a GP? 

‘To give feedback’ in the 
question needs to be 
emphasised, so the question 
is not misinterpreted.  

‘To give feedback’ in the question 
was underlined.  

 D9: Why wouldn’t you use a 
doctor rating website to give 
feedback about your 
experience of receiving care 
from a GP? 

Instructions need to be 
added to ensure that the 
interviewers prompt for 
open ended question 
----------------- 
 
‘To give feedback’ in the 
question needs to be 

Instructions added: INTERVIEWER 
PROBE FULLY: What other 
reasons?  
 
----------------- 
 
‘To give feedback’ in the question 
was underlined.  
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Domain Question item Comment Action 
emphasised, so the question 
is not misinterpreted.  

Section E:  Feedback 
in public or private 

E1 (a): If you were to give 
feedback about your 
experience of the care 
received from a GP, would 
you like this feedback to be 
online so other people could 
read about your experience 
and/or you could read about 
other people’s experience of 
the care received from a GP? 
This feedback could still be 
given anonymously. 

The responses to E1(a) and 
E1(b) were a repetition of 
responses to previous 
questions. E1(a) was also 
problematic because it 
contained two questions 
within one question.  

Therefore, both of these questions 
(and hence Section E) were 
removed entirely from the 
questionnaire. However, the 
following statement was added to 
G4: I believe I would benefit from 
reading about other peoples’ 
experiences with a GP 

Section F:  Anonymity 
and privacy 

F1a, F2a, F3a, F4a One of the statements had a 
spelling mistake in it, and an 
additional item on scale 
needs to be added for those 
that would not give 
feedback.  
 

One statement corrected to: “Give 
your full name on feedback you 
leave on a doctor rating website” 
 
And one additional item on scale 
added: “I would not give feedback 
about a GP using this method” 
 
 

Section G: Other 
factors that may be 
affecting patient 
intention to give 
feedback about GPs 

G4: I’m now going to show 
you some statements about 
leaving feedback for GPs. 
Please tell me to what extent 
you agree or disagree with 
each one. 

Major amendments were 
made to the statements in 
this question based on 
results of the pilot testing. 
Some statements were 
edited, others were added 
on.   

The following statements were 
added on:  

 I would consider leaving 
feedback about a GP on social 
media (such as Facebook or 
Twitter) 

 I would prefer to leave 
feedback for a GP online on a 
doctor rating website rather 
than leave it on a feedback card 
at the GP surgery/health centre 

 I believe sharing my experience 
of receiving care from a GP 
online on a doctor rating 
website would make me feel 
better 

 I believe sharing my experience 
online on a doctor rating 
website would be taken more 
seriously by the GP or the GP 
practice 

 Giving/leaving feedback about a 
GP is something I have thought 
about before 

 I believe I would benefit from 
reading about other peoples’ 
experiences with a GP 

 

Other (introduction) N/A There was a need to 
highlight in the introduction 
of the questionnaire that 
feedback refers to both 
negative and positive 
experiences.  
 

Therefore, the following sentence 
was added to the introduction: 
This feedback could be positive or 
negative. 
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Table 0-6: Summary of amendments made to the sixth draft questionnaire based on the final expert review 

Domain Question item Comment Action 

Section A: 
Awareness, history 
and motivation for 
giving feedback 
about GPs (if any) 

A1: Before this survey, were 
you aware that you could 
give feedback about your 
experience of receiving care 
from a GP? 

 

Suggests question is 
amended to: Before this 
survey, to what extent, if at 
all, were you aware that you 
could give feedback about 
your experience of receiving 
care from a GP? 

 

Question amended as suggested.  

 A2: In which of the following 
ways, if any, did you become 
aware that you could leave 
feedback about your 
experience of receiving care 
from a GP?  
 

‘Leave’ in the question 
suggests that they leave it at 
the surgery, whereas they 
could give it later on when at 
home, and it needs to be 
consistent with A1. 
------------------ 
Poster should be added to 
the following item on the 
scale: I read /saw a 
letter/leaflet/pamphlet 
about it from the NHS 

Question amended to: In which of 
the following ways, if any, did you 
become aware that you could give 
feedback about your experience of 
receiving care from a GP?  

---------------- 

Poster was added on after 
pamphlet.  

Section C: Preference 
on mode of feedback 

C1&C2: In which of the 
following ways, if any, would 
you prefer to give [INSERT 
POSITIVE/NEGATIVE] 
feedback about a GP? Please 
choose up to three. And 
which would be your 
preferred way? 

The items on the scale that 
reference NHS website and 
independent website, it 
needs to be clear whether 
the feedback can be left 
anonymously or not.  
 
 

“(this could be anonymous or 
not)” was added to the following 
items on the scale: 7,8,9,10,11,12  

Section D:  
Awareness and 
consideration of the 
use of OPF 

D1: Before this survey, were 
you aware of doctor rating 
websites? 
 

Suggests question is 
amended to: Before this 
survey, were you aware, or 
not, of doctor rating 
websites? 

Question amended as suggested. 

 
D2b: In which of the 
following ways, if any, did 
you become aware of doctor 
rating websites?  

 

Poster should be added to 
the following item on the 
scale: I read /saw a 
letter/leaflet/pamphlet 
about it from the NHS 

Poster added on after pamphlet.  

 D3: Have you ever used a 
doctor rating website?  
 

Suggests question is 
amended to: Have you ever 
used a doctor rating website, 
or not? 

Question amended as suggested. 
 

 D4: Thinking about the last 
time you left feedback for a 
GP on a doctors rating 
website, which, if any, of 
these reasons motivated you 
to leave feedback about that 
GP?  

 

Largely should be changed to 
‘mainly’ in the question.  
 
---------- 
 
The Showcard is a really long 
list. Could it be grouped 
under headings? 

Largely replaced with mainly in the 
question and scale.  

--------------- 

The following headings were 
placed on the Showcard: 
experience, sharing the 
experience, specific issue, to get a 
response, so it would be taken 
seriously, negative experience, 
and other. 

 D6: Would you consider 
using a doctor rating website 
in the future? 
 

Suggests question is 
amended to: To what extent 
if at all, would you consider 
using a doctor rating website 
in the future? 
 

Question amended as suggested. 

 

Section G: Other 
factors that may be 
affecting patient 
intention to give 

G4: I’m now going to show 
you some statements about 
leaving feedback for GPs. 
Please tell me to what extent 

The ‘I believe’ on statements 
in this question is not 
required. It sounds very 
repetitive.   

‘I believe’ was removed from 7 
statements in this question.  



Appendices | 337 

 

Domain Question item Comment Action 

feedback about GPs you agree or disagree with 
each one. 

 
 
 

 G1: Do you have a long term 
health condition? A long 
term health condition can be 
described as a condition that 
cannot be cured, at present, 
but can be controlled by 
medication or other 
therapies. Long term health 
conditions include conditions 
such as diabetes, heart 
disease, high blood pressure, 
emphysema, asthma, 
arthritis, depression, 
dementia, etc. 

The wording as it is reads in 
this question suggests that 
you have to have one of the 
conditions listed to have a 
chronic illness.  It needs to 
say something like ‘but are 
not limited to’ 

Question amended to: Do you 
have a long term health condition? 
A long term health condition can 
be described as a condition that 
cannot be cured, at present, but 
can be controlled by medication or 
other therapies. Long term health 
conditions include (but are not 
limited to) conditions such as 
diabetes, heart disease, high blood 
pressure, emphysema, asthma, 
arthritis, depression, dementia, 
etc. 
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iv) Final questionnaire (implemented in Study C) 
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v) Topic guide (cognitive interviews) 
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vi) Invitation letter (cognitive interviews) 
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vii) Information sheet (cognitive interviews) 
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viii) Invitation letter (piloting) 
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ix) Information sheet (piloting) 
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x) Web-based consent form (piloting) 

The following consent form used was used to take consent from participants before 

the questionnaire was piloted.  
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APPENDIX F – ADDITIONAL MATERIAL FOR STUDY C (PHASE 4) 

This section contains additional material related to Study C. This includes: i) sample 

of the questionnaire as shown to participants, ii) information sheet, iii) Showcard for 

question TY15 of the questionnaire, iv) weights used for Study C, v)  additional 

demographics, vi) additional material for TY08, vii) supporting material for TY09A & 

TY09B, and viii) supporting material for TY19. 

i) Sample of questionnaire as shown to participants  

Four screenshots that were at the beginning of questionnaire as shown on the 

interviewers’ laptops and to respondents are displayed below.  
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ii) Information sheet (Study C) 
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iii) Showcard for question TY15 of the questionnaire  
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iv) Weights used for Study C 

The weights used by Ipsos MORI to make the survey demographic profile in-line with 

the National Readership Survey and Census Data are given in the table below (as 

provided by Ipsos MORI).  

Order of 
weighting 

Variable Total Male Female 

Three Government Office Region    

 North West  6.44% 6.75% 

 North East  2.37% 2.51% 

 Yorks & Humberside  4.86% 5.07% 

 West Midlands  5.11% 5.31% 

 East Midlands  4.22% 4.40% 

 South East  7.93% 8.34% 

 East of England  5.41% 5.68% 

 South West  4.95% 5.20% 

 Greater London  7.61% 7.85% 

     

One Social Grade of CIE    

 AB  13.98% 13.41% 

 C1  12.35% 14.75% 

 C2  11.76% 9.91% 

 D  7.25% 8.05% 

 E  3.56% 4.99% 

     

Two Age of respondent    

 15-24  8.06% 7.60% 

 25-34  8.42% 8.38% 

 35-44  7.82% 8.05% 

 45-54  8.43% 8.68% 

 55-64  6.67% 6.83% 

 65+  9.49% 11.57% 

     

Four Working status of respondent    

 Working  29.83% 25.20% 

 Not working  19.07% 25.90% 

     

Five Tenure    

 Owned Mortgage 32.99%   

 Owned Outright 31.00%   

 Rent LA 14.17%   

 Rent Private 21.84%   

     

Six Ethnicity    

 White 85.98%   

 BME 14.02%   
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v) Additional demographics  

The following table shows the additional demographic characteristics of the sample 

(n=844) collected by Ipsos Mori but were not used in the analysis (including 

weighted and non-weighted frequencies): 

Demographic characteristic Unweighted Base Weighted Base 

TOTAL 844 844 

CHILDREN IN HOUSEHOLD   

YES 243 261 

NO 601 583 

CHILDREN IN HOUSEHOLD   

AGED 0-5 135 143 

AGED 6-9 83 93 

AGED 10-15 109 118 

NONE < 16 601 583 

MARITAL STATUS   

MAR/ LIVING AS 487 506 

SINGLE 233 221 

WID/ DIV/ SEP 121 114 

WORKING STATUS   

FULL TIME 323 370 

PART TIME 86 95 

NOT WORKING 435 379 

DURABLES OWNED   

TV 815 813 

SAT TV 401 421 

FREEVIEW 448 439 

MOBILE PHONE 782 790 

TELEPHONE 652 655 

PVR 286 288 

CAR 649 664 

PERS COMPUTER 315 325 

LAPTOP 603 614 

TABLET PC 470 492 

GAMES CONSOLE 270 297 

DVD PLAYER 490 496 

CREDIT / DEBIT CARDS   

CREDIT CARDS 412 433 

DEBIT CARDS 788 794 

TENURE   

MORTGAGE/ OWNED 507 528 

RENTED 326 304 

OTHER 4 6 

CIE WORK STATUS   
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Demographic characteristic Unweighted Base Weighted Base 

PAID JOB FULLTIME (30+HRS / WEEK) 412 457 

PAID JOB PARTTIME (8-29HRS /WEEK) 47 50 

PAID JOB PARTTIME (<8HRS / WEEK) 9 10 

NOT WORKING HOUSEWIFE/ HOUSEHUSBAND 12 10 

SELFEMPLOYED 43 45 

FULL TIME STUDENT 39 29 

STILL AT SCHOOL 1 1 

UNEMPLOYED & SEEKING WORK 23 19 

RETIRED 216 188 

NOT IN PAID WORK OTHER REASON 18 14 

NOT IN PAID WORK LONG TERM ILLNESS OR 
DISABILITY 

23 19 

 

vi) Additional material for TY08 

The following table shows the complete set of results for participant’s preference of 

which method to use to leave feedback about their experience of receiving care from 

a GP (TY08): 

TY08 Summary: In which, of the following ways, if any, would you prefer to give feedback about 
a GP? 

Base: All Adults 15+ in England who would consider giving feedback about a GP 

    Positive Negative 

  
Feedback 

(Top 3) 
Preferred 

way 
Feedback 

(Top 3) 
Preferred 

way 

Unweighted Base 777 777 777 777 

Weighted Base 776 776 776 776 

Give feedback directly to the GP (either in 
person or by Telephone) 360 240 292 184 

  46% 31% 38% 24% 

Write a letter directly to the GP 179 63 186 77 

  23% 8% 24% 10% 

Send an email directly to the GP 217 94 196 87 

  28% 12% 25% 11% 

Give feedback to your GP surgery/ local 
health centre manager (either in person or 
by Telephone) 103 36 131 52 

  13% 5% 17% 7% 

Write a letter to your GP surgery/ local 
health centre's manager 59 17 89 35 

  8% 2% 12% 5% 

Send an email to your GP surgery/ local 
health centre's manager 79 31 118 35 

  10% 4% 15% 5% 
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Fill in a feedback form at your GP 
surgery/local health centre (this could be 
anonymous or not) 178 72 181 79 

  23% 9% 23% 10% 

Fill in a feedback form on the GP 
surgery/local health centre's website (this 
could be anonymous or not) 103 43 132 51 

  13% 6% 17% 7% 

Post feedback on an NHS website that 
publishes feedback for GPs (and everyone 
can then read the feedback) (this could be 
anonymous or not) 64 24 67 26 

  8% 3% 9% 3% 

Post feedback on an independent website 
that publishes feedback for GPs (and 
everyone can then read the feedback) (this 
could be anonymous or not) 31 10 34 10 

  4% 1% 4% 1% 

Give feedback through an app on your 
smartphone directly to the GP surgery/local 
health centre (this could be anonymous or 
not) 34 17 49 23 

  4% 2% 6% 3% 

Give feedback through an app on your 
smartphone, which is then published to an 
NHS/Independent website (this could be 
anonymous or not) 35 12 33 9 

  5% 1% 4% 1% 

Give feedback through PALS (Patient Advice 
and Liaison Services) 25 5 30 4 

  3% 1% 4% 1% 

Contact the Care Quality Commission 12 2 22 2 

  2% * 3% * 

Give feedback on social media such as 
Facebook, Twitter, etc. 19 6 26 5 

  3% 1% 3% 1% 

Online 1 1 1 1 

  * * * * 

Fill in a questionnaire by post 1 * * * 

  * * * * 

Speak to the receptionist - - 1 1 

  - - * * 

Other 2 1 1 - 

  * * * - 

I would not give feedback for a GP 96 96 80 80 

  12% 12% 10% 10% 

No answer 1 1 4 5 

  * * * 1% 

Don't know 5 5 7 7 

  1% 1% 1% 1% 
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NET: FEEDBACK DIRECTLY TO GP 533 397 486 348 

  69% 51% 63% 45% 

NET: FEEDBACK TO GP SURGERY/LOCAL 
HEALTH CENTRE MANAGER 219 84 296 123 

  28% 11% 38% 16% 

NET: FILL IN FEEDBACK FORM 246 115 279 130 

  32% 15% 36% 17% 

NET: POST FEEDBACK ON A WEBSITE 89 33 90 36 

  12% 4% 12% 5% 

NET: FEEDBACK VIA AN APP 58 29 70 33 

  7% 4% 9% 4% 
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vii) Supporting material for TY09A & TY09B: Themes and codes illustrating the reason/s why participants preferred one method to give feedback to a GP over others 
Ease and convenience A direct method A less direct 

method 
Leads to GP 
improvement 

Anonymity Helps other 
patients 

Ensures feedback 
reaches the right 
person 

GP/Practice 
can respond 

Can give 
better quality 
of feedback 

Official/formal 
channel 

Pos Neg Pos Neg Pos Neg Pos Neg Pos Neg Pos Neg Pos Neg Pos Neg Pos Neg Pos Neg 

24% 
(n=198) 

28% 
(n=201) 

16% 
(n=104) 

14% 
(n=91) 

1% 
(n=8) 

6% 
(n=46) 

3% 
(n=21) 

3% 
(n=21) 

1% 
(n=9) 

3% 
(n=18) 

1% 
(n=8) 

1% 
(n=6) 

4% 
(n=24) 

6% 
(n=45) 

-- 
(n=2) 

2% 
(n=13) 

1% 
(n=11

) 

2% 
(n=20) 

1% 
(n=5) 

2% 
(n=17) 

Easy / easier / simple Direct / more direct 
 

Prefer not to do it 
face-to-face / in 
person 
 

To get some 
action / a 
resolution / an 
outcome 
 

Anonymous / 
anonymity 
 

Other people 
could see the 
feedback / it 
would reach 
more people 

To ensure feedback 
is received / my 
views are noted / 
they listen 

Gives people the 
opportunity / 
time to respond / 
answer criticism 

Explain / 
express yourself 
better 
 

Formal / 
professional / 
official 
 

15% 
(n=103) 

18% 
(n=125) 

6% 
(n=42) 

7% 
(n=46) 

-- 
(n=2) 

2% 
(n=17) 

1% 
(n=5) 

1% 
(n=5) 

1% 
(n=9) 

3% 
(n=18) 

1% 
(n=7) 

1% 
(n=4) 

1% 
(n=7) 

2% 
(n=12) 

--
(n=2) 

2% 
(n=13) 

1% 
(n=8) 

1% 
(n=10) 

1% 
(n=5) 

2% 
(n=17) 

Quick / quicker 
 

Personal / more 
personal 
 

Not confrontational 
/ less aggressive / 
less threatening 

To bring about 
change / get 
better service / 
improve 

 To help others / 
be helpful 
 

It will reach the 
person / people 
concerned 

 Gives time to 
think about 
what to say / to 
give feedback 

 

6% 
(n=37) 

4% 
(n=29) 

4% 
(n=24) 

2% 
(n=13) 

-- 
(n=1) 

2% 
(n=16) 

1% 
(n=8) 

1% 
(n=8) 

 --
(n=2) 

--(n=2) 1% 
(n=5) 

-- 
(n=3) 

 --
(n=3) 

1% 
(n=10) 

 

Convenience / convenient 
/ handy 
 

Prefer to speak / talk 
to them 
 

Not direct 
 

To let GP know / 
how things are 
going  

  It's in writing / on 
paper / written 
record / evidence 

   

6% 
(n=41) 

4% 
(n=28) 

2% 
(n=13) 

1% 
(n=9) 

--
(n=1) 

1% 
(n=8) 

1% 
(n=8) 

1% 
(n=8) 

  2% 
(n=12) 

4% 
(n=30) 

   

It can be done sooner / 
straight away / there and 
then 

Honest / upfront 
 

Less personal 
 

       

2% 
(n=12) 

1% 
(n=9) 

1% 
(n=7) 

1% 
(n=4) 

1% 
(n=4) 

1% 
(n=5) 

       

Comfortable / confident Clear / avoid 
misunderstanding 

        

1% (n=4) 1% (n=7) 1% (n=5) 1%(n=6)         

It can be done in your own 
time 
 

I have a good 
relationship / get on 
well with / trust my 
GP 

        

--(n=1) -- (n=3) 1% (n=8) 1%(n=6)         

  Confidential / private         

  1% (n=5) 1%(n=7)         

Key: Pos = Positive feedback  Neg=negative feedback || Total reasons mentioned: For positive feedback (n=674) and negative feedback (n=685) || Don't know mentioned by 12% of participants for both negative and positive feedback 
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viii) Supporting material for TY19 

The following table shows the complete results of the content analysis of a total of 

673 reasons why participants would not consider giving feedback to GPs on a doctor 

rating website (ref TY19/D9): 

Main 

Theme 

Sub-themes No of times 

mentioned by 

participants 

Percentage  

Theme 1: Not interested in leaving feedback 96 14% 

 Don't want to leave feedback 16 2% 

 Not interested / can't be bothered 56 8% 

 No time / too busy 24 4% 

Theme 2: Prefer giving feedback direct to GP/using other methods 87 13% 

 I prefer direct feedback with GP 34 5% 

 I prefer to give face-to-face feedback 28 4% 

 I prefer other methods 16 2% 

 Don't like anonymous feedback / too impersonal 9 1% 

 I prefer to fill out a form 4 1% 

Theme 3: No need to leave feedback  80 12% 

 No need / not necessary / no reason to 49 7% 

 Doctors should be the same standard 9 1% 

 I would only do it if it was very serious / I was very dissatisfied 4 1% 

 Only if I needed to 3 * 

 No problems / happy with them 15 2% 

Theme 4: Internet/website not accessible 66 10% 

 Don't use the internet / websites 18 3% 

 No internet access 16 2% 

 Don't know how to use a computer / internet 16 2% 

 Don't have a PC / computer / laptop 11 2% 

 Too complicated / a hassle 5 1% 

Theme 5: Online ratings are biased 24 4% 

 People rarely leave positive feedback / most feedback is negative 8 1% 

 Ratings are subjective / judged on different factors 6 1% 

 Ratings might not be fair / accurate / reliable 10 2% 

Theme 6: Privacy & security concerns 20 3% 

 Too personal / don't want to give / share personal information 6 1% 

 Don't trust them 14 2% 

Theme 7: Dislike the website or not appropriate 12 2% 

 Don't feel it is appropriate 4 1% 

 Don't like them / don't agree with them 8 1% 

Theme 8: Leaving feedback will not make a difference  11 2% 

Theme 9: Website open to abuse 8 1% 

 People can have a hidden agenda / an axe to grind 5 1% 
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Main 

Theme 

Sub-themes No of times 

mentioned by 

participants 

Percentage  

 Open to abuse 3 * 

Theme 10: Do not see GPs frequently 6 1% 

Theme 11: Cannot see another GP 6 1% 

Theme 12: If asked to use, I would 6 1% 

Don't know   188 28% 

  Don't know 168 25% 

  Never thought about it 7 1% 

  No reason given 13 2% 

Other   101 15% 

  Other 70 10% 

  I would use it for ratings / to find out ratings 3 * 

  Didn't know about the site 16 2% 

  I do my own research / go by recommendation 12 2% 

 

 

 

 

 

 

 

 

 

 


