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THE ROYAL AUSTRALIAN COLLEGE OF GENERAL PRACTITIONERS

Fact Sheet: Patient Feedback


Summary of the criteria in which patient feedback is required

Criterion 1.1.1

Scheduling care in opening hours

Criterion 1.1.2

Telephone and electronic advice

Criterion 1.1.3

Home and other visits

Criterion 1.1.4

Care outside normal opening hours

Criterion 1.2.2

Informed patient decisions

Criterion 1.2.4

Costs within our practice

Criterion 1.2.5

Costs for referred services

Criterion 1.3.1

Health promotion and preventive care

Criterion 1.5.2

Continuity of the therapeutic relationship

Criterion 2.1.1

Respectful and culturally appropriate feedback

Criterion 2.1.2

Patient feedback

Criterion 2.1.3

Presence of a third party

Criterion 5.1.1

Practice facilities

Criterion 5.1.2

Physical conditions conducive to confidentiality and privacy

1.
Introduction

Unique information about the quality of care provided by a general practice can be gained from patients.  Discussing patient feedback can help a general practice to understand strengths in their practice, potential problems and how to improve.  It is helpful to know what patients think about a practice and what they are likely to tell other people.  The more feedback a practice receives – whether it is complaints, compliments or suggestions – the better it will be able to provide care and run more smoothly – ultimately leading to improved job satisfaction for the general practitioner.    

The business and healthcare sectors have traditionally used a range of methods to identify the views of patients.  These include a patient survey in which patients are asked to complete a questionnaire about the practice, a focus group discussion (where patients are invited to discuss their views on your practice and services) or through some other method that is appropriate to the practice population.  

The RACGP Standards for general practices (3rd edition) [the Standards] allows practices to choose the most appropriate method to gain feedback from their patients. However, each method has its strengths and limitations that need to be considered when choosing the most appropriate method for your practice.  Ideally, practices are encouraged to choose a combination of methods to gain patient feedback.

2.
What do the Standards require?

With the introduction of the Standards the emphasis has changed from the reliance on patient feedback as evidence that the practice had met the Standards, to using the feedback to implement changes and improvements in response to the feedback.

Meeting patient feedback indicators is only one part of meeting the essential criteria within the Standards.  Meeting the criteria does not rely on how many patients provided positive results in the patient feedback; rather, it relies on the practice being able to demonstrate that they have asked and responded to patient feedback.

3.
Issues to consider when obtaining patient feedback

There are a number of issues discussed in the literature concerning obtaining patient feedback in general practice.  These issues are outlined below.

3.1
Are patients able to judge the quality of care?
Patients determine their view of quality in general practice in many different ways combining a wide range of variables in virtually endless configurations depending on need, circumstances, individual values and expectations and resources.  

The issue of patients’ ability to judge quality of care arises because patients do not have access to the same information as general practitioners in relation to the technical aspects of care
. This is commonly referred to as “information asymmetry” – an economic term where one party (the general practitioner in this case) has more, or better, information than the other party (the patient).
It has been suggested that patients are unable to judge the technical quality of care and tend to provide feedback that is heavily influenced by their emotional needs or general life satisfaction
. Conversely, there is evidence to suggest that patients may be more capable of evaluating different aspects of health care than sceptics have implied
.

Different dimensions need to be taken into consideration when measuring quality of care in general practice. On the balance of evidence, it is reasonable to assume that patients can appropriately assess some aspects of quality of health care. However, it is recommended that the assessment of the technical quality of primary care not rely on patient based assessments alone
.

3.2
Whose feedback should be obtained?
The majority of studies carried out in the area of quality in general practice are concerned with obtaining the views of patients.  It has been argued that it is also important to obtain the views of the following groups
:

· Those who are potential users of the practice but who have not actually used the practice;

· Those who are not recent patients or who are infrequent users of the practice; 

· Different patient population groups because of wide variations in the views of these groups (for example, older versus younger patients); and

· Carers of patients.

Whilst it is considered ideal to obtain feedback from these groups, the RACGP recognises that resource limitations and information technology and management constraints may inhibit this process.

3.3
When should feedback be obtained?
It has been proposed that patient feedback sought before treatment may be influenced by fear that negative comments may affect subsequent treatment
.  New patients tend to be less critical, more passive and compliant whereas after several visits people become more critical.

It has also been suggested that the longer the gap between the use of service/s and the assessment of satisfaction and the greater the chance of “recall bias” (differences in the accuracy or completeness of recall to memory of past events or experiences).  Patients’ preferences and patient evaluations can be influenced by the length of the time elapsed since the consultation
.
The timing of obtaining feedback is important.  New patients may be affected by the “gratitude factor” resulting in any complaints being disguised within positive comments.  In addition, the longer the time period between the consultation and the capture of patient feedback, the increased chance of recall bias.  

3.4
Where should feedback be obtained?
The location for obtaining patient feedback (that is, at home or at the practice) has little effect on the extent to which respondents expresses satisfaction or dissatisfaction
.

3.5
How should feedback be obtained?
A number of methods for obtaining patient feedback are identified in the literature.  

The Australian Government Department of Health and Ageing and the Consumers Health Forum of Australia developed a table outlining these methods, their strengths and limitations and issues for consideration.  This has been adapted as Appendix 1.
In order to address the various limitations of each of the methods outlined above, it is recommended that a combination of the methods (for example, self-completed survey and focus groups) be used.  

3.6
Why is validity and reliability of the method for gaining feedback so important?
In statistics, a valid measure is one which is measures what it is supposed to measure. Validity implies reliability (consistency). A valid measure must be reliable, but a reliable measure need not be valid. Validity refers to obtaining results that accurately reflect the concept being measured.  

There is general consensus in the literature that whatever method for obtaining patient feedback is used, that the method chosen demonstrate satisfactory validity and reliability 
 
.  
Patient surveys that demonstrate acceptable validity and reliability are limited.  It is even more difficult to identify in the literature examples of valid and reliable “non-survey methods” for eliciting patient feedback.  

Bearing this is mind; there are a number of methodological issues that can be addressed to increase the validity and reliability of patient surveys.  These include:

What type of patient survey should be used?

Evidence suggests that new or modified patient surveys are less likely then unmodified surveys to display validity or reliability.  

Whenever possible, it is recommended that an existing validated patient survey be used without modification. Where modification is necessary, it is recommended that practices make explicit the reasons for modifying the survey and pilot the survey before implementation
.
Examples of existing patient surveys include (please note, the validity and reliability of these surveys HAVE NOT be tested by the RACGP):
· RACGP Patient Participation Program (PPP) - where anonymous questionnaires are completed by consecutive patients attending the practice and forwarded to the RACGP South Australian Faculty for analysis.  

· Client Focused Evaluations Program (CFEP) – a commercial organisation that provide patient feedback surveys and analysis of results with RACGP QA & CPD points available

· Many Divisions of General Practice (DGP) have developed patient feedback surveys.  Practices are encouraged to contact their local DGP to obtain further information

· The accreditation agencies have developed patient feedback surveys.  Practices are encouraged to contact their accreditation agency for further information

The number of patients required to complete a survey

It is unclear how many patients per general practice have to complete a patient survey in order to obtain a valid picture of the quality of care provided.  Among other things, this depends on the homogeneity (similarity) of the patient population and the care provided
.

In line with studies conducted across the United States of America, the United Kingdom and the Netherlands it is suggested that practices complete between 30 – 60 patient surveys, per full time general practitioner, per year in order to maintain good reliability 
 
 
.

Some GPs working in larger practices have pointed out the large numbers of surveys that would need to be completed using this recommendation, and have questioned the feasibility of implementing this suggestion.

GPs may choose to do survey fewer patients with the understanding that the results gained may not be completely reflective of the majority of patients. Patient feedback from surveys conducted in such a way may need to be used with discretion.

GPs may choose to survey fewer patients and collect additional feedback using other methods, e.g. focus groups to compensate for the possible reduction in reliability of results.

The Standards Liaison Committee has mandated that the minimum number of surveys to be performed, if a practice chooses to perform patient surveys, is 30 surveys per EFT GP per triennium. That is:

· 30 surveys/1 EFT GP

· 60 surveys/2 EFT GP

· 90 surveys/3 EFT GP

· 100 surveys if more than 3 EFT GP.

Response rates

Response rates for surveys of patients vary considerably.  Many factors can influence the response rate of a survey including motivation of the practice to recruit patients, attractiveness of the layout of a questionnaire, method of administering the questionnaire, use of monetary incentives and use of information technology for administering questionnaires.  Practices need to consider these factors when using patient survey methods.

Focus groups

Obtaining high quality focus group data is reliant upon an effective moderator and a well-prepared session.  Done well, focus groups provide a way of collecting data relatively quickly from a large number of people.

Ideally, the moderator should have some basic interviewing skills, some knowledge of group dynamics, and some experience in running group discussions.  To enable full participation, the moderator may need to encourage quiet participants, to discourage talkative ones, and to handle any difficult situations.  

There are a number of handbooks available that can guide practices in running focus groups.  However, a few key points to remember include:

· Ensuring confidentiality is a particular issue given the number of participants

· Substantial advance preparation always pays off

· To ensure attendance on the day, it is necessary to over-recruit by 50% and to issue reminders

· The venue, refreshments, all necessary materials (from focus group schedule to name badges and pens) and the recording equipment should be prepared and checked

· The “running sheet” and the timetable and procedure for the session should be run through

· One or more assistants are highly desirable – to act as recording technician (s), to escort participants to an from the room, and to deal with any unforseen circumstances thereby allowing the moderator to concentrate on facilitating the discussion

3.7
Who should analyse feedback results?
The Royal College of General Practitioners in the United Kingdom recommends that practice’s evidence of patient satisfaction be analysed independently of the practice
.
Practices are encouraged to undertake an independent analysis of patient feedback results, thus reducing any potential bias and to allow the development of benchmarks.  This in turn will lead to more meaningful results on which to gauge and monitor quality improvement.  

The RACGP South Australian Faculty provides this service as part of the Patient Participation Program described in earlier.  

4.
Using patient feedback to improve quality

It has been argued in the literature that the most important part of obtaining patient feedback is the way in which this feedback is used to improve the service offered to patients.  

Practices are encouraged to discuss patient feedback results at a staff meeting (or any other forum for discussing administrative matters with the general practitioner/s, practice directors and/or owner/s and other practice staff) as party of a comprehensive quality improvement process.

Disclaimer: The RACGP does not accept responsibility for the results of any action taken or not taken by any person as a result of anything contained in or omitted from this template. The RACGP strongly recommends obtaining appropriate legal and financial advice before finalising employment contracts.
Appendix 1 – Common Methods for Obtaining Patient Feedback

	Method


	Strengths
	Limitations
	Issues to Consider

	Self completed survey
	· Easy to administer 

· Relatively non-intrusive for patients in terms of time and effort

· Generates quantitative benchmarks

· Can focus on specific attributes in the Standards
· Provides anonymity 


	· Difficult to develop questions and measures which accurately capture the complexity and diversity of patient views

· Problem for people with literacy difficulties

· Survey overload - patients may boycott the survey
	· Type of survey to use (refer to 3.6)

· Problems in terms of survey and sampling design skills and finding external source of analysis (refer to 3.6 and 3.7)

· Timing and location of the surveys (fill them in at the practice, take them home and drop them in/mail return etc (refer to 3.4)

· If sole method used, minimum number of surveys required is 30 per full time GP per year (refer to 3.6)

  

	Telephone survey
	· Relatively non-intrusive for patients 

· Better ability to determine sample

· Relatively easy to administer (approx 7 mins per call)

· Quick analysis

· Generate quantitative benchmarks
	· Limits on the range and complexity of issues that can be raised in a telephone survey

· Could be seen by some patients as invasive and raises issues of confidentiality and privacy (how did they get my number?)

· Expensive and logistically complex if outsourced

· Likely to focus on general or generic issues of quality and service


	· Could be a useful technique on a divisional or regional basis –groups of practices could fund a survey covering issues relevant to them

· Need to work careful through issues of privacy and confidentiality

· If sole method used, minimum number of interviews required is 30 per full time GP per year (refer to 3.6)



	Face to face Interviews
	· Perhaps the most effective technique for exploring and understanding the complexity and diversity of patient views 

· Gives patients a sense of depth and taking time to really understand them and their needs

· Adaptable to different situations

· Good way to explore issues and ideas that may be worth testing in other ways (surveys, focus groups etc)
	· Probably the most time consuming of the methods available

· May be difficult to arrange times and locations for interviews

· Does not provide quantitative benchmarks or information that can generate measures

· Difficulty in determining the sample – who should be spoken to, and on what basis are patients selected?
	· Who would conduct the interviews and where would they be conducted?

· Creating the environment in which people would feel able to be honest in their responses without feeling vulnerable

	Focus groups
	· A useful technique for exploring complexity and diversity of patient views

· Can be developed into a qualitative “tracking” mechanism – groups held on a regular basis can monitor shifts in views, concerns, needs etc

· Maintains the focus on patients words, language and priorities 

· Useful for exploring new ideas about service and approach in the practice

· Good way of focusing on “critical incidents” and telling stories from patients point of view 
	· Needs expertise to construct and moderate the process to ensure best outcome

· Logistically more complex – recruitment, finding a suitable time and location etc

· Lack of familiarity of people with the technique and therefore some initial awkwardness

· May be a technique that is less accessible for people from certain population groups and with people not used to contributing to groups

· Does not provide measurable benchmarks of performance
	· Need to ensure that a representative group of patients is involved in the group 

· Danger of listening to “squeaky wheels” and not getting to hear from others

· Need to clarify the independence of the group moderator and attendance of practice GPs and staff

· Importance of maintaining the anonymity of the patients in terms of reporting the feedback from groups



	Practice advisory groups
	· Indicates a long term concern with quality issues by an individual practice

· Gives patients a chance to talk about practice issues beyond medical and technical issues

· Can give the quality process some visibility within the practice

· Creates “champions” from a patient perspective for general issues affecting the practice

· Can provide a good environment to deal with concerns, potential new ideas or practice innovations 
	· Can become time consuming for both GP/staff and patients

· Could be dismissed as “tokenistic”

· Needs patients confident enough with group/committee environment to contribute fully (dangers of intimidation and lack of familiarity)

· Could cause problems in terms of selecting participants, ensuring appropriate turnover, establishing terms of reference etc

· Danger of becoming a soapbox for a few unrepresentative patients with “axes to grind”
	· Needs full and consistent support of the GP/s and practice staff

· Can become a way of masking real consumer feedback (perception that if it isn’t coming through he committee it isn’t happening)

· Can create barriers between GP/practice and the full range of patients

· Dangers in terms of impacting on the core relationship in the practice and the distribution of power and influence



	Suggestion schemes
	· Relatively cheap and easy to establish and administer

· Can ensure confidentiality and anonymity

· Allows people to contribute their ideas in a way that doesn’t require responding to questionnaires or attending a meeting

· Can be adapted or tailored to focus on general practice issues and of “brainstorming” other ideas or concerns
	· Dangers of using the submissions as representative 

· Concerns about confidentiality (especially in a small practice)

· Need guidelines about how the material in the box will be handled, analysed and stored

· Not going to be used by people with poor literacy
	· Probably the least intrusive and least expensive technique

· Again could be seen to be tokenistic

· The least proactive approach – nothing happens in terms of feedback unless patient takes initiative and offer their views
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