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Abstract 

Objective 

To explore perceptions of clinical consultations and how they relate to questionnaire-

based patient feedback. 

Methods 

Telephone interviews with 35 junior doctors and 40 general practice patients who had 

used the Doctor’s Interpersonal Skills Questionnaire (DISQ). 

Results 

Doctors and patients had similar views of ‘good consultations’ as relying on doctors’ 

listening and explaining skills. Preferences for a consultation style focused on an 

outcome or on the doctor-patient relationship may be independent of informational 

and/or affective consultation content, Respondents felt the important consultation 

elements were similar in different contexts, and so DISQ feedback would be useful in 

different settings. Benefits of feedback were identified in the form of patient 

empowerment and doctors’ learning. Risks were identified in the inappropriate use of 

feedback, both inadvertent and deliberate. 

Conclusion 

The style and content of consultations may be considered as separate dimensions, an 

approach that may help doctors adapt their communication appropriately to different 

consultations. Patient feedback focused on communication skills is appropriate, but 

there are potential risks. 

Practice Implications 

Doctors should consider the transactional or relational preference of a patient in 

approaching a consultation. Patient feedback can deliver benefits to doctors and 

patients, but risks must be acknowledged and mitigated against.
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Does questionnaire-based patient feedback reflect the important qualities of 

clinical consultations? Context, benefits and risks 

1 Introduction 

Patients’ views are increasingly important for doctors’ clinical practice and professional 

development. Reviews show the area is of international interest [1,2,3], although much 

of the research base stems from the UK, where public and patient involvement is 

encouraged in areas as diverse as healthcare policy [4], resource allocation [5,6], care 

planning [7] and revalidation [8

Patient involvement takes different forms, but frequently involves gaining feedback 

through questionnaires [

]. 

9,10,11]. Some of these evaluate a practice or service as a 

whole [12,13,14,15], while others focus on individual doctors [16,17,18,19,20,21]. The 

latter tend to address communication between doctor and patient, as communication is 

a key element of the clinical consultation [22,23,24,25]. Communication shapes the 

affective context of a consultation, the information exchange within it, and the power 

relationship between doctor and patient [26,27,28,29]. Modern medical education 

reflects this, placing great importance on patient-centred communication skills 

[30,31,32,33

Questionnaire-based patient feedback has been found to improve interpersonal skills 

[

]. 

34, 35, 36, 37], although the most useful feedback may be limited to that from difficult 

cases [38]. Improvements in performance may need a concerted effort on the part of 

the recipient [39, 40], and may vary with context [41

It is important that a tool measures the important elements of a consultation, which 

means having a good understanding of what those elements are, from the points of 

view of patient and doctor. Importantly, patients have been found to vary in their 

preference for communication behaviour, some preferring to be more involved than 

others [

]. 

42,43,44,45,46,47,48], and so they may value different behaviours and 

qualities. It is also known that communication varies with elements such as the clinical 

context [49,50,51] and qualities of the patient and doctor such as age and gender 
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[52,53,54,55], and clinical condition [56

While studies have reported the reliability and construct validity of feedback tools 

[

]. Patient feedback systems must be robust to 

different consultations associated with these variables. 

57,58,59,60,61,62

1.1 The current study 

], little is known about the attitudes of doctors and patients towards 

patient feedback. These attitudes are important because perceptions of validity in 

practice are essential for the effectiveness of patient feedback processes. The 

perceived benefits and risks of patient feedback will be important in the acceptance of 

such processes by doctors and patients. 

This paper reports on data collected as part of a wider project that also looked at the 

feasibility and logistics of implementing patient feedback for trainees in different 

settings [63], and at possible influences on feedback scores. The qualitative 

component reported here focused on perceptions of the doctor-patient relationship and 

patient feedback using the Doctors’ Interpersonal Skills Questionnaire (DISQ) 

[64,65,66

Box 1. Areas covered by the 12 items of the Doctor’s Interpersonal Skills Questionnaire 
(DISQ). Questions are answered on a five point scale with anchors ‘Poor’, ‘Fair’, ‘Good’, 
‘Very good’ and ‘Excellent’. Items marked * are global. 

]. This asks patients to rate the consultation on twelve items: two global, and 

ten asking about specific communication elements of the consultation (see Box 1). 

 
 

1. Satisfaction with visit * 
2. Warmth of greeting  
3. Listening skills  
4. Explanation skills  
5. Reassurance  
6. Confidence in ability  
7. Able to express concerns and fears  
8. Time in consultation  
9. Respect shown 
10. Patient’s personal context  
11. Patient as a person  
12. Recommend doctor to a friend * 

 

The DISQ is owned and operated by CFEP UK Surveys. 

The study involved UK doctors in their first two post-qualification years (the Foundation 

Programme). Figure 1 illustrates the UK medical training path. 



Figure 1. UK medical education pathway 
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Undergraduate medical 
degree (Graduate entry, 
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in different specialties) 
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Placement 1 

Foundation Year 2 (three four-month placements 
in different specialties) 
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Placement 1 Placement 2 Placement 3 
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1.1.1 Aims and objectives 

The study aimed to explore doctors’ and patients’ perceptions of a good consultation, 

and consequently the validity, benefits and risks of patient feedback for the doctor-

patient relationship. 

2 Methods 

2.1 Participants and recruitment 

Foundation Year 1 doctors (F1s) in acute hospital placements and Foundation Year 2 

doctors (F2s) in general practice placements were invited by letter to take part in the 

study (to receive patient feedback and/or provide a telephone interview). Trainees were 

reassured that participation was voluntary, and that feedback was for their own 

formative use only. 

Thirty-five doctors were interviewed in total (13 male, 22 female). Twenty-nine were 

F2s, interviewed after completing a four-month placement in general practice (GP) 

during which they had collected patient feedback using the DISQ (receiving feedback 

at the beginning and end of the placement, with some taking part in a communication 

skills workshop part-way through). The remaining six were F1s who had attempted 

feedback collection in acute placements (not all were successful due to logistical 

problems [67

Patients were recruited during the F2s’ general practice placements (none were 

recruited in acute settings). They were offered a questionnaire by receptionists, with an 

information sheet explaining the research and a consent form inviting them to take part 

in a telephone interview. It was made clear that the research was voluntary, and that all 

data would be anonymous. For patients under 16, the DISQ and consent form were to 

be completed by a parent or other adult. 

]). 

Forty patients (20 male, 20 female) were selected from over 200 consent forms 

returned. Selection was at random, with substitution ensuring representation of all age 

groups. Selection was stratified on age and gender as the available variables which 

have been found to influence communication. 
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Completed DISQs were returned to CFEP UK Surveys. If at least 10 questionnaires 

were returned, a report was sent to the trainee’s supervisor, in order to deliver 

feedback in a supportive context. 

2.2 Interviews  

Interview questions were developed from the project's research questions and 

literature review. Initial drafts were reviewed by the authors and refined following 

piloting with the first few respondents. Telephone interviews were used for logistical 

reasons – participants were spread across a large geographical area. 

Box 2 gives the main questions, and ancillary prompts for F2 and patient interviews. 

The interviews were semi-structured, meaning the sequence and focus of questions 

could adapt to responses. Most questions were open ended, although some more 

focused questions were added to follow up issues raised in earlier interviews (e.g. 

whether a feedback questionnaire should include clinical questions). 
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Box 2. Example of interview schedules, including preamble. Structure and wording were 
used as a guide only. 

 

The interview is about how you feel about receiving 
feedback from patients. I will not be asking about specific 
consultations, or asking any personal questions, but in any 
case everything you say will be strictly confidential. You do 
not have to answer any questions you don’t want to. 

Interview schedule for F2s who have been in GP 
placements * 

 
Do you agree to the interview being recorded, just to make 
sure I can be more accurate when I’m analysing the 
interviews? Everything you say will be strictly confidential 
 
1. Do you think patient feedback is a positive thing? 

• Why is that/why not? 
• What use do you think patient feedback is? 

- for you and for patients 
 

2. What concerns might you have about receiving patient 
feedback? 
 

3. What sort of patient feedback would you like to receive 
– in what areas of practice? 
• Were there any questions that should have been 

on the questionnaire that weren’t – anything 
missing? 

• The questionnaire is focused on communication 
skills, do you think patients could also give 
feedback on clinical aspects of the consultation 
(whether they have been examined, given a 
prescription etc)? 

 
4. Were you aware of which patients had received a 

questionnaire? 
• Did it affect the way you interacted with patients if 

you knew they were giving feedback afterwards? 
 
5. What sort of communications skills training have you 

had before? 
• Have you had any formal patient feedback before 

(e.g. as an undergraduate)? 
 
6. How did it feel to receive patient feedback? 

• Were you surprised by any of the feedback? 
 
7. Will you or have you responded the feedback (e.g. 

changed any behaviour)? 
• Did the feedback identify specific goals? 
• If you attended the workshop, how useful was it? 
• How useful was the way in which your supervisor 

delivered your feedback? 
• What do you think your supervisor thinks about 

patient feedback? 
 

8. What do you think constitute ‘good communication 
skills’ in GP and does that differ from hospitals? 
 

9. If patient feedback becomes commonplace, do you 
think it will affect the doctor-patient relationship (they 
way they regard each other)? 
• what are the important qualities or elements of that 

relationship 

The interview is about how you feel about giving feedback to your 
doctor. I won’t be asking anything about why you went to see your 
doctor, or about your doctor personally. You do not have to answer 
any questions you don’t want to. 

GP patient interview 

 
Do you agree to the interview being recorded, just to make sure I can 
be more accurate when I’m analysing the interviews? Everything you 
say will be strictly confidential 
 
1. You will have been given a questionnaire by a receptionist, did 

you complete it? 
• Why did/didn’t you? 

 
2. Do you think it is a good idea for patients to give feedback to 

their doctor? 
• Why/why not? 
• Do you think it would be useful for the doctor? 
• Do you expect your doctor to change in response to 

feedback from patients? 
• Is it useful for you as a patient? 

 
3. Did you have any concerns about giving feedback? 

• Are there any occasions you wouldn’t give feedback? 
• Would you give feedback again? 

 
4. Have you ever been asked to give feedback about a doctor 

before? 
• When 
• Was it the same questionnaire or a different one 

 
5. Have you ever told your doctor if you were unsatisfied with him 

or her, or with a consultation? (you don’t have to give details) 
• Would the questionnaire have allowed you to do so? 

 
6. What sort of thing would you like to give feedback on? 

• What things are important to you when you see a doctor? 
• Were there any questions that should have been on the 

questionnaire that weren’t – anything missing? 
• The questionnaire is focused on communication skills, do 

you think patients could also give feedback on clinical 
aspects of the consultation (whether they have been 
examined, given a prescription etc)? 
 

7. Was the questionnaire easy to complete? 
• Was it clear to you what you were being asked on the 

questionnaire? 
 
8. Did you think about what would happen to the feedback? 

• Did you feel anonymous 
 
9. How well do you know your regular doctor? 

• Do you visit him or her often? 
• Would you feel differently completing a questionnaire for 

your regular GP? 
 
10. If questionnaires like this become commonplace, do you think 

giving feedback will change the doctor/patient relationship in 
general? 
• what are the important qualities or elements of that 

relationship 
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* The interview for F1s who had been in acute placements was similar, but omitted questions on receiving 
feedback and on the workshop, while question 8 referred to ‘communication skills in different placements’. 

All interviews with doctors, and most of those with patients, were carried out by the first 

author. The remainder were carried out by an experienced qualitative researcher 

subcontracted to carry out those interviews. Interviews with doctors were generally 

longer (35-50 minutes) than those with patients (15-30 minutes). 

Interviews were tape-recorded with participants’ consent, and transcribed ‘semi 

verbatim’, that is excluding some paralinguistic elements. This level of transcription was 

appropriate for the planned analysis. 

2.3 Analysis 

The transcripts were analysed using a framework approach [68]. Following initial 

familiarisation and identification of themes by the first author, all transcripts were coded 

using NVivo 7 [69

3 Results 

].Broad codes were used to avoid imposing too fine-grain a 

framework in the early stages of analysis. This stage of analysis allowed relevant 

comments throughout the interview to be aggregated. Coding was checked and 

confirmed by CK and GM who second-coded a sample of transcripts. Analytical themes 

were then developed in discussion and through the drafting and revision of the results 

section. 

Figure 2 illustrates how the initial descriptive codes mapped to the final thematic 

analysis. The inclusion of a theme does not indicate that it was universal, but does 

indicate a substantial presence in the data. Themes are complex, and counter-

examples are included where found. 
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Figure 2. Themes identified by framework analysis, mapped to final analysis 

Initial descriptive coding frame Final analytical themes 
 
Doctor-patient relationship 
 
Good communication skills 
 
 
Appropriate content of feedback 
 
Comparison with hospitals 
 
Reasons for completing feedback 
 
General positive effects 
 
Educational value/examples of change 
 
General concerns 
 
Doctors’ reactions to feedback 
 
References to factors outside consultation 
 
Effect of collection on consultation 
 

 
Qualities of a good consultation 

 
 

Consultation style 
 
 

Trust between doctor and patient 
 

Validity of feedback 
 
 

Benefits of feedback 
 -Empowerment 

 -Education 
 
 

Risks of feedback 
 -misuse 
 -abuse 

 
 

 

Quotes are included with a respondent identifier, whether a doctor was an F1 or F2, 

gender and where available the patients’ age-group (anonymisation meant that this 

was not linked to all transcripts). These are provided for context only: analysis was 

blind to the age and gender of respondents, and no conclusions are drawn with regard 

to these variables. 

The results presented fall into three areas: what constitutes a good consultation, the 

validity of patient feedback, and the benefits and risks of patient feedback. 

3.1 Qualities of a good consultation 

Patients were positive about the consultations they had with the doctors in this study. 

Descriptions of good consultations reflected two elements: one affective, relating to the 

emotional content and context of the consultation, and one informational, relating 

broadly to the clinical content, with the two often inter-related (Box 3). This distinction 

was apparent in the three areas discussed below – communication behaviours, trust, 

and consultation style. 
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Box 3. Elements of a good consultation 

 

Affective and informational content 

That's very important for the doctor to do, kind of, you know when you enter the room 

to be friendly and make you feel relaxed, especially something you don’t particularly 

want to talk about. (patient 35, male) 

I think the best thing in constituting a good consultation…is to make a good rapport 

between the doctor and the patient, and the first question…should be concentrating 

on ice breaking otherwise you can get a bad consultation and it could be sort of 

formal interview and nothing else. (doctor 23, male, F2) 

Listening behaviour 

I think for a start one that listens to you. I think that looks interested in your problems 

and I think just their general demeanour I think that makes you feel better rather than 

talk to somebody where you get the impression that you’re in and they can’t wait to 

get you out again (patient 18, male, 60s) 

Obviously listening is a massive part…sometimes we cut patients short too quick 

because we have time restraints…I think you’d get most of your information if you just 

let a patient talk. (doctor 30, female, F1) 

 

Explaining behaviour 

[A good doctor is] one who takes time with you and explains what’s,  if there’s 

something wrong …they’ll sit there and explain what is wrong with you and everything 

like that. There’s some of them er, you go and see a doctor and they don’t seem 

maybe interested some of them – like to get you in and get you out as quick as 

possible. (patient 14, male, 50s) 

Being able to communicate things back to the patient, so being able to explain things 

in a, in a straightforward easy to understand fashion. (doctor 27, male, F2) 

 

Trust 

I would trust my doctor enough to, you know, to do what is necessary medically and I 

think what worries most people is the approachability of the doctor, you know? 

(patient 27, female) 

[Trust] can be earned by the perception of the doctor listening and taking account of 

the patient's problems and acting quickly to kind of deal with those problems… it's 

obviously done by the good communication skills and things but it's also to do with 

competency of the doctor to actually manage medical problems

 

. (doctor 33, male, F1)  
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3.1.1 Behaviours 

The behaviours associated with a ‘good consultation’ were similar for both patients and 

doctors – mainly the doctors’ ability to listen and to explain. Both listening and 

explaining behaviours fulfilled affective and informational functions, but listening had a 

stronger affective role in setting set the patient at ease. This was particularly true from 

the patients’ point of view. 

‘Explaining’, on the other hand, was more clearly about the transmission of information 

from doctor to patient, ensuring patients understand what they are being told, and what 

is happening in the consultation. Information may have affective consequences, but 

there is a distinction between content which informs the patient and that which only has 

an affective aim (such as ‘sympathy’). 

There were indications that the affective aspect of the interaction was more important 

for patients and the informational more important for the doctors. Both groups saw 

them as related and complementary elements though, with the affective context setting 

the scene for a successful information-based clinical consultation. One doctor even 

indicated that the affective component may be the most important: “you may not even 

treat this patient with the right medication but as long as you speak to them nicely that 

is something reassuring” (doctor 13, male, F2). 

3.1.2 Trust between doctor and patient 

While some respondents described ‘a good consultation’ in behavioural terms, others 

used more abstract terms, particularly referring to trust between patient and doctor. It 

was seen as reciprocal: “They trust that you will do the right thing, and you trust that 

they’re telling you the truth” (doctor 31, male, F1), although most comments referred to 

the patient’s trust in the doctor. 

Trust reflected an expectation, on the part of the patients, that the doctor will “do 

whatever has to be done” (patient 6, male, 50s). However this expectation was often a 

global, affective, judgement, rather than a reasoned (informational) prediction of what 
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the doctor would do. One doctor (doctor 33, male, F1) illustrated the interdependency 

of informational and affective elements, describing trust as the outcome of listening 

providing affective reassurance, and ‘acting’ providing reassurance on clinical 

competence. 

3.1.3 Consultation style 

Interviews revealed that different styles of consultation are identified, specifically 

focused on a particular outcome, or seen as part of an ongoing relationship. We do not 

know how consultations actually differed, but patients’ descriptions of the two indicated 

attention to, and implied preference for, different approaches (Box 4). 
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Box 4. Consultation style 

 

Outcome focus (transactional) 

When I go to the doctors it’s very specific and basically I just want somebody to fix 

the problem…I want a result. (patient 29, male) 

 

Sometimes it’s nice just to go and be told there is nothing wrong with you but just to 

have that, how can I put it, personal interest, sympathy. (patient 30, male) 

Relationship focus (relational) 

if you’ve seen a doctor on a regular basis they know you, they know your case…if 

you go and see a locum…you have to sit and you either have to explain it to 

them…or they’re trying to read through your notes…that has a knock on effect and 

people in the waiting room are getting angry (patient 25, female). 

One who takes time with you… There’s some of them er, you go and see a doctor 

and they don’t seem maybe interested. Some of them – like to get you in and get 

you out as quick as possible. (patient 14, male) 

 

Control 

Well quite often…they ask you what you are there for and nothing more, you know 

they could say ‘is there anything else that you would like to talk about?’, though they 

never do. (patient 9, male, 60s) 

I am awfully conscious that there are other people behind me and you have a small 

allotted time…it is really up to the doctor to try and execute as much as [they can] in 

that timeframe. (patient 1, male, 50s) 

 

Patient-centredness 

it’s not just the doctor telling the patient what to do, it’s getting their ideas, getting 

them involved with the process, making them feel that they’re... don’t know, really, 

making it more patient centred rather than doctors telling patients what to do (doctor 

25, female, F2) 

I gave him direct to what was wrong, he was coming out with ‘well have you got this 

you know, have you got this pain have you got that pain?’, and I’m going no…when 

I walked out I did feel a bit sort of dejected in once sense … he was good he went 

through everything but it took such a long time to go through it all (patient 13, male, 

50s) 
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Patients who noted an outcome focus were not solely thinking in clinical terms. While 

some are specifically ’wanting a solution’, ‘sympathy’ is described as a specific 

outcome by one patient. Outcomes may therefore be informational, or affective. 

Consultations focused on the broader relationship were more often described in purely 

affective terms. The focus is on the doctor ‘knowing’ the patient, but that knowing is at 

‘a personal level’ rather than about their clinical situation. However, one patient (patient 

25 in Box 6), did indicate that a consequence of knowing the patient was ‘knowing your 

case’, indicating an informational element. 

The importance of the relationship is stressed in one patient’s comment about her 

doctor’s retirement: “He’s been a family doctor right through for me…I felt as if I could 

say anything to him, then all of a sudden he’s retiring and I just felt let down” (patient 

15, female, 50s). 

Where patients indicated a preference about the conduct of the consultation, they felt 

that it was the doctor’s responsibility to control it. However this was not expressed in a 

passive or deferential way, but rather as an active expectation of the doctor’s 

responsibility: patients simply saw it as the doctor’s job to take control. 

In contrast to patients, doctors tended to describe more holistic consultations, perhaps 

reflecting their training in patient-centred care. However, one patient expressed 

frustration with their doctor’s patient-centred approach: “it took such a long time to go 

through it all” (patient 13, male, 50s). 

3.2 Validity of feedback 

Interviews identified perceptions of different elements of the DISQ’s validity (Box 5). 

Both doctors and patients felt that the content of the DISQ was relevant, addressing as 

it does the communication elements important to them. Neither patients nor doctors felt 

gaining feedback on clinical elements would be appropriate, or necessary. 
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Box 5. Validity of feedback 

 
Overall validity 

I’m a junior doctor…I think it’d be more useful to be fed back by my seniors 

because they’ll obviously have a better idea of how I’ve been doing…I think that’s 

more useful than having patient feedback. (doctor 33, male, F1) 

I think the patients probably give you better idea of how you are doing because you 

actually see them for a longer period of time. (doctor 5, female, F2) 

 

Clinical content 

The patient isn’t always in a position to actually assess whether the GP has done 

the right thing or not. (patient 23, female) 

I don’t think clinical questions would be particularly appropriate. Because I 

think…they will all come back down to how a doctor communicates. (doctor 30, 

female, F1) 

 

Clinical context 

In the hospital we tend to tell them what’s wrong with them. In GP...they come to 

the doctor and they express what they think is wrong with them. (doctor 11, female, 

F2)  

I’ve used [skills] dealing with relatives, sometimes they’re impatient and almost 

angry if they’ve been waiting for information, I let them talk, and take it at their own 

pace. It’s very transferable. (doctor 17, female, F2) 

 

 

The validity of feedback was perceived to be high because patients directly experience 

doctors’ practice, and as such have a better viewpoint than colleagues, although one 

doctor did feel that at this stage in their career, feedback from senior doctors was more 

important. 

There were differences in opinion as to whether the skills required were applicable 

across clinical settings, with different contextual pressures, and relationships with 

patients. Patients were felt to be actively involved in general practice, but in hospital 

“silent observers of everything that goes on...a lot of the time the staff forget [that]” 

(doctor 31, male, F1). Doctors felt that the agenda is explicit in a secondary care 
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referral, but must be uncovered in primary care. This implies a different relationship, 

and also a difference in how feedback may be informed. Some differences were also 

identified between particular specialities in secondary care. 

However, despite these differences, the overall feeling was that the skills required for a 

good and effective consultation are the same (and may even generalise to interactions 

with relatives in acute settings). The relevance of the feedback received on the DISQ 

was therefore felt to transfer to different domains. 

3.3 Benefits of patient feedback 

Doctors and patients were generally positive about the use of patient feedback (Box 6). 

Specific ways in which it may be useful were described in terms of increasing patients’ 

empowerment in the relationship, and educational value in improving doctors’ practice. 

Box 6. Benefits of feedback 

 

Empowerment 

It makes the patients slightly more in power of things…you know like they have a 

valid opinion. (patient 5, female, 30s) 

I think patients might feel that they are actually contributing as well to improving 

how we’re taught and trained and I think it’s good for them to feed back …so I think 

it helps both sides. (doctor 31, female, F1) 

 

Educational benefit 

The first round I had quite a clear weakness in setting the agenda at the 

beginning…I concentrated on that particular point. (doctor 12, male, F2) 

In the workshop we had the opportunity to practise, and then to see you know in a 

real situation how we can manage that kind of problem, which I found very, very 

useful. (doctor 6, male, F2) 

 

3.3.1 Empowerment 

Many patients felt that the feedback process gave them a voice they did not otherwise 

have, involving them and validating their opinions. While some felt they would normally 

be comfortable taking a concern directly to a doctor, others felt that routine written 
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feedback would make a practical difference, providing a means of expressing views 

which they may not otherwise have volunteered.  

Doctors recognised affective benefits for themselves, with one comment that “positive 

feedback is rewarding” (doctor 9, female, F2), but often saw benefit in patients’ having 

a means of expressing their opinions. 

3.3.2 Educational impact 

Most doctors’ comments describing potential benefits related to the educational impact 

of feedback. The majority of respondents had received feedback before being 

interviewed, and some were able to talk about specific instances of learning – in 

several cases elements of their communication skills about which they had been 

unsure were confirmed by the feedback. Others had not identified any direct learning 

from the feedback report, but had felt they were reassured that there were no major 

problems. 

Some doctors had attended a communication skills workshop after receiving feedback. 

Many of these were able to identify explicit ways in which working with a simulated 

patient allowed them to make sense of questionnaire feedback and how to respond to 

it. 

Patients also anticipated benefits of doctors’ learning from feedback, although 

educational benefits were felt to be more likely with younger doctors, older ones being 

seen as more resistant, although one doctor’s comment indicated this stereotype may 

not be valid. Several doctors and patients felt that the educational value depended on 

the doctor’s engagement with the feedback. 

3.4 Risks of patient feedback 

No respondents identified any negative consequences of the feedback process 

emerging during the study, although some doctors felt the process was initially 

stressful. However, doctors and patients did identify potential risks – some arising from 

inadvertent misuse, others from deliberate abuse of the system (Box 7) 
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Box 7. Risks of feedback 

 

Misuse 

I would hope that it didn’t get used as a tool for negative feedback, with the system 

that they’re upset with rather than… not a doctor that they’re upset with (doctor 20, 

female, F2) 

I would be very frightened of a time where doctors were so scared of getting 

negative feedback that they were so awfully nice to their patients that clinical took a 

back seat to communication skills. (doctor 18, female, F2) 

 

Abuse 

There are some patients with quite wrong expectations, I mean a patient comes for 

some sort of painkiller which they are not allowed to take…they are left angry and 

so that would be some sort of concern…it could affect their feedback. (doctor 4, 

male, F2) 

If there was going to be a comeback on myself, if it would spoil the relationship 

between patient and doctor…then I might be more reluctant. (patient 7, female, 

30s) 

 

3.4.1 Misuse 

Misuse, defined as the well-intentioned but inappropriate use of a system, was 

identified as a potential risk by both patients and doctors. Doctors identified a risk that 

patients may express frustration about details not directly relevant to a consultation. 

Some patients’ responses to questions about ‘a good consultation’ suggested this 

concern may have some validity. 

Risks of misuse by doctors related more to how they may respond to the feedback 

process as patients become “more demanding” (doctor 26, female F2). Doctors may 

aim too much to give patients what they want, fearing the consequences of negative 

feedback, rather than seeing feedback as a means of improving their practice. 

Some doctors felt they had modified their behaviour in specific consultations because 

they were aware that the DISQ was being distributed. The risk of this was exacerbated 

by some patients entering the consultation room “waving a questionnaire” (doctor 1, 
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male, F2). Doctors noted that some had already begun completing it, raising further 

concerns about validity. 

Another risk identified was that feedback might become over-routinised and so less 

effective, while doctors also felt that patients might be “more motivated” to give 

negative feedback, with those who had positive experiences less likely to complete a 

questionnaire.  

3.4.2 Abuse 

Abuse of the feedback process may be defined as the deliberate use of the tool for 

purposes other than giving honest feedback, or using feedback other than to improve 

performance. Most risks of abuse were identified by doctors, and stemmed from explicit 

differences in the agendas of doctor and patient, and more general personality clashes. 

These risks were identified as hypothetical, but realistic: there was a feeling that some 

patients are essentially dissatisfied, and “like to complain about everything” (doctor 1, 

male, F2), and that “There are always going to be conflicts between what a patient 

wants and what the doctor will offer them” (doctor 27, male, F2). It is not clear whether 

these perceptions come from experience, or indicate a stereotyping of patients 

received from others. 

Patients on the other hand identified a small risk of doctors abusing the system if they 

did not respond well to the feedback. More realistic perhaps was the perceived risk that 

doctors may disregard feedback. 

Doctors also identified a risk that the process may be manipulated by “cherry picking” 

(doctor 34, female, F1) consultations on which to receive feedback. This would mean 

only asking for feedback from those patients with whom they felt they had a positive 

consultation. Processes should avoid this risk, but that cannot be guaranteed. 

Respondents also identified ethical issues in the distribution of questionnaires – feeling 

that patients who may be distressed following a consultation should not then be asked 

to complete a questionnaire. 
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4 Discussion and Conclusion 

4.1 Discussion 

Interviews identified the views and preferences of junior doctors and general practice 

patients concerning the clinical consultation, and the validity and usefulness of the 

Doctor’s Interpersonal Skills Questionnaire (DISQ). 

4.1.1 The doctor-patient relationship 

On a practical level, doctors’ and patients’ had similar views of a good consultation, 

identifying listening and explaining behaviours which have previously been found to be 

important [70,71,72,73]. Agreement on what constitutes a good interaction may be 

positive for patient satisfaction, understanding and adherence [74,75,76], although 

attitudes towards specific behaviours may differ [77], and personality differences may 

confound perceptions of, and preferences for, different behaviours [78,79

Interview questions intended to identify appropriate feedback content also discovered 

interesting views of consultations. Analysis identified two ways in which consultations 

may differ, and for which patients have implicit preferences. Firstly, consultations may 

contain both affective and informational content, linking to a literature describing the 

generation of trust [

]. 

80,81

Drawing on a literature on consumer behaviour [

]. Secondly, the style of the consultation may be focused on a 

single outcome (which importantly may be informational or affective), or on the longer-

term relationship. 

82], the terms ‘transactional’ and 

‘relational’ may be used to describe these styles – transactional focused on a short-

term outcome, relational on the long-term. (These may reflect ‘transactional’ and 

‘interactional’ discourse [83,84

Other approaches in the literature differentiate consultations in similar ways 

[

], but the consumer-based terms are more apt here). 

85,86,87,88]. However, these often conflate content and style. There will be overlap, 

but an important point is that the affective focus indicated by ‘being listened to’ (where 

it is the listening, not the information transferred, which is seen as important) may 

constitute a discrete, transactional interaction in medicine. 
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Previous distinctions may contain value judgments by using constructs such as ‘power’ 

to distinguish between consultations. The preference identified here for doctors to take 

control of a consultation may be styled as ‘passive’ [89] or as a ‘patriarchal’ 

consultation [90] – terms which may have negative connotations for patient and doctor 

respectively. Such preferences were often expressed as an active expectation of the 

doctor’s role – control was not an expected or necessarily welcome component from 

the patient’s point of view. The literature suggests that many patients do not want to 

take control [91,92,93,94,95], but such a doctor-led consultation can be felt to be 

contrary to the principles of patient-centredness [96,97

It may be that a transactional preference – simply wanting a solution or reassurance – 

is more typical of patients who attend their GP infrequently [

]. 

98], in contrast to those 

receiving longer-term care, for whom the relationship is more important [99,100]. The 

clinical consultation has changed over the years [101], and there may be a risk that 

forms seen as ‘out-dated’ are still appropriate for some patients, in some 

circumstances. Some doctors may be more able to respond to patients’ needs than 

others [102], but it is important that all doctors can adapt consultations to patients’ 

preferences [103,104

4.1.2 Benefits and risks of patient feedback 

], and a framework separating style and content may provide a 

useful approach. 

Reassuringly, the DISQ was felt to have appropriate and robust content. Benefits for 

patient empowerment and doctors’ learning were identified, and potential risks from 

inappropriate use. There was general agreement that feedback focusing on 

communication skills, not clinical aspects of the consultation, was appropriate because 

patients do not have the expertise to judge clinical elements [105]. There is evidence in 

the literature that patient feedback can lead to improvements in consultation behaviour 

[106,107,108], and both doctors and patients here were able to give examples of 

potential benefits – empowerment for patients and learning for doctors. 
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These benefits are related – feedback does not directly give patients a voice while in 

the consultation, but relies on the doctor’s engagement with it afterwards. This 

engagement may be helped by training, specifically the opportunity to rehearse 

behaviours. Doctors in this study who attended a communication skills workshop 

reported being able to rehearse specific communication micro-skills in areas identified 

by their DISQ feedback – real-time feedback from a simulated patient gave the 

questionnaire feedback meaning, and vice versa. This may inform the literature 

indicating that communication skills training can improve performance 

[109,110,111,112], but not in every instance [113

Potential risks were identified in the inadvertent misuse and deliberate abuse of 

feedback. Many of these may be reduced by system design, but perceptions of 

consultations may always be biased by factors such as waiting time [

]. The contextualisation and 

application of feedback is important. 

114], and doctor-

patient conflict arising from differing agendas [115

4.1.3 Limitations and further work 

]. These risks may be small, and the 

aggregation of scores should minimise their impact, but risk, and perception of risk, 

should be addressed in any high-stakes implementation. 

The findings presented here, from a geographically limited sample, where most doctors 

had trained at the same medical school, may not generalise across a universal 

population. The proposed model, separating consultation style and content, is based 

on perceptions, and further work looking at how real consultations map to these 

dimensions is necessary. Further work should also consider the role of gender and 

other demographic variables in patient preferences for different consultations. 

4.2 Conclusion 

Doctors’ and patients’ views of what makes a good consultation are broadly similar, 

and consequently of the validity of patient feedback as well as its benefits and risks. 

Listening and explaining skills relate to the affective and informational content of the 

consultation, together developing trust. However, viewing the content (informational 
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and affective) of the consultation separately from the style (transactional or relational) 

may be useful in education and practice, for identifying the appropriate approach for a 

specific consultation. 

4.3 Practice implications 

The findings have two main implications for clinicians, educators and regulators: 

• Doctors and educators should be aware that patients may have preferences for 

a consultation to be transactional or relational, but that either may focus on 

affective or informational content; 

• Patient feedback may benefit patients and doctors, but there are risks, and high 

stakes use of patient feedback should contain checks and balances to mitigate 

against deliberate abuse and inadvertent misuse. 

 

I confirm all patient/personal identifiers have been removed or disguised so the 

patient/person(s) described are not identifiable and cannot be identified through the 

details of the story. 

Ethical approval was obtained from the Cambridgeshire (1) NHS Research Ethics 
Committee.



Revision 230710 

24 

 

References 

1  Castle NG, Brown J, Hepner KA, Hays RD. Review of the literature on survey 
instruments used to collect data on hospital patients’ perceptions of care. Health 
Serve Res 2005;40:1996-2017 

2  Chisholm A, Askham J. What do you think of your doctor? Oxford: Picker Institute 
Europe, 2006 

3  Evans RG, Edwards A, Evans S, Elwyn B, Elwyn G. Assessing the practising 
physician using patient surveys: a systematic review of instruments and feedback 
methods. Fam Pract 2007;24:117-27 

4  Department of Health. Public and patient experience and engagement. London: 
Department of Health, 2009 
http://www.dh.gov.uk/en/Managingyourorganisation/PatientAndPublicinvolvement
/DH_098642 [accessed 11 February 2010] 

5  Roland M. Linking physicians' pay to the quality of care. A major experiment in 
the United Kingdom. N Engl J Med 2004;351:1448-54 

6  Department of Health. NHS Next Stage Review: High Quality Care for All. 
London: Department of Health, 2008, p42 

7  Department of Health. Our health, our care, our say: a new direction for 
community services. London: Department of Health, 2006 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicy
andGuidance/DH_4127453 [accessed 11 February 2010] 

8  Department of Health. Medical Revalidation – Principles and Next Steps: the 
Report of the Chief Medical Officer for England's Working Group. London: 
Department of Health, 2008, p28 

9  Castle NG, Brown J, Hepner KA, Hays RD. [1] 
10  Chisholm A, Askham J. [2] 
11  Evans RG, Edwards A, Evans S, Elwyn B, Elwyn G. [3] 
12  Grogan S, Connor M, Willits D, Norman P. Development of a questionnaire to 

measure patients’ satisfaction with general practitioners’ services. 1995;45:525-9 
13  Ramsay J, Campbell JL, Schroter S, Green J, Roland M. The General Practice 

Assessment Survey (GPAS): tests of data quality and measurement properties. 
Fam Pract 2000;17:372-79 

14  Greco M, Powell R, Sweeney K. The Improving Practice Questionnaire (IPQ): a 
practical tool for general practices seeking patient views. Educ Prim Care 
2003;14:440–8 

15  Mead N, Bower P, Roland, M. The General Practice Assessment Questionnaire 
(GPAQ) – Development and psychometric characteristics. BMC Fam Pract 
2008;9:13 [doi:10.1186/1471-2296-9-13] 

16  Hall W, Violato C, Lewkonia R, Lockyer J, Fidler H, Toews J, Jennett P, Donoff 
M, Moores D. Assessment of physician performance in Alberta: the Physician 
Achievement Review. CMAJ 1999;161:52-7 

17  Campbell JL, Richards SH, Dickens A, Greco M, Narayanan A, Brearley S. 
Assessing the professional performance of UK doctors: an evaluation of the utility 
of the General Medical Council patient and colleague questionnaires. Qual Saf 
Health Care. 2008;17:187-93 

18  Campbell JL, Narayanan A, Burford B, Greco M. Validation of a multi-source 
feedback tool for use in general practice. Educ Prim Care. 2010; 21:165-79 

19  Mercer SW, Hatch DJ, Murray A, Murphy DJ, Eva KW. Capturing patients’ views 
on communication with anaesthetists: The CARE measure. Clinical Governance: 
An International Journal 2008: 13;128-37 



Revision 230710 

25 

 

20  Baker, R. Development of a questionnaire to assess patients’ satisfaction with 
consultations in general practice Br J Gen Pract 1990: 40;487-490 

21  Powell R, Powell H, Baker L, Greco M. Patient partnership in care: A new 
instrument for measuring patient-professional partnership in the treatment of 
long-term conditions. Journal of Management and Marketing in Healthcare 
2009;2:325-42 

22  Franks P, Jerant AF, Fiscella K, Shields CG, Tancredi DJ, Epstein RM. Studying 
physician effects on patient outcomes: Physician interactional style and 
performance on quality of care indicators. Soc Sci Med 2006;62:422-32 

23  Clever SL, Jin L, Levinson W, Meltzer DO. Does doctor-patient communication 
affect patient satisfaction with hospital care? Results of an analysis with a novel 
instrumental variable. Health Serv Res 2008;43:1505-19 

24  Roter D, Hall JA. Doctors Talking with Patients/Patients Talking with Doctors: 
Improving Communication in Medical Visits 2nd Edition. Westport, CT, Praeger 
Publishers Inc, 2006 

25  Ong LML, De Haes JCJM, Hoos AM, Lammes FB. Doctor-patient 
communication: A review of the literature. Soc Sci Med 1995;40:903-18 

26  Holmström I, Röing M. The relationship between patient-centredness and patient 
empowerment: A discussion on concepts. Patient Educ Couns 2009-in press 
[doi: 10.1016/j.pec.2009.08.008] 

27  Fisher S. Doctor-patient communication: a social and micro-political performance. 
Sociol Health Illn 1984;6:1-29 

28  Harris S. Politeness and power: Making and responding to ‘requests’ in 
institutional settings. Text 2003;23:27-52 

29  Mast MS. Dominance and gender in the physician-patient interaction. Journal of 
Men's Health and Gender 2004;1;354-8 

30  Brown J. How clinical communication has become a core part of medical 
education in the UK. Med Educ 2008;42:271-8 

31  Kurtz S, Silverman J, Draper J. Teaching and Learning Communication Skills in 
Medicine. 2nd edition. Abingdon, Oxon, UK: Radcliffe Medical Press Ltd, 2005. 

32  Silverman JD, Kurtz SM, Draper J. Skills for Communicating with Patients. 2nd 
edition. Abingdon, Oxon, UK: Radcliffe Medical Press Ltd, 2005 

33  Razak S, Meterissian S, Morin L, Snell L, Steinert Y, Tabatabai D, MacLellan AM. 
Coming of age as communicators: differences in the implementation of common 
communications skills training in four residency programmes. Med Educ 
2007;41:441-9 

34  Greco M, Browlea A, McGovern J. Impact of patient feedback on the 
interpersonal skills of general practice registrars: results of a longitudinal study. 
Med Educ 2001;35:748-56 

35  Greco M, Carter M, Powell R, Sweeney K, Stead, J. Does a patient survey make 
a difference. Educ Prim Care 2004;15:183-9 

36  Reinders ME, Blankenstein AH, van der Horst HE, Knol DL, Schoonheim PL, van 
Marwijk HWJ. Does patient feedback improve the consultation skills of general 
practice trainees? A controlled trial. Med Educ 2010;44;156-64 

37  Greco M, Browlea A, McGovern J. Impact of patient feedback on the 
interpersonal skills of general practice registrars: results of a longitudinal study. 
Med Educ 2001;35:748-56 

38  Reinders ME, Blankenstein AH, van Marwijk HWJ, Schleypen H, Schoonheim 
PL, Stalman WAB. Development and feasibility of a patient feedback programme 
to improve consultation skills in general practice training. Patient Educ Couns 
2008;72:12-19 



Revision 230710 

26 

 

39  Greco M, Carter M, Powell R, Sweeney K, Stead, J. Does a patient survey make 
a difference. Educ Prim Care 2004;15:183-9 

40  Reinders ME, Blankenstein AH, van der Horst HE, Knol DL, Schoonheim PL, van 
Marwijk HWJ. Does patient feedback improve the consultation skills of general 
practice trainees? A controlled trial. Med Educ 2010;44;156-64 

41  Powell R, Powell H, Greco M. The impact of patient survey feedback in general 
practice: The influence of practice size. Journal of Management and Marketing in 
Healthcare 2008;1:202-13 

42  Auerbach SM. Do patients want control over their own health care? A review of 
measures, findings and research interviews. J Health Psychol 2001;6:191-203 

43  Levinson W, Kao A, Kuby A, Thisted RA. Not all patients want to participate in 
decision making: A national study of public preferences. J Gen Intern Med 
2005;20:531-5 

44  Say R, Murtagh M, Thomson R. Patients’ preference for involvement in medical 
decision making: A narrative review. Patient Educ Couns 2006;60:102-14 

45  Kiesler DJ, Auerbach SM. Optimal matches of patient preferences for 
information, decision-making and interpersonal behavior: Evidence, models and 
interventions. Patient Educ Couns 2006;61:319-41 

46  Little P, Everitt H, Williamson I, Warner G, Moore M, Gould C, Ferrier K, Payne S. 
Preferences of patients for patient centred approach to consultation in primary 
care: observational study. Br Med J 2001;322:468-74 

47  Swenson SL, Buell S, Zettler P, White M, Ruston DC, Lo B. Patient-centred 
communication: Do patients really prefer it? J Gen Intern Med 2004;19:1069-79 

48  Swenson SL, Zettler P, Lo B. ‘She gave it her best shot right away’: Patient 
experiences of biomedical and patient-centred communication. Patient Educ 
Couns 2006;61:200-11 

49  Winefield HR, Murrell TGC, Clifford JV, Farmer EA. The usefulness of 
distinguishing different types of general practice consultation, or are needed skills 
always the same? Fam Pract 1995;12:402-7 

50  Kaplan SH, Gandek B, Greenfield S, Rogers W, Ware JE. Patient and visit 
characteristics related to physicians’ participatory decision-making style: Results 
from the medical outcomes study. Med Care 1995;33:1176-87 

51  Narayanan A, Greco M. What distinguishes general practitioners from 
consultants, according to colleagues. Journal of Management and Marketing in 
Healthcare. 2007;1:80-7 

52  Roter D, Hall JA. Doctors Talking with Patients/Patients Talking with Doctors: 
Improving Communication in Medical Visits 2nd Edition. Westport, CT, Praeger 
Publishers Inc, 2006 [chapters 4, 5, 6] 

53  Krupat E, Rosenkranz SL, Yeager CM, Barnard K, Putnam SM, Inui TS. The 
practice orientations of physicians and patients: the effect of doctor-patient 
congruence on satisfaction. Patient Educ Couns 2000;39:49-59 

54  Bertakis KD, Azari R. Patient gender and physician practice style. J Womens 
Health 2007;16:859-68 

55  Roter DL, Hall JA, Aoki Y. Physician gender effects in medical communication: A 
meta-analytic review. JAMA 2002;288:756-64 

56  Hall JA, Milburn MA, Roter DL, Daltroy LH. Why are sicker patients less satisfied 
with their medical care? Tests of two explanatory models. Health Psychol 
1998;17:70-5 

57  Grogan S, Conner M, Norman P, Willits D, Porter I. Validation of a questionnaire 
measuring patient satisfaction with general practitioner service. Qual Health Care 
2000;9:210-15 



Revision 230710 

27 

 

58  Greco M, Cavanagh M, Brownlea A, McGovern J. The Doctors’ Interpersonal 
Skills Questionnaire (DISQ): a validated instrument for use in GP training. Educ 
Gen Pract. 1998;10:256-64 

59  Campbell JL, Richards SH, Dickens A, Greco M, Narayanan A, Brearley S. [17] 
60  Campbell JL, Narayanan A, Burford B, Greco M. [18] 
61  Mercer SW, Hatch DJ, Murray A, Murphy DJ, Eva KW. Capturing patients’ views 

on communication with anaesthetists: The CARE measure. Clinical Governance: 
An International Journal 2008: 13;128-37 

62  Sinclair AM, Gunendran T, Archer J, Bridgewater B, O’Flynn KJ, Pearce, I Re-
certification for urologists: Is the SHEFFPAT questionnaire valid for assessing 
clinicians’ ‘relationships with patients’? British Journal of Medical and Surgical 
Urology 2009;2;100-4 

63  Burford B, Bedi A, Morrow G, Kergon C, Illing J, Livingston M, Greco M. 
Collecting patient feedback in different clinical settings: Problems and solutions. 
Clin Teach 2009;6:259-64 

64  Greco M, Cavanagh M, Brownlea A, McGovern J. The Doctors’ Interpersonal 
Skills Questionnaire (DISQ): a validated instrument for use in GP training. Educ 
Gen Pract. 1998;10:256-64 

65  Al-Shawi AK, MacEachern AG, Greco MJ. Patient assessment of surgeons’ 
interpersonal skills: a tool for appraisal and revalidation. Clinical Governance: An 
International Journal. 2005: 10;212-216 

66  Campbell JL, Narayanan A, Burford B, Greco M. [18] 
67  Burford B, Bedi A, Morrow G, Kergon C, Illing J, Livingston M, Greco M. [63] 
68  Ritchie J, Spencer L. Qualitative data analysis for applied policy research. In: 

Bryman A, Burgess RG eds. Analysing Qualitative Data. London: Routledge, 
1994;173–94 

69  NVivo qualitative data analysis software; QSR International Pty Ltd, Australia. 
Version 7, 2006 

70  Longo MF, Cohen DR, Hood K, Edwards A, Robling M, Elwyn G, Russell IT. 
Involving patients in primary care consultations: assessing preferences using 
discrete choice experiments. Br J Gen Pract 2006;56:35-42 

71  Mauksch LB, Dugdale DC, Dodson S, Epstein R. Relationship, communication, 
and efficiency in the medical encounter. Arch Intern Med 2008;168:1387-95 

72  Ogden J, Ambrose L, Khadra A, Manthri S, Symons L, Vass A, Williams M. A 
questionnaire study of GPs’ and patients’ beliefs about the different components 
of patient centredness. Patient Educ Couns 2002;47:223-7 

73  Williams S, Weinman J, Dale J. Doctor-patient communication and patient 
satisfaction: a review. Fam Pract 1998;15:480-92 

74  Krupat E, Rosenkranz SL, Yeager CM, Barnard K, Putnam SM, Inui TS. The 
practice orientations of physicians and patients: the effect of doctor-patient 
congruence on satisfaction. Patient Educ Couns 2000;39:49-59 

75  Jahng KH, Martin LR, Golin CE, DiMatteo MR. Preferences for medical 
collaboration: patient-physician congruence and patient outcomes. Patient Educ 
Couns 2005;57:308-14 

76  Hagihara A, Tarumi K. Doctor and patient perceptions of the level of doctor 
explanation and quality of patient-doctor communication. Scand J Caring Sci 
2006;20:143-50 

77  Ogden J, Ambrose L, Khadra A, Manthri S, Symons L, Vass A, Williams M. [73] 
78  Clack GB, Allen J, Cooper D, Head JO. Personality differences between doctors 

and their patients: implications for the teaching of communication skills. Med 
Educ 2004;38:177-86 



Revision 230710 

28 

 

79  Allen J, Brock SA. Health Care Communication Using Personality Type: Patients 
are different! London: Routledge, 2000 

80  McCallister DJ. Affect-based and cognition-based trust as foundations for 
interpersonal co-operation in organisations. Acad Manage J 1995;38:24-59 

81  Chaiken S. Heuristic versus systematic information processing and the use of 
source versus message cues in persuasion. J Pers Soc Psychol 1980;39:752-66 

82  Garbarino E, Johnson MS. The different roles of satisfaction, trust, and 
commitment in customer relationships. J Mark 1999;63:70-87 

83  Warren, M. Features of naturalness in conversation. Amsterdam/Philadelphia: 
John Benjamins Publishing Company 2006 (Chapter 5) 

84  Kasper G. Linguistic Politeness: current research issues. J Pragmat 
1990;14:193-218 

85  Ong LML, De Haes JCJM, Hoos AM, Lammes FB. Doctor-patient 
communication: A review of the literature. Soc Sci Med 1995;40:903-18 

86  Swenson SL, Zettler P, Lo B. ‘She gave it her best shot right away’: Patient 
experiences of biomedical and patient-centred communication. Patient Educ 
Couns 2006;61:200-11 

87  Roter D, Hall JA. Doctors Talking with Patients/Patients Talking with Doctors: 
Improving Communication in Medical Visits 2nd Edition. Westport, CT, Praeger 
Publishers Inc, 2006 [chapter 2] 

88  Brown RF, Butow PN, Henman M, Dunn SM, Boyle F, Tattersall MHN. 
Responding to the active and passive patient: flexibility is the key Health 
Expectations 2002; 5:236-45 

89  Brown RF, Butow PN, Henman M, Dunn SM, Boyle F, Tattersall MHN [88] 
90  Roter D, Hall JA. Doctors Talking with Patients/Patients Talking with Doctors: 

Improving Communication in Medical Visits 2nd Edition. Westport, CT, Praeger 
Publishers Inc, 2006 [chapter 2] 

91  Auerbach SM. [42] 
92  Levinson W, Kao A, Kuby A, Thisted RA. Not all patients want to participate in 

decision making: A national study of public preferences. J Gen Intern Med 
2005;20:531-5 

93  Say R, Murtagh M, Thomson R. Patients’ preference for involvement in medical 
decision making: A narrative review. Patient Educ Couns 2006;60:102-14 

94  Little P, Everitt H, Williamson I, Warner G, Moore M, Gould C, Ferrier K, Payne S. 
Preferences of patients for patient centred approach to consultation in primary 
care: observational study. Br Med J 2001;322:468-74 

95  Swenson SL, Buell S, Zettler P, White M, Ruston DC, Lo B. Patient-centred 
communication: Do patients really prefer it? J Gen Intern Med 2004;19:1069-79 

96  Stewart M, Brown JB, Weston WW, McWhinney IR, McWilliam CL, Freeman TR. 
Patient-Centered Medicine: Transforming the Clinical Method. 2nd edition. 
Thousand Oaks, CA: Sage Publications, 2003. 

97  Mead N, Bower P. Patient-centredness: a conceptual framework and review of 
the empirical literature. Soc Sci Med 2000;51:1087-110 

98  Cox K, Britten N, Hooper R, White P. Patients’ involvement in decisions about 
medicines: GPs’ perceptions of their preferences. Br J Gen Pract 2007;57:777-84 

99  Fallowfield L. Participation of patients in decisions about treatment for cancer 
[editorial]. BMJ 2001;323:1144 

100  Powell R, Powell H, Baker L, Greco M. Patient partnership in care: A new 
instrument for measuring patient-professional partnership in the treatment of 
long-term conditions. Journal of Management and Marketing in Healthcare 
2009;2:325-42 

http://www.ingentaconnect.com/content/bsc/hex�
http://www.ingentaconnect.com/content/bsc/hex�


Revision 230710 

29 

 

101  Kaba R, Sooriakumaran P. The evolution of the doctor-patient relationship. Int J 
Surg 2007;5:57-65 

102  Carlsen B, Aakvik A. Patient involvement in clinical decision making: the effect of 
GP attitude on patient satisfaction. Health Expect 2006;9:148-58 

103  Brown RF, Butow PN, Henman M, Dunn SM, Boyle F, Tattersall MHN [88] 
104  Levinson W, Kao A, Kuby A, Thisted RA. Not all patients want to participate in 

decision making: A national study of public preferences. J Gen Intern Med 
2005;20:531-5 

105  Rao M, Clarke A, Sanderson C, Hammersley R. Patients’ own assessments of 
quality of primary care compared with objective records based measures of 
technical quality of care: cross-sectional study. Br Med J 2006;333:19 [doi: 
10.1136/bmj.38874.499167.7c] 

106  Greco M, Browlea A, McGovern J. Impact of patient feedback on the 
interpersonal skills of general practice registrars: results of a longitudinal study. 
Med Educ 2001;35:748-56 

107  Greco M, Carter M, Powell R, Sweeney K, Stead, J. Does a patient survey make 
a difference. Educ Prim Care 2004;15:183-9 

108  Reinders ME, Blankenstein AH, van der Horst HE, Knol DL, Schoonheim PL, van 
Marwijk HWJ. Does patient feedback improve the consultation skills of general 
practice trainees? A controlled trial. Med Educ 2010;44;156-64 

109  Shilling V, Jenkins V, Fallowfield L. Factors affecting patient and clinician 
satisfaction with the clinical consultation: Can communication skills training for 
clinicians improve satisfaction? Psychooncology 2003;12:599-611 

110  Fallowfield L, Jenkins V, Farewell V, Solis-Trapala I. Enduring impact of 
communication skills training: results of a 12-month follow up. Br J Cancer 
2003;89:1445-9 

111  Noble LM, Kubacki A, Martin J, Lloyd M. The effect of professional skills training 
on patient-centredness and confidence in communicating with patients. Med 
Educ 2007;41:432-40 

112  Heaven C, Clegg J, Maguire P. Transfer of communication skills training from 
workshop to workplace: The impact of clinical supervision. Patient Educ Couns 
2006;60:313-25 

113 Kramer AWM, Düsman H, Tan LHC, Jansen JJM, Grol RPTM, van der Vleuten 
CPM. Acquisition of communication skills in postgraduate training for general 
practice. Med Educ 2004;38:158-67 

114  Shilling V, Jenkins V, Fallowfield L. Factors affecting patient and clinician 
satisfaction with the clinical consultation: Can communication skills training for 
clinicians improve satisfaction? Psychooncology 2003;12:599-611 

115  Shapiro, J, Yu R, MD, and Kemp White M. Conflicting Doctor and Patient 
Agendas: A Case Illustration. J Clin Outcomes Manag 2000;7:41-6 


	Does questionnaire-based patient feedback reflect the important qualities of clinical consultations? Context, benefits and risks
	Abstract
	1 Introduction
	1.1 The current study
	1.1.1 Aims and objectives


	2 Methods
	2.1 Participants and recruitment
	2.2 Interviews 
	2.3 Analysis

	3 Results
	3.1 Qualities of a good consultation

	Box 3. Elements of a good consultation
	Affective and informational content
	Listening behaviour
	Explaining behaviour
	Trust
	3.1.1 Behaviours
	3.1.2 Trust between doctor and patient
	3.1.3 Consultation style

	Outcome focus (transactional)
	Relationship focus (relational)
	Control
	Patient-centredness
	3.2 Validity of feedback

	Overall validity
	Clinical content
	Clinical context
	3.3 Benefits of patient feedback

	Empowerment
	Educational benefit
	3.3.1 Empowerment
	3.3.2 Educational impact
	3.4 Risks of patient feedback

	Misuse
	Abuse
	3.4.1 Misuse
	3.4.2 Abuse

	4 Discussion and Conclusion
	4.1 Discussion
	4.1.1 The doctor-patient relationship
	4.1.2 Benefits and risks of patient feedback
	4.1.3 Limitations and further work

	4.2 Conclusion
	4.3 Practice implications


