
       

1 | Accessible MSF Project, Solent NHS Trust. (Version 6)     

 
 

 

 

 

Obtaining patient feedback for doctors’ 

revalidation using accessible resources 

             
A service evaluation to investigate the development and implementation of 

accessible multi-source feedback resources for doctor’s revalidation within 

Solent NHS Trust 

 

 

 

Dr Clare Mander & Claire Rigby 

(Adult Speech & Language Therapy Service) 

 

Future correspondence: Clare.Mander@solent.nhs.uk 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



       

2 | Accessible MSF Project, Solent NHS Trust. (Version 6)     

 
 

 

Easy Read Summary 

 

 

With support, many patients with communication 

and/or information needs are willing and able to 

give feedback on their doctors. 

 

 

Many patients need both easy resources and 

support to express their views. This is called 

‘accessible information’. 

 

 

Supporting people with communication and/or 

information needs is a skilled task. 

 

 

Greater awareness and training is needed about the 

use of accessible information.  

 

 

When patients give feedback, it is important to tell 

them the outcome of the feedback.  

 

 

 

Services need a better way of finding out and 

recording patients’ information and communication 

needs. 

 

 

Further research is needed to explore the 

effectiveness of feedback for people with 

communication and/or information needs.  
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1.0 Introduction 

Revalidation is now a mandatory component of registration with the General Medical 

Council (GMC). Part of this process requires doctors to collect feedback from a sample of 

their patients and forward these as part of their portfolio of evidence that they continue to 

meet the standards set out in Good Medical Practice (GMC, 2014). These standards state 

that doctors must give patients the information they want or need to know in a way they 

can understand. It also states that doctors should make sure that arrangements are made, 

whenever possible, to meet patients’ language and communication needs (GMC, 2008). 

Within Solent NHS Trust, doctors are tasked with obtaining feedback from 34 patients as 

part of their appraisal. For some doctors, within specific specialities, this target generates 

challenges under the Equality Act (2010). The Equality Act strengthens the requirement to 

eliminate discrimination. It places emphasis on an institution’s responsibility to act 

proactively to create information in formats that make sense and are ‘accessible’. Failure to 

communicate information in a form that is accessible to persons is unlawful and failure to 

provide reasonable accommodation in the form of accessible information can be considered 

discrimination, and is unlawful under equality legislation. 

The GMC commissioned a large-scale study (Campbell et al, 2012) to evaluate multi-source 

feedback (MSF) from patients and colleagues. The study concluded that such feedback was 

beneficial in the assessment of doctors’ performance, but suggested such feedback was best 

used in formative rather than summative ways. Details about the communication and/or 

information needs of the individuals completing the patient questionnaire were not 

reported. In conjunction with the GMC MSF study, a series of sub-studies and sub-analyses 

were conducted to examine specific questions in relation to the implementation of MSF in 

applied settings. Although the findings from these studies have yet to be published in peer-

reviewed academic journals, none of the studies appear to have addressed the needs of 

people with communication and/or information needs. Without further research in this 

area, the ‘voice’ and views of patients with communication and/or information needs 

cannot be taken into account.  

Solent NHS Trust is committed to the involvement of all patients, regardless of their 

communication or information needs. The Trust commissioned a project led by the Adult 

Speech and Language Therapy (SLT) service to look at this in more detail and make 

recommendations regarding future methodologies.  

This report documents the stages involved in the development and implementation of 

accessible multi-source feedback resources (commonly referred to as 360° feedback) within 

the Trust. It presents a discussion and recommendations about the future implications at 

both a local and national level.  

 

2.0 Background 

Solent NHS Trust specialises in providing high quality community and mental health services 

to people living in Portsmouth, Southampton and parts of Hampshire. Services are based in 

over 100 clinical sites and many of these services support patients with a range of 
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information and communication needs e.g. Community Learning Disability, Older Persons 

Mental Health, Neurological Rehabilitation, Community Stroke etc. For many patients who 

access these specialist services, it is not possible to complete the standardised GMC patient 

questionnaire due to a range of communication and/or information difficulties. These 

include poor literacy and comprehension, impaired expressive language and executive 

functioning impacting on their ability to process, retain and act on the information within 

the questionnaire.   

The prevalence of accessible information needs for NHS patients remains unknown as this 

patient information has not been systematically recorded. There are some estimates that 

the support the provision of accessible information (AI) within a community and mental 

health trust. Law et al (2007) conservatively estimated that of 1-2% of the population have 

marked communication needs such that they would find it difficult to communication their 

needs effectively without help.  

In the general population, 21% of adults have recognised literacy difficulties i.e. 

approximately 1 in 5 of the general population has difficulty reading and writing with 

confidence (All-Party Parliamentary Group, 2011).  

In light of these approximations it is evident that conventional forms of communication such 

as speech and written language may not be easily accessible for certain groups of patients. 

Based on Hampshire County Environment Department's Population Forecasts, for the City 

populations alone (i.e. Portsmouth and Southampton) this would equate to approximately 

100,000 people who potentially have an AI need (9,000 people for communication needs 

and 91,000 for literacy needs).       

 

Discourse relating to patient feedback is becoming increasingly common in modern 

healthcare services. According to the Care Quality Commission, patient and public 

involvement (PPI) is fundamental to delivering high quality care and people who access 

healthcare services should “have their views and opinions taken into account in the way the 

service is provided and delivered” (Care Quality Commission, 2010). Yet this culture of 

positioning NHS patients as consumers, with the right to assert their views about the quality 

of the care they receive, remains a challenge for many patient groups. Such individuals are 

often long-term high-users of health and care services and as such their views on 

professionals’ performance are important. They should therefore be supported to engage in 

feeding back on their experiences.  

In order to address the needs and concerns of specific populations when designing or 

improving services, there needs to be active involvement and engagement with them to 

learn from their lived experience and insight. This is equally the case when developing an 

accessible feedback process. What do individuals with learning disabilities or dementia, with 

associated communication and/or information needs, think about giving feedback? These 

individuals are frequently excluded due to the lack of reasonable adjustments to the 

feedback process. All too often, proxies are automatically used and the individuals are not 

enabled or empowered to express their views.  
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3.0 Service Evaluation Method  

3.1 Aims and objectives  

This evaluation was designed to address the questions:   

‘Can patients with communication and/or information give feedback on their doctor 

through the use of accessible information? What is needed to support them?  

These questions were explored by engaging patients in focus group discussions, developing 

a range of accessible multi-source feedback resources based on the standardised GMC 

questionnaire, identifying and training feedback champions in the delivery of these 

resources and reviewing the implementation. Findings from the accessible patient feedback 

process were summarised in key stages to analyse the success and feasibility of future 

patient feedback.  

 

3.2 Design and data collection  

This mixed method evaluation utilised a range of approaches to investigate different aspects 

in the use of accessible multi-source feedback, including the perspective of the patients and 

the person facilitating the feedback. A range of qualitative and quantitative data was 

generated, as illustrated in Figure 1; 

 

 

Figure 1: Stages of the data collection  

Stage 1: PPI focus groups  
on 'feeding back on 

healthcare'' 

Stage 2: Development of 
accessible 360 resources

Stage 3: Development of 
Feedback Champion 

Confidence

Stage 4a: Observation 
of feedback sessions

Stage 4b: Clinicial 
supervision with 

feedback champions

Stage 5: Adaptations 
to the accessible 
feedback process

Stage 4c: Reflections 
from Adult SLT
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3.3 Sampling and recruitment  

Five service users were selected using purposive sampling from caseloads. Doctors were 

selected based on their area of speciality. It was important to recruit doctors whose 

revalidation was due in the following 12 months and where there were anticipated 

difficulties using the standard GMC patient questionnaire due to the AI needs of their 

patients. Two doctors were recruited from the Community Learning Disability (learning 

disability) service and the Older Persons Mental Health (OPMH) services.  

Five feedback champions (FCs) were recruited. Following a training programme aimed at 

developing the FCs confidence in facilitating accessible feedback, patients were approached 

to provide feedback. In total, 20 patients were approached to feedback on their doctor. 11 

were enabled to feedback using the Easy Read version (average time taken 14.7 minutes), 2 

using Talking Mats™ (average time taken 27.5 minutes), 5 were willing but unable engage in 

feeding back due to fatigue and 2 patients declined.   

 

4.0 Service Evaluation Findings  

Stage 1: Patient and Public Involvement (PPI) focus group discussions relating 

to ‘Feeding back on healthcare’  

This evaluation employed a ‘consultative’ model of involvement (Buckland et al, 2007). Two 

PPI focus groups were held in March 2014 during which service-users shared their opinions 

and feelings about the process of giving feedback. This feedback informed the design of the 

service evaluation. The first was attended by three participants with a diagnosis of early-

onset dementia, aged between 60 and 80 years old. The second was attended by two 

participants with learning disabilities, aged between 20 and 40 years old. The groups were 

facilitated by speech and language therapist (SLTs) and audio-recorded with the 

participants’ consent. These discussions provided some marked differences between the 

two groups. Key themes from each group are discussed in terms of psychosocial factors and 

implications for the development of authentic patient feedback processes.  

 

Perspectives from individuals with Learning Disabilities  

Both participants (referred to as L1 and L2) talked about feeling “worried” about giving 

feedback on important services, although other than a reluctance to share personal 

information, they struggled to identify clear reasons for this.  

Talking more specifically about healthcare, L1 explained that even if he had had a very bad 

experience of a service, that he would not give negative feedback directly, “I wouldn’t say 

anything” (Line 21). Both participants reported not wanting to “upset” the person asking for 

feedback in this situation or feeling “probably not confident enough to push yourself to 

say...how you feel” (Line 30). They both felt that they would want to tell someone about a 

negative experience, ideally someone they knew well and trusted, whether it was someone 

from home or a professional such as their community nurse. In contrast, both participants 
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appeared to feel confident in giving positive feedback on services generally, given 

appropriate support.  

L2 recalled having been asked for feedback by the local learning disability service a couple of 

years previously. Although he reported having struggled to complete the questionnaire 

independently “I had to ask the community nurse to help me with it, ‘cos it was 

complicated”, this was something he had felt “confident” in doing. 

 

Perspectives from individuals with Dementia  

Within this group (referred to as D1, D2 and D3), a broader spectrum of feelings and views 

were expressed in relation to the concept of ‘giving feedback’, ranging from a cautious 

confidence in the ability of feedback to influence services, ambivalence about the process, 

through to scepticism. Unlike participants from the learning disability group, whose 

reluctance to be involved in feedback appeared to stem from worry, lack of confidence or 

communication difficulty, there was a sense for participants with dementia of questioning 

the validity of feedback exercises, particularly when conducted by large organisations “I 

don’t think one person’s opinion is gonna change...it’s a waste of time, a waste of paper” 

(D1). The same participant raised concerns that complaints would not be taken seriously or 

that worse still, could provoke negative reprisals (D1).  

When talking more specifically about healthcare, there was some consensus amongst the 

group that patients have a right to give feedback on their services and all three participants 

reported being happy with the idea of giving feedback on their doctor if asked. Although all 

the participants identified concerns they had about their GP service, they did not feel as 

though these opinions had ever been solicited, although their ability to recall personal 

experiences of giving feedback was variable. 

A number of issues were raised around the process of giving feedback on healthcare. 

Participants suggested a cultural issue “the trouble is the British don’t like complaining, do 

they?” (D1). They also identified that people might be more reluctant to give negative 

feedback on NHS healthcare that is free, rather than private healthcare “you would 

complain if you had to pay for your doctors, believe me” (D2).  

D2 highlighted that the current trend for increased patient engagement is a relatively new 

phenomenon “we never used to do this sort of thing; years ago, I mean we just had an 

appointment with a doctor...we didn’t have to write opinions” (D2). Ironically, rather than 

feeling empowered by this shift in NHS attitudes, he appeared to feel burdened by the 

additional stress of being asked for feedback “well, it’s making it more complicated really, 

you’re not concerned about whether it’s good treatment ...” (D2). This might reflect a more 

prevalent belief amongst older people in the medical model of healthcare, that what’s 

important when we go to our GP is to “get some treatment” (D1).  

 

Feedback on the standard GMC Questionnaire 

Although participants from the learning disability group reported having basic literacy skills, 

they both identified difficulties with the language used in the standard GMC questionnaire. 
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Questions were felt to be “too complicated” with a reliance on “professional, medical 

terms”. Neither felt confident in attempting to complete the standard GMC questionnaire 

independently, “I would need to, need an advocate or someone to explain” (L2). They were 

in agreement that they felt “more confident” accessing the Easy Read format, although L2 

reported he would still benefit from some support with understanding.  

In the focus group for people with Dementia, one participant’s visual impairment precluded 

him from being able to comment directly on the questionnaires. Both remaining participants 

suggested they would feel able to complete the standard GMC questionnaire independently 

(neither presented with any significant language impairment). Commenting on the Easy 

Read questionnaire, D2 recognised that the symbols could aid comprehension and felt the 

format was more likely to engage people “this makes you more interested....you’d probably 

be more, more keen on filling it in” (D2).  

 

Friends and Family Test 

In addition to the revalidation questionnaire, participants in the focus group also reviewed 

the “Friends and Family Test” (FFT) which is currently used throughout inpatient and A&E 

services in the NHS and is beginning to be rolled out within community NHS services. This 

test is based around a standardised question, “How likely are you to recommend our service 

to friends and family if they needed similar care or treatment?" with a set of standard 

response ranging from “extremely likely” to “extremely unlikely”. Department of Health 

guidance states that “the same question, question format and response scale” should be 

used to enable comparison nationally (DoH, 2012, p.11). It is acknowledged that 

adjustments may be required to encourage responses from groups that might otherwise not 

take part such as those with learning disabilities or dementia (DoH, 2012, p.18). However, 

no clear guidance is provided about the nature of these adjustments.  

 

Participants from the learning disability focus group were shown two versions of the FFT, 

standard and an adapted Easy Read version. Both participants agreed that the standard 

question was hard to understand and identified particular vocabulary they might struggle 

with (“recommend” and “treatment”). In contrast, when shown the Easy Read version, both 

participants spontaneously gave their response to the question (based on experiences of 

local learning disability services) and reported finding this version easier to understand.  

 

Stage 2: Development of accessible multi-source feedback resources 

It was important for any accessible version of the multi-source feedback to map to the 

standardised GMC questionnaire to enable the revalidation reporting. The standardised 

questionnaire was used as template. Sections of the questionnaire were split and visual 

information was added alongside the text. Symbols from the Widgit symbol software 

(Widgit, 2012) were used given the extensive health related symbol vocabulary available 

and the integrated use of the symbols across various aspects of local public services.  
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It was felt that five potential responses to some of the questions would be too difficult and 

therefore the responses were reduced to three options ‘very good’, ‘ok’ and ‘poor’. Also, 

some of the words within the question were paraphrased to use easier language e.g. ‘polite’ 

was replaced with ‘friendly’ and ‘honest’ was replaced with ‘tells the truth’. (For the final 

version of the Easy Read questionnaire, see Appendix 1). 

Talking Mats™ is a communication approach based on pictorial symbols and is designed to 

facilitate a one-off conversation (Murphy & Cameron, 2002). It provides individuals who 

have communication/cognitive impairments with a clear framework within which to 

structure their thoughts and express their ideas. The nine ‘core performance evaluation 

items’ from the standardised GMC questionnaire were used as the basis for the Talking 

Mat™, ensuring that the key element of the standard questionnaire could still be mapped to 

a centralised system. Complex language and concepts were broken down into their simplest 

components to aid comprehension e.g. ‘explaining your condition and treatment’ became 

‘giving easy information’. (For a worked example of a Talking Mats™ see Appendix 2). 

 

 

Stage 3: Development of Feedback Champion confidence to implement the 

accessible resources 

The Role of the Feedback Champions 

Five Feedback Champions (FCs) from the learning disability and OPMH services attended a 

one-off training session lasting 2½ hours facilitated by SLT (for the training presentation see 

Appendix 3). The training aimed to improve awareness and understanding of AI and develop 

skills and confidence in facilitating accessible patient feedback with someone with a 

communication and/or information support needs. Knowledge and strategies were broken 

down into six key areas:  

1. Awareness and Experience of AI 

2. Setting the Scene  

3. Checking the Environment 

4. Being Responsive  

5. Avoiding Influencing Feedback 

6. Dealing with Communication Breakdown 

A key outcome measure for the training was a questionnaire in which FCs self-rated their 

level of confidence in each of these six key areas (see Appendix 4). This questionnaire was 

completed on three occasions (Q1=pre-training; Q2=post-training; Q3=following feedback). 

From this data, changes in confidence scores were calculated and compared; see below.   

 

Confidence Ratings  

The Total Confidence Score (TCS), i.e. the sum of self-rated confidence levels in each of the 

six skill areas, increased for each FC following training, with an average improvement of 

20%, see Figure 2. 
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Figure 2: Changes in Total Confidence Scores 

 

 

One-way analysis of variance (ANOVA) illustrated that there was a statistically significant 

improvement in confidence between Q1 and Q2 (p = 0.004). However there was no 

statistically significant improvement in confidence between Q2 and Q3 (p = 0.104).  

The mean TCS increased from 69.6 pre-training to 98.5 post-feedback (out of a total score of 

110). For comparison, a small sample of SLTs (not specialist in AI) completed the same 

confidence questionnaire, the mean TCS was 97.8.  

 

The key areas in which confidence levels were on average most improved as a result of 

training were ‘Awareness and Experience of AI’ (key area 1) and ‘Managing Communication 

Breakdown’ (key area 6), see Figure 3. When an individuals’ confidence in a specific area of 

skill did not increase following the training, the FC had already rated it their most confident 

area in the pre-training questionnaire on four out of five occasions (i.e. leaving less room for 

improvement).    
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Figure 3: The Impact of the Training on Confidence in each key area 

 

 

Involvement in actively facilitating feedback had the greatest impact on average confidence 

in ‘Being Responsive’ (key area 4) and ‘Avoiding Influencing Feedback’ (key area 5), see 

Figure 4. Therefore, highlighting the impact of classroom based training versus experiential 

learning in practice with support from an SLT.  

 

Figure 4: The Impact of facilitating feedback on confidence in each key area 

 

 

In terms of overall levels of confidence, the TCS self-rated by FCs mapped well to observed 

levels of overall skill within feedback sessions. However, the confidence questionnaire was 

less successful in capturing data around specific areas of skill. For example, when a 
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particular skill was given a proportionately low or high confidence rating by an individual FC, 

this did not consistently map to levels of competence in these areas identified during 

observations.  

 

Stage 4: Qualitative findings from the implementation phase (observations of 

feedback sessions, clinical supervision with FCs and reflections from SLT) 

Facilitating Feedback 

Participants reported that they were generally satisfied with how the feedback sessions had 

progressed and raised no significant concerns about the overall process. Some participants 

expressed feeling “nervous” about being observed during sessions, although informal 

feedback suggested that having the SLT present was useful, particularly in terms of 

managing communication breakdown.  

A number of FCs commented they would like to have been “more organised” prior to 

facilitating initial feedback sessions, either in terms of gathering more information about the 

patient (for example their level of comprehension), having the equipment/room ready or 

planning in advance how to explain more complex concepts to help manage communication 

breakdown. This led to the development of a Feedback Session Checklist (see Appendix 7). 

One FC from the learning disability service, reported needing between 5-15 minutes ‘lead-

in’ time for each feedback session, in order to build rapport and ensure that the patient felt 

ready to engage in a formal, structured activity.  

FCs from the learning disability service commented that patients who completed feedback 

in their own home seemed “more relaxed” than those who gave feedback within clinical 

settings. However, seeing people at home clearly impacted on the overall time taken to 

complete feedback. FCs also felt that some individuals, who had engaged well in feedback, 

may have declined to be involved at all had they been approached by an unfamiliar health 

professional, rather than a trusted member of the learning disability service. This resonated 

with the discussion within the focus group for people with learning disabilities.  

 

Two participants highlighted that the interaction style required as a FC was quite different 

to that used in their day-to-day work. One participant felt uncomfortable following the 

prescriptive format of the patient questionnaire. She reported being familiar with a less 

structured, more “open” style of questioning, with space to explore any issues raised by a 

patient in full. Another FC experienced difficulty maintaining a ‘neutral’ communication style 

while discussing feedback as it conflicted with the leading comments and questions 

commonly used in her normal work to motivate patients who otherwise might disengage.  

 

Finally, FCs reported that patients generally “enjoyed” taking part in feedback. No evident 

signs of anxiety, distress or anger were observed. Some appeared to particularly value the 

one-to-one attention provided during the sessions. One FC raised a potential concern that 

patients may have felt more inclined to give positive feedback in order to “please” staff in 

response to this level of attention. However, when discussed, all FCs felt that the positive 
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responses given did reflect the patients’ genuine views about their doctor, as expressed on 

previous occasions. In light of this, the enjoyment observed during feedback might simply be 

a positive response to the experience of ‘being heard’. 

 

Stage 5: Adaptations to the accessible feedback process 

Adaptations to Training and Resources 

All the FCs gave positive feedback about the training, reporting that there were “no issues 

with the training at all” and that it “covered everything”. One FC suggested that additional 

opportunities to practice paraphrasing would have been beneficial, but otherwise no 

significant gaps were identified in the material covered.  

 

Feedback on the adapted questionnaires was also generally positive. Although some items 

proved more difficult for some patients to understand on a small number of occasions (i.e. 

‘seeing the doctor for an old problem’, ‘finding out what was wrong’, ‘making information 

easy’, ‘involving you in decisions’ and ‘sorting out treatment’ were highlighted). FCs 

reported managing any communication breakdown that occurred through paraphrasing. 

Some minor adjustments were made to symbols and/or language, in response to feedback, 

to ensure concepts were as accessible as possible. For example ‘being honest’ was adjusted 

to ‘telling the truth’: 

 

 

 

 

Having used the Talking Mat™ resource, one FC suggested that the symbols and language 

used should exactly match that of the Easy Read questionnaire to simplify the process of 

‘mapping’ one to the other. Another FC stressed that it was important to use the Easy Read 

questionnaire in colour, to maximise meaningfulness of the symbols and ensure that it 

appeared engaging as a resource.  

FCs asked some questions about how to capture additional information e.g. if the patient 

had made contradictory comments or if feedback had been given about a whole service, 

rather than the doctor in particular.  

Other specific comments made about the resources related to the fundamental structure of 

the GMC questionnaire on which they were based, rather than any of the adaptations made 

during this study. FCs consistently commented that it was “essential” to have a clear photo 

of the doctor during feedback, not only to initially check recognition but also to bring 

attention back to the topic during the session. 
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Further Development of Training and Resources  

A number of changes and adaptations have been made to the training and resources in 

direct response to the project findings. A checklist has been produced to aid FCs in 

organising the practicalities of each feedback session, something several participants 

reported finding difficult (see Appendix 7). A simple communication screen has also been 

developed (although not yet trialled) to identify whether individuals from the doctor’s 

caseload are appropriate to involve in giving feedback (see Appendix 6). This is based on the 

estimated minimum levels of attention, memory, comprehension and expressive skills 

required to engage in a structured feedback session with support. Guidance on the use of 

these documents has been incorporated into the initial training. Additional opportunities to 

practise paraphrasing have also been included in the training, a skill that a number of 

participants identified as particularly challenging.  

In relation to the accessible resources, the symbols and language used in the Easy Read and 

Talking Mat™ versions of the questionnaire have been adjusted to mirror each other 

exactly, for ease of use and mapping of data. Numbers have also been added to the reverse 

of the Talking Mat™ options cards to ensure core competency questions are presented in 

the standard order.  FCs and patients were generally positive about the layout, language and 

images used in the adapted questionnaires and no consistently problematic vocabulary or 

symbols were identified.  

 

 

5.0 Service Evaluation Discussion 

Overall this service evaluation has highlighted that patients with communication and/or 

information needs can be meaningfully engaged in the multi-source feedback of their 

doctors through the use of accessible resources. The implementation of the accessible 

resources was improved by the training and support offered to the FCs from the Adult SLT 

service. The support these patients received to provide their feedback was a central feature 

of the evaluation and therefore a specific focus of this discussion.  

 

Data from the PPI focus groups highlighted someone of the psychosocial differences for 

people with learning disabilities and those with Dementia.  The importance of patients 

feeling confident and safe to feedback was highlighted in the learning disability focus group. 

Offering support from familiar professionals and providing adapted accessible resources is 

arguably a better starting point than a standard feedback questionnaire being sent in the 

post or handed out at a clinic appointment.  

 

As the demand on patient feedback increases, it is likely that these long-term high users of 

healthcare will be asked for feedback on more than one occasion. Although they may 

initially feel concerned about participating in feedback, with appropriate support they may 

grow in confidence and feel empowered to influence the services they receive.  
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One overriding theme from the OPMH focus group was a sense of ‘not being listened to’ 

and the perceived futility of participating in feedback. Reporting on the outcome in 

response to patient feedback would clearly demonstrate the value of the feedback. Doctors 

could identify and publish one key area in which they are performing well and one key area 

which they are working to improve.   

In future, it would be beneficial to explore how other patient groups potentially 

marginalised by communication and/or information needs feel about participating in 

feedback, for example people with aphasia or those with low levels of literacy. More 

qualitative data on the psychosocial influences in likely to improve understanding about the 

nature of feeding back on healthcare, shape future practice and hopefully highlight 

improvements overtime.  

 

During the service evaluation, a number of adaptations were made to support the accessible 

feedback process, as described in Stage 4. Although based on a small sample, the first round 

of training, aimed at developing the FCs confidence to implement the accessible resources, 

appeared to be effective. As developments have been made to the training, it is hoped that 

effectiveness will be further developed in future rounds of the training. Although confidence 

continued to improve following hands-on experience of implementing the accessible 

feedback, there was not a significant increase in confidence. However, this was only based 

on three FCs scores within a one month period. It would be valuable to revisit confidence 

ratings over a longer period and with a wider number of FCs so the benefit of on-going SLT 

support can be further explored.  

 

There were a number of practical challenges encountered when setting up and carrying out 

the feedback sessions. It proved difficult for the SLT to reliably identify which patients were 

appropriate to be involved based on a brief review of the medical notes. Liaison with the 

multidisciplinary team was a more effective means of gathering such information, but 

required additional time. There was also some variability in the FCs ability to judge whether 

participants were appropriate to be involved and at what level (Easy Read versus Talking 

Mats™) based on available information. This might reflect a tendency to overestimate 

communicative ability, as evident in a study by Bradshaw (2001) that demonstrated that 

staff tended to underestimate their own use of verbal communication and overestimate 

their use of non-verbal communication resulting in average of 45% of the communication 

acts being outside of the reported skills of the individual.  

 

The need for a ’Communication Screen’ to support FCs was identified, (see Appendix 6). It is 

important to note that this communication screen was not trialled within the evaluation. It 

would be interesting for the screen to be piloted by a range of doctors to check for ease of 

completion and value in informing clinical interventions i.e. in relation to capacity decisions 

and adaptation to information in line with the Good Medical Practice (GMC, 2014) guidance. 
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However, the issue of identifying and recording patients communication and/or information 

needs is a Trust wide issue and does not solely relate to doctors.  

 

In order to minimise the effects of potentially impaired recall, the accessible feedback was 

generally completed with patients as soon as possible after their interaction with the 

Doctor. However, working within the prescribed time-frames of the service evaluation, 

frequent practical issues arose. These issues including the timing of staff annual leave and a 

scarcity of appropriate space within clinical areas to ensure privacy. Staff capacity was 

another limiting factor. As well as carrying out the feedback sessions (average time taken 

approximately 20 minutes), FC’s required time to book/set-up rooms, liaise with the MDT 

and maintain flexibility to accommodate the needs of both service-users and medics on the 

day, highlighting the need for additional administrative time.  

 

One FCs reported difficulty maintaining a ‘neutral’ communication style while discussing 

feedback as it conflicted with the leading comments and questions commonly used in her 

normal work to motivate patients who otherwise might disengage. This reflects a dilemma 

at the heart of clinical practice, with health professionals having to negotiate conflicting 

roles i.e. the need to promote health versus the need to facilitate independent decision 

making around a particular health issue (Mander, 2013).  

 

Experiences from this evaluation also suggest it is advantageous for FCs to work within the 

same service as the Doctor collecting feedback. Staff may already have a good rapport with 

the patients involved, potentially enabling them to facilitate more meaningful participation 

in feedback. If based in a ward environment, staff may have opportunities to complete 

feedback sessions on a more ‘ad-hoc’ basis, engaging patients during periods of optimal 

alertness, attention and/or mood. They would also be familiar with ward timetables and 

environments, potentially minimising time lost due to unforeseen practical issues. Despite 

these obvious advantages, the potential pitfalls of a member of an MDT facilitating 

confidential patient feedback about a Doctor on the same team require sensitive 

consideration. The difficulties noted in gathering up-to-date information about 

communication and cognitive function from medical notes might lead us to question 

documentation practices.  

 

These findings have implications for the recruitment of FCs, both in terms of the benefits of 

familiarity with service-users and the need for additional time to be made available, above 

and beyond that taken to complete the questionnaire itself.  

Careful consideration should be given to the selection of FCs. Services may wish to use the 

confidence questionnaire to assist in identifying staff with the prerequisite level of 

confidence and experience in using AI and supporting people with communication and/or 

information needs. The findings from the confidence questionnaire suggest an optimum 

score of approximately 98.  
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If this programme of facilitated feedback was rolled out, the practical issues would need to 

be taken into account when allocating resources. Sufficient staff numbers and time need to 

be made available to complete additional administrative tasks and allow for annual leave. 

Creative solutions could also be considered, for example holding a ‘Feedback Month’ across 

a whole service or using students, trainee medics and/or volunteers to gather patient 

feedback, given appropriate support and training.   

 

It would also be practical for doctors to negotiate what proportion of their patient feedback 

should be in an accessible format. For those doctors working in a specialist service with a 

high prevalence of AI needs at larger ratio of AI feedback should be expected.  

 

 

6.0 Future Recommendations for Accessible Patient Feedback  

Recommendations at a local and national level are presented below in a sequential order. 

 

At a local level: 

 
 

At a national level: 

1. Additional research funds to commission a larger scale study investigating the 

effectiveness of the accessible feedback process. 

2. Findings from research to inform national guidance.  

1
• Accessible information awareness training to be rolled out across the Trust.

2

• Services to collect and record data relating to patients’ communication and 
information needs.

3

• Services that support a high proportion of patients with accessible 
information needs to be identified.

4

• Service with a high need for accessible information to identify accessible 
information champions.

5

• Specialist training to be provided to the accessible information champions to 
include facilitating accessible feedback. 

6

• Individual doctors to agree with their supervisor what proportion of their 
patient feedback should utilise the accessible feedback process
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3. Liaison with Talking Mats™ to explore the possibility of commissioning an electronic 

version of the accessible patient feedback. 

4. Liaison with Widgit Software with regards to the development of more specific 

symbols in relation to feeding back on health professionals.  
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Appendix 1: Easy Read Patient Feedback Questionnaire 
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Appendix 2: Talking Mat™ Patient Feedback Questionnaire  

 

 

 

Appendix 3: Feedback Champion Training (PowerPoint presentation) 

Microsoft PowerPoint 

97-2003 Presentation
 

 

Appendix 4: Feedback Champion Confidence Questionnaire 

Microsoft Word 97 - 

2003 Document
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Appendix 5: Template Easy Read Letter 
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Appendix 6: Communication Screen 
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Appendix 7: Feedback Session Checklist 

Name of Service-User: ……………………………………………………………………... ............. 

Prior to the Feedback Session  

Tick when complete  

 

1. Review case-notes for up-to-date information on communication/  
             cognition   

 

2. Liaise with MDT as required for further informat ion                               
 

3. Complete communication screen                                          
             Is the service-user appropriate to involve in direct feedback: 

             If YES, which level of questionnaire: Standard, Easy Read, Talking Mat 

             If NO, feedback via a proxy will be required 

 

4. Book a room (as required) 
 

5. Contact service-user via phone and/or 
             letter to invite to give feedback  

 

On The Day  

 

6. Set-up the room: 
- ensure privacy 
- minimise distractions 
- consider positioning 

 

7. Gather resources: 
- copy of Easy Read questionnaire (in colour) 
- Talking Mats resources 
- photo of doctor 
- pens and spare plain paper (for additional comments, drawing etc) 

 

8. Check consent – ensure you explain: 
- involvement is voluntary 
- all information is kept confidential 
- doctor does not see the answers  
- involvement does not affect future care 

 

9. Ensure any relevant additional comments made 
             by the service-user are written in the  ‘free text’  

             section (Question 9) 

 

10. If using a Talking Mat, once the service-user h as  
             responded to the 9 ‘core questions’ (u sing the  

             cards provided): 

- take a photo of the Talking Mat (if possible) 

 

 

 

 

 

 

 

Yes/No 
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- use the Talking Mat responses to fill in the tick boxes on the  
             Easy Read questionnaire 

- complete the remainder of the questionnaire with a proxy 
 

After the Feedback Session  

 

11. Liaise with your local Feedback Coordinator to:  
- drop-off the completed questionnaire (ensure it is stored  
      securely) 

- feedback any issues or concerns arising from the session 
 

 

 

 

 


