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Improving Care by Using Patient Feedback
Health and Social Care Services Research
doi: 10.3310/themedreview-04237
Both staff and patients want feedback from patients about the care to be heard and acted upon and the NHS has clear policies to encourage this. Doing this in practice is, however, complex and challenging. This report features nine new research studies about using patient experience data in the NHS.  These show what organisations are doing now and what could be done better.  Evidence ranges from hospital wards to general practice to mental health settings.  There are also insights into new ways of mining and analyzing big data, using online feedback and approaches to involving patients in making sense of feedback and driving improvements.
Large amounts of patient feedback are currently collected in the NHS, particularly data from surveys and the NHS Friends and Family Test. Less attention is paid to other sources of patient feedback. A lot of resource and energy goes in to collecting  feedback data but less into analysing it in ways that can lead to change or into sharing the feedback with staff who see patients on a day to day basis. Patients’ intentions in giving feedback are sometimes misunderstood. Many want to give praise and support staff and to have two way conversations about care, but the focus of healthcare providers can be on complaints and concerns, meaning they unwittingly disregard useful feedback.
There are many different reasons for looking at patient experience feedback data. Data is most often used for performance assessment and benchmarking in line with regulatory body requirements,  making comparisons with other healthcare providers or to assess progress over time. Staff are sometimes unaware of the feedback, or when they are, they struggle to make sense of it in a way that can lead to improvements. They are not always aware of unsolicited feedback, such as that received online and when they are, they are often uncertain how to  respond.
Staff need the time, skills and resources to make changes in practice. In many organisations, feedback about patient experience is managed in different departments from those that lead quality improvement. Whilst most organisations have a standardised method for quality improvement, there is less clarity and consistency in relation to using patient experience data.
Staff act on informal feedback in ways that are not always recognised as improvement. Where change does happen, it tends to be on transactional tasks rather than relationships and the way patients feel.
The research featured in this review shows that these challenges can be overcome and provides recommendations and links to practical resources for services and staff.
What can healthcare providers change as a result of these findings?
Organisations should embrace all forms of feedback (including complaints and unsolicited feedback) as an opportunity to review and improve care. While the monitoring of performance and compliance needs to conform to measures of reliability and validity, not all patient experience data needs to be numerical and representative – there can still be value in qualitative and unrepresentative intelligence to provide rich insights on specific issues and to highlight opportunities for improvement. Organisations sometimes try to triangulate different types of information into a single view, but it is important to respect different sources - sometimes the outliers are more useful data than the average. Organisations should also learn from positive as well as negative feedback.
Organisations should collect, collate and analyse feedback in ways that remain recognisable to the people who provide it whilst offering staff actionable findings. In  many areas, including general practice, one of the major blocks to getting to grips with feedback is not having dedicated staff time allotted to it. Where there are dedicated staff leading patient experience, specialist training is likely to be needed, particularly in relation to improvement science. They also need to understand the strengths and weaknesses of different sources of feedback and be given the resources to use a broad range of collection systems.
The UK has led the world in the use of patient surveys, but staff are not always aware of them. Other forms of feedback including both structured and unstructured online feedback are emerging faster than the NHS’s ability to respond. Staff want to engage but need more understanding of, and confidence in, the use of different methods. As well as improving the transactional aspects of care (things like appointments and waiting times), organisations need to consider how data on relational experience (how the staff made them feel) is presented to staff. Summaries and infographics, together with patient stories, can motivate staff who interact with patients directly to explore aspects of the feedback about how staff made them feel. Patient experience data should be presented alongside safety and clinical effectiveness data and the associations between them made explicit.
Leaders need to ensure that staff have the authority and resources, together with the confidence and skill, to act on both formal and informal feedback. They may also need expert facilitation to help them decide what action to take in response to feedback and to integrate this with patient safety and effectiveness programmes. Engaging staff and patients in co design to analyse feedback is likely to result in sustainable improvements at a local level. A number of the featured studies have produced and tested toolkits that can assist with this. These  can be found in the body of the review and in the study summaries.
The area of online feedback is a growing field, but staff are often uneasy and many organisations do not have systems and processes for responding to it. Organisations need to think about how they respond to unsolicited feedback, including complaints.
Looking to the future
Our review of the evidence on the use and usefulness of patient experience feedback shows that whilst there is a growing interest in using feedback for both accountability and service improvement, there are gaps in healthcare providers’ capacity to analyse and use it. These studies have added to our understanding of what helps and hinders staff and services to use patient experience feedback to drive improvement.  But there are still areas where we do not know enough.
Further research is needed to determine methods of easily capturing patient experience that can meet multiple purposes, including performance monitoring and system redesign, and how to present this to staff in an easy to use way.
Understanding the patient experience is part of the wider evaluation of healthcare services and research is needed to consider how to integrate it with clinical outcomes and safety evaluations and with the ‘soft intelligence’ that staff and patients have about delivering and receiving care.
Research examining the ways in which patient safety, patient experience and clinical outcomes data overlap and interact in the everyday practices of hospital work (e.g. care on the wards, meetings, reports, etc.) would provide useful insights to inform improvement. More research is needed on how organisations and teams use different types of patient experience data for improving services and what support they need to do this well. Including how best to present the data to staff
Observational studies are needed that take a longitudinal perspective to understand how staff and organisations deal with patient feedback over time. These should consider comments on acute care as well as from people with chronic conditions. As we move into an era where services become more integrated it will become essential to view feedback across organisational boundaries.
Why we wrote this review
Research into patient experience feedback is relatively recent, gathering pace in the 1990s. Research into how healthcare providers then use this data to improve services is at an early stage. We wrote this review to bring together emergent themes and to provide practitioners, policy makers and the public with an overview of the findings of current NIHR funded research and to influence debate, policy and practice on the use of patient experience data.
Introduction to patient experience feedback
Healthcare is increasingly understood as an experience as well as an outcome. In addition, in a publicly funded service, patient experience feedback is a form of holding those services to account. The NHS Constitution for England enshrines the focus of patients’ experience in principle 4, which states that:
The patient will be at the heart of everything the NHS does. It should support individuals to promote and manage their own health. NHS services must reflect, and should be coordinated around and tailored to, the needs and preferences of patients, their families and their carers .
Evidence shows that patient experience feedback can shape services to better meet patient needs. We also know that better patient experience is associated with the efficient use of services. It results in the patient being better able to use the clinical advice given, and to use primary care more effectively. It has also been shown to affect hospital length of stay (Doyle et al 2013).
Good patient experience is therefore seen as a central outcome for the NHS, alongside clinical effectiveness and safety; however, people have different ideas about what constitutes patient experience and feedback is collected in different ways. Patients and healthcare providers do not come to this on an equal footing and the power to determine the question, the nature of the feedback, the interpretation and action remains largely with the professionals. The public inquiry into Mid Staffordshire NHS Foundation Trust showed that healthcare providers have some way to go in ensuring that patient experience becomes central to care management.
What feedback does the NHS collect?
Learning from what patients think about the care they have received is widely accepted as a key to improving healthcare services. However, collecting actionable data across the breadth of patient experience and making change based on it remains a challenge.
The NHS excels in collecting certain kinds of patient experience data, with the national in-patient survey in England being one of the first of its kind in the world when introduced in 2001. The Friends and Family Test (FFT) is a further mandatory method of data collection used in the NHS in England (see box X). Scotland introduced a national survey in 2010, Wales in 2013 and Northern Ireland in 2014. Robert and Cornwell (2013) reported that the first similar international public reporting was in 2008 in the USA.  Australia, Canada, New Zealand and most European countries have not developed measures of patients’ experience at national level. It is less clear how the national survey has triggered improvement.
Feedback is also collected through complaint systems but Liu et al (2019) found that an emphasis on ‘putting out fires’ may detract from using the feedback within them to improve care for future patients.
Other types of feedback are collected in the NHS in more ad hoc ways, including online feedback such as Care Opinion and the former website, NHS Choices. It is also collected through local unit level surveys, patient forums, informal feedback to Patient Advice and Liaison Services, and quality improvement projects. Data is collected in a variety of ways with local organisations using different methods, from feedback kiosks to narratives and patient stories.
There has been widespread acceptance that good patient experience is an important outcome of care in its own right… patient experience is a domain of quality that is distinct from, but complementary to, the quality of clinical care. Although an increasing number of surveys have been developed to measure patient experience, there has been equally widespread acceptance that these measures have not been very effective at actually improving care. Study H 
Research featured in this review
What do we mean by patient experience data.
We define patient experience data in this review as what individuals say about the care they have received.  This is different from patients evaluating their care and treatment, such as through patient reported outcome data. Patient experience is wider than the data collected about it and this review focuses on documented forms of experience feedback, including unsolicited feedback. We acknowledge that this does not fully represent patient experience nor all the ways it is provided or the ways in which it influences change.
Studies we have included
This review focuses on research funded by the National Institute for Health Research (NIHR), which has made a substantial investment in new research in this area. In 2014 the NIHR called for research on the use and usefulness of patient experience data. Eight large, multi-method bids were successful, seven of which have been published in 2019 or will be published early in 2020. Prior to this, two other large studies looking at patient experience data were funded. Together these studies cover a range of care settings including general practice and mental health, although most are set in acute hospitals These nine studies form the core of this themed review. We do not consider them individually in the main text but use them to illustrate our main themes and we refer to them as studies A-I (listed below). For more details about how they were undertaken and some of their key findings, please see the study summaries and references to full text reports.
The featured studies found some remarkably consistent themes. While we have used particular studies to illustrate each theme, this does not mean other studies didn’t find similar things.
In addition to the main nine studies, we also mention some other important evidence funded by NIHR and some research funded by other bodies, to add context and supporting information, and these are referenced in.
Featured studies in this review
A -  Sheard, L.   Using patient experience data to develop a patient experience toolkit to improve hospital care: a mixed-methods study (published October 2019 ) B -   Weich, S. Evaluating the Use of Patient Experience Data to Improve the Quality of Inpatient Mental Health Care (estimated publication March 2020) C -   Donetto, S. Organisational strategies and practices to improve care using patient experience data in acute NHS hospital trusts: an ethnographic study (published October 2019) D -   Locock, L. Understanding how frontline staff use patient experience data for service improvement – an exploratory case study evaluation (published June2019) E -   Powell, J. Using online patient feedback to improve NHS services: the INQUIRE multimethod study (published October 2019) F -   Sanders, M.  Enhancing the credibility, usefulness and relevance of patient experience data in services for people with long-term physical and mental health conditions using digital data capture and improved analysis of narrative data (estimated publication January 2020) G -  Rivas, C.   PRESENT: Patient Reported Experience Survey Engineering of Natural Text: developing practical automated analysis and dashboard representations of cancer survey free text answers (published July 2019) H -   Burt, J. Improving patient experience in primary care: a multimethod programme of research on the measurement and improvement of patient experience (published May 2017) I -  Graham, C. An evaluation of a near real-time survey for improving patients’ experiences of the relational aspects of care: a mixed-methods evaluation (published March 2018) A summary of these studies is included in the Summaries Studies section at the end of this review.
This review seeks to explore the complexity and ambiguities around understanding and learning from patient experience. We also offer some solutions and recommendations. We hope that by shining a light on the tensions and assumptions uncovered in the featured studies, the review will help to start  conversations between different parts of the system and with users of healthcare services. We anticipate that the audience will be broad, including policy makers, healthcare provider boards (including Non-Executive directors and governors), clinical staff as well as service users and the public at large.
A few words on research methods
Patient experience is highly personal and not all aspects of experience lend themselves to quantitative measurement. This makes research into patient experience complex.
The most common methods in this review were surveys, case studies, action research and improvement science approaches. Our featured studies contain a mixture of these methods, and each method has to be judged separately on its own merits rather than applying a universal set of criteria to all.
	Surveys obtain structured information although they can provide opportunity for free text comments
	Case studies provide rich contextual data that can enable deeper understanding of how things work. They rely on multiple sources of evidence and often use mixed methods.  This might include routine data collected from local sites combined with observation methods – researchers spending time shadowing staff and services – and interviews or focus groups around practices, process and relationships.
	Action research involves researchers working alongside staff and patients to plan and study change as it happens. The researcher is involved in constant assessment and redesign of a process as it moves toward a desired outcome.
	Improvement science approaches explore how successful strategies to improve healthcare service are, and why.

Structure of this review
In this review, we ask three key questions about collecting and using patient experience feedback; why, what and how?  before considering how healthcare service providers make sense of and act on the feedback. We then reflect on the gaps in our knowledge and offer some immediate and longer term recommendations.
Why should people share their experience?
Different approaches to collecting patient experience feedback to some extent reflect underlying assumptions about why we might be interested in it and therefore how we respond to it. For some healthcare staff and policy makers, feedback helps to assess service performance against expectations. For others its primary purpose is to understand and respect individual experiences and for others to improve services.
Table: Different purposes of patient experience feedback data for healthcare organisations of practitioners
For performance or comparison
The distinction between different purposes directs the type of information collected, the way it is analysed and how it is subsequently used. Where the focus is on performance or comparisons, quantitative data such as that obtained from surveys are the most common method and patients largely report their experience against a pre-determined set of criteria. Individual responses to core questions are aggregated into a score for the organisation or the individual member of staff.  Surveys often attempt to address wider issues by including free text boxes that allow people to discuss what is important to them. We discuss some of the challenges around analysing free text data later in this review.
For sharing with other patients and public
For patients and the public, there may also be other purposes. For example, to share with other potential service users. Ziebland et al (2016) reviewed the literature and identified that hearing about other people’s experiences of a health condition could influence a person’s own health through seven domains: finding information, feeling supported, maintaining relationships, using health services, changing behaviours, learning to tell the story and visualising illness. Study E found that some people see giving feedback as a form of public accountability for the service and part of a sense of ‘caring for care’ (although it is not always used as such by the healthcare providers). There can be tension between these purposes, and sometimes the intended purpose of the person giving the feedback is not matched by its use by care providers. Study F found that the purpose of providing feedback was not clear to most patients. The lack of organisational response to their survey feedback meant they perceived it as a ‘tick box exercise’ and they thought that their comments would not be used.
Study D notes that although survey data are collected from patients, they are not usually  involved in analysing it nor deciding how to act on it.
Patients' understanding of the purpose of feedback
A number of studies found that patients value giving feedback as ‘conversations’, using their own words to focus on the aspects of care important to them rather than what is important to the organisation. Most importantly they want a response so that feedback can be a two way street. This can be a powerful way of understanding the difference between an ideal service imagined by planners and the lived experience of how the service works in practice. Patient stories often identify parts of the process that have previously been overlooked, or the impact of local context on how services are experienced.
Patients felt that their feedback could serve different purposes. Study E found that patients distinguish between generalised feedback that is intended for other patients, carers and their families and feedback that is raising a specific concern to the service provider. When providing online feedback for other patients, people said the fact that feedback is public and anonymised data is key.  This sort of feedback was seen by patients as a way of publicly thanking staff, boosting morale, encouraging best practice and providing other patients with a positive signal about good care. Significantly, they reported that they saw their feedback as something staff might use to promote and maintain the service at times of increased financial pressure and cuts. This sort of feedback was shared over social media, especially health forums and Facebook. Twitter, and to a lesser extent blogs, were often used to communicate with healthcare professionals and service providers, including policy-makers and opinion leaders, while at the same time being accessible to the wider public. Patients said that concerns and complaints about their care require focused feedback and they use different online routes for this, such as local websites (these differed depending on the Trust and/or service in question) or third party platforms such as Care Opinion or iWantGreatCare.
Frontline staff perception of the purpose
The central collection of some types of feedback means that hospital staff are often unaware that the data was even being collected. Study B found that patient experience data were often viewed (particularly by frontline staff) as necessary only for regulatory compliance. Concerns about ‘reliability’ meant that vulnerable people, such as those with acute mental health problems, were sometimes excluded from giving the formal feedback that feeds into compliance and assurance programmes.
Matching purpose and interpretation
Understanding the purpose of feedback is critical not only to decisions about how to collect it but also to interpreting it. Study H notes a mismatch between what patients say about their experience in response to survey questionnaires and what they say at interview and Gallan et. al. (2017) report a difference between survey scores and free text. It is not possible, or even helpful, to triangulate patient experience data from different sources down to a single ‘truth’. Instead, comparing different sources elicits common themes and provides a rounded picture. Study G found that negative comments can be sandwiched between positive comments and vice versa and that staff felt it was important to consider this context rather than separate out the positive from the negative
What sort of feedback?
Patient experience is multi-dimensional. On one hand, it can be the ‘transactional’ experience of the process, e.g. waiting times, information provided and the immediate outcomes. On the other hand, it can be how people feel about interactions with healthcare staff and whether people felt treated with dignity and respect. Different types of information are needed to explore different aspects of experience. Whilst many surveys ask about relational as well as transactional experience, other methods, such as patient narratives might provide richer information. This difference is reflected in Study A’s  observation that there are at least thirty eight different types of data collection on patient experience.  Healthcare providers don’t always know how to make the best of this diverse range of data, or of the myriad of unsolicited feedback. This can leave both the public and healthcare providers confused and uncertain about how best to collect patient experience and also how to act on it.
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Who gives the feedback?
Study D asks whether data have to come directly from patients to ‘count’ as patient experience data. This raises the question of whether families and friends, who often have a ringside seat to the care, might be legitimate sources of patient experience feedback. Study D also found staff feedback and observations of their patients’ experience as well as their own experience had potential as a source of improvement ideas and motivation to achieve change care.
Credibility of the data
Some healthcare staff feel more comfortable with feedback that meets traditional measures of objectivity and are sceptical about the methods by which patient experience data is collected. Study H reported that general medical practitioners express strong personal commitments to incorporating patient feedback in quality improvement efforts. At the same time, they express strong negative views about the credibility of survey findings and patients’ motivations and competence in providing feedback, leading on balance to negative engagements with patient feedback.
Despite Trusts routinely collecting patient experience data, this data is often felt to be of limited value, because of methodological problems (including poor or unknown psychometric properties or missing data) or because the measures used lack granular detail necessary to produce meaningful action plans to address concerns raised. Study B
The suggestion that patient experience does not need to be representative of the whole population or collected in a standardised way has led some to question the quasi-research use of the term ‘data’, with its assumptions about which data are acceptable.
Objectivity or richness?
In contrast to objective data, Martin et al (2015) discuss the importance of ‘soft’ intelligence: the informal data that is hard to classify and quantify but which can provide holistic understanding and form the basis for local  interventions. This applies well to patient experience and Locock et. al. (2014), in another NIHR-funded study, discuss the use of narratives as a powerful way of understanding human experience.  Bate and Robert (2007) note that narratives are not intended to be objective or verifiable but celebrate the uniquely human and subjective recalled experience or set of experiences. One form of narrative based approach to service improvement is experience based co-design.
Experience-Based Co-Design (EBCD)
EBCD involves gathering experiences from patients and staff through in-depth interviewing, observations and group discussions, identifying key ‘touch points’ (emotionally significant points) and assigning positive or negative feelings. A short edited film is created from the patient interviews. This is shown to staff and patients, conveying in an impactful way how patients experience the service. Staff and patients are then brought together to explore the findings and to work in small groups to identify and implement activities that will improve the service or the care pathway. Accelerated EBCD, which replaces the individual videos with existing videos from an archive has been found to generate a similar response.
The Point of Care Foundation has a toolkit which includes short videos from staff and patients involved in experience-based co-design (EBCD) projects.
How is feedback on patient experience collected and used?
Currently the NHS expends a lot of energy on collecting data with less attention paid to whether this provides the information necessary to act. Study B’s economic modelling revealed that the costs of collecting patient feedback (i.e. staff time) far outweighed efforts to use the findings to drive improvement in practice at present. This may go some way to explaining DeCourcy et al (2012) findings that results of the national NHS patient survey in England have been remarkably stable over time, with the only significant improvements seen in areas where there have been coordinated government-led campaigns, targets and incentives. Study G found that staff consider presentation of the data to be important. They want to be able to navigate it in ways that answer questions specific to their service or to particular patients
Study C found variations in how data are generated and processed at different Trusts and describe the differences in how Friends and Family Test data are collected. The 2015 guidance from NHS England states that ‘Patients should have the opportunity to provide their feedback via the FFT on the day of discharge, or within 48 hours after discharge’. However, discharge is a complex process and ward managers and matrons frequently said that this was an inappropriate point at which to ask patients for feedback.
The Friends and Family Test
Launched in April 2013, the Friends and Family Test (FFT) has been rolled out in phases to most NHS funded services in England. FFT asks people if they would recommend the services they have used and offers supplementary follow-up questions. A review of the test and the way it is used has led to revised guidance for implementing the new FFT from 1 April 2020.
The changes announced already mean that:
	There will be a new FFT mandatory question and six new response options
	Mandatory timescales where some services are currently required to seek feedback from users within a specific period will be removed to allow more local flexibility and enable people to give feedback at any time, in line with other services
	There will be greater emphasis on use of the FFT feedback to drive improvement
	New, more flexible, arrangements for ambulance services where the FFT has proved difficult to implement in practice

Hearing stories (not just counting them)
Entwistle et al (2012) have argued that existing health care quality frameworks do not cover all aspects that patients want to feedback and that procedure-driven, standardised approaches such as surveys  and checklists  are too narrow. For many of the public, patient experience feedback is about being heard as a unique individual and not just as part of a group. This requires their experience to be considered as a whole, rather than reduced to a series of categories. Patient stories are also powerful ways of connecting with healthcare staff, however they are often seen as too informal to be considered as legitimate data.
Study A suggests that hearing stories means more than simply collecting patient stories but also including the patient voice in interpreting feedback. Shifting away from the idea of patient feedback as objective before and after measures for improvement, the authors used participative techniques including critical, collective reflection to consider what changes should take place. The researchers suggest that this approach has similarities with the principles of experience based co-design and other participatory improvement frameworks  and that is an area that is ripe for further exploration.
Asking about patient experience can appear straightforward, however Study B observed that the quality of relationships between staff and patients affects the nature of feedback patients or carers give to staff. In their study of people in mental health units, patients or carers would only offer feedback selectively and only about particular issues at the end of their stay if they had experience good relationships with staff during the admission.
Positive experience feedback
Many patients provide feedback about good experience, but staff don’t always recognise and value it.   Study A observed that most wards had plenty of generic positive feedback. However, this feedback is not probed and therefore specific elements of positive practice that should be illuminated and encouraged are rarely identified. Study G found that positive feedback tends to be shorter; often a single word like ‘fantastic’. There is a danger of giving less weight to this type of feedback. Study B described how patients in mental health settings spent time thinking about the way to frame and phrase praise, however, positive feedback was often treated in an (unintentionally) dismissive way by staff.
Learning from positive experience feedback
Vanessa Sweeney, Deputy Chief Nurse and Head of Nursing – Surgery and Cancer Board at University College London Hospitals NHS FT decided to share an example of positive feedback from a patient with staff. The impact on the staff was immediate and Vanessa decided to share their reaction with the patient who provided the feedback. The letter she sent, and the patient’s response are reproduced here:
Dear XXXXX,
Thank you for your kind and thoughtful letter, it has been shared widely with the teams and the named individuals and has had such a positive impact.
I’m the head of nursing for the Surgery and Cancer Board and the wards and departments where you received care. I’m also one of the four deputy chief nurses for UCLH and one of my responsibilities is to lead the trust-wide Sisters Forum. It is attended by more than 40 senior nurses and midwives every month who lead wards and departments across our various sites. Last week I took your letter to this forum and shared it with the sisters and charge nurses. I removed your name but kept the details about the staff. I read your letter verbatim and then gave the sisters and charge nurses the opportunity in groups to discuss in more detail. I asked them to think about the words you used, the impact of care, their reflections and how it will influence their practice. Your letter had a very powerful impact on us as a group and really made us think about how we pay attention to compliments but especially the detail of your experience and what really matters. I should also share that this large room of ward sisters were so moved by your kindness, compassion and thoughtfulness for others.
We are now making this a regular feature of our Trust Sisters Forum and will be introducing this to the Matrons Forum – sharing a compliment letter and paying attention to the narrative, what matters most to a person.
Thank you again for taking the time to write this letter and by doing so, having such a wide lasting impact on the teams, individuals and now senior nurses from across UCLH. We have taken a lot from it and will have a lasting impact on the care we give.
The patient replied: Thank you so much for your email and feedback. As a family we were truly moved on hearing what impact the compliment has had. My son said – “really uplifting”. I would just like to add that if you ever need any input from a user of your services please do not hesitate to contact me again.
Informal feedback
Study F describes how staff recognised that sometimes experience is shared naturally in day to day discussions with service users but does not get formally captured. Staff expressed a  wish for more opportunities to capture verbal feedback, especially in mental health services.  Study D found that staff do use informal feedback and patient stories to inform quality improvements at ward level, but this was not considered as ‘data’. This made the patient contribution invisible and staff could not always reference where the intelligence informing a proposed change came from.
So, the ‘big ticket’ items like clinical outcomes, Never Events, tend to be subject to QI [Quality Improvement] methodology. Patient experience on the other hand tends to get addressed through ‘actions’, which isn’t necessarily a formal method as such and not in line with QI methodology. So, for instance, you get a set of complaints or comments about a particular thing on a ward. They act to change it, that’s an action. They just change that. It’s not formal and it’s not following a method. That’s not to say it’s not a quality improvement, because it is: the action was based on feedback and it’s led to a change. But it is informal as opposed to formal. It’s because we don’t know how to deal with the feedback that is informal. Study C
Online feedback
A new and developing area of patient experience feedback is through digital platforms. UK and US data show that online feedback about healthcare is increasing and likely to continue to grow fast but this presents its own specific challenges to healthcare providers.
Who writes and reads it?
Study E surveyed 1824 internet users. 42% of people surveyed read online patient experience feedback, even though only 8% write it. Younger people and with higher incomes are more likely to read feedback, particularly women, and they were more likely to be experiencing a health challenge, live in urban areas and be frequent internet users.
What are they writing/reading?
The majority of online reviews are positive and numeric ratings for healthcare providers tend to be high. Members of the public who had left or read on line feedback framed it as a means of improving healthcare services, supporting staff and other patients and described it as ‘caring for care’ to be supportive and help the NHS to learn. Respondents said they would like more of a ‘conversation’ although in practice they often struggled to do this. In contrast to the positive intent expressed by the public, many healthcare professionals are cautious about online feedback, believing it to be mainly critical and unrepresentative, and rarely encourage it. This reflects a lack of value given to different types of feedback data. In Study E , medical staff were more likely than nurses to believe online feedback is unrepresentative and generally negative in tone with primary care professionals being more cautious than their secondary care counterparts.
Healthcare providers' response to online feedback
Baines et. al. (2018) found that adult mental health patients leaving feedback in an online environment expected a response within seven days, but healthcare professionals are unsure of how to respond to online feedback. Ramsey et al (2019) report five response types to online feedback: non-responses, generic responses, appreciative responses, offline responses and transparent, conversational responses. The different response types reflect the organisational approach to patient experience data, which in itself may reflect deeper cultures. As yet unpublished work by Gillespie (2019) suggests that there is an association between defensiveness in staff responses to online feedback and the summary hospital mortality indicator. This suggests that staff responses to online feedback might reveal a broader hospital culture which blocks critical, but potentially important, information moving from patients to staff.
The idea of a digitally sophisticated health consumer at the centre of a technology-enabled health system, actively engaged in managing their own care, which elsewhere we have characterised as the “digital health citizen”, has caught the imagination of policy makers seeking to address the challenges of twenty-first century health care. At the same time…providing online feedback is a minority activity, there is professional scepticism and a lack of organisational preparedness. Study E 
Study E notes that a vast amount of feedback left online is largely unseen by Trusts, either because they are not looking in those places, or because they do not think of those avenues as legitimate feedback channels. Organisations often state that they can only respond to individual, named cases.  In general, only sanctioned channels get monitored and responded to with feedback from other channels ignored. Staff are often unsure where the responsibility to respond to online feedback lies or feel powerless to do so as anonymous comments are perceived to restrict what response can be made. The authors recommend the NHS must improve the culture around receiving unsolicited feedback and consider their response-ability (their ability to respond specifically to online feedback), as well as their responsivity (ensuring responses are timely, as well as visible).
Organisational attitudes to online feedback influence the ways in which individual staff respond. Study D suggests that staff find unstructured and unsolicited online feedback interesting and potentially useful but they do not feel it has organisational endorsement and so  it is rarely used proactively. Study E reports that a quarter of nurses  and over half of doctors surveyed said they had never yet changed practices as a result of online feedback.
Who, where and when?
Feedback on general practice care.
Much of the research into using patient feedback has been on inpatient, acute hospital care. However, Study H looked at how people using primary care services provide feedback through patient surveys and how the staff in GP practices used the findings. The study was particularly interested in practices with low scores on the GP Patient Survey and whether patient feedback reflected actual GP behaviours. The findings were similar to studies in hospitals. GP practice staff neither believed nor trusted patient surveys and expressed concerns about their validity and reliability and the likely representativeness of respondents.  They were also more comfortable with addressing transactional experience such as appointment systems and telephone answering. Addressing relational aspects, such as an individual doctor’s communication skills was seen to be much more difficult.
The researchers videoed a number of patient/GP consultations and then asked the patients to complete a questionnaire about the GP’s communication. The researchers interviewed a sample of these patients, showing them the video and asked them to reflect on how they completed the questionnaire. The patients readily criticised the care verbally when reviewing the videos and acknowledged that they had been reluctant to be critical when completing the questionnaire because of the need to maintain a relationship with the GP but also because they were grateful for NHS care that they had received in the past.  Patients rating of the videos were similar to those of trained raters when communication was good. But when the raters judged communication in a consultation to be poor, patients’ assessments were highly variable from ‘poor’ to ‘very good’. The authors concluded that patient reluctance to give negative feedback on surveys means that when scores for a GP are lower than those in comparable practices, there is likely to be a significant concern.
Although the GP Patient Survey is available in 15 languages, fewer than 0.2% of surveys are completed in languages other than English and feedback from people who have minority ethnicity backgrounds tends to be low. Study H explored the feedback of patients from South Asian backgrounds. These respondents tend to be registered in practices with generally low scores, explaining about half of the difference between South Asian and white British patients in their experience of care. In fact, when people from both white and South Asian backgrounds were shown videos of simulated consultations with GPs, people with South Asian backgrounds gave scores that were much higher when adjusted for sociodemographic characteristics than white respondents. This suggests that low patient experience scores from South Asian communities reflect care that isworse than for their white counterparts.
Feedback from vulnerable people
Healthcare staff often express concerns about asking vulnerable people and those who have had a traumatic experience to give feedback but are reluctant to accept anonymised feedback. Speed et al (2016) describe this as the anonymity paradox where some patients feel anonymity is a prerequisite for effective use of feedback processes in order to ensure future care is not compromised but professionals see it as a major barrier as they are concerned about reputational damage if they cannot fact check the account.
Study B studied patient experience feedback in mental health settings. Some staff felt that inpatient settings were an inappropriate place to obtain feedback or that the feedback would be unhelpful. This was partly because staff recognised they felt they did not have enough time to spend with people who were very unwell and to make sense of their feedback. However, there was also a belief in some units that the feedback from those who were acutely unwell (especially if psychotic) was not reliable. The researchers found that people in mental health settings are able to provide feedback about their experiences even when unwell, but detailed and specific feedback was only available near to or after discharge. Some patients were wary of giving formal feedback before discharge for fear of the consequences, an anxiety shared by carers. However, patients wanted their feedback gathered informally at different points during their stay, including their day to day experience, irrespective of wellness. The researchers also found that where patients were not listened to in the early part of their admission, they were less likely to provide feedback when asked at the end of their stay.
Feedback from people with long term conditions
Study F explored patient experience data in services for people with long-term musculo- skeletal conditions and people with mental health conditions across inpatient, outpatient and general practice settings. Patients felt that there should be more opportunities to capture verbal feedback, especially in mental health services. Gaining feedback required considerable sensitivity given the complexity that some people live with. People with mental health problems often said they would be unlikely to use digital methods to give feedback, especially when unwell, when they might feel  unable to write and would prefer to give verbal feedback. Some older respondents with experience of musculoskeletal conditions expressed a concern that some people with painful or swollen hands or mobility restrictions may find feedback kiosks difficult to use. The study also highlighted the issues for people for whom English is not a first language.
When to give feedback
The use of feedback relates to the timing of both its collection and reporting. There can be a tension between the different needs of people providing feedback and of those acting on it. Patients often value the anonymity and reflection space of giving feedback after the care episode has been completed, however Study A reported that staff want real time feedback rather than the delayed feedback from surveys that can be months old.  In contrast, Study I notes the concerns of some that near real time feedback surveys have potential for sampling bias from staff, who select which patients are most suitable to provide feedback. However, Davies et al (2008)  argue that the aims of real-time data collection are not about representative samples but to feed data back quickly to staff so that the necessary changes can be identified and acted on. Study I explored the use of real-time patient experience data collection on older people’s wards and in A&E departments and found that it was associated with a small but statistically significant improvement (p = 0.044) in measured relational aspects of care over the course of the study.
Ensuring patient feedback is collected from a diverse range of people and places, and at different points in their journey, is important and the evidence suggests that it will require multiple routes, tailored to the specific circumstances of different groups of service users and different settings. What do healthcare providers do with patient experience feedback?
Numerous studies point to an appetite amongst healthcare staff for ‘credible’ feedback. However, despite the rhetoric and good intentions, healthcare providers appear to struggle to use patient experience data to change practice. Study B’s national survey found few English Mental Health NHS Trusts were able to describe how patient experience data were analysed and used to drive service improvements or change. Only 27% of Trusts were able to collect, analyse and use patient experience data to support change. 51% of Trusts were collecting feedback but they were experiencing difficulty in using it to create change, whilst 22% were struggling to collect patient experience feedback routinely. The researchers report it was clear that data analysis was the weakest point in the cycle. Study D found only half of Trusts responding to their survey had a specific plan/strategy for the collection and use of patient experience data, although 60% said their quality improvement (QI) strategy included how they would use patient experience data.
Study B produced a short video explaining their research :
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Understanding the feedback depends on how it is analysed and by whom. It is rare that patients are invited to participate or to confirm the analysis. Data for performance assessment is reduced to categories and  stripped of its context. Whilst many healthcare staff express a wish to have an overview or average figure, evidence shows that there is a tendency for more people who are either very pleased or very unhappy to response. This means that there is a U shape distribution of responses and using averages can therefore be misleading. This is echoed in aggregated organisational scores, which can mask significant variation between different teams and units.
Data collection and analysis of surveys is often outsourced and individual organisations may not receive support to make sense of survey findings and to translate that into improvement actions (Flott et al 2016).
Study D found that staff look at multiple feedback sources plus their own ideas of what needs to change, using a sense-making process akin to ‘clinical mind lines’ as described by Gabbay and Le May (2004), where understanding is informed by a combination of evidence and  experience, resulting in socially constructed “knowledge in practice”.
Despite the desire for patients to tell their stories in their own words, the challenge of managing and integrating large volumes of free text feedback prevents its widespread use. Two of the NIHR studies featured in this review sought to address this by developing automated tools to analyse free text feedback. Study F and Study G both applied data mining techniques to free-text comments to identify themes and associated sentiments (positive, negative, or neutral) although they used slightly different techniques to do so. In Study F the text mining around sentiment compared well against those produced by qualitative researchers working on the same datasets in both general hospital and mental health facilities, although for some themes, e.g. care quality, the qualitative researchers appeared to provide a higher number of positive sentiments than the text mining. The researchers produced an electronic tool that allowed the rapid automated processing of free-text comments to give an overview of comments for particular themes whilst still providing an opportunity to drill down into specific or unusual comments for further manual analysis to gain additional insight. The study highlighted the challenges of dealing with informal and complex language that frequently appears in patient feedback. This meant that many comments are automatically excluded from analysis by the text mining computer programmes. Whilst text mining can provide useful analysis for reporting on large datasets and within large organisation: qualitative analysis may be more useful for small datasets or small teams.
Managing big data
Large amount of free text data on patient experience are collected in surveys. There comes a point where it is impossible to manage and analyse this data manually. Using automated qualitative analysis techniques, whilst still allowing drill down to individual feedback is a promising approach to enabling these data to be used.
Study G sought to involve patients and carers as well as NHS staff and the third sector (the stakeholders) in the development of their approach. The aim was to the use of patient experience free text comments in the National Cancer Patient Experience Survey. They developed a toolkit to process raw survey free text data and to sort it into themes; quantitative summaries of the themes were provided in graphs, with local, regional and national benchmarks. The rule based data mining approach used was  86% accurate when compared with a human coder. Data could be sorted and filter in bespoke ways then drilled down to the original comments. Dta was also sorted by sentiment and the weighting to positive or negative shown on a graphic for staff to see at a glance which areas might need improving and which could be highlighted to boost staff morale. The software was designed specifically for the Cancer Experience survey, but the researchers believe it will be possible to develop the software to be as accurate on other clinical aspects of care.
How does the data get used?
Study C set out to describe the journey from data to impact but found that ‘journey’ was not a useful way of looking at what happened to the data and the processing did not follow a linear path.  They found that the transformation of the data to action is partly dependent on whether the process is independent from other concerns and whether the people involved have the authority to act in a meaningful way.  For example, Clinical Nurse Specialists in cancer care have a formal responsibility for patient experience and have the authority to act on data in ways that clearly lead to improvements in care. Similarly, organisationally recognised and validated mechanisms such as ward accreditation schemes are seen as producing recognised data which can lead directly to change. Where there is no recognised system or person to act, change can falter.
Clinical staff are busy and need information in quick access presentations. Study I and Study G found that the response of patient facing staff to formal feedback (e.g. surveys) was influenced by the format of the feedback: accessible reporting such as infographics were particularly helpful Study A found senior ward staff were often sent spreadsheets of unfiltered and unanalysed feedback, but a lack of skills meant they could not interrogate it. This was compounded by a lack of time as staffing calculations did not factor in any time for reflecting and acting on patient feedback. Short summaries (e.g. dashboards and graphs) were essential tools to help staff understand areas for improvements quickly.
Who uses patient experience data?
Patient experience data is most widely used to assess performance. Study A observed that formal sources of patient feedback (such as surveys or the Friends and Family Test) are used by hospital management for assurance and benchmarking purposes. Study C noted that patient feedback in national surveys is frequently presented at the  corporate level rather than at individual unit level which hinders local ownership. It is rarely linked to other indicators of quality (such as safety and clinical effectiveness) and this is compounded by the delay between data collection and receiving the reports. They also identified a frequent disconnect between the data generation and management work carried out by Patient Experience teams and the action for care improvement resulting from that data, which is more often the responsibility of nursing teams.
What gets improved?
There is a potential tension between quick wins and more complex improvement. Study A reported that ward teams want to get information from patients about things that can be quickly fixed, but they also want to understand how their patients feel so they can develop more appropriate ways of relating to them. This is reflected in the observations by many studies that actions taken in response to feedback are largely to improve transactional experience.   Study B contrasts ‘environmental’ change (changes that related to the physical environment or tangibles like diet, seating areas in wards, temperature control and the physical environment of the ward) with ‘cultural’ change (changes related to relationships with patients including feelings of respect and dignity and staff attitudes). This resonates with Gleeson et al.’s (2016) systematic review which found that patient experience data were largely used to identify small areas of incremental change to services that do not require a change to staff behaviour.
The Yorkshire Patient Experience Toolkit (PET), developed by Study A , helps frontline staff to make changes based on patient experience feedback.
Are service providers ready for patient feedback?
Gkeredakis et al (2011) point out that simply presenting NHS staff with raw data will not lead to change. An organisation’s capacity to collect and act on patient experience is related to its systems and processes and the way staff work. Study A for example, found it was difficult to establish multi-disciplinary involvement in patient experience initiatives unless teams already work in this way.   Study A referred to an earlier study (Sheard et al, 2017) to help explain some of the challenges observed. Two conditions need to be in place for effective use of patient experience feedback. Firstly, staff need to believe that listening to patients is worthwhile and secondly, they need organisational permission and  resources to make changes. Staff in most (but not all) wards they studied believed patient experience feedback was worthwhile but did not have the resources to act. Even where staff expressed strong belief in the importance of listening to patient feedback, they did not always have confidence in their ability or freedom to make change. Study A sought to address some of these barriers as they arose through its action research approach but found them to be persistent and hard to shift.  In addition to organisational and resource issues, Study A also revealed that staff found responding to patient experience emotionally difficult and needed sensitive support to respond constructively.
Study I found buy-in from senior staff was a key factor in both the collection and use of the feedback. For example, directors of nursing or ward leaders revisiting action plans during regularly scheduled meetings and progress monitoring.
Patient Experience and Quality Improvement
Whilst patient experience is often talked about as one of the cornerstones of quality, patient experience feedback was seen by a number of researchers to have an ambiguous relationship with quality improvement systems. Study C noted that informal feedback gets acted on, but the improvements are also seen as informal and not captured. This illustrates a theme running through many of the featured studies that patient experience data is seen as separate from other quality processes and that it is often collected and considered outside organisational quality improvement structures.
…patient experience is almost [our emphasis] an indicator of something but it’s not used as a direct measure in any improvement project […] I like things in black and white, I don’t like things that are grey. Patient experience is grey. (Head of Quality Improvement). Study C
Lee et al (2017) studied how two NHS Trust boards used patient experience feedback. They found that although patient survey findings were presented to the boards, they were not used as a form of quality assurance. The discussion of surveys and other kinds of feedback did not of itself lead to action or explicit assurance, and external pressures were equally important in determining whether and how boards use feedback.
Study A   found that Quality Improvement teams were rarely involved in managing and acting on patient experience feedback, or if they were, they focused on strategy at an organisational level rather than practice change at local level. Study D observed that in most organisations ‘experience’ and ‘complaints’ are dealt with separately, by different teams with different levels of authority. There was a strong feeling that there needs to be a formal process for managing experience data with sufficient resources to ensure specific action can be taken.
The Point of Care Foundation website hosts a guide developed as part of Study D .  It provides a guide for clinical, patient experience and quality teams to draw on patient experience data to improve quality in healthcare and covers gathering data, getting started and improvement methods.
Study C observed complex relationships between institutionally recognised quality improvement efforts (formal QI) and the vast amount of unsystematised improvement work that takes place in response to patient experience data in less well-documented ways (everyday QI). They found that when  frontline staff (often nurses) had the right skills, they were able to use imperfect data, set it into context and search for further data to fill the gaps and use it to improve services.
Study C created a video explaining what they found about how staff can use patient experience feedback to improve care.
NHS Improvement Patient Experience Improvement Framework
The framework was developed to help NHS organisations to achieve good and outstanding ratings in their Care Quality Commission (CQC) inspections. The framework enables organisations to carry out an organisational diagnostic to establish how far patient experience is embedded in its leadership, culture and operational processes. It is divided into six sections, each sub-divided and listing the characteristics and processes of organisations that are effective in continuously improving the experience of patients. The framework integrates policy guidance with the most frequent reasons CQC gives for rating acute trusts ‘outstanding’.
Conclusions
Our review of the evidence shows that there is much work in NHS organisations exploring how to collect and use data about patient experience. This complements the ‘soft intelligence’  acquired through experience and informal inquiry by staff and patients. However, we found that this work can be disjointed and stand alone from other quality improvement work and the management of complaints.
The research we feature highlights that patients are often motivated to give praise, or to be constructively critical and suggest improvements and wanting to help the NHS. NHS England has developed a programme to pilot and test  Always Events, those aspects of the patient and family experience that should always occur when patients interact with healthcare professionals and the health care delivery system. However, the research features here suggest  a managerial  focus on ‘bad’ experiences and therefore the rich information about what goes right and what can be learnt from this can be overlooked. Positive feedback often comes from unsolicited feedback and the NHS needs to think about how to use this well.
Our featured studies show that staff need time and skills to collect, consider and act on patient feedback, and that patients often want to be actively involved in all stages.
The NHS has made important strides towards partnering with patients to improve services and the research featured in this review can help direct the next steps.
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Study summaries
Study a - u sing patient experience data to develop a patient experience toolkit to improve hospital care: a mixed-methods study .
Principal investigator Lawton, R. (Sheard et al, 2019)
This study aimed to understand and enhance how hospital staff learn from and act on patient experience feedback. A scoping review, qualitative exploratory interviews and focus groups with 50 NHS staff found use of patient feedback is hindered at both micro and macro levels.  These findings fed into a co-design process with staff and patients to produce a Patient Experience Tool that could overcome these challenges. The tool was trialled, tested and refined in six wards across three NHS Trusts (chosen to reflect diversity in size and patient population) over a 12 month period using an action research methodology. Its critical components were open-ended conversational interviews with patients by volunteers to elicit key topics of importance, facilitated team discussions around these topics, and coached quality improvement cycles to enact changes.  A large, mixed methods evaluation was conducted over the same 12 month period to understand what aspects of the toolkit worked or did not work, how and why, with a view to highlighting critical success factors. Ethnographic observations of key meetings were collected, together with in depth interviews at the half way and end point with key stakeholders and detailed reflective diaries kept by the action researchers. Ritchie and Spencer’s Framework approach was used to analyse these data. A 12 item patient experience survey was completed by around 15 - 20 patients per week in total (across the six wards) beginning four weeks before the action research formally started and ending four weeks after it formally ceased.
Sheard L, Marsh C, Mills T, Peacock R, Langley J, Partridge R, et al. Using patient experience data to develop a patient experience toolkit to improve hospital care: a mixed-methods study. Health Serv Deliv Res 2019;7(36)
Sheard L, Peacock R, Marsh C, Lawton L. (2019). What’s the problem with patient experience feedback? A macro and micro understanding, based on findings from a three site UK quality study . Health Expectations, 22 (1) 46-53
Study B - Evaluating the Use of Patient Experience Data to Improve the Quality of Inpatient Mental Health Care (EURIPDIES)
Principal investigator Weich, S. (2020)
This study looked at the way patient experience data are collected and used in inpatient mental health services. Using a realist research design it had five work packages; (1) a systematic review of 116 papers to identify patient experience themes relevant to inpatient mental health care,  (2) a national survey of patient experience leads in inpatient mental health Trusts in England, (3) six in-depth case studies of what works, for whom, in what circumstances and why, including which types of patient experience measures and organisational processes facilitate effective translation of these data into service improvement actions, (4) a consensus conference with forty four participants to agree recommendations about best practice in the collection and use of mental health inpatient experience data and (5) health economic modelling to estimate resource requirements and barriers to adoption of best practice.
Patient experience work was well regarded but vulnerable to cost improvement pressure and only 27% of Trusts were able to collect and analyse patient experience data to support change. Few trusts had robust or extensive processes for analysing data in any detail and there was little evidence that patient feedback led to service change. A key finding was that patients can provide feedback about their experiences even when unwell and there is a loss of trust when staff are unwilling to listen at these times.  The researchers described a set of conditions necessary for effective collection and use of data from the program theories tested in the case studies. These were refined by the consensus conference and provide a series of recommendations to support people at the most vulnerable point in their mental health care.
The researchers have produced a video of their findings.
Study C - Organisational strategies and practices to improve care using patient experience data in acute NHS hospital trusts: an ethnographic study
Principal investigator Donetto, S. (2019)
The main aim of this study was to explore the strategies and practices organisations use to collect and interpret patient experience data and to translate the findings into quality improvements in five purposively sampled acute NHS hospital trusts in England. A secondary aim was to understand and optimise the involvement and responsibilities of nurses in senior managerial and frontline roles with respect to such data. An ethnographic study of the ‘journeys’ of patient experience data, in cancer and dementia services in particular, guided by Actor-Network Theory, was undertaken. This was followed by workshops  (one cross-site, and one at each Trust) bringing together different stakeholders (members of staff, national policymakers, patient/carer representatives) considering how to use patient experience data. The researchers observed that each type of data takes multiple forms and can generate improvements in care at different stages in its complex ‘journey’ through an organisation. Some improvements are part of formal quality improvement systems, but many are informal and therefore not identified as quality improvement. Action is dependent on the context of the patient experience data collection and on people or systems interacting with the data having the autonomy and authority to act. The responsibility for acting on patient experience data falls largely on nurses, but other professionals also have important roles. The researchers found that sense-making exercises to understand and reflect on the findings can support organisational learning. The authors conclude that it is not sufficient to focus solely on improving the quantity and quality of data NHS Trusts collect. Attention should also be paid , to how these data are made meaningful to staff and ensuring systems are in place that enable these data to trigger action for improvement.
Donetto S, Desai A, Zoccatelli G, Robert G, Allen D, Brearley S & Rafferty AM (2019) Organisational strategies and practices to improve care using patient experience data in acute NHS hospital trusts: an ethnographic study . Health Serv Deliv Res;7(34)
Study D - Un derstanding how frontline staff use patient experience data for service improvement - an exploratory case study evaluation and national survey (US-PEx)
Principal Investigator Locock L (2019)
This mixed methods study used national staff survey results and a new national survey of patient experience leads together with case study research in six carefully selected hospital medical wards to explore what action staff took in relation to particular quality improvement projects prompted by concerns raised by patient experience data.  The effects of the projects were measured by surveys of experience of medical patients before and after the changes and observation on the wards.
Over a third of patient experience leads responded to the survey and they reported the biggest barrier to making good use of patient experience data was lack of time. Responses to the before and after patient surveys were received from about a third of patients in total, although this varied between sites (1134 total survey responses before, 1318 after) and these showed little significant change in patient experience ratings following quality improvement projects. Insights from observations and interviews showed that staff were often unsure about how to use patient experience data.  Ward-specific feedback, as generated for this study, appeared helpful. Staff drew on a range of informal and formal sources of intelligence about patient experience, not all of which they recognized as ‘data’. This included their own informal observations of care and conversations with patients and families. Some focused on improving staff experience as a route to improving patient experience. Research showed that teams with people from different backgrounds, including a mix of disciplines and NHS Band levels, brought a wider range of perspectives, organisational networks and resources (‘team capital’). This meant the they  were more likely to be able to make changes on the ground and therefore be more likely to be successful in improving care.
Insights from this study were used to develop an online guide to using patient experience data for improvement.
Study E - Online pat ient feedback: a multimethod study to understand how to Improve NHS Quality Using Internet Ratings and Experiences (INQUIRE)
Principal investigator powell, j. (2019).
This study explored what patients feed back online, how the public and healthcare professionals in the United Kingdom feel about it and how it can be used by the NHS to improve the quality of services. It  comprised five work programmes, starting with a scoping review on what was already known.  A questionnaire survey of the public was used  to find out who reads and write online feedback are, and the reasons they choose to comment on health services in this way. 8% had written and 42% had read online health care feedback in the last year. This was followed up by face to face interviews with patients about their experiences of giving feedback to the NHS. A further questionnaire explored the views and experiences of doctors and nurses. Finally, the researchers spent time in four NHS trusts to learn more about the approaches that NHS organisations take to receiving and dealing with online feedback from patients. A key finding was that people who leave feedback online are motivated primarily to improve healthcare services and they want their feedback to form part of a conversation. However, many professionals are cautious about online patient feedback and rarely encourage it. Doctors were more likely than nurses to believe online feedback is unrepresentative and generally negative in tone. NHS trusts do not monitor all feedback routes and staff are often unsure where the responsibility to respond lies.   It is important that NHS staff have the ability to respond and can do so in a timely and visible way.
Study F  - Developing and Enhancing the Usefulness of Patient Experience Data using digital methods in services for long term conditions (the DEPEND mixed methods study). Understanding and enhancing how hospital staff learn from and act on patient experience feedback.
Principal investigator Sanders, C. (2020)
This mixed methods study explored digital collection and use of patient experience data in services for people with long term severe mental health or musculoskeletal conditions in an acute NHS Trust, a mental health NHS Trust and in two general practices. The study had four parts. Firstly, semi structured interviews and focus groups with staff (n=66), patients (n=41 and carers (n=13) about the timing, form and method of providing feedback. Secondly, computer science text analytics methods were used to analyse two datasets containing free-text comments extracted from various patient experience surveys (e.g. FFT, Picker Survey). The raw dataset from Site A contained 110,854 comments (2,114,726 words), whilst the Site B dataset contained 1,653 comments.  This was compared with a qualitative thematic analysis. Thirdly,  workshops were conducted with patients, carers and staff to co design new ways of collecting and presenting  patient experience data. A survey was administered via a digital kiosk, online or pen and paper..  Fourthly, interviews and focus groups with 51 staff, 24 patients and 8 carers, combined with 41 focused observations were analysed using Normalisation Process Theory to evaluate how successful the different methods were. The study found that staff and patients were largely positive about using digital methods but wanted more meaningful and informal feedback to suit local contexts.. Text mining could analyse detailed patient comments, although there were challenges e.g. informal and complex language. Whilst text mining can provide useful analysis for reporting on large datasets and within large organisations; however, qualitative analysis may be more useful for small datasets/teams. Staff thought new ways of analysing and reporting feedback gave some new insights, but there was limited time for embedding new tools, and changes in service provision were not observed during the testing period. Observations showed that patients were apprehensive about the digital kiosks but were more likely to participate if given support. The authors have developed a video describing their findings.
The text mining programmes and user manual are available via this link
Study G - Practical auto mated analysis and dashboard representations of cancer survey free-text answers PRESENT: Patient Reported Experience Survey Engineering of Natural Text
Principal investigator Rivas, C. (2019)
The aim of this research was to improve the use of free-text comments collected in surveys. Template-based machine learning has been tried in the past but is time consuming as data needs  first to be analysed manually for themes that then act as templates for the software to use. The study had three parts. A scoping review  of 43 studies, along with surveys of  32 different stakeholders in healthcare on clinical digital toolkit design informed the development of draft rule-based machine learning and prototype toolkit dashboards. Co-design consensus-forming mixed stakeholder concept mapping workshops with 34 participants  and interviews reached consensus on a shortlist of 19 themes, six of which were core. Finally, discrete choice experiment (DCE) explored which toolkit features were preferred, with simple cost-benefit analysis through a survey. An automated approach to analyse free text comment, based on the themes, was developed using  rule-based machine learning or ‘text engineering’. The  researchers tested themes on the 2013 Welsh Cancer Patient Experience Survey. Rule- based machine learning  is much more flexible and easier to modify than templates for transferable use. The approach was found to have Accuracy = 86%; Precision = 88%; Sensitivity = 96%; F-score (which shows the balance between precision and sensitivity)=92% thus similar to human coding levels. A website that summarises the number of comments patients make on each theme was created. The toolkit  was tested with 13 staff in 3 UK NHS Trusts (Leeds, London, Wessex) who considered it very useful. This multidisciplinary mixed stakeholder co-design demonstrated proof of concept for automated display of patient experience free-text comments in a way that could drive healthcare improvements in real time, although the machine learning needs further refinement, especially for transferability to other services. The discrete choice experiment suggested the toolkit would be well accepted, with a favourable cost-benefit ratio, if implemented into practice with appropriate infrastructure support.
Rivas C, Tkacz D, Antao L, Mentzakis E, Gordon M, Anstee S & Giordano R. Automated analysis of free-text comments and dashboard representations in patient experience surveys: a multimethod co-design study. Health Serv Deliv Res 2019;7(23)
Study H - Improving patient experience in primary care: a multimethod programme of research on the measurement and improvement of patient experience
Principal investigators Burt, J.  Campbell, J. and Roland, M (2017)
This programme of research explored how different patients record their experiences of general practice and out of hours services and how primary care staff respond to feedback. It also considered how best to engage primary care staff in responding to feedback. The programme featured a range of different studies using surveys, focus groups and interviews and some experimental designs.  Qualitative research suggested  that patients can effectively critique their care but are reluctant to be critical when completing questionnaires. General practice and  out-of-hours centre staff were sceptical about the value of patient surveys and their ability to support service reconfiguration and quality improvement. Staff expressed a preference for free-text comments, as these provided more tangible, actionable data. Whilst people from South Asian backgrounds are more likely to give low survey scores, this study showed that they are more likely to be registered with poor performing practices. The authors asked 1120 people, stratified by age and ethnicity (half white British, half Pakistani) to score the quality of communication of filmed simulated consultations showing various combinations of white and Asian doctors and patients. When viewing the same consultation, Pakistani respondents gave scores that were much higher than white participants.  This suggests that low patient experience scores from South Asian communities reflect care that is worse than their white British counterparts. An exploratory trial of real time feedback (RTF) in practices found that only 2.5% of patients left feedback using touch screens in the waiting room, although more did so when reminded. Staff were broadly positive about using RTF and valued the ability to include their own questions.
Burt J, Campbell J, Abel G, Aboulghate A, Ahmed F, Asprey A, et al. Improving patient experience in primary care: a multimethod programme of research on the measurement and improvement of patient experience. Programme Grants Appl Res 2017;5(9).
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Standard 6 Evaluation and Assessment
Overview of evaluation and assessment.
Evaluation and assessment processes typically start at the outset of the training lifecycle, as early as at the point of training service strategy development, where evaluation/assessment methodologies and tools are identified.
As the planned training proceeds through the training lifecycle, the evaluation and assessment activity becomes more focused on the measurement of effectiveness, impact and outcome, and the quality of work being delivered by the training service.
Evaluation and assessment results should be fed back into the training lifecycle and detailed in the training plan.
There are different reasons why training should be evaluated:
	Find out if the learning is actually being applied in the workplace
	Check the impact of the training on job performance
	Confirm that the training delivered is the right training
	Continuously improve training delivery using feedback
	Demonstrate that training is adding value, has made a difference or has had an impact
	Prove the training has delivered what was agreed with stakeholders.

All training must have some form of assessment to measure the level of learning that has taken place. The training service could consider the following:
	Assessment conducted during the training, for example, learners undertake exercises during the training which are observed and results are recorded. Learners who are not able to complete certain exercises can be identified and followed up.
	Post course assessment, for example, an online competency assessment.

To request a copy of the Standards
To request a copy of the Standards, please email us at [email protected] with your full name, name of organisation, where your organisation is based, and if it is an NHS organisation. You do not have to work in a health or social care organisation to request a copy of the Standards.
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This section provides further useful resources for training professionals, including all trainers and training managers. A set of resources and guidance is available to support trainers and managers in planning their career progression and professional development.
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Oral presentations are an important educational component for nursing students and nursing educators need to provide students with an assessment of presentations as feedback for improving this skill. However, there are no reliable validated tools available for objective evaluations of presentations. We aimed to develop and validate an oral presentation evaluation scale (OPES) for nursing students when learning effective oral presentations skills and could be used by students to self-rate their own performance, and potentially in the future for educators to assess student presentations.
The self-report OPES was developed using 28 items generated from a review of the literature about oral presentations and with qualitative face-to-face interviews with university oral presentation tutors and nursing students. Evidence for the internal structure of the 28-item scale was conducted with exploratory and confirmatory factor analysis (EFA and CFA, respectively), and internal consistency. Relationships with Personal Report of Communication Apprehension and Self-Perceived Communication Competence to conduct the relationships with other variables evidence.
Nursing students’ ( n  = 325) responses to the scale provided the data for the EFA, which resulted in three factors: accuracy of content, effective communication, and clarity of speech. These factors explained 64.75% of the total variance. Eight items were dropped from the original item pool. The Cronbach’s α value was .94 for the total scale and ranged from .84 to .93 for the three factors. The internal structure evidence was examined with CFA using data from a second group of 325 students, and an additional five items were deleted. Except for the adjusted goodness of fit, fit indices of the model were acceptable, which was below the minimum criteria. The final 15-item OPES was significantly correlated with the students’ scores for the Personal Report of Communication Apprehension scale ( r  = −.51, p  < .001) and Self-Perceived Communication Competence Scale ( r  = .45, p  < .001), indicating excellent evidence of the relationships to other variables with other self-report assessments of communication.
Conclusions
The OPES could be adopted as a self-assessment instrument for nursing students when learning oral presentation skills. Further studies are needed to determine if the OPES is a valid instrument for nursing educators’ objective evaluations of student presentations across nursing programs.
Peer Review reports
Competence in oral presentations is important for medical professionals to communicate an idea to others, including those in the nursing professions. Delivering concise oral presentations is a useful and necessary skill for nurses [ 1 , 2 ]. Strong oral presentation skills not only impact the quality of nurse-client communications and the effectiveness of teamwork among groups of healthcare professionals, but also promotion, leadership, and professional development [ 2 ]. Nurses are also responsible for delivering health-related knowledge to patients and the community. Therefore, one important part of the curriculum for nursing students is the delivery of oral presentations related to healthcare issues. A self-assessment instrument for oral presentations could provide students with insight into what skills need improvement.
Three components have been identified as important for improving communication. First, a presenter’s self-esteem can influence the physio-psychological reaction towards the presentation; presenters with low self-esteem experience greater levels of anxiety during presentations [ 3 ]. Therefore, increasing a student’s self-efficacy can increase confidence in their ability to effectively communicate, which can reduce anxiety [ 3 , 4 ]. Second, Liao (2014) reported improving speaking efficacy can also improve oral communications and collaborative learning among students could improve speech efficacy and decrease speech anxiety [ 5 ]. A study by De Grez et al. provided students with a list of skills to practice, which allowed them to feel more comfortable when a formal presentation was required, increased presentation skills, and improved communication by improving self-regulation [ 6 ]. Third, Carlson and Smith-Howell (1995) determined quality and accuracy of the information presented was also an important aspect of public speaking performances [ 7 ]. Therefore, all three above mentioned components are important skills for effective communication during an oral presentation.
Instruments that provide an assessment of a public speaking performance are critical for helping students’ improve oral presentation skills [ 7 ]. One study found peer evaluations were higher than those of university tutors for student presentations, using a student-developed assessment form [ 8 ]. The assessment criteria included content (40%), presentation (40%), and structure (20%); the maximum percent in each domain was given for “excellence”, which was relative to a minimum “threshold”. Multiple “excellence” and “threshold” benchmarks were described for each domain. For example, benchmarks included the use of clear and appropriate language, enthusiasm, and keeping the audience interested. However, the percentage score did not provide any information about what specific benchmarks were met. Thus, these quantitative scores did not include feedback on specific criteria that could enhance future presentations.
At the other extreme is an assessment that is limited to one aspect of the presentation and is too detailed to evaluate the performance efficiently. An example of this is the 40-item tool developed by Tsang (2018) [ 6 ] to evaluate oral presentation skills, which measured several domains: voice (volume and speed), facial expressions, passion, and control of time. An assessment tool developed by De Grez et al. (2009) includes several domains: three subcategories for content (quality of introduction, structure, and conclusion), five subcategories of expression (eye-contact, vocal delivery, enthusiasm, interaction with audience, and body-language), and a general quality [ 9 ]. Many items overlap, making it hard to distinguish specific qualities. Other evaluation tools include criteria that are difficult to objectively measure, such as body language, eye-contact, and interactions with the audience [ 10 ]. Finally, most of the previous tools were developed without testing the reliability and validity of the instrument.
Nurses have the responsibility of not only providing medical care, but also medical information to other healthcare professionals, patients, and members of the community. Therefore, improving nursing students’ speaking skills is an important part of the curriculum. A self-report instrument for measuring nursing students’ subjective assessment of their presentation skills could help increase competence in oral communication. However, to date, there is a no reliable and valid instrument of evaluating oral presentation performance in nursing education. Therefore, the aim of this study was to develop a self-assessment instrument for nursing students that could guide them in understanding their strengths and development areas in aspects of oral presentations. Development of a scale that is a valid and reliable instrument for nursing students could then be examined for use as a scale for objective evaluations of oral presentations by peers and nurse educators.
Study design
This study developed and validated an oral presentation evaluation scale (OPES) that could be employed as a self-assessment instrument for students when learning skills for effective oral presentations. The instrument was developed in two phases: Phase I (item generation and revision) and Phase II (scale development) [ 11 ]. The phase I was aimed to generate items by a qualitative method and to collect content evidence for the OPES. The phase II focused on scale development which was established internal structure evidence including CFA, EFA, and internal consistency of the scale for the OPES. In addition, the phase II collected the evidence of OPES on relationships with other variables. Because we hope to also use the instrument as an aid for nurse educators in objective evaluations of nursing students’ oral presentations, both students and educators were involved in item generation and revision. Only nursing students participated in Phase II.
Approval was obtained from Chang Gung Medical Foundation institutional review board (ID: 201702148B0) prior to initiation of the study. Informed consent was obtained from all participants prior to data collection. All participants being interviewed for item generation in phase I provided signed informed consent indicating willingness to be audiotaped during the interview. All the study methods were carried out in accordance with relevant guidelines and regulations.
Phase I: item generation and item revision
Participants.
A sample of nurse educators ( n  = 8) and nursing students (n  = 11) participated in the interviews for item generation. Nursing students give oral presentations to meet the curriculum requirement, therefore the educators were university tutors experienced in coaching nursing students preparing to give an oral presentation. Nurse educators specializing in various areas of nursing, such as acute care, psychology, and community care were recruited if they had at least 10 years’ experience coaching university students. The mean age of the educators was 52.1 years ( SD  = 4.26), 75% were female, and the mean amount of teaching experience was 22.6 years ( SD  = 4.07). Students were included if they had given at least one oral presentation and were willing to share their experiences of oral presentation. The mean age of the students was 20.7 ( SD  = 1.90), 81.8% were female; 36.3%, four were second year students, three were third students, and four were in their fourth year.
An additional eight educators participated in the evaluation of content evidence of the ORES. All had over 10 years’ experience in coaching students in giving an oral presentation that would be evaluated for a grade.
Item generation
Development of item domains involved deductive evaluations of the about oral presentations [ 2 , 3 , 6 , 7 , 8 , 12 , 13 , 14 ]. Three domains were determined to be important components of an oral presentation: accuracy of content, effective communication, and clarity of speech. Inductive qualitative data from face-to-face semi-structured interviews with nurse educators and nursing student participants were used to identify domain items [ 11 ]. Details of interview participants are described in the section above. The interviews with nurse educators and students followed an interview guide (Table  1 ) and lasted approximately 30–50 min for educators and 20–30 min for students. Deduction of the literature and induction of the interview data was used to determine categories considered important for the objective evaluation of oral presentations.
Analysis of interview data. Audio recordings of the interviews were transcribed verbatim at the conclusion of each interview. Interview data were analyzed by the first, second, and corresponding author, all experts in qualitative studies. The first and second authors coded the interview data to identify items educators and student described as being important to the experience of an oral presentation [ 11 ]. The corresponding author grouped the coded items into constructs important for oral presentations. Meetings with the three researchers were conducted to discuss the findings; if there were differences in interpretation, an outside expert in qualitative studies was included in the discussions until consensus was reached among the three researchers.
Analysis of the interview data indicated items involved in preparation, presentation, and post-presentation were important to the three domains of accuracy of content, effective communication, and clarity of speech. Items for accuracy of content involved preparation (being well-prepared before the presentation; preparing materials suitable for the target audience; practicing the presentation in advance) and post-presentation reflection; and discussing the content of the presentation with classmates and teachers. Items for effective communication involved the presentation itself: obtain the attention of the audience; provide materials that are reliable and valuable; express confidence and enthusiasm; interact with the audience; and respond to questions from the audience. The third domain, clarity of speech, involved of items could be, post-presentation, involved a student’s ability to reflect on the content and performance of their presentation and willingness to obtain feedback from peers and teachers.
Item revision: content evidence
Based on themes that emerged during, 28 items were generated. Content evidence of the 28 items of the OPES was established with a panel of eight experts who were educators that had not participated in the face-to-face interviews. The experts were provided with a description of the research purpose, a list of the proposed items, and were asked to rate each item on a 4-point Likert scale (1 = not representative, 2 = item needs major revision, 3 = representative but needs minor revision, 4 = representative). For item-level content validity index (I-CVI) was determined by the total items rated 3 or 4 divided by the total number of experts; scale-level content validity index (S-CVI) was determined by the total items rated 3 or 4 divided by the total number of items.
Based on the suggestions of the experts, six items of the OPES were reworded for clarity: item 12 was revised from “The presentation is riveting” to “The presenter’s performance is brilliant; it resonates with the audience and arouses their interests”. Two items were deleted because they duplicated other items: “demonstrates confidence” and “presents enthusiasm” were combined and item 22 became, “demonstrates confidence and enthusiasm properly”. The item “the presentation allows for proper timing and sequencing” and “the length of time of the presentation is well controlled” were also combined into item 9, “The content of presentation follows the rules, allowing for the proper timing and sequence”. Thus, a total of 26 items were included in the OPES at this phase. The I-CVI value was .88 ~ 1 and the scale-level CVI/universal agreement was .75, indicating that the OPES was an acceptable instrument for measuring an oral presentation [ 11 ].
Phase II: scale development
Phase II, scale development, aimed to establish the internal structure evidence for OPES. The evidence of relation to other variables was also evaluated as well in this phase. More specifically, the internal structure evidence for OPES was evaluated by exploratory factor analysis (EFA) and confirmatory factor analysis (CFA). The evidence of relationships to other variables was determined by examining the relationships between the OPES and the PRCA and SPCC [ 15 ].
A sample of nursing students was recruited purposively from a university in Taiwan. Students were included if they were: (a) full-time students; (b) had declared nursing as their major; and (c) were in their sophomore, junior, or senior year. First-year university students (freshman) were excluded. A bulletin about the survey study was posted outside of classrooms; 707 students attend these classes. The bulletin included a description of the inclusion criteria and instructions to appear at the classroom on a given day and time if students were interested in participating in the study. Students who appeared at the classroom on the scheduled day ( N  = 650) were given a packet containing a demographic questionnaire (age, gender, year in school), a consent form, the OPES instrument, and two scales for measuring aspects of communication, the Personal Report of Communication Apprehension (PRCA) and the Self-Perceived Communication Competence (SPCC); the documents were labeled with an identification number to anonymize the data. The 650 students were divided into two groups, based on the demographic data using the SPSS random case selection procedure, (Version 23.0; SPSS Inc., Chicago, IL, USA). The selection procedure was performed repeatedly until the homogeneity of the baseline characteristics was established between the two groups ( p  > .05). The mean age of the participants was 20.5 years ( SD  = 0.98) and 87.1% were female ( n  = 566). Participants were comprised of third-year students (40.6%, n  = 274), fourth year (37.9%, n  = 246) and second year (21.5%, n  = 93). The survey data for half the group (calibration sample, n  = 325) was used for EFA; the survey data from the other half (the validation sample, n  = 325) was used for CFA. Scores from the PRCA and SPCC instruments were used for evaluating the evidence of relationships to other variables.
The aims of phase II were to collect the scale of internal structure evidence, which identify the items that nursing students perceived as important during an oral presentation and to determine the domains that fit a set of items. The 325 nursing students for EFA (described above) were completed the data collection. We used EFA to evaluate the internal structure of the scale. The items were presented in random order and were not nested according to constructs. Internal consistency of the scale was determined by calculating Cronbach’s alpha.
Then, the next step involved determining if the newly developed OPES was a reliable and valid self-report scale for subjective assessments of nursing students’ previous oral presentations. Participants (the second group of 325 students) were asked, “How often do you incorporate each item into your oral presentations?”. Responses were scored on a 5-point Likert scale with 1 = never to 5 = always; higher scores indicated a better performance. The latent structure of the scale was examined with CFA.
Finally, the evidence of relationships with other variables of the OPES was determined by examining the relationships between the OPES and the PRCA and SPCC, described below.
The 24-item PRCA scale
The PRCA scale is a self-report instrument for measuring communication apprehension, which is an individual’s level of fear or anxiety associated with either real or anticipated communication with a person or persons [ 12 ]. The 24 scale items are comprised of statements concerning feelings about communicating with others. Four subscales are used for different situations: group discussions, interpersonal communications, meetings, and public speaking. Each item is scored on a 5-point Likert scale from 1 (strongly disagree) to 5 (strongly agree); scores range from 24 to 120, with higher scores indicating greater communication anxiety. The PRCA has been demonstrated to be a reliable and valid scale across a wide range of related studies [ 5 , 13 , 14 , 16 , 17 ]. The Cronbach’s alpha for the scale is .90 [ 18 ]. We received permission from the owner of the copyright to translate the scale into Chinese. Translation of the scale into Chinese by a member of the research team who was fluent in English was followed by back-translation from a differed bi-lingual member of the team to ensure semantic validity of the translated PRCA scale. The Cronbach’s alpha value in the present study was .93.
The 12-item SPCC scale
The SPCC scale evaluates a persons’ self-perceived competence in a variety of communication contexts and with a variety of types of receivers. Each item is a situation which requires communication, such as “Present a talk to a group of strangers”, or “Talk with a friend”. Participants respond to each situation by ranking their level of competence from 0 (completely incompetent) to 100 (completely competent). The Cronbach’s alpha for reliability of the scale is .85. The SPCC has been used in similar studies [ 13 , 19 ]. We received permission owner of the copyright to translate the scale into Chinese. Translation of the SPCC scale into Chinese by a member of the research team who was fluent in English was followed by back-translation from a differed bi-lingual member of the team to ensure semantic validity of the translated scale. The Cronbach’s alpha value in the present study was .941.
Statistical analysis
Data were analyzed using SPSS for Windows 23 (SPSS Inc., Chicago, IL, USA). Data from the 325 students designated for EFA was used to determine the internal structure evidence of the OPES. The Kaiser-Meyer-Olkin measure for sampling adequacy and Bartlett’s test of sphericity demonstrated factor analysis was appropriate [ 20 ]. Principal component analysis (PCA) was performed on the 26 items to extract the major contributing factors; varimax rotation determined relationships between the items and contributing factors. Factors with an eigenvalue > 1 were further inspected. A factor loading greater than .50 was regarded as significantly relevant [ 21 ].
All item deletions were incorporated one by one, and the EFA model was respecified after each deletion, which reduced the number of items in accordance with a priori criteria. In the EFA phase, the internal consistency of each construct was examined using Cronbach’s alpha, with a value of .70 or higher considered acceptable [ 22 ].
Data from the 325 students designated for CFA was used to validate the factor structure of the OPES. In this phase, items with a factor loading less than .50 were deleted [ 21 ]. The goodness of the model fit was assessed using the following: absolute fit indices, including goodness of fit index (GFI), adjusted goodness of fit index (AGFI), standardized root mean squared residual (SRMR), and the root mean square error of approximation (RMSEA); relative fit indices, normed and non-normed fit index (NFI and NNFI, respectively), and comparative fit index (CFI); and the parsimony NFI, CFI, and likelihood ratio ( x 2 /df ) [ 23 ].
In addition to the validity testing, a research team, which included a statistician, determined the appropriateness of either deleting or retaining each item. The convergent validity (internal quality of the items and factor structures), was further verified using standardized factor loading, with values of .50 or higher considered acceptable, and average variance extraction (AVE), with values of .5 or higher considered acceptable [ 21 ]. Convergent reliability (CR) was assessed using the construct reliability from the CFA, with values of .7 or higher considered acceptable [ 24 ]. The AVE and correlation matrices among the latent constructs were used to establish discriminant validity of the instrument. The square root of the AVE of each construct was required to reach a value that was larger than the correlation coefficient between itself and the other constructs [ 24 ].
The evidence of relationships with other variables was determined by examining the relationship of nursing students’ scores ( N  = 650) on the newly developed OPES with scores for constructs of communication of the translated scales for PRCA and SPCC. The hypotheses between OPES to PRCA and SPCC individually indicated the strong self-reported presentation competence were associated with lower communication anxiety and greater communication competence.
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EFA was performed sequentially six times until there were no items with a loading factor < .50 or that were cross-loaded, and six items were deleted (Table  2 ). EFA resulted in 20 items with a three factors solution, which represented 64.75% of the variance of the OPES. The Cronbach’s alpha estimates for the total scale was .94. indicating the scale had sound internal reliability (Table 2 ). The three factors were labeled in accordance with the item content via a panel discussion and had Cronbach’s alpha values of .93, .89, and .84 for factors 1, 2 and 3, respectively.
Factor 1, Accuracy of Content, was comprised of 11 items and explained 30.03% of the variance. Items in Accuracy of Content evaluated agreement between the topic (theme) and content of the presentation, use of presentation aids to highlight the key points of the presentation, and adherence to time limitations. These items included statements such as: “The content of the presentation matches the theme” (item 7), “Presentation aids, such as PowerPoint and posters, highlight key points of the report” (item 14), and “The organization of the presentation is structured to provide the necessary information, while also adhering to time limitations” (item 9). Factor 2, “Effective Communication”, was comprised of five items, which explained 21.72% of the total variance. Effective Communication evaluated the attitude and expression of the presenter. Statements included “Demonstrates confidence and an appropriate level of enthusiasm” (item 22), “Uses body language in a manner that increases the audience’s interest in learning” (item 21), and “Interacts with the audience using eye contact and a question and answer session” (item 24). Factor 3, “Clarity of Speech” was comprised of four items, which explained 13.00% of the total variance. Factor 3 evaluated the presenter’s pronunciation with statements such as “The words and phrases of the presenter are smooth and fluent” (item 19).
The factor structure of the 20-items of the EFA were examined with CFA. We sequentially removed items 1, 4, 20, 15, and 16, based on modification indices. The resultant 15-item scale had acceptable fit indices for the 3-factor model of the OPES for chi-square ( x 2 /df  = 2.851), RMSEA (.076), NNFI (.933), and CFI = .945. However, the AGFI, which was .876, was below the acceptable criteria of .9. A panel discussion with the researchers determined that items 4, 15, and 16 were similar in meaning to item 14; item 1 was similar in meaning to item 7. Therefore, the panel accepted the results of the modified CFA model of the OPES with 15 items and 3-factors.
As illustrated in Table  3 and Fig.  1 , all standardized factor loadings exceeded the threshold of .50, and the AVE for each construct ranged from .517 to .676, indicating acceptable convergent validity. In addition, the CR was greater than .70 for the three constructs (range = .862 to .901), providing further evidence for the reliability of the instrument [ 25 ]. As shown in Table  4 , all square roots of the AVE for each construct (values in the diagonal elements) were greater than the corresponding inter-construct correlations (values below the diagonal) [ 24 , 25 ]. These findings provide further support for the validity of the OPES.
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Development of the OPES: relationships with other variables
Relationships with other variable evidence was examined with correlation coefficients for the total score and subscale scores of the OPES with the total score and subscale scores of the PRCA and SPCC (Table  5 ) from all nursing students who participated in the study and complete all three scales ( N  = 650). Correlation coefficients for the total score of the OPES with total scores for the PRCA and SPCC were − .51 and .45, respectively (both p  < .001). Correlation coefficients for subscale scores of the OPES with the subscale scores of the PRCA and SPCC were all significant ( p  < .001), indicating strong valid evidence of the scale as a self-assessment for effective communication.
The 15-item OPES was found to be a reliable and valid instrument for nursing students’ self-assessments of their performance during previous oral presentations. The strength of this study is that the initial items were developed using both literature review and interviews with nurse educators, who were university tutors in oral presentation skills, as well as nursing students at different stages of the educational process. Another strength of this study is the multiple methods used to establish the validity and reliability of the OPES, including internal structure evidence (both EFA and CFA) and relationships with other variables [ 15 , 26 ].
Similar to previous to other oral presentation instruments, content analysis of items of the OPES generated from the interviews with educators and students indicated accuracy of the content of a presentation and effective communication were important factors for a good performance [ 3 , 4 , 5 , 6 , 8 ]. Other studies have also included self-esteem as a factor that can influence the impact of an oral presentation [ 3 ], however, the subscale of effective communication included the item “Demonstrates confidence and an appropriate level of enthusiasm”, which a quality of self-esteem. The third domain was identified as clarity of speech, which is unique to our study.
Constructs that focus on a person’s ability to deliver accurate content are important components for evaluations of classroom speaking because they have been shown to be fundamental elements of public speaking ([ 7 ]). Accuracy of content as it applies to oral presentation for nurses is important not only for communicating information involving healthcare education for patients, but also for communicating with team members providing medical care in a clinical setting.
The two other factors identified in the OPES, effective communication and clarity of speech, are similar to constructs for delivery of a presentation, which include interacting with the audience through body-language, eye-contact, and question and answer sessions. These behaviors indicate the presenter is confident and enthusiastic, which engages and captures the attention of an audience. It seems logical that the voice, pronunciation, and fluency of speech were not independent factors because the presenter’s voice qualities all are keys to effectively delivering a presentation. A clear and correct pronunciation, appropriate tone and volume of a presentation assists audiences in more easily receiving and understanding the content.
Our 15-item OPES scale evaluated the performance based on outcome. The original scale was composed of 26 items that were derived from qualitative interviews with nursing students and university tutors in oral presentations. These items were the result of asking about important qualities at three timepoints of a presentation: before, during, and after. However, most of the items that were deleted were those about the period before the presentation (1 to 6); two items (25 and 26) were about the period after the presentation. Analysis did not reflect the qualitative interview data expressed by educators and students regarding the importance of preparing with practice and rehearsal, and the importance of peer and teacher evaluations. Other studies have suggested that preparation and self-reflection is important for a good presentation, which includes awareness of the audience receiving the presentation, meeting the needs of the audience, defining the purpose of the presentation, use of appropriate technology to augment information, and repeated practices to reduce anxiety [ 2 , 5 , 27 ]. However, these items were deleted in the scale validation stage, possibly because it is not possible to objectively evaluate how much time and effort the presenter has devoted to the oral presentation.
The deletion of item 20, “The clothing worn by the presenter is appropriate” was also not surprising. During the interviews, educators and students expressed different opinions about the importance of clothing for a presentation. Many of the educators believed the presenter should be dressed formally; students believed the presenter should be neatly dressed. These two perspectives might reflect generational differences. However, these results are reminders assessments should be based on a structured and objective scale, rather than one’s personal attitude and stereotype of what should be important about an oral presentation.
The application of the OPES may be useful not only for educators but also for students. The OPES could be used a checklist to help students determine how well their presentation matches the 15 items, which could draw attention to deficiencies in their speech before the presentation is given. Once the presentation has been given, the OPES could be used as a self-evaluation form, which could help them make modifications to improve the next the next presentation. Educators could use the OPES to evaluate a performance during tutoring sessions with students, which could help identify specific areas needing improvement prior to the oral presentation. Although, analysis of the scale was based on data from nursing students, additional assessments with other populations of healthcare students should be conducted to determine if the OPES is applicable for evaluating oral presentations for students in general.
Limitations
This study had several limitations. Participants were selected by non-random sampling, therefore, additional studies with nursing students from other nursing schools would strengthen the validity and reliability of the scale. In addition, the OPES was developed using empirical data, rather than basing it on a theoretical framework, such as anxiety and public speaking. Therefore, the validity of the OPES for use in other types of student populations or cultures that differ significantly from our sample population should be established in future studies. Finally, the OPES was in the study was examined as a self-assessment instrument for nursing students who rated themselves based on their perceived abilities previous oral presentations rather than from peer or nurse educator evaluations. Therefore, applicability of the scale as an assessment instrument for educators providing an objective score of nursing students’ real-life oral presentations needs to be validated in future studies.
This newly developed 15-item OPES is the first report of a valid self-assessment instrument for providing nursing students with feedback about whether necessary targets for a successful oral presentation are reached. Therefore, it could be adopted as a self-assessment instrument for nursing students when learning what oral presentation require skills require strengthening. However, further studies are needed to determine if the OPES is a valid instrument for use by student peers or nursing educators evaluating student presentations across nursing programs.
Availability of data and materials
The datasets and materials of this study are available to the corresponding author on request.
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A guide on how to structure a case presentation
This article contains...
-History of presenting problem
-Medical and surgical history
-Drugs, including allergies to drugs
-Family history
-Social history
-Review of systems
-Findings on examination, including vital signs and observations
-Differential diagnosis/impression
-Investigations
-Management
Presenting patient cases is a key part of everyday clinical practice. A well delivered presentation has the potential to facilitate patient care and improve efficiency on ward rounds, as well as a means of teaching and assessing clinical competence. 1
The purpose of a case presentation is to communicate your diagnostic reasoning to the listener, so that he or she has a clear picture of the patient’s condition and further management can be planned accordingly. 2 To give a high quality presentation you need to take a thorough history. Consultants make decisions about patient care based on information presented to them by junior members of the team, so the importance of accurately presenting your patient cannot be overemphasised.
As a medical student, you are likely to be asked to present in numerous settings. A formal case presentation may take place at a teaching session or even at a conference or scientific meeting. These presentations are usually thorough and have an accompanying PowerPoint presentation or poster. More often, case presentations take place on the wards or over the phone and tend to be brief, using only memory or short, handwritten notes as an aid.
Everyone has their own presenting style, and the context of the presentation will determine how much detail you need to put in. You should anticipate what information your senior colleagues will need to know about the patient’s history and the care he or she has received since admission, to enable them to make further management decisions. In this article, I use a fictitious case to show how you can structure case presentations, which can be adapted to different clinical and teaching settings (box 1).
Box 1: Structure for presenting patient cases
Presenting problem, history of presenting problem, medical and surgical history.
Drugs, including allergies to drugs
Family history
Social history, review of systems.
Findings on examination, including vital signs and observations
Differential diagnosis/impression
Investigations
Case: tom murphy.
You should start with a sentence that includes the patient’s name, sex (Mr/Ms), age, and presenting symptoms. In your presentation, you may want to include the patient’s main diagnosis if known—for example, “admitted with shortness of breath on a background of COPD [chronic obstructive pulmonary disease].” You should include any additional information that might give the presentation of symptoms further context, such as the patient’s profession, ethnic origin, recent travel, or chronic conditions.
“ Mr Tom Murphy is a 56 year old ex-smoker admitted with sudden onset central crushing chest pain that radiated down his left arm.”
In this section you should expand on the presenting problem. Use the SOCRATES mnemonic to help describe the pain (see box 2). If the patient has multiple problems, describe each in turn, covering one system at a time.
Box 2: SOCRATES—mnemonic for pain
Associations
Time course
Exacerbating/relieving factors
“ The pain started suddenly at 1 pm, when Mr Murphy was at his desk. The pain was dull in nature, and radiated down his left arm. He experienced shortness of breath and felt sweaty and clammy. His colleague phoned an ambulance. He rated the pain 9/10 in severity. In the ambulance he was given GTN [glyceryl trinitrate] spray under the tongue, which relieved the pain to 5/10. The pain lasted 30 minutes in total. No exacerbating factors were noted. Of note: Mr Murphy is an ex-smoker with a 20 pack year history”
Some patients have multiple comorbidities, and the most life threatening conditions should be mentioned first. They can also be categorised by organ system—for example, “has a long history of cardiovascular disease, having had a stroke, two TIAs [transient ischaemic attacks], and previous ACS [acute coronary syndrome].” For some conditions it can be worth stating whether a general practitioner or a specialist manages it, as this gives an indication of its severity.
In a surgical case, colleagues will be interested in exercise tolerance and any comorbidity that could affect the patient’s fitness for surgery and anaesthesia. If the patient has had any previous surgical procedures, mention whether there were any complications or reactions to anaesthesia.
“Mr Murphy has a history of type 2 diabetes, well controlled on metformin. He also has hypertension, managed with ramipril, and gout. Of note: he has no history of ischaemic heart disease (relevant negative) (see box 3).”
Box 3: Relevant negatives
Mention any relevant negatives that will help narrow down the differential diagnosis or could be important in the management of the patient, 3 such as any risk factors you know for the condition and any associations that you are aware of. For example, if the differential diagnosis includes a condition that you know can be hereditary, a relevant negative could be the lack of a family history. If the differential diagnosis includes cardiovascular disease, mention the cardiovascular risk factors such as body mass index, smoking, and high cholesterol.
Highlight any recent changes to the patient’s drugs because these could be a factor in the presenting problem. Mention any allergies to drugs or the patient’s non-compliance to a previously prescribed drug regimen.
To link the medical history and the drugs you might comment on them together, either here or in the medical history. “Mrs Walsh’s drugs include regular azathioprine for her rheumatoid arthritis.”Or, “His regular drugs are ramipril 5 mg once a day, metformin 1g three times a day, and allopurinol 200 mg once a day. He has no known drug allergies.”
If the family history is unrelated to the presenting problem, it is sufficient to say “no relevant family history noted.” For hereditary conditions more detail is needed.
“ Mr Murphy’s father experienced a fatal myocardial infarction aged 50.”
Social history should include the patient’s occupation; their smoking, alcohol, and illicit drug status; who they live with; their relationship status; and their sexual history, baseline mobility, and travel history. In an older patient, more detail is usually required, including whether or not they have carers, how often the carers help, and if they need to use walking aids.
“He works as an accountant and is an ex-smoker since five years ago with a 20 pack year history. He drinks about 14 units of alcohol a week. He denies any illicit drug use. He lives with his wife in a two storey house and is independent in all activities of daily living.”
Do not dwell on this section. If something comes up that is relevant to the presenting problem, it should be mentioned in the history of the presenting problem rather than here.
“Systems review showed long standing occasional lower back pain, responsive to paracetamol.”
Findings on examination
Initially, it can be useful to practise presenting the full examination to make sure you don’t leave anything out, but it is rare that you would need to present all the normal findings. Instead, focus on the most important main findings and any abnormalities.
“On examination the patient was comfortable at rest, heart sounds one and two were heard with no additional murmurs, heaves, or thrills. Jugular venous pressure was not raised. No peripheral oedema was noted and calves were soft and non-tender. Chest was clear on auscultation. Abdomen was soft and non-tender and normal bowel sounds were heard. GCS [Glasgow coma scale] was 15, pupils were equal and reactive to light [PEARL], cranial nerves 1-12 were intact, and he was moving all four limbs. Observations showed an early warning score of 1 for a tachycardia of 105 beats/ min. Blood pressure was 150/90 mm Hg, respiratory rate 18 breaths/min, saturations were 98% on room air, and he was apyrexial with a temperature of 36.8 ºC.”
Differential diagnoses
Mentioning one or two of the most likely diagnoses is sufficient. A useful phrase you can use is, “I would like to rule out,” especially when you suspect a more serious cause is in the differential diagnosis. “History and examination were in keeping with diverticular disease; however, I would like to rule out colorectal cancer in this patient.”
Remember common things are common, so try not to mention rare conditions first. Sometimes it is acceptable to report investigations you would do first, and then base your differential diagnosis on what the history and investigation findings tell you.
“My impression is acute coronary syndrome. The differential diagnosis includes other cardiovascular causes such as acute pericarditis, myocarditis, aortic stenosis, aortic dissection, and pulmonary embolism. Possible respiratory causes include pneumonia or pneumothorax. Gastrointestinal causes include oesophageal spasm, oesophagitis, gastro-oesophageal reflux disease, gastritis, cholecystitis, and acute pancreatitis. I would also consider a musculoskeletal cause for the pain.”
This section can include a summary of the investigations already performed and further investigations that you would like to request. “On the basis of these differentials, I would like to carry out the following investigations: 12 lead electrocardiography and blood tests, including full blood count, urea and electrolytes, clotting screen, troponin levels, lipid profile, and glycated haemoglobin levels. I would also book a chest radiograph and check the patient’s point of care blood glucose level.”
You should consider recommending investigations in a structured way, prioritising them by how long they take to perform and how easy it is to get them done and how long it takes for the results to come back. Put the quickest and easiest first: so bedside tests, electrocardiography, followed by blood tests, plain radiology, then special tests. You should always be able to explain why you would like to request a test. Mention the patient’s baseline test values if they are available, especially if the patient has a chronic condition—for example, give the patient’s creatinine levels if he or she has chronic kidney disease This shows the change over time and indicates the severity of the patient’s current condition.
“To further investigate these differentials, 12 lead electrocardiography was carried out, which showed ST segment depression in the anterior leads. Results of laboratory tests showed an initial troponin level of 85 µg/L, which increased to 1250 µg/L when repeated at six hours. Blood test results showed raised total cholesterol at 7.6 mmol /L and nil else. A chest radiograph showed clear lung fields. Blood glucose level was 6.3 mmol/L; a glycated haemoglobin test result is pending.”
Dependent on the case, you may need to describe the management plan so far or what further management you would recommend.“My management plan for this patient includes ACS [acute coronary syndrome] protocol, echocardiography, cardiology review, and treatment with high dose statins. If you are unsure what the management should be, you should say that you would discuss further with senior colleagues and the patient. At this point, check to see if there is a treatment escalation plan or a “do not attempt to resuscitate” order in place.
“Mr Murphy was given ACS protocol in the emergency department. An echocardiogram has been requested and he has been discussed with cardiology, who are going to come and see him. He has also been started on atorvastatin 80 mg nightly. Mr Murphy and his family are happy with this plan.”
The summary can be a concise recap of what you have presented beforehand or it can sometimes form a standalone presentation. Pick out salient points, such as positive findings—but also draw conclusions from what you highlight. Finish with a brief synopsis of the current situation (“currently pain free”) and next step (“awaiting cardiology review”). Do not trail off at the end, and state the diagnosis if you are confident you know what it is. If you are not sure what the diagnosis is then communicate this uncertainty and do not pretend to be more confident than you are. When possible, you should include the patient’s thoughts about the diagnosis, how they are feeling generally, and if they are happy with the management plan.
“In summary, Mr Murphy is a 56 year old man admitted with central crushing chest pain, radiating down his left arm, of 30 minutes’ duration. His cardiac risk factors include 20 pack year smoking history, positive family history, type 2 diabetes, and hypertension. Examination was normal other than tachycardia. However, 12 lead electrocardiography showed ST segment depression in the anterior leads and troponin rise from 85 to 250 µg/L. Acute coronary syndrome protocol was initiated and a diagnosis of NSTEMI [non-ST elevation myocardial infarction] was made. Mr Murphy is currently pain free and awaiting cardiology review.”
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We’re all learning as we go. 
And that’s perfectly OK — that’s part of being human. On my own personal growth journey, I know I need to get better at public speaking and presenting. It’s one of those things that doesn’t necessarily come naturally to me. 
And I know there are plenty of people in my shoes. So when it comes to presenting in the workplace, it can be intimidating. But there’s one thing that can help people continue to get better at presentations: feedback . 
The following examples not only relate to presentations. They can also be helpful for public speaking and captivating your audience. 
You’re doing great 
	You really have the natural ability to hand out presentation material in a very organized way! Good job!
	Your presentations are often compelling and visually stunning. You really know how to effectively captivate the audience. Well done!
	You often allow your colleagues to make presentations on your behalf. This is a great learning opportunity for them and they often thrive at the challenge.
	Keeping presentations focused on key agenda items can be tough, but you’re really good at it. You effectively outline exactly what it is that you will be discussing and you make sure you keep to it. Well done!!
	You created downloadable visual presentations and bound them for the client. Excellent way to portray the company! Well done!
	Your content was relevant and your format was visually appealing and easy to follow and understand. Great job! You’re a real designer at heart!
	You always remain consistent with the way you present and often your presentations have the same style and layout. This is great for continuity. Well done!
	You always remain consistent with every presentation, whether it be one on ones, small group chats, with peers, direct reports, and the company bosses. You have no problem presenting in any one of these situations. Well done!
	You are an effective presenter both to employees and to potential clients. When controversial topics come up, you deal with them in a timely manner and you make sure these topics are fully dealt with before moving on. Well done!
	You effectively command attention and you have no problem managing groups during the presentation.


[image: subscribe-cta]You should think of improving 
	You’re a great presenter in certain situations, but you struggle to present in others. Try to be more consistent when presenting so that you get one single-minded message across. This will also help you broaden your presentation skills by being able to portray one single idea or message.
	You tend to be a little shy when making presentations. You have the self-confidence in one-on-one conversations , so you definitely have the ability to make compelling presentations. Come on! You can do it!
	During presentations, there seems to be quite a lack of focus . I know it can be difficult to stick to the subject matter, however you need to in order for people to understand what the presentation is about and what is trying to be achieved.
	To engage with your audience and make them attentively listen to what you have to say, you need to be able to use your voice in an effective manner to achieve this. Try to focus on certain words that require extra attention and emphasis these words during your presentation.
	Knowing your audience is critical to the success of any presentation. Learn to pick up on their body language and social cues to gauge your style and tone. Listen to what your audience has to say and adjust your presentation accordingly.


[image: presentation-feedback-examples-person-handing-out-papers]	During presentations, it’s expected that there will be tough questions . Try to prepare at least a couple of days before the time so that you can handle these questions in an effective manner.
	To be an effective presenter you need to be able to adjust to varying audiences and circumstances. Try learning about who will be in the room at the time of the presentation and adjust accordingly.
	Remember not to take debate as a personal attack. You tend to lose your cool a little too often, which hinders the discussion and people feel alienated. You can disagree without conflict .
	The only way you are going to get better at public speaking is by practicing, practicing, practicing. Learn your speech by heart, practice in the mirror, practice in front of the mirror. Eventually, you’ll become a natural and you won't be afraid of public speaking any longer.
	Your presentations are beautiful and I have no doubt you have strong presentation software skills. However, your content tends to be a bit weak and often you lack the substance. Without important content, the presentation is empty.

Tips to improve 
	Remember it’s always good to present about the things you are passionate about . When you speak to people about your passions they can sense it. The same goes for presentations. Identify what it is that excites you and somehow bring it into every presentation. it’ll make it easier to present and your audience will feel the energy you portray.
	Sometimes it can be easier to plan with the end result in mind. Try visualizing what it is you are exactly expecting your audience to come away with and develop your presentation around that.
	Simplicity is a beautiful thing. Try to keep your presentations as simple as possible. Make it visually appealing with the least amount of words possible. Try interactive pictures and videos to fully immerse your audience in the presentation.
	It’s a fine balance between winging the presentation and memorizing the presentation. If you wing it too much it may come across as if you didn't prepare. If you memorize it, the presentation may come off a bit robotic. Try to find the sweet spot, if you can.
	When presenting, try to present in a way that is cause for curiosity . Make people interested in what you have to say to really captivate them. Have a look at some TED talks to get some tips on how you can go about doing this.
	Remember presentations should be about quality, not quantity. Presentations that are text-heavy and go on for longer than they should bore your audience and people are less likely to remember them.
	Try to arrive at every staff meeting on time and always be well prepared. This will ensure that meetings will go smoothly in the future.
	Remember to respect other people's time by always arriving on time or five minutes before the presentation.
	Remember to ask the others in the meeting for their point of view if there are individuals during presentations.
	If you notice presentations are deviating off-topic, try to steer it back to the important topic being discussed.

Presentation feedback can be intimidating. It’s likely the presenter has spent a good deal of time and energy on creating the presentation.
As an audience member, you can hone in on a few aspects of the presentation to help frame your feedback. If it's an oral presentation, you should consider also audience attention and visual aids.
It’s important to keep in mind three key aspects of the presentation when giving feedback. 

[image: presentation-feedback-examples-presenting-team-meeting]Communication
	Were the key messages clear? 
	Was the speaker clear and concise in their language?
	Did the presenter clearly communicate the key objectives? 
	Did the presenter give the audience clear takeaways? 
	How well did the presenter’s voice carry in the presentation space? 

Delivery 
	Was the presentation engaging? 
	How well did the presenter capture their audience? 
	Did the presenter engage employees in fun or innovative ways? 
	How interactive was the presentation? 
	How approachable did the presenter appear? 
	Was the presentation accessible to all? 

Body language and presence 
	How did the presenter carry themselves? 
	Did the presenter make eye contact with the audience? 
	How confident did the presenter appear based on nonverbal communication? 
	Were there any nonverbal distractions to the presentation? (i.e. too many hand gestures, facial expressions, etc.)  

There are plenty of benefits of feedback . But giving effective feedback isn’t an easy task. Here are some tips for giving effective feedback. 

1. Prepare what you’d like to say 
I’m willing to bet we’ve all felt like we’ve put our foot in our mouth at one point or another. Knee-jerk, emotional reactions are rarely helpful. In fact, they can do quite the opposite of help. 
Make sure you prepare thoughtfully. Think through what feedback would be most impactful and helpful for the recipient. How will you word certain phrases? What’s most important to communicate? What feedback isn’t helpful to the recipient? 
You can always do practice runs with your coach. Your coach will serve as a guide and consultant. You can practice how you’ll give feedback and get feedback … on your feedback. Sounds like a big loop, but it can be immensely helpful. 
2. Be direct and clear (but lead with empathy) 
Have you ever received feedback from someone where you’re not quite sure what they’re trying to say? Me, too. 
I’ve been in roundabout conversations where I walk away even more confused than I was before. This is where clear, direct, and concise communication comes into play. 
Be clear and direct in your message. But still, lead with empathy and kindness . Feedback doesn’t need to be harsh or cruel. If it’s coming from a place of care, the recipient should feel that care from you. 
3. Create dialogue (and listen carefully) 
Feedback is never a one-way street. Without the opportunity for dialogue, you’re already shutting down and not listening to the other person. Make sure you’re creating space for dialogue and active listening . Invite questions — or, even better, feedback. You should make the person feel safe, secure, and trusted . You should also make sure the person feels heard and valued. 
Your point of view is just that: it's one perspective. Invite team members to share their perspectives, including positive feedback . 
You might also offer the recipient the opportunity for self-evaluation . By doing a self-evaluation, you can reflect on things like communication skills and confidence. They might come to some of the same important points you did — all on their own.
Now, let’s go practice that feedback 
We're all learners in life.
It's OK to not be perfect . In fact, we shouldn't be. We're perfectly imperfect human beings, constantly learning , evolving, and bettering ourselves. 
The same goes for tough things like presentations. You might be working on perfecting your students' presentation. Or you might want to get better at capturing your audience's attention. No matter what, feedback is critical to that learning journey . 
Even a good presentation has the opportunity for improvement . Don't forget the role a coach can play in your feedback journey.
Your coach will be able to provide a unique point of view to help you better communicate key points. Your coach can also help with things like performance reviews , presentation evaluations, and even how to communicate with others.
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Madeline is a writer, communicator, and storyteller who is passionate about using words to help drive positive change. She holds a bachelor's in English Creative Writing and Communication Studies and lives in Denver, Colorado. In her spare time, she's usually somewhere outside (preferably in the mountains) — and enjoys poetry and fiction.
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A Peer Evaluation form is a form template designed to streamline the process of collecting feedback and evaluations from peers in the workplace. With this peer feedback form, Human Resources departments can eliminate paperwork and gather all evaluations online. The form includes questions about feedback for success in the job, the person's strengths and weaknesses, and their ability to collaborate with other team members. This form is essential for HR professionals looking to gather comprehensive feedback on employees' performance and foster a culture of continuous improvement within the organization.Jotform, a user-friendly and drag-and-drop online form builder, provides a seamless experience for creating and customizing the Peer Evaluation form. With Jotform's extensive field options and widgets, HR professionals can easily tailor the form to their specific requirements. Additionally, Jotform offers integration capabilities with popular apps and services like Google Drive, Salesforce, and Dropbox, allowing for seamless data transfer and automation. The platform also provides the Jotform Sign feature, which enables users to collect electronic signatures on forms and documents, ensuring enhanced security and compliance. With Jotform's ease of use, ease of -customization, and ease of -collecting e-signatures, HR professionals can streamline their evaluation processes and make more informed decisions based on comprehensive feedback.
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An employee peer review lets employees evaluate their coworkers’ performance and behavior in the workplace. Use our free, online Employee Peer Review Template to simplify and speed up the evaluation process at your company. Once you’ve customized it to meet your needs, publish the form on your company site or send a direct form link to employees. Your staff will be able to name the employee they’re reviewing, describe the review period, and rate their coworkers on a scale from exceptional to unsatisfactory. Using our drag-and-drop Form Builder, you’re free to change the rating scale however you like. You can view submissions from your Jotform account on any device, even offline with Jotform Mobile Forms.Need to make some changes to our Employee Peer Review Template? With our drag-and-drop Form Builder, you can easily customize this template to perfectly align with your needs — no coding necessary! Feel free to replace the input table with questions or slider rating scales. You can even upload your company’s logo for a more professional look! And while you’re at it, sync your Employee Peer Review Form to apps like Google Drive, Dropbox, and Airtable to store evaluations in your other online accounts too. Boost employee performance with a custom Employee Peer Review Template that makes it easier for employees to evaluate their coworkers!

[image: Student Peer Evaluation Form Template]Student Peer Evaluation Form
A student peer evaluation form is a tool used by teachers to collect feedback about students from their peers. Whether you teach at a middle school, high school, or college, collect peer evaluations from your students with a free Student Peer Evaluation Form! Embed this form in your online class website, or share it with students to complete with a link to keep communication between you and your students fast and easy. You can easily customize this form to match your classroom and grading scheme.You can even add questions, edit the layout, or choose a new background image, making your Student Peer Evaluation Form match your needs exactly. Integrate with online storage services like Google Drive or Dropbox to make the most of your data. You can even send students’ evaluations and others’ submissions to CRM platforms like Salesforce (also available on Salesforce AppExchange). Save yourself time and effort by using a free Student Peer Evaluation Form to get peer evaluations from your students.
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Peer Feedback Forms
A Peer Evaluation form is a form template designed to streamline the process of collecting feedback and evaluations from peers in the workplace

[image: Presentation Feedback Form Template]Whether you just gave a presentation or were a viewer at a seminar, a presentation feedback form is a great way to collect constructive feedback. Customize the presentation feedback form template to include the presenters name, commentary fields and grading rubrics. Additionally, presentation feedback templates have access to Jotform's collection of themes, apps, and widgets to help user engagement. Use our presentation feedback form sample as a guide for creating your own, customizing it to fit your needs.
An Employee Peer Review Template is a form template designed to facilitate the evaluation of coworkers' performance and behavior in the workplace.
A student peer evaluation form is a tool used by teachers to collect feedback about students from their peers. No coding!
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A presentation peer feedback form is used by students to give feedback on presentations that their peers have created in the classroom. Customize and share online.
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Feedback form
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Testing prototype
About Peer Feedback Forms
Whether you need feedback on employee performance reviews or a group project, gather the data you need with Jotform’s free online Peer Feedback Forms. Start by choosing a free template below and customizing it with no coding required — then embed the form in your website or share it with a link to start collecting feedback from your peers on any device. All responses are stored in your secure Jotform account.
Feel free to add more questions, choose new fonts and colors, or upload photos with our drag-and-drop builder. If you’d like to analyze feedback to reveal important insights, create reports instantly with Jotform Report Builder — or send feedback to other accounts automatically with 100+ readymade integrations! Switch from time-consuming paper forms or emails and collect feedback more efficiently with free Peer Feedback Forms from JotForm.
Your account is currently limited to {formLimit} forms.
Go to My Forms and delete an existing form or upgrade your account to increase your form limit.
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[image: Logo of bmjo]What does patient feedback reveal about the NHS? A mixed methods study of comments posted to the NHS Choices online service
Gavin brookes.
1 School of English, University of Nottingham, Nottingham, UK
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Associated Data
To examine the key themes of positive and negative feedback in patients’ online feedback on NHS (National Health Service) services in England and to understand the specific issues within these themes and how they drive positive and negative evaluation.
Computer-assisted quantitative and qualitative studies of 228 113 comments (28 971 142 words) of online feedback posted to the NHS Choices website. Comments containing the most frequent positive and negative evaluative words are qualitatively examined to determine the key drivers of positive and negative feedback.
Participants
Contributors posting comments about the NHS between March 2013 and September 2015.
Overall, NHS services were evaluated positively approximately three times more often than negatively. The four key areas of focus were: treatment, communication, interpersonal skills and system/organisation. Treatment exhibited the highest proportion of positive evaluative comments (87%), followed by communication (77%), interpersonal skills (44%) and, finally, system/organisation (41%). Qualitative analysis revealed that reference to staff interpersonal skills featured prominently, even in comments relating to treatment and system/organisational issues. Positive feedback was elicited in cases of staff being caring, compassionate and knowing patients’’ names, while rudeness, apathy and not listening were frequent drivers of negative feedback.
Conclusions
Although technical competence constitutes an undoubtedly fundamental aspect of healthcare provision, staff members were much more likely to be evaluated both positively and negatively according to their interpersonal skills. Therefore, the findings reported in this study highlight the salience of such ‘soft’ skills to patients and emphasise the need for these to be focused upon and developed in staff training programmes, as well as ensuring that decisions around NHS funding do not result in demotivated and rushed staff. The findings also reveal a significant overlap between the four key themes in the ways that care is evaluated by patients.
Strengths and limitations of this study
	This study examines the largest (228 113 comments and approximately 29 million words) and most recent (March 2013 to September 2015) collection of online patient comments on NHS services analysed to date.
	Building on previous research, the feedback data examined relate to a wider range of areas of healthcare service provision, including: acute trusts, care organisations, care providers, clinical commissioning groups, clinics, dentists, general practitioner practices, hospitals, mental health trusts, opticians and pharmacies. Although the comments relating to these various areas of provision are not compared in the analysis, this nonetheless makes for a more widely representative dataset.
	The use of quantitative computer-assisted linguistic techniques produces large-scale, generalisable insights into this vast dataset, while more fine-grained, qualitative analysis helps elucidate nuances and areas of difference and overlap that have been overlooked by research employing solely quantitative approaches.
	Further data and research are required to assess possible demographic trends in the feedback given.

Introduction
Since the 1980s, patient feedback exercises have been undertaken by an increasing number of healthcare providers worldwide in order to monitor the quality of the services they provide and stimulate improvements where needed. 1 Although the reliability of patient feedback as an indicator of the technical quality of care remains a topic of debate, 2  patient feedback exercises have nonetheless become a staple way of measuring and regulating healthcare standards, 3 4 as well as ensuring public involvement in the design and improvement of healthcare provision. 5  Patient empowerment is, as Gann puts it, ‘here to stay’ (p. 150), 6 and policy makers over the world have come to recognise the potential of active patient involvement to drive service improvements, improve self-care and ultimately improve the affordability and sustainability of the services they provide. 7 In England, since 2002, patient feedback has played an increasingly significant role in the way that care quality is assessed, with all National Health Service (NHS) trusts required to collect and report the results of feedback on their services to the regulatory body, the Healthcare Commission. The importance of the insights gained from patient feedback exercises is all the more pronounced in this context, where reductions in government expenditure in areas of social provision have required healthcare providers to constantly demonstrate both the quality and financial viability of the services they provide.
Healthcare providers can obtain feedback from their patients using a range of methods which can be implemented in different settings and at differing times following an episode of treatment. Ziebland and Coulter 8 provide a list of such methods, which include (but are not limited to): face-to-face interviews, postal questionnaires, telephone interviewers (using automated and live interviewers), web-based online questionnaires, diaries, questions on handheld portable devices, touch screen kiosks and bedside consoles. Moreover, feedback can be collected on-site, at the point of service contact or at patients’ homes, some days, weeks or months later. 8 The analysis reported in this study focuses on feedback given in the form of online patient comments. In recent years, increasing attention has been paid by researchers and healthcare providers to the internet as a site for patients to recount their express of healthcare services and to draw attention to what was good and bad about those experiences. 9–11 One such recent study was undertaken by Greaves et al , 12 who compared patients’ ratings of care posted to the NHS Choices online service with the results of non-experiential measures of service performance, such as morality rates. The researchers reported that, overall, patients’ ratings tended to correlate with the non-experiential measures. For example, hospitals that were poorly evaluated by patients were found to have higher mortality rates. This research therefore supports the value of online forms of patient feedback for assessing care quality and targeting areas for improvement.
Given the increasing significance of patient feedback to the ways that healthcare services are designed, delivered and regulated, there is a pressing need for research that accounts for the concerns expressed by patients in their feedback. However, rather than explore the content of patient feedback itself, the majority of existing research in this area is concerned chiefly with: reviewing the suitability of instruments and methods of collecting and analysing feedback 13 ; considering the reliability of feedback data for assessing healthcare quality 14 ; reflecting on the extent to which insights gained from such exercises have actually improved service provision 15  and recommending how such insights might be translated into positive clinical outcomes in the future. 16 The comparatively few studies that have examined the content of patient feedback (even fewer of which relate to healthcare in England) have reported recurring drivers of feedback to include the technical quality of care, accessibility to care, and the interpersonal and communication skills of practitioners (with the latter two often conflated). 17–19
The present study identifies and examines the key drivers of positive and negative feedback on healthcare services given in patients’ online comments posted to the NHS Choices website between March 2013 and September 2015. Our findings build on existing patient feedback research in several important ways. At 228 113 comments and approximately 29 million words, the feedback data we analyse are considerably larger than those examined in previous research on this topic, which have mainly accounted for hundreds of comments 20–22 and at the most in the tens of thousands. 23 Moreover, the data we analyse represent feedback relating to a wider range of healthcare services than considered in previous research, which has often focused on specific areas of healthcare provision. 24 The lion’s share of research on patient feedback was conducted using data collected in the 1990s and early 2000s, while our dataset contains comments made as recently as September 2015, making this dataset the most up-to-date of its kind. More broadly, given the ever changing landscape of healthcare provision in England and the UK, the present study responds to the need for regular and up-to-date research that assesses patient attitudes towards the NHS and specifically identifies the key drivers of feedback about the particular services they access.
We studied the written feedback posted to the NHS Choices online service ( http://www.nhs.uk/pages/home.aspx ) between March 2013 and September 2015 (data made available to the researchers). The comments were collected from the NHS Choices service’s comprehensive RSS feed for posted comments, using a developer key provided to us for this purpose, and then converted from RSS/XML to suitable structured corpus/database format for analysis. The data comprise a total of 228 113 comments, amounting to 28 971 142 words. The comments relate to a variety of healthcare organisations, including acute trusts, care organisations, care providers, clinical commissioning groups, clinics, dentists, general practitioner (GP) practices, hospitals, mental health trusts, opticians and pharmacies. However, the majority of the comments (27 005 715; 93.21%) relate to three primary care services: GP practices, hospitals and dentists. A numerical breakdown of the data is provided in table 1 .
Breakdown of the NHS comments database
GP, general practitioner; NHS, National Health Service; CCGs, Clinical Commissioning Groups.
We examined the comments using computer-assisted methods of linguistic analysis afforded by CQPweb, 25 an online tool that offers a range of techniques for quantitatively and qualitatively analysing large collections of digitised language data. We began by identifying the 10 most frequently occurring linguistic markers of positive and negative evaluation across the comments. These words were manually identified from a list of all the words occurring in the data provided by the ‘frequency’ function of CQPweb. Evaluation is a complex linguistic phenomenon, and can be made according to a variety of parameters, including the extent to which things are important, expected, comprehensible, possible and reliable. To ensure that our analysis captured the broadest range of themes concerning the positive and negative evaluation in the comments, we focused on the most generic evaluative items, that is, words that were broadly used to describe something as either being good or bad.
Using CQPweb, we then generated a list of those words that tend to occur frequently alongside the positive and negative evaluative words in the comments, that is, their most frequent ‘collocates’. Collocation refers to ‘the characteristic co-occurrence patterns of words’. 26 By analysing the collocates of the evaluative words, we were able to get a sense of what tended to be the target of the evaluation in the feedback—that is, of what was evaluated as ‘good’ and ‘bad’ in the comments. These words therefore reflect the key themes of positive and negative feedback in the data.
Building on this, the next more qualitative step in our procedure involved closely reading a randomly selected sample of comments in which each theme was evaluated positively and negatively to determine the more specific reasons or ‘drivers’ of the evaluation. Each sample consisted of 100 comments and contained comments relating to all organisations represented in the data. To ensure that 100 comments provided a sufficiently representative sample for this stage in our analysis, we adopted a saturation point procedure, well established in such quantitative linguistic research, 27 of randomly selecting 30 comments, analysing the emergent patterns, proceeding to examine another 30 randomly selected comments and continuing the process until saturation point was reached and new patterns had ceased to emerge. New patterns, or drivers, were no longer emergent by the time we analysed the 100th comment (positive and negative) for each theme, and so this sample size was deemed sufficiently large to account for the common drivers of positive and negative feedback, yet small enough to facilitate fine-grain qualitative examination.
Quantitative findings
Table 2 displays the 10 most frequent positive and negative evaluative words used in the comments. The comparatively higher frequencies of the positive words (total: 223 439) compared with the negative words (total: 73 363) provide a quantitative indication that the patients are more likely to evaluate the services they access positively than negatively. The positive evaluation words occur, on average, across almost three times as many comments as the negative words.
Ten most frequent positive and negative evaluative words in the comments 
CQPweb was then used to generate lists of those words occurring frequently within the three words preceding and following the positive and negative evaluation words in table 2 (ie, their collocates). The collocational span of 3 is the default value in CQPweb and is fairly standard in collocation analyses, which tend to operate with spans ranging from three to five words. 28 As we mentioned earlier, evaluation is a complex linguistic phenomenon, and the positive words below could, in some circumstances, be used to evaluate something negatively (‘not good’) and vice versa (eg, ‘isn’t bad’). Such cases comprised a tiny proportion (under 1%) of cases and were removed from the remainder of the analysis below.
The 100 most frequent words occurring alongside the positive and negative words were thematically coded to reflect the most frequently evaluated areas of concern for patients giving feedback. Four areas emerged as frequent across the comments (corresponding words in brackets): (1) treatment ( care , treatment , dental ); (2) communication ( communication , attention , listener(s) , advice ); (3) interpersonal skills ( atmosphere , attitude(s) , manner(s) ) and (4) system/organisation ( system , appointment , management , waiting time(s) ). As the forthcoming qualitative analysis shall demonstrate, feedback concerning communication and interpersonal skills related to a mixture of medical and non-medical staff groups, with the latter including staff members such as receptionists and managers. Note that we combined waiting and time(s) together into one linguistic item, as references to time(s) by itself often appeared in statements like ‘I had a really bad time’, which were too vague to be categorised. Based on the corresponding words (in brackets), we then examined how often each concern featured alongside the positive versus negative evaluative words ( figure 1 ).
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Of the four key themes displayed above, treatment exhibited the highest proportion of positive feedback, occurring alongside the positive evaluation words 87% of the time. Communication was also evaluated positively overall (77%), while interpersonal skills were only evaluated positively 44% of the time and system/organisational issues fared worst of all with only a 41% positive evaluation.
Qualitative findings
To understand why the four key themes identified in our quantitative analysis were evaluated positively and negatively across the patients’ comments, we examined a sample of comments (n=100) in which each occurred alongside the positive and then negative evaluation words. Tables 3–10 report the reasons each theme was positively and negatively evaluated in our sample. This section deals with each theme in turn, starting with the theme that fared best in the patients’ comments (treatment), and concluding with the theme that fared worst (system/organisation).
Reasons treatment was positively evaluated
Reasons treatment was negatively evaluated
Reasons communication was negatively evaluated
Reasons interpersonal skills were positively evaluated
Reasons interpersonal skills were negatively evaluated
Reasons system and organisational issues were positively evaluated
Reasons system and organisational issues were negatively evaluated
Communication
Interpersonal skills, system and organisation, statement of principal findings.
The online comments analysed in this study paint a generally positive picture of healthcare services provided by the NHS in England. Our quantitative analysis of the patient comments revealed the most commonly used linguistic markers of positive evaluation occurred approximately three times as often as markers of negative evaluation and, on average, across approximately three times as many comments. Patients’ experiences and impressions of their treatment, communication, staff members’ interpersonal skills and system/organisational issues were identified as key to the ways that healthcare services were both positively and negatively evaluated. Of these key themes, treatment exhibited the highest proportion of positive feedback, occurring alongside the positive evaluation words 87% of the time. Communication was also evaluated positively overall (77%), while interpersonal skills were only evaluated positively 44% of the time and system/organisational issues fared worst of all with only a 41% positive evaluation.
Qualitative examination of the data was able to reveal the more precise nature of the evaluation made in the comments, as well as uncover overlaps and nuances between the key themes of positive and negative feedback. This part of the analysis suggested that as well as constituting a key theme in its own right, staff members’ interpersonal skills also emerged as a frequent driver of both positive and negative feedback in relation to how treatment and staff communication skills were evaluated. Other frequently cited drivers of positive and negative feedback included accessibility to care, patient centredness, and staff-to-staff and staff-to-patient communication. Staff technical competence was a less prominent driver of feedback, cited only in relation to the evaluation of treatment itself, and accounting for a relative minority of these comments. Our findings therefore support the notion that there is a discord between the significance that practitioners and patients place on technical competence when judging the overall quality of care. 29
Strengths and weaknesses of the study
This study has examined the largest and most up-to-date collection of patient feedback on NHS services in England in any format. Our use of quantitative computer-assisted linguistic techniques has produced large-scale, generalisable insights into this dataset. Yet at the same time, the more fine-grained, qualitative analysis was able to elucidate areas of difference and overlap that have been overlooked by research employing solely quantitative approaches in the past.
Although this dataset has proven to be a valuable resource for learning about individuals’ perspectives on the healthcare services they access, its lack of metadata regarding the demographic information of individual contributors meant that it was not possible to attribute particular types of comment or concern to any demographic group. It is also worth bearing in mind that the majority of the comments we analysed (93.21%) relate to the primary care services of GPs, hospitals and dentists. While this is unlikely to present issues respecting the general trends examined, more specific comments relating to these areas might be said to be over-represented compared with other areas of service provision, such as care providers and mental health trusts. Moreover, the data analysed in this study represent feedback given in one specific form (online comments), posted to one particular website (NHS Choices), about organisations based in one country (England). This raises issues surrounding representativeness; for those who choose to share their experiences online are not necessarily representative of the general population. It is now well documented that, compared with non-internet users, internet users tend to be younger, are more educated and are from higher income brackets. 30 Although this digital divide is estimated to have narrowed over time, 11 the perspectives of people from these so-called ‘hard-to-reach’ or ‘seldom-heard’ groups are still likely to be under-represented in our data. 8 31
Strengths and weaknesses in relation to other studies and important differences in results
Where a great deal of existing research has explored patient feedback in terms of predetermined themes, the data-driven approach adopted in the present study has allowed drivers of feedback to emerge from the comments themselves throughout the course of the analysis. As a consequence, system and organisation issues, which have remained largely unexplored in existing research, have emerged here as significant drivers of positive and negative evaluation with respect to various other aspects of care, including quality of treatment and staff communication skills.
As well as providing fresh insight into the perspectives of patients accessing contemporary healthcare services in England, the findings reported in this study also provide more substantive quantitative evidence to support the findings reported in existing studies of patient feedback that are based on comparatively smaller and older datasets. 32 33 However, our findings highlight the centrality of interpersonal skills as a key area of concern in its own right and as significant to the ways that treatment quality and staff communication are evaluated.
Meaning of the study: possible explanations and implications for clinicians and policy makers
While the majority of research into patient feedback has focused principally—in most cases exclusively—on what motivates negative feedback, the present study has elucidated the drivers of positive and negative feedback equally. Accordingly, while the reported drivers of negative feedback might flag up areas that require attention, the specific drivers of positive feedback outlined over the course of the analysis offer insight that can be used to stimulate and guide quality improvement efforts. 34–36
The quantitative section of our analysis suggested system and organisational issues to be a prominent theme in negative feedback. This often relates to issues surrounding accessibility of care, such as (emergency) appointment availability, waiting times, technical difficulties experienced with online booking systems, telephone waiting times and practice opening times. Tightening government expenditure in healthcare provision and resultant constraints on practitioner time and availability mean that these issues are unlikely to abate. Such issues arguably lie within the remit of policy makers and governing bodies. However, practitioners and other staff can improve patient feedback in this area by making an effort to ensure that appointments run on time and informing and updating patients and their families in the case of cancellations or delays.
The qualitative section of our analysis suggests that staff interpersonal skills lie central to improving care, as these were shown to motivate negative (and positive) feedback in relation to a variety of areas of concern. On the surface, the findings of this study suggest that developing the interpersonal skills of staff should be a priority in staff training. The interpersonal skills of both medical and non-medical staff were evaluated positively for qualities such as being friendly and approachable, empathetic, for smiling, and not being afraid to laugh and joke with patients. Allied to this, practitioners were frequently positively evaluated for providing care that was patient centred and involved discussing treatment options with patients, as well as explaining treatment plans and listening to their concerns. Conversely, staff were negatively evaluated when they were perceived as being rude, dismissive, lazy, not listening to patients’ concerns, as well as for not smiling and appearing unhappy.
Most professional medical training (eg, in medicine and nursing) includes the development of communication skills as a key element at the undergraduate level and onwards. This kind of interpersonal training is often focused on developing skills such as  information gathering and shared decision making. Our findings suggest that, as far as patients are concerned, the interpersonal aspect of interaction is given a high premium. Such skills might be developed more effectively through greater opportunity for hands-on human engagement, rather than instruction alone, at the early stages of training. In terms of developing the interpersonal skills of other non-medical staff groups, it is likely that many staff working in administrative capacities, such as receptionists, will not have received formal training in interpersonal skills (although healthcare providers are increasingly running courses in ‘customer service’ to address this). Likewise, there is an intermediate group, which includes staff working in healthcare assistance, who may have received limited or no formal training, but who nonetheless engage with patients at very significant levels and may benefit from some form of interpersonal skills training.
However, many of these specific interpersonal or ‘soft’ skills can be linked to the concept of emotional labour, 37 which involves the regulation of emotion to create a publicly visible facial and bodily display within the workplace. These kinds of attributes might seem more like individual character traits, and so incorporating these into training poses challenges, especially as members of the public are often unimpressed by ‘scripted’ interactions which are rightly seen as inauthentic. 38 Soft skills training, while clearly helpful in some areas, may sometimes be a ‘sticking plaster’ solution to cover for wider structural problems involving overstretched systems. Other positively evaluated interpersonal aspects of care, such as involving patients in communication and decision making and ensuring that patients have sufficient time to interact with medical staff and are not made to feel as though they are ‘rushed,’ might constitute more tangible and attainable targets for skills development programmes.
In an effort to stimulate such improvements, the findings from the project from which this research derives, including the results reported in this article, have been presented to the Insight and Feedback Team at NHS England as well as the Care Quality Commission in the UK. However, in reality, translating such findings into practice is seldom straightforward. After all, although most major public sector healthcare providers collect feedback on their services at least annually, this information is not always used to improve service quality. 3 Suggested reasons for this include a lack of attention to patients’ experience at senior levels, 39 as well as feedback data not being specific to particular wards or teams. 40
As well as gesturing towards areas for improvement in healthcare provision, the findings reported here also provide insights into patient feedback more generally; insights that likely bear implications for how such feedback should be interpreted in the future. Our quantitative examination of the data revealed significant overlap between the drivers of positive and negative feedback. As an example, although treatment fared best of these four themes of feedback in terms of positive evaluation, it was only by examining the comments relating to treatment that we were able to show that 47% of the positive comments relating to this theme actually praised interpersonal aspects of care, rather than the technical competence of staff, which accounted for only 10% of these comments. It is therefore beneficial, where possible, to gauge feedback at a granular level. This is where combining quantitative and qualitative approaches can bear significant advantages for researchers, allowing us to deal with large datasets in a way that is sensitive to subtle nuances and overlaps and to  point to specific areas for praise or improvement that only become apparent at the more granular level.
Unanswered questions and future research
Although the data contain feedback relating to a variety of healthcare organisations, such distinctions have not figured in the analysis undertaken in this study. Future studies on this particular dataset should therefore take a modular, even comparative approach, to ascertain similarities or differences in the ways that care is evaluated in each of these areas. Furthermore, we did not have access to the demographic information of the comment posters. Future research should endeavour to collect and examine data that comprise this kind of demographic metadata in order to determine whether particular concerns are attributable to people living in certain locations or belonging to particular age, ethnic or sex-related groups. Future research should also assess feedback given in other, particularly non-digital, mediums in order to help account for the perspectives of patients from ‘hard-to-reach’, ‘seldom-heard’ groups who might be less likely to give feedback online. Ziebland and Coulter 8 recommend that non-traditional methods of data collection, such as pictures, stories and drama, might be used to incorporate the views of such groups in future feedback collection exercises.
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[image: Presentation evaluation and feedback form]Presentation Evaluation & Feedback Forms
Opinion matters. If you are working for any institute or a company, your opinion will matter to them if they want to make any progress in the related field. No company suppresses the views of its workers about its policies, presentations etc. Presentations are the part and parcel of every office and organization. Whether it is a worker who is delivering the presentation to get any tender, a speaker at an event to give a clearer insight into any topic, or it is a teacher conducting any lecture in the class, the main aim is to give a presentation that has all the necessary info for the audience.
What is a presentation evaluation form?
A presentation evaluation form is a form that is given to the audience to evaluate and access the performance and credibility of the presentation. It ensures that the presentation was relevant to the topic of discussion and the speaker was successful in imparting the desired knowledge to the audience.
Why do we need a presentation evaluation form?
We need this form to ensure that the presentation was successful. It’s needed to make sure that the agenda of the discussion is met and all the audience has got the desired knowledge as well. Secondly, it is essential to evaluate the performance of the speaker as well. Sometimes the data is not delivered properly and the goals of the presentation are not met. All this has happened due to the inability of the speaker.
It is impossible to satisfy everyone. So you might get some mixed reviews about the presentation. Do not worry about them. You just have to get yourself better.
What to ask in a presentation evaluation form?
	Ask about the timing and location of the event in which the presentation is conducted.
	Ask about the quality of the presentation.
	Ask about the communication skills of the presenter.
	Was the presentation relevant to the topic of discussion or not?
	Was the presenter able to answer all your questions and queries?
	Were the audio/visual slides and handouts helpful?

Here is a sample which is designed by our team for your convenience.
Preview & Details of Template
Presentation evaluation & feedback form template.
File: Word  (. doc ) 2003 + and iPad Size 46 Kb |  Download
File : OpenOffice (.odt) Writer  [writer] Size 18 Kb | Download
License: ENERGY (Personal Use Only) Distribution by Kate Elizabeth (CEO)
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	PDF Trainee presentation feedback form
Main points - Clearly expressed, pitched at right level? Content - Was it GP relevant? Slides - Well set out, no information overload, good use of illustrations? Ending - Main conclusions / learning points delivered clearly? Length of presentation appropriate, with question time? Interaction with the audience - eye contact, NVC ...




	PDF Teaching session feedback form
Teaching session feedback form Date Title of teaching MDT role Please rate your agreement with the following statements: Put a number between 1 and 10 in the box: 1=Strongly disagree, 10=Strongly agree The session was useful The content of the session was appropriate The session was interesting




	PDF How to Give Feedback (and Receive it)
For feedback to be effective, we should: Be sensitive to the other person's feelings. Always be sincere - otherwise, don't do it at all! Give feedback on good points and successes, as well as weaknesses and disappointments. Recognise, but don't dwell on, areas where there is little or no scope for change.




	PDF Teaching Evaluation Form
Teaching Evaluation Form A: Content and Presentation Please mark the appropriate box Amount of material Just right. Almost right Too much / ... at www.effectivepractitioner.nes.scot.nhs.uk. B: Performance . Please mark the appropriate box . Clarity of presentation . Highly skilled . Skilled :




	Workplace-based assessment feedback form
Workplace-based assessment feedback form. This document is the new, generic feedback form that should be used by assessors to provide feedback on Case-Based Discussions (CBDs), Observed Clinical Events (OCEs) and Direct Observations of Practical Skills (DOPS). Filed under. Scientist Training Programme. Published. 2022. Publication type. Document.




	Improving Care by Using Patient Feedback
Both staff and patients want feedback from patients about the care to be heard and acted upon and the NHS has clear policies to encourage this. Doing this in practice is, however, complex and challenging. This report features nine new research studies about using patient experience data in the NHS. These show what organisations are doing now ...




	DOC Ophthalmology Teaching Feedback Form
between 1 and 5 to indicate which response best fits your experience of the presentations. Please answer all the statements according to the following 1 to 5 scale:- ... This feedback form is a record of your attendance. Name: Title: OPHTHALMOLOGY TEACHING FEEDBACK FORM Author: Adam.Ross Last modified by: Horton Andrew (NHS South West) Created ...




	Standard 6 Evaluation and Assessment
Evaluation. There are different reasons why training should be evaluated: Find out if the learning is actually being applied in the workplace. Check the impact of the training on job performance. Confirm that the training delivered is the right training. Continuously improve training delivery using feedback. Demonstrate that training is adding ...




	Development and validation of the oral presentation evaluation scale
Oral presentations are an important educational component for nursing students and nursing educators need to provide students with an assessment of presentations as feedback for improving this skill. However, there are no reliable validated tools available for objective evaluations of presentations. We aimed to develop and validate an oral presentation evaluation scale (OPES) for nursing ...




	PDF The Leadership Framework and 360° Feedback
your Feedback Facilitator PRIOR to beginning your 360° feedback set-up. A database of newly accredited LF Feedback Facilitators is available, and you MUST ensure that you talk to your facilitator to confirm that he/she is willing and able to provide you with your feedback before you complete the online registration process.




	How to present patient cases
Presenting patient cases is a key part of everyday clinical practice. A well delivered presentation has the potential to facilitate patient care and improve efficiency on ward rounds, as well as a means of teaching and assessing clinical competence. 1 The purpose of a case presentation is to communicate your diagnostic reasoning to the listener, so that he or she has a clear picture of the ...




	30 Presentation Feedback Examples
3. Create dialogue (and listen carefully) Feedback is never a one-way street. Without the opportunity for dialogue, you're already shutting down and not listening to the other person. Make sure you're creating space for dialogue and active listening. Invite questions — or, even better, feedback.




	Teaching Session Feedback Form Template
Use our presentation feedback form sample as a guide for creating your own, customizing it to fit your needs. Use Template Preview. Preview: Employee Peer Review Template. Employee Peer Review Template. An Employee Peer Review Template is a form template designed to facilitate the evaluation of coworkers' performance and behavior in the workplace.




	PDF Using patient feedback
Using patient feedback: a practical guide to improving patient experience Section 2: What patient feedback is and how you obtain it 1 What is patient feedback? Patient feedback consists of the views and opinions of patients and service users on the care they have experienced. Healthcare organisations can gather patient feedback in a variety of ways




	Using online patient feedback to improve NHS services: the INQUIRE
Many people (42% of internet users in the general population) read online feedback from other patients. Fewer people (8%) write online feedback, but when they do one of their main reasons is to give praise. Most online feedback is positive in its tone and people describe caring about the NHS and wanting to help it ('caring for care').




	NHS England » Giving your feedback
Giving your feedback. We believe it is important to hear patients' views on services they have received; this could be at a GP practice or in a hospital. You can make your voice heard by taking part in surveys, such as the GP survey, when you get the opportunity. Some of these are national and some are for individual healthcare organisations.




	What does patient feedback reveal about the NHS? A mixed methods study
Objective To examine the key themes of positive and negative feedback in patients' online feedback on NHS (National Health Service) services in England and to understand the specific issues within these themes and how they drive positive and negative evaluation. Design Computer-assisted quantitative and qualitative studies of 228 113 comments (28 971 142 words) of online feedback posted to ...




	PDF Feedback Form
the needs of users. We welcome feedback and comments on this publication. Please complete all the questions below. Information about you Q1. What is your role, for which you need to use these statistics? (select all that apply) NHS England or other health related body Department of Health Other Government department or organisation Patient Academic




	Giving and Receiving Feedback
Learning Objectives. Understand the benefits of feedback in an individual and team setting. Provide informal and formal feedback to colleagues in a 360-degree manner. Manage emotion and conflict when giving and receiving feedback. Plan and structure feedback conversations to attain better outcomes and maintain relationships.




	Presentation Feedback Form Template
Whether you just gave a presentation or were a viewer at a seminar, a presentation feedback form is a great way to collect constructive feedback. Customize the presentation feedback form template to include the presenters name, commentary fields and grading rubrics. Additionally, presentation feedback templates have access to Jotform's collection of themes, apps, and widgets to help user ...




	What does patient feedback reveal about the NHS? A mixed methods study
Since the 1980s, patient feedback exercises have been undertaken by an increasing number of healthcare providers worldwide in order to monitor the quality of the services they provide and stimulate improvements where needed. 1 Although the reliability of patient feedback as an indicator of the technical quality of care remains a topic of debate ...




	Presentation Evaluation & Feedback Forms
A presentation evaluation form is a form that is given to the audience to evaluate and access the performance and credibility of the presentation. It ensures that the presentation was relevant to the topic of discussion and the speaker was successful in imparting the desired knowledge to the audience.




	PDF Patient Feedback
The NHS Friends and Family Test (FFT) was introduced in April 2013 to gauge ... FFT form • How likely would you be to recommend our service to friends and family if they needed similar treatment ? • Patients can choose from six options, ranging from 'extremely likely' to ... The amount of feedback we receive From 1st April 2015 -31 ...




	Cancer-causing chemical can form at 'unacceptably high levels' in
High levels of benzene, a cancer-causing chemical, can form in acne treatment products containing benzoyl peroxide, according to a new report from Valisure, an independent laboratory.
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