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AbstrAct
Background Although previous research suggests that 
different kinds of patient feedback are used in different 
ways to help improve the quality of hospital care, there 
have been no studies of the ways in which hospital 
boards of directors use feedback for this purpose.
Objectives To examine whether and how boards of 
directors of hospitals use feedback from patients to 
formulate strategy and to assure and improve the quality 
of care.
Methods We undertook an in-depth qualitative 
study in two acute hospital National Health Service 
foundation trusts in England, purposively selected as 
contrasting examples of the collection of different kinds 
of patient feedback. We collected and analysed data 
from interviews with directors and other managers, from 
observation of board meetings, and from board papers 
and other documents.
Results The two boards used in-depth qualitative 
feedback and quantitative feedback from surveys in 
different ways to help develop strategies, set targets 
for quality improvement and design specific quality 
improvement initiatives; but both boards made less 
subsequent use of any kinds of feedback to monitor their 
strategies or explicitly to assure the quality of services.
Discussion and conclusions We have identified 
limitations in the uses of patient feedback by hospital 
boards that suggest that boards should review their 
current practice to ensure that they use the different 
kinds of patient feedback that are available to them more 
effectively to improve, monitor and assure the quality of 
care.

IntroductIon
Boards of directors of hospitals in 
the National Health Service (NHS) in 
England have three key roles: formu-
lating strategy; ensuring accountability; 
and shaping a healthy culture.1 In under-
taking these roles, boards make deci-
sions about annual plans and budgets 
that impact directly on the quality of 
care. The Department of Health expects 
boards of directors of NHS trusts to use 
feedback from patients to help assure 
the quality of care.2 3 Monitor, the 

independent regulator of NHS founda-
tion trusts, has asked boards to seek feed-
back from patients and said that they 
could gain assurance by using patients to 
design improvements and monitor their 
impact.4 5 

Patient feedback is often presented 
in verbal or written reports to hospital 
boards of directors.6 7 Boards spend 
substantial amounts of time reviewing 
patient satisfaction, listening to patients’ 
stories and discussing quality and safety.7 8 
Although some studies of boards include 
data about patient experience as an 
element of quality, they do not show 
whether boards use the data explicitly to 
assure or improve quality.9–12 Although 
hospital boards often see the oversight 
of quality as a priority,13 14 and there is 
evidence that regular discussion of quality 
by boards is positively associated with the 
quality of care,15–19 these studies again do 
not show how boards use patient feed-
back to influence quality.

It is widely accepted that patient feed-
back should be used to improve the 
quality of hospital care.6 9 10 20–22 The 
relationships between patient feedback, 
patient experience and patient involve-
ment are complex.23–25 Some authors 
distinguish between quantitative and 
qualitative feedback, identifying routine 
administrative statistics and different 
kinds of surveys of patients as examples 
of quantitative feedback, and in-depth 
interviews, focus groups, compliments 
and complaints as qualitative feed-
back.2 26 Recent analysis has focused on 
the strengths and limitations of national 
and local patient surveys,27–29 and on the 
relationships between quantitative and 
qualitative methods and the contents of 
the feedback (eg, the amount of detail 
and focus on ‘functional’ service issues or 
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on patients’ subjective feelings).30 31 It is argued that 
different kinds of patient feedback may be used in 
different ways.23 26 32 Surveys and other quantitative 
methods are generalisable, help identify problem areas 
in the delivery of services and are useful for bench-
marking and monitoring but lack the detail needed 
to design specific changes.27 29–31 33–35Patient forums 
and other forms of patient involvement, and in-depth 
analysis of comments, complaints and patients’ stories, 
generate detailed understanding of patients’ feelings 
and specific aspects of care; they build commitment 
to change and lead to specific improvements.30 33 34 36

If different kinds of patient feedback are used in 
various ways generally to improve the quality of 
hospital care, we are led to questions about how boards 
of directors themselves use these diverse kinds of feed-
back. Do boards of trusts with a focus on surveys and 
other quantitative methods use these surveys and statis-
tics to identify problems, assure quality and monitor 
improvements; do boards of trusts with a focus on 
patient involvement use in-depth feedback to generate 
commitment to change and to support the design and 
implementation of specific improvements? To address 
these questions we report in this paper the findings 
of an in-depth qualitative study of whether and how 
the boards of directors of two NHS foundation trusts 
in England used feedback from patients to formulate 
strategy and to assure and improve the quality of care.

Methods
We adopted a qualitative research strategy to generate 
propositions about analytical relationships in the use of 
patient feedback that could be tested and generalised 
through further research.37–40 We studied two trusts in 
order to develop concepts and explanations that might 
not be identified from a single setting.41–43 We purpo-
sively selected the trusts (on the basis of informal local 
discussions and reading the trusts’ annual plans and 
quality accounts) as contrasting examples of the collec-
tion of patient feedback in order to analyse their simi-
larities and differences in the use of different kinds of 
feedback.38 40 44

Hillside Hospital NHS foundation trust (a pseud-
onym) was selected as a good example of a hospital 
with a well established practice in using local surveys to 
collect patient feedback. It introduced a local inpatient 
survey in 2004, before these surveys were common 
in the NHS, and in 2011 received more than 1200 
completed survey forms a month. Northbank Hospi-
tals NHS foundation trust (a pseudonym) was selected 
because of its experience in patient involvement. It was 
widely recognised for practice and research in the use 
of patient workshops and forums in service develop-
ment. The two trusts provided acute hospital services 
for the people of three inner-city local authority areas 
with a diverse population of 850 000 people. They 
provided a wide range of more specialised services and 
worked closely with the local university in teaching 

and research. Despite the geographical relationship 
and some organisational links between the two trusts, 
their collection and use of patient feedback were sepa-
rate and distinct.

We collected data from three main sources in each 
trust: interviews with managers; trust documents; 
and non-participant observation of meetings. Ethical 
approval was granted before data collection started. 
Fieldwork was undertaken in 2011; our documen-
tary data relate to 2010, 2011 and 2012. In collecting 
data we focused on the use of patient feedback in the 
management of the hospitals generally and on four 
specific examples: neurosciences and food service at 
Hillside Hospital; cancer services and outpatient expe-
rience at Northbank.

We selected managers for interview on the basis of 
information from our earlier contacts about which 
managers had responsibilities for patient feedback. 
We approached 59 people for interview (of whom one 
declined and one failed to respond) and interviewed 
57 people as shown in table 1.

The eight board members, four trust governors and 
four other interviewees provided data about the use of 
patient feedback by the boards. We used an interview 
guide drawing on the research literature and focusing 
on the kinds of patient feedback interviewees used in 
their work, what the patient feedback was used for, 
and the organisational processes through which it was 
used. Interviews were semistructured, audio-recorded 
and lasted about 45 min. The transcribed audio record-
ings formed sources of data for analysis.

We observed all the meetings in public in 2011 of 
the boards of directors; Hillside board met 12 times 
and Northbank 8 times. Meetings lasted about 2 hours. 
We made contemporaneous handwritten notes of what 
was said about patient feedback and patient experi-
ence. After the meetings the notes were typed to form 
sources of data for analysis.

We identified and drew data from a wide range of 
government, regulatory and local trust paper and elec-
tronic documents. In focusing on the use of feedback 
by boards of directors we have drawn on the agendas 
and minutes of the 56 meetings in public of the two 

Table 1 Roles of interviewees

Role Hillside Northbank Total

Board member: executive or 
corporate director

4 4 8

Corporate manager* 7 8 15
Divisional or directorate manager 6 7 13
Clinical, service or project manager 5 4 9
Clinician with management 
responsibility

4 4 8

Trust governor 3 1 4
Total 29 28 57
*‘Corporate Managers’ are managers other than directors working in 
trust headquarters.
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boards between 2010 and 2012. We have drawn on 
the annual plans, annual reports, quality accounts, 
quality strategies and reports of quality and assurance 
committees in each of the 3 years, and the regular chief 
executive’s reports, performance reports, scorecards 
and patient experience reports presented to meetings 
of the boards, a total of 180 trust documents.

We analysed the data in three stages. First, we devel-
oped inductively and deductively a coding frame with 
five main categories: kinds (or sources) of patient 
feedback; domains (or subject matter) of feedback; 
uses made of feedback; aims of using feedback; and 
organisational processes in the use of feedback.45 We 
used NVivo to code the interview and observational 
data and generate thematic material for further anal-
ysis. Second, we used all the data to build up detailed 
time-ordered narratives, identifying the context and 
the specific decisions and actions in the boards’ use 
of feedback.46 Third, we used the coded data and the 
narratives to develop more detailed analyses of the 
relationships between the organisational processes and 
outcomes—the different uses by different boards of 
different kinds of patient feedback.38 47 48

FIndIngs
We examine how the boards of directors of Hill-
side and Northbank Hospitals, trusts with different 
emphases on patient surveys and patient involvement, 
used different kinds of patient feedback in devel-
oping strategy, providing assurance and improving the 
quality of care.

Developing strategy
Following the Mid Staffordshire hospitals crisis in 
the mid-2000s and Department of Health guid-
ance in 2010, the boards of directors at Northbank 
and Hillside Hospitals took different approaches in 
using patient feedback to develop strategies for the 
quality of care. The Northbank board used feedback 
from patient workshops and from national surveys to 
develop a new quality strategy; the Hillside board used 
national and local surveys to set quantified targets for 
quality improvement.

The proposed new quality strategy at North-
bank developed from a review of the trust’s existing 
programme of patient and public involvement.

“We have […] put a lot of emphasis since 2007 on 
putting patients at the heart of decision-making within 
the organisation […] our Board was also very, very 
keen to understand where we get patient feedback 
from.’ (Director A, Northbank Hospitals).

In developing the strategy, managers analysed infor-
mation about patient experience from the National 
Inpatient Survey and from complaints and Patient 
Advice and Liaison Service data; they commissioned 
three workshops with patients to understand what 
made patients feel safe in hospital. The results were 
presented to the board in March 2011. A further 

workshop was convened for patients to identify prior-
ities for improvement. A report (Quality Strategy 
2011–2013) proposing eight ‘patient experience 
priorities’ was discussed at length at a board meeting 
in September 2011. It said that the board would be 
presented with feedback based on patients’ stories, 
complaints and local surveys to monitor progress with 
the strategy. Our observation notes of the meeting 
recorded that the chair ‘warmly welcomed’ the 
strategy; but the minutes did not say that the board 
approved it or made any decisions about it.

Our analysis of board papers shows that the North-
bank board did not subsequently receive the full set 
of patient feedback proposed in the strategy. The 
board did receive information based on surveys and 
complaints, primarily in the context of the monitor 
and the Commissioning for Quality and Innovation 
(CQUIN) targets established by the Government. 
There was little discussion at the board about this 
feedback and the board did not base any formal deci-
sions directly on it. Minutes of the quality committee 
and the board from 2012 also revealed no evidence of 
discussions or decisions based specifically on feedback 
from patients used to monitor the patient experience 
standards or the quality strategy more generally.

The board of directors at Hillside in 2010 adopted 
quantified targets for improvement in the results of 
its existing inpatient survey. It agreed in its annual 
plan and quality accounts for 2010/2011 three quality 
improvement priorities: use the trust’s ‘First Choice’ 
transformation programme to improve patient expe-
rience; achieve target patient satisfaction scores in 
CQUIN metrics measured by local and national 
patient surveys; and achieve the trust’s own ‘How Are 
We Doing’ survey benchmark, to be in the top 20% of 
trusts locally in the national hospital patients’ surveys 
by 2011/2012.

The Hillside board received reports at each meeting 
in 2011 showing performance against CQUIN and 
benchmarking targets measured by the trust’s regular 
survey of inpatients. The reports show that in the year 
the large majority of the CQUIN targets were achieved, 
but little progress was made towards the benchmarking 
targets. Although our observations showed that the 
board discussed the surveys and patient feedback in 
nearly all meetings in 2011, it made only two deci-
sions resulting from these discussions: to ask for the 
information to be presented differently; and to ask 
the director of operations to establish responsibility 
for the provision of hand washing gels in wards and 
communal areas. Interviewees spoke about the use of 
patient feedback in decision making by the board.

‘… it may not be apparent at every Board meeting 
what those decisions that they might or might not 
be making are. […] what it does do for the Board of 
Directors is I think it focuses […] in terms of the trust 
strategy and overall direction, ‘where are we going to 
focus our efforts?’ (Director A, Hillside Hospital).
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The board at Hillside focused more on the use of 
surveys to develop targets and priorities than to make 
decisions about their implementation and achievement.

Providing assurance
Department of Health and monitor guidance in 2009 
and 2010 asked boards of directors of NHS trusts 
to use patient feedback to help assure the quality of 
care. The boards at Northbank and Hillside Hospitals 
responded to this guidance in different ways.

The board at Northbank used an assurance and risk 
committee for quality assurance. Individual directors 
expressed different views about the use of patient 
feedback by the committee.

‘And it’s that Committee that tends to look at the 
broader issues of patterns of patients’ complaints, 
patterns of patients’ surveys, responsiveness to issues 
that are raised by patients. It tends to stick there rather 
than be something which gets addressed at the Board.’ 
(Director B, Northbank Hospitals).

‘We’ve got an Assurance and Risk Committee, which 
is a formal sub-committee of the Board, chaired by 
one of our Non-execs. […] But that very much doesn’t 
talk about patient feedback.’ (Director A, Northbank 
Hospitals).

Our observation data and analysis of the publicly 
available papers and minutes of the committee and 
board in 2011 and 2012 revealed no evidence that 
the board itself regularly received from the committee 
explicit information or statements based on patient 
feedback that demonstrated how the quality of care 
was assured.

The board at Hillside Hospital frequently discussed 
the results of patient surveys. Some managers and 
governors saw feedback as assurance.

‘I think it is about joining up with adverse incidents 
and complaints – it’s another way of really being 
assured, seeking assurance that what’s going out there 
is safe really.’ (Divisional manager, Hillside Hospital).

‘I mean if I go to a Directors’ meeting… at the last 
one I think they had a good 30 min plus discussion on 
issues from those surveys. They really mean it. It’s not 
just for show.’ (Governor, Hillside Hospital).

But, despite the discussion of the survey results, 
none of the managers and none of the trust’s directors 
we interviewed explicitly stated in interview that the 
board itself used feedback as assurance. None of the 
minutes of board meetings and nobody who spoke at 
board meetings explicitly stated that patient feedback 
provided assurance of the quality of care. The discus-
sion at board meetings about patient surveys did not 
translate into explicit statements of assurance about 
quality.

Improving the quality of care
Policy guidance in England is unclear about how boards 
of directors of hospitals should use patient feedback to 
help improve the quality of care. In this section we 

examine two examples showing how the boards of 
Northbank and Hillside Hospitals used different kinds 
of feedback in specific improvement initiatives.

The board of the Northbank Hospitals trust 
discussed in 2010 and 2011 an initiative to improve 
access to the hospitals for outpatients. The initiative 
was the result of complaints and informal discussion 
with patients (rather than surveys or questionnaires) 
about telephone communications and outpatient 
appointments. There was detailed discussion about 
individuals’ experience at a meeting of the Patient 
Experience Working Group of the trust’s council of 
governors.

‘…it was something I raised at the Patient Expe-
rience sub-group of the Governors, and one of the 
Non-execs was there who wanted to hear about what 
our key issues were, and was very interested.’ (Corpo-
rate Manager, Northbank Hospitals).

Individual board members and governors were 
instrumental in persuading the board to take action. 
The chair of the governors’ Patient Experience 
Working Group spoke at the board meeting in January 
2011.

‘But when they’re at the Board meeting, that’s when 
I really try and nail something down. I mean I nailed 
down all this business about out-patients.’ (Governor, 
Northbank Hospitals).

According to the minutes of the meeting, ‘Members 
of the Board agreed that this was an issue that required 
both a short term solution and be part of a longer 
term strategy’, but the board made no formal deci-
sions about action to be taken. Following a meeting 
of the board in private, a board paper in March said 
that the board was ‘committed’ to making improve-
ments. An ‘Operational Update’ to the next meeting 
of the board reported on the actions being taken to 
improve communications and access for outpatients. 
These actions were, according to the minutes of the 
meeting, ‘welcomed’ by the board, but the board did 
not formally approve or make other decisions about 
them.

Although qualitative patient feedback influenced the 
Northbank board in the development of the outpatient 
improvement initiative, the board did not subsequently 
use feedback to monitor its progress and success. The 
‘Operational Update’ to the board said that prog-
ress would be measured by quantified operational 
measures and by the development of ‘softer measures’ 
including patient surveys, analysis of complaints and 
patient interviews. Progress with the actions taken by 
managers was discussed at subsequent board meetings, 
but the only measure of success reported to the board 
or referred verbally to in any of meetings was the 
abandoned telephone call rate, itself measured elec-
tronically by the trust. No quantitative or qualitative 
‘softer measures’ of patient experience were reported 
to the board. Despite the lack of information based on 
patient feedback, the minutes of the board meeting in 
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November 2011 stated that the chair suggested that 
the action was now ‘complete’.

An initiative to improve the quality of the food service 
at Hillside Hospital was the result of patient surveys 
and perceived pressure from regulatory bodies. The 
board considered and formally approved the initiative 
as part of a broader transformation programme.

‘That’s definitely come from feedback, because we 
score in the bottom 20 percent nationally for trusts for 
help with feeding or patients having a perception that 
they’re not getting enough help.’ (Corporate Manager, 
Hillside Hospital).

Two other factors in addition to patient feedback 
influenced the board. Interviewees said that the new 
food service initiative was introduced when, for the 
first time in England, trust chief executives had been 
placed under a legal duty to protect patients from risks 
of inadequate nutrition. The Care Quality Commis-
sion (CQC) was known to be working on how it would 
measure compliance with this duty. Further, the trust 
had recently received a critical Care Quality Commis-
sion report following a hygiene inspection visit.

‘… in the middle of 2009 we had very, very 
unhelpful hygiene code inspection.’ (Director B, Hill-
side Hospital).

‘Round about that time, just before Christmas, we 
had a spot check from CQC about cleanliness. And 
we were castigated for dirty mattresses and all sorts of 
things. So when that result came along, we were, the 
Trust was acutely sensitive about any kind of patient 
experience, bad things with the service.’ (Project 
Manager, Hillside Hospital).

As a result directors wanted to avoid further criti-
cism by the commission; improving the food service 
for patients became a high priority. The initiative 
consisted of a project team of clinical and hotel service 
staff working with ward staff to improve the avail-
ability and presentation of food, and to help patients 
eat.

Following the approval by the Hillside board of 
the food service improvement initiative, data about 
patients’ perception of the food service, drawn from 
the trust’s regular survey of inpatients, were presented 
in patient experience reports to the board each month 
in 2011. The data showed somewhat higher scores 
in 2011 than in 2010, and that they continued to be 
lower than the benchmark that the trust had set for 
itself. The reports twice included comments about 
the food service, once to say that the score had fallen 
and once to say that it had risen. Our observation of 
the meetings showed that there was never any discus-
sion at the board of the survey results about help with 
feeding or the food service; the minutes of the meet-
ings contained no record of any further discussion or 
decisions by the board about it. A paper to the board 
in January 2012 proposed substantial changes to the 
transformation programme to make it more outward 
looking and to help meet the financial pressures being 

experienced by the trust. The food service initiative 
was not specifically identified in that paper or in the 
trust’s forward plan for 2012/2013.

dIscussIon
In this paper we have reported the results of the first 
detailed study of the use by hospital boards of direc-
tors of patient feedback to help improve the quality 
of care. Our findings lead to two main propositions 
about how the boards of directors of hospital trusts 
with different traditions of patient involvement and 
patient surveys use different kinds of patient feedback.

The literature suggests that boards of directors of 
hospital trusts with a focus on feedback from patient 
involvement might use in-depth feedback to build 
commitment and support the design of specific quality 
improvements and that boards of trusts with a focus 
on surveys would use the surveys to identify problems 
and priorities for improvement.30 33 34 36 Our findings 
provide partial but incomplete support for this prop-
osition. Although patient involvement at Northbank 
Hospitals contributed to the development of strategy 
and quality improvements, it did not result in formal 
commitment by the board to these initiatives. Although 
surveys and statistics at Northbank and Hillside Hospi-
tals contributed to priorities for quality improvement, 
external pressures on the boards of both trusts also 
influenced these priorities. Our findings suggest that 
boards do use different kinds of quantitative and 
qualitative patient feedback to develop strategies and 
quality improvement initiatives, but that external pres-
sures are equally important in determining whether 
and how boards use feedback.

The literature also suggests that boards of hospital 
trusts with a focus on patient surveys and statistics 
might use these kinds of feedback primarily to monitor 
improvements and assure the quality of care.27 29 30 34 35 
We found little evidence, other than the monitoring of 
contractual targets, to support this argument. Boards 
of trusts with robust systems of patient surveys do 
not always use the feedback from surveys explicitly 
to monitor or assure the quality of care. Although 
previous studies6–8 have shown that boards receive and 
discuss surveys and other kinds of patient feedback, 
we have extended these findings by showing that the 
discussion of surveys and other kinds of feedback does 
not of itself lead to action or explicit assurance.

This analysis leads to three implications for policy 
and practice. First, it suggests that boards should 
review their current practice in using different kinds 
of patient feedback, to ensure that information and 
discussions lead to appropriate actions and decisions to 
improve and assure the quality of care. Second, boards 
may wish to be more explicit than at present about the 
standards based on patient feedback that they and their 
committees use to assure the quality of services. Third, 
as increasing amounts of feedback are collected from 
patients and as pressures on hospital services increase, 
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boards may wish to discuss in public the relationships 
between patients’ views and other service priorities, 
so that patients have realistic expectations about the 
impact of their feedback on the quality of care.

In this paper we have examined the ways in which 
different boards use different kinds of patient feed-
back. The limitations of the study, in terms of data 
collection from two purposively selected trusts at a 
specific point in time, mean that further research is 
needed to develop and test the propositions we have 
presented here. Practice in these and other trusts has 
developed in recent years, with, for example, the 
implementation in England of the NHS Friends and 
Family Test in 2012. A priority for further research 
is to investigate the current use of patient feedback 
by boards of directors in a wide range of hospital 
trusts. This would have two aims: to investigate how 
boards of directors can effectively combine patient 
feedback from a variety of sources with other internal 
and external expectations to identify priorities for 
improvement; and to identify how surveys and other 
sources of statistical information are most effectively 
used by boards to monitor improvements and assure 
the quality of care.
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