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Understanding and enhancing how hospital staff learn from and 
act on patient experience data: a qualitative study protocol  

AIM & OBJECTIVES 

The overall aim of this project is to understand and enhance how hospital staff learn from and act on 
patient experience (PE) data. The following objectives will allow us to achieve this aim: 
1. To understand what patient experience measures are currently collected, collated, and used to 

inform service improvement and care delivery. 
2. To co-design and implement a patient experience improvement toolkit (PEIT) using an action 

research methodology. 
3. To identify transferable learning about how wards use the PEIT and the factors that influence this. 
4. To refine and disseminate the patient experience improvement toolkit. 
 
BACKGROUND AND RATIONALE 
There is emerging evidence (Ward & Armitage, 2012),

 
an increasing policy focus, and now near 

universal agreement that Patient Experience (PE) feedback is necessary in order to deliver high 
quality care (Berwick, 2013; Francis, 2013; Keogh, 2013). In the UK significant resource is allocated 
to the collection of PE feedback, and the Friends and Family Test has become mandatory for all 
hospital Trusts to collect (NHS England, 2014). Other measures include: local surveys or audits, 
patient stories/narratives, annual patient surveys designed by the Picker Institute, complaints, patient 
reported safety incidents, and comments through social media outlets such as Twitter, Facebook, 
Patient Opinion and NHS Choices. However, the overt emphasis and huge resource allocated to 
collecting PE data has not been matched by efforts to utilise and evaluate the impact of feedback on 
service improvement (Coulter et al., 2014).

 
 There is ongoing debate about the comparative value of 

quantitative or qualitative feedback (Coulter et al., 2014; Zielbland et al., 2013) and the capacity for 
staff to make sense of different feedback types has not been given sufficient attention (Coulter et al., 
2014).  Indeed one study has highlighted the need for the facilitation of staff groups to interpret the 
feedback, to help them to make sense of what is presented, and respond with appropriate service 
improvements (Reeves, 2013).  We know that NHS staff are currently exposed to many different data 
sources but we do not know to what extent PE data synthesis/ triangulation is undertaken, whether 
wards have capacity for combining multiple datasets, or if every measurement tool is considered in 
isolation or in a patchwork fashion.  There is some evidence that failure to concentrate on staff 
capacity whilst continuing to collect ever more feedback could do more harm than good. A recent 
large multi-methods study found that, in the main, healthcare professionals (HCPs) do want to provide 
the best quality care for their patients but challenges such as poor organizational and information 
systems can prevent them from doing so, in turn lowering staff morale in the process (Dixon-Woods et 
al., 2013). 

Through this research, our research team seeks to unpack the requirements for an effective PE 
feedback process.  We will contribute to shifting the debate around data types from one which 
focuses on whether quantitative or qualitative data are more useful, to one which seeks to understand 
how HCPs can be supported to make the right decisions themselves about what types are most 
appropriate for their different needs.  There is increasing recognition that the complexity of PE is such 
that multiple sources of feedback (mixed, qualitative and quantitative) are required to get a „full 
picture‟ (LaVela, 2014).   The challenge is to understand the purpose served by different sources, and 
when they are required.  A thorough investigation of what PE data types exist, which are currently 
viewed and used, and how they could be used more effectively in service improvement, will enable us 
to articulate the different roles for different sources of data and provide a categorisation not currently 
available.  To do this, we will draw on systems understandings of a safe and quality healthcare 
system (Vincent, Burnett and Carthey, 2013) and extend the notion that what is required by staff to 
make improvements is 'intelligence'

 
(Dixon-Woods et al., 2013), timely access to appropriate insights 

about how the system is currently working, and what could be improved.   
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The body of knowledge developed by our research team on issues of patient safety, experience and 
quality thus far will be used to inform our approach throughout the study. The Yorkshire Contributory 
Factors Framework (YCFF) (Lawton et al., 2012) provides an evidence-based model of the factors 
(e.g. teamwork, communication, access to resources) that affect the quality and safety of a healthcare 
system.  The effectiveness of a tool designed to capture patient feedback about these factors called 
PRASE (Patient Reporting for a Safer Environment) is the current subject of an NIHR Programme 
Grant funded RCT led by this research team (Sheard et al., 2014).  We have learned many lessons 
from the above study that will feed into the design and conduct of the proposed work, and we have 
begun to conceptualise the different ways in which ward based staff use the patient feedback on 
safety, and the organisational capacity that is required, but not always available to learn from and 
support service or organisational level change. In addition, the framework for „The measurement and 
monitoring of safety‟ (Vincent et al., 2013) helps to understand the range of different forms of 
intelligence required (e.g. access to information on past harm; reliability of behaviour, processes and 
systems; sensitivity to what is going on. Whilst we recognise not all elements of PE will be covered by 
the above frameworks, the categorisations of data types they provide, will be used to help unpick 
what it is that patient feedback can reveal about the different factors influencing PE at different levels 
of the hospital system and the types of data most appropriate to consider.   
 
METHOD 
Sampling, access and setting 
Three acute hospital Trusts will take part in this research: Harrogate, Bradford and Leeds.  These 
Trusts were invited to participate as they represent diverse patient populations within a manageable 
distance. Harrogate is a market town in North Yorkshire and one of the most affluent areas of the UK; 
whilst Bradford is one of the most deprived cities in the UK and has an extremely ethnically diverse 
population. Leeds Teaching Hospitals Trust is one of the largest teaching hospitals in Europe and 
serves a mixed population. Our senior management support consists of multiple senior managers at 
each Trust including the PE lead at the larger Trusts and the patient safety lead at the smaller Trust.  
 
The six wards who participate in the study (two per Trust) will be sampled based on consensus 
between the ward and senior management at the Trust. It is important that the speciality of wards 
involved is heterogeneous in order to ascertain whether our improvement tool can be successfully 
implemented across a variety of contexts. It is anticipated that Trust management will ask ward 
managers to volunteer their wards to be part of the study. This voluntary approach is appropriate as a 
high level of commitment from ward teams is required throughout. It is important to note here that we 
are not seeking only „high performing‟ wards for which the tool may be easy for staff to implement and 
will actively seek a range of performance.  It must be noted however, that without consensus on what 
constitutes high performance in PE, this will be informed by a more subjective discussion with Trust 
management. In previous work conducted by this research team (Sheard et al., 2014), we found that 
wards who volunteer to take part in such studies vary considerably in their performance. Amongst 
those wards where managers and teams feel able to commit to the study, the sampling criteria will be: 
a range of specialities across the six wards with a range of levels of „performance‟. Performance is 
difficult to measure and routinely collected data may not show the full picture of care delivery on any 
given ward. Soft intelligence at senior management level about the performance of individual wards is 
likely to yield a more accurate picture of this sampling criterion.   
 
This research project uses a variety of complimentary methods and we have conceived this project to 
exist in four Stages. The Project Diagram (Figure 1) provides a visual overview of these stages and 
how they relate to each other. 
 
Stage 1: Exploring the patient experience landscape 
Rationale - It is now generally agreed that PE feedback is necessary in order to deliver high quality 
care. There is currently a large emphasis within the NHS placed on the collection of PE data. There 
are multiple methods for measuring and monitoring PE – quantitative and qualitative, formal and 
informal - and huge resource is invested in collecting this data. Yet, how this data is subsequently 
used to inform service improvement or quality of care is little understood. There is an urgent need to 
understand which PE data is being collected, how staff are using this data (or not) and what the 
relationship may be to the improvement on hospital wards. 
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Objective 1 - To understand what PE measures are currently collected, collated, and used to inform 
service improvement and care delivery. 
 
Research Questions -  
1. Which different forms of PE data are collected by hospitals?   
2. In what ways are different types of PE data presented?   
3. How do staff currently conceptualise PE data? How do they link these sources of information with 

other forms of quality indicators?   
4. How and in what ways do different types of PE data „flow‟ within a hospital Trust? (between Boards 

and wards, and vice versa)  
5. What do staff currently do as a result of receiving these data (e.g. service improvement or changes 

to care delivery)? 
6. What are the barriers and facilitators to receiving and acting on PE data? 
7. Do any frameworks and/or toolkits already exist to assist the improvement of patient experience, 

and how do staff use these? 
 
Participants -  Staff working in the three hospital Trusts and will include all those involved in the 
collection, interpretation and action of PE data at ward level (e.g. nurses, doctors, healthcare 
assistants, ward administrators, patient volunteers) and at Trust level (hospital executives, PE lead, 
risk management department, complaints etc.). Exact numbers of participants are detailed below, as 
these relate to each individual method.  
 
Methods and procedure - Research question 1 will be addressed using both inductive and deductive 
methods. First, we will conduct a scoping review of the literature, to examine what measures are 
potentially available to elicit PE feedback, within the UK. We expect this will include a large amount of 
national, policy situated grey literature alongside measures developed by academics in the university 
sector and the NHS. There will also be measures developed by the voluntary sector and private 
companies.  
 
The second, inductive method for answering this research question is to consult with healthcare 
professionals directly, to establish what measures hospitals currently engage with to elicit PE 
feedback.  To do this we will conduct local consultation exercises with PE, Patient Safety and 
Quality Improvement Leads for the three hospital Trusts (and other senior management/ deputy 
management roles, as appropriate).  This exercise will likely take the form of several meetings 
whereby the researcher facilitates discussion with the senior management representative(s) about the 
types of PE data used within the Trust. Within the larger Trusts, a group meeting may be held with 
senior management. It is likely that no more than 3 or 4 staff members per Trust will be involved in 
these consultation exercises. In order to access different forms of PE data outside of the above three 
Trusts – which is not published - we will use social media to reach out to PE opinion leaders and ward 
staff themselves. Via this exercise, we hope to identify PE feedback measures that are innovative and 
that may be already being used effectively to improve services or care delivery.   
 
Research questions 2-6 will be addressed through two methods.  The first will be focus groups with 
staff from each of the six participating wards (minimum of four staff members per focus group, one 
focus group per ward), to explore how wards engage with the range of different PE data they receive. 
Issues that are likely to be discussed in the focus groups are: 
 

 Which types of feedback do staff view, consider and act on?  

 How do staff feel about receiving this feedback from their patients? 

 What is the ward ethos when it comes to considering PE? - Which types of PE feedback do staff 
feel able (and unable) to respond to and why? 

 How do staff act on the data they receive? 

 What would help wards to respond to PE feedback? 

 How do staff use and prioritise PE data alongside other quality indicators? 

 How does feedback flow upwards or downwards between the ward and the boardroom? What is 
the staff opinion of this process? 

 



V2, 21-8-15, LS 

“Understanding and enhancing how hospital staff learn from and act on patient experience” is funded by the 
National Institute for Health Research's Health Services and Delivery Research Programme 

 

The second method will be in-depth interviews with hospital executives, followed by observations 
of hospital board meetings. First, we will conduct around nine in-depth interviews with hospital 
executives in our participating Trusts. Likely participants may be Medical Directors, Nursing Director 
(or Deputies as appropriate), PE Leads, Patient Safety Leads and Quality Assurance Leads, and 
other roles as appropriate. These will all be people who have a strategic leadership role regarding PE, 
quality or safety in the participating Trusts (x3 per Trust). The first scoping exercise will have 
established what forms of PE feedback are considered by NHS Trusts. These interviews will examine 
what hospital executives intend with respect to the flow of information about PE between boards and 
services, and what they think then happens with these data sources.  In these interviews, it is likely 
that hospital executives will be asked: 

 Is there synergy in the types of PE data considered at a service and board level?  

 How and why do boards set the agenda for what they believe services should be focussing on in 
relation to PE? 

 What is the capacity for bottom-up learning from PE data at a service level?   

 How is information about PE shared across organisational levels? 

 How are teams supported to improve based on their PE data? 

 Do you think PE feedback is adequately managed at present? 
 
Second, we will observe one hospital board meeting per participating NHS Trust (n=3) (and a small 
number of other types of meetings involving executive teams, as appropriate. This could take the form 
of strategic level quality assurance, patient safety, or PE meetings) to understand how senior 
management consider, discuss and react to different forms of PE data, and how the flow of 
information between boards and services is constructed. The researcher will make field notes 
throughout the observation of the meeting and shortly afterwards to capture all relevant information. 
The purpose of these observations is to understand the importance and prioritisation of PE feedback 
at a Board level. This could range from Boards demonstrating no consideration of PE data through to 
Boards actively engaging with PE data throughout the meeting. Agendas and minutes for these 
meetings will provide additional documentation for analysis. 
 
All of the above research activities will take place on hospital sites, to minimise any potential 
disruption to staff. Focus groups and in depth interviews will be digitally recorded to allow for a robust 
analysis. The local consultation exercises will also be recorded. Written, informed consent will be 
obtained from all participants. For the board observations, verbal consent will be obtained from all 
members observed and written consent from the chairperson.     
 
Data analysis – The scoping review will be written up descriptively to reveal the main types of PE 
feedback which exist in the UK. Building on this review, local consultation discussions with relevant 
PE personnel will be used to derive a list of PE feedback that is used at the three Trusts and a brief 
description of the way(s) in which this feedback is used by wards (if known). Focus groups with ward 
staff will use a traditional thematic analysis, employing a Framework analysis structure (Ritchie & 
Spencer, 1994). This analysis will be on two levels: firstly, comparative across and between wards 
and secondly, an intra-ward analysis to ascertain which are the most pressing issues to individual 
wards themselves.  The interviews with executives will also be subject to a thematic analysis, using 
constant comparison to understand the similarities and differences between the three Trusts. Board 
meeting observations will be exposed to a discourse analysis (Lupton, 1992). Analyses of the 
qualitative data will proceed throughout this phase to address the different research questions. High 
level messages will be inferred around points of convergence across the different methods. 
 
The findings from Stage 1 will inform Stage 2.  To this end they will be captured in a detailed report in 
a format that can inform the co-design processes outlined below.  In this report we will relate our 
Stage 1 findings back to existing conceptual frameworks of safe and quality systems of healthcare 
(e.g. Lawton et al., 2012) and develop a conceptual framework for thinking about PE feedback. 
This conceptual framework is an important output of Stage 1 but will also feed into the co-design 
process in Stage 2.  In order to ensure Stage 1 findings are successfully integrated into the co-design 
process of Stage 2 (see below), the Design Researcher will facilitate a preliminary Participatory 
Design Workshop (PDW 1) with the researchers who conducted Stage 1.  The aim of this workshop 
will be to achieve a means of articulating the findings from Stage 1 in a format termed “critical 



V2, 21-8-15, LS 

“Understanding and enhancing how hospital staff learn from and act on patient experience” is funded by the 
National Institute for Health Research's Health Services and Delivery Research Programme 

 

artefact”. This output will lay the foundations for creative solutions to be developed in Stage 2.  Design 
principles and methods are explained more fully below. 
 
Stage 2: Co-designing solutions   
Rationale - Our research questions for this Stage explore the processes and mechanisms through 
which staff can use PE data more effectively than they may currently do, recognising that these need 
to be context-specific, iterative and flexible.  Our action research methodology, informed by Reason & 
Bradbury (2001) is an appropriate way to develop knowledge about these mechanisms.  It provides a 
systematic process to investigate them in context, without losing the tacit knowledge held by the 
people directly affected (health care professionals and patients).  We bring design research expertise 
to this Stage in order to create solutions that are innovative, usable, and not limited by the 
participants‟ current knowledge or understanding.  
 
Objective 2 - To co-design and implement a PE improvement toolkit using an action research 
methodology. 
 
Research questions (action research - formative) - 
1) How can teams think about the different forms of PE feedback, in relation to other data sources 
and indicators, so as to simplify and manage the data more effectively? 
2) What support would healthcare professionals need to enable them to act more effectively on PE 
data than they currently do?    
3) How can guidance around these questions be captured in a PE Improvement Toolkit? 
4) How can this toolkit be used to address these questions in practice, in the 6 participating wards?   
 
Participants - One HCP representative from each of the 6 participating wards (n=6), and 2 patient 
representatives from each Trust (n=6).  These people will act as co-researchers for this Stage, 
exploring their own practice with respect to the above action research questions, with the support of 
the Action Researcher, the Design Researcher and the Improvement Scientist.   
 
Methods and procedure - The critical foundational stage of any Action Research project is formation 
of a group of people who can act as co-researchers to investigate their own practice critically together 
(Heron and Reason, 2001).  We have introduced the concept of an Action Research „hub‟ consisting 
of the participant group detailed above, so that each ward can contribute to the co-design stage of the 
tool and gain peer support throughout its use.  Before any activity takes place, the Action Researcher 
will hold a brief introductory meeting for the Hub, to outline the objectives of this research. The Hub 
will meet three times during the implementation phase (months 14 to 26), at the start, middle and end 
of this process. The purpose of these meetings will be to share and generate ideas, peer support and 
motivation and work through problems. The action research model we adopt (Coghlan and Brannick, 
2014) comprises four parts: i) construction ii) action planning iii) changing practice accordingly iv) 
reflection: 

Construction - The Action Researcher will convene the hub who will engage in three Participatory 
Design Workshops (PDW).  In these workshops the hub will be tasked with developing responses to 
Action Research Questions 1-4, and thereby design a PE Improvement Toolkit.  The Improvement 
Scientist will attend these workshops to ensure that solutions developed are informed by an 
understanding of improvement methods and a board level representative will bring their perspective 
on the use of PE feedback. The Design Researcher will facilitate these workshops following the 
principles of co-design (Archer, 1995), and structure them to support an iterative and creative process 
of discovery, definition, development and delivery over the 5 months allocated to this Stage, as 
modelled by The Design Council (2013).   

Prior to this Stage, PDW 1 with the research team will have already taken place as a means of 
capturing the findings from Stage 1 into an output (termed a „critical artefact‟) which will be used to 
begin this co-design with the hub.  The 'critical artefacts' method as a means to capture meaning to 
inspire collective design is a well-established (Bowen, 2009).  To address the Action Research 
Questions 1-4, the three PDWs will be organised as follows: 
 
PDW 2 – Idea generation: 

 Hub to understand the purpose of using the design methodology.  
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 To stimulate ideas about the scope of the toolkit being developed and the range of ways in which 
the action research questions could be answered, using the presentation of outputs (critical 
artefacts) from PDW 1. 

 Flexibility and encouragement for new critical artefacts to be products during this session from the 
standpoint of ward staff, allowing an opportunity for them to creatively and collaboratively define 
the project and set the direction for development activity.  

 
PDW3 – Developing the prototype tool: 

 Collaborative development begins here. The critical artefacts developed in the previous workshop 
act as a starting point to design from.  

 Creative and innovative methods to elicit co-design are used, all facilitated by the Design 
Researcher. 

 An output of this workshop are rough, low fidelity prototypes of what the improvement tool may 
look like/ what it comprises/ how it will be structured/ how it will be engaged and interacted with. 

 Between this PDW and the next, the Design Researcher works iteratively with the research team 
to turn the low fidelity prototypes into high fidelity ones.   

 
PDW4 – Production of the tool: 

 High fidelity prototypes are presented and - through a collaborative process - edited and critiqued 
by the Action Research Hub participants.  

 The design team then subsequently produce the artefact for the project, to the specification 
collaboratively decided in this workshop. 

 
In each of these PDWs, the specific technique of Futures Workshops (Müllert & Jungk, 1987) will be 
used to facilitate participants to think creatively and imagine alternatives to the status quo, in this 
case, with respect to the issues of identifying, interpreting and using PE feedback. Future Workshops 
is a method used in design research which guides participants via a structured process through 
activities which allows problems to be broadened out, and simultaneously allows participants to 
envisage creative solutions to those broad problems. The aim here is to take participants out of a 
usual „work mode‟ thought process which may encourage negativity or a reliance on the way issues 
are usually resolved in the NHS, or a dependence on reverting to the usual stifling factors such as 
bureaucracy or hierarchy.  

Action Planning - Guided by the co-designed toolkit, with respect to identification and presentation of 
data, the Action Researcher will present synthesised ward-level data to a multi-disciplinary/level 
„patient experience‟ team established for each of the six wards. Whilst it is not possible to predict how 
patient feedback will be identified, synthesised and presented before the tool is co-designed, it is 
assumed that this task will be too onerous for the time-pressured ward staff to conduct themselves.  
The Action Researcher meets the team in a „patient experience improvement meeting‟ and 
facilitates this team working through the stages of the tool including prioritisation of issues and action 
planning, again following the steps outlined in the co-designed tool to aid this process. Patient 
representatives will be involved in this process as appropriate and dependent on specific ward 
contexts. The toolkit will provide guidance on how staff can consider the PE data from their ward, in 
relation to other relevant safety, quality and effectiveness data.  The Improvement Scientist will help 
make actions SMART (Specific, Measurable, Achievable, Realistic and Timely) following the 
principles of Improvement Science, which will have been co-designed into the toolkit.  
 

'Changing practice accordingly' and „Measuring Improvement‟ - Over the subsequent 12 months, ward 
staff attempt to implement their agreed actions and monitor progress using methods that have been 
co-designed into the toolkit.  For example, for PE issues that they seek to improve staff will set up 
simple feedback processes such as run charts and statistical process control charts (SPCs) that 
enable them to understand, in real time, whether they are achieving their desired changes to practice.   
Incorporated into this, where possible, will be regular review of PE data continually available to the 
wards i.e. the same datasets (e.g. Friends and Family, Picker surveys, complaints) that were 
synthesised and presented to the ward teams at the outset. This will allow the staff to understand 
whether implementation of their improvement actions is leading to realised, actual patient experience 
improvement as reported by patients.   
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Reflection - At appropriate intervals, dependent on individual ward contexts, the Action Researcher 
supports the teams in reflecting on their action research question 5: whether or not the toolkit is 
helping them to address action research questions 1-4 in relation to their own practice.  The Action 
Researcher will ensure that ward staff meet for review (either at a bespoke meeting or as part of an 
existing forum), and that they know what information is required to support them in that review.  An 
adaptation of reflective storytelling will be used (Labonte et al., 1999) to elicit from ward staff a 
different conversation to that which occurs generally in meetings. Instead of focusing only on outputs 
(in this case, whether their measures have improved), ward staff will also be asked what happened 
when the actions were attempted and why, the implications of this, and whether they can do anything 
differently in order to overcome their challenges. They will then be supported by the Action 
Researcher to change their action plans accordingly, calling on the assistance of the Improvement 
Scientist, if necessary, especially where these changes require amendment to their PE measures and 
monitoring approaches.  
 
Analysis - In this Stage, there are three elements of analysis.  The first takes place in PDWs 2-4.  This 
is not a conventional retrospective analysis of data elicited via the Futures Workshop technique, but 
in-situ analysis by the members of the Hub as co-designers.  Through the development of critical 
artefacts such as paper-based mock-ups, sketches, photographs of the session, and video clips, Hub 
members will be supported in generating solutions which respond to the Action Research Questions 
1-4.  The second and third elements of analysis in this Stage take place together within the 12 month 
ward-level implementation of the toolkit.  Here, ward teams will use their measurement and monitoring 
data to track progress throughout.  Linked to this, will be „formative‟ group analysis facilitated by the 
Action Researcher through the forum described above.  The purpose of the analysis is so that ward 
teams understand the factors affecting their own progress so that they can hopefully address any 
barriers and continue. No additional analysis for a wider audience is conducted by the Action 
Researcher.   
 
Stage 3: Understanding the impact of the Patient Experience Improvement Toolkit (PEIT) 
Rationale -.  Qualitative work: Given the small scale implementation that is inherent within the action 
research methodology, we propose to conduct a rigorous, qualitative process evaluation which 
answers the questions „what works, for whom, in what respects, to what extent, in what contexts and 
how?‟ (Pawson & Tilley, 1997). Process evaluations of trials often explore the: (1) implementation; (2) 
receipt; and (3) setting of an intervention, and help in the interpretation of the outcome of findings 
(Oakley et al., 2006), alongside helping to explain specific reasons why an intervention succeeded or 
failed (Hasson, 2010). Whilst process evaluations of randomised controlled trials are now common 
place, we will use process evaluation methodology in an innovative way in order to generate 
transferable findings about how ward teams use and interact with the improvement tool they have co-
designed as part of this study. A „helicopter view‟ of the project will be taken in order to arrive at 
generalisable and transferable findings that can be utilised outside of the six wards involved in the 
study.  
 
Quantitative work:  There is a need to collect patient data to understand whether patient experience 
improves over the course of the implementation of the intervention. Our qualitative work focuses on 
staff perceptions of the toolkit but here in this quantitative work, we will focus on whether 
implementation of the toolkit has impacted on patient experience on the wards. Additionally, we will be 
able to assess the variation in different levels of patient experience across the different wards.   
 
Objective 3 - Through independent evaluation, identify transferable learning about how wards use the 
PEIT and the factors that influence this use and whether this impacts on improvements in patient 

experience. 
 
Research questions (process evaluation – summative) - 
1. In what contexts has the toolkit been successfully implemented (i.e. the principles followed to 

achieve perceived and measureable benefits in PE), and what has facilitated this? 
2. In what contexts has the tool not been successfully implemented, and what were barriers to the 

implementation? 
3. From an understanding of the first two research questions, what are the key supporting 

mechanisms for successful implementation?  
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4. How has the approach taken to implementing the PEIT in practice (i.e. iterative development 
through action research), influenced how wards engaged and the levels of success perceived?  

5. Has the way in which patient experience data been collected seen an improvement over the 
course of the intervention?  

 
Participants/sampling – All six wards in the study will be subject to the process evaluation. Each ward 
will be viewed as an individual case.  
 
Methods/Procedure – It is important to note that although the process evaluation has been defined as 
„Stage 3‟, it runs alongside major parts of „Stage 2‟ in order to evaluate them.  An „evaluation fellow‟ 
who is independent to the second stage of the project will conduct a robust process evaluation. 
 
Overall, an ethnographic approach will be taken towards the process evaluation with primarily 
qualitative methods being used in order to understand in which context the improvement tool works, 
chiefly: observation, interviews and documentary analysis. The Evaluation Fellow will conduct in 
depth observations of key meetings which ward teams and the Action Research Hub attend. This 
will consist of all formal meetings such as the first ward based „PE team‟ meeting (x6 wards) and the 
three Hub wide meetings which occur across the implementation stage. It will also include most 
subsequent meetings which ward staff choose to hold during the improvement cycles. These 
meetings will be digitally recorded to allow the Evaluation Fellow to examine the discussion in depth 
at a later date. Field notes will be made during and after the meeting to provide data on implicit 
dynamics occurring in the meetings.  
 
Key informants will be interviewed in depth. Key informants will be members of ward staff and 
patient representatives (Hub members linked to the participating wards) who have been heavily 
involved in implementation of the tool. Members of the executive teams who have been involved in 
supporting the wards will also be interviewed.  Three key informants per ward (two members of staff 
and one patient representatives) and one executive from each Trust will take part in these interviews 
(dyad interviewing will be used, where appropriate) and they will interviewed twice during the course 
of the implementation cycles. The repeat nature of this interviewing is useful to understand how staff 
may engage differently with the tool over time. 
 
Documentary methods will progress throughout the course of the study to assess how wards 
engaged with key components of the proposed study. Key documents and records could include: 
minutes of meetings, written action plans, e-mails between ward staff and the research team, notes of 
phone conversations, any improvement documentation produced by ward staff which is related to the 
study etc. The Evaluation Fellow will be primarily looking at: the use of the co-designed PEIT, 
attendance and contribution towards „PE team‟ meetings, creation of action plans, implementation of 
action plans, progressing through improvement cycles etc.  
 
The Action Researcher and Improvement Scientist will be asked to keep a reflective diary which the 
Evaluation Fellow will analyse. It is expected that diary entries will be written several times a week 
and longer entries written immediately following attendance at key meetings. Diary entries written by 
members of the research team will aim to record important tacit knowledge about context, which may 
be lost otherwise.   
 
The process evaluation will be able to identify where and why wards may be struggling with the 
improvement tool and the reasons for this, be they cultural, practical or structural. We are interested in 
what has helped teams to use PE data and it may be useful to consider if the team have permission 
to „act‟. Are teams able to initiate changes to practice easily or do they need lengthy/ bureaucratic 
approval? Most importantly, the Evaluation Fellow will seek to understand how well embedded the 
consideration of PE data becomes in improvement cycles and what the factors are which may 
contribute towards this being successful on some wards but not on others.  
 
In our quantitative study, we will collect patient experience data from our six participating wards 
before, during and after the intervention. We envisage that to ensure robust data, based on response 
rates of 60% or more, the research team will be required to collect these data. Our plan is to do this 
by visiting the three hospitals on the first Monday (Harrogate), Tuesday (Leeds) and Wednesday 
(Bradford) of each month to collect patient experience data from all willing patients on the ward at that 
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time who are able to give consent. We will use a brief and validated patient experience questionnaire 
that we will identify through the scoping review and discussions with our patient panel. Several 
examples are already known to us such as: Fitzpatrick et al, 2014; Wong et al, 2013. Where routinely 
collected data is also available on a monthly basis (e.g. the Friends and Family test) and is publicly 
available this will also be collated and used as an additional measure, but it is well documented that 
response rates for this measure are variable, ranging from 12-80% of patients.  
 
Data analysis (qualitative) – An examination of the explicit talk during the key meetings from the 
digital recording, alongside an examination of the implicit dynamics from field notes will be analysed 
using techniques from adaptive theory (Layder, 1998) in order to generate a summative theoretical 
framework relating to how wards are using and engaging with the tool. In depth interviews with ward 
staff will be analysed using thematic analysis via a Framework analysis structure (Ritchie & Spencer, 
1994). As the interviews will be repeated, changes over time will be mapped. Documents may be 
subject to either a content or thematic analysis depending on the document being analysed. Diary 
entries are to be used as a supplementary data collection method – in order to record tacit knowledge 
- and will be triangulated with the above analyses. It is important that the discrete analyses are 
effectively synthesised to provide the „big picture‟ of what the process evaluation found. All the above 
analyses will be synthesised via an interpretive, narrative approach (Dixon-Woods et al., 2013). The 
synthesis will be guided by the research questions, looking particularly at context of success and 
supporting mechanisms and contexts of non-implementation and reasons for this.  
 
Data analysis (quantitative) – Plots in SPSS will be created for each of the wards showing the mean 
patient experience score for each of the 18 months. These plots will be annotated with details of when 
components of the intervention were delivered. Repeated measures analysis of variance (ANOVA) 
will then be used to compare the patient experience scores for those patients recruited in the period 
prior to the intervention (N=approx. 300) with those patients recruited during the three month mid-way 
through the intervention (N=approx. 300) and those patients recruited during the three month post-
intervention period. This will allow us to test the hypothesis that the patient experience on participating 
wards improves after the intervention is implemented. It should be noted that this design does not 
deal with certain threats to internal validity, including the impact of maturation and history. However, 
qualitative data analysis will allow these threats to be monitored. 
 
Stage 4 – Refinement of the tool 
Objective 4 - To refine and disseminate the patient experience improvement toolkit  
  
In order to gain the most impact from this research project, we intend to use these qualitative findings 
to inform the refinement of the toolkit co-designed in Stage 2 for use throughout the NHS.  This 
refinement process will take place as follows:  

 A final Participatory Design Workshop with the Hub (PDW 5). 

 PDW 5 is followed by tool refinement by Design Researcher in close liaison with rest of 
research team, especially Improvement Scientist who will ensure its suitability for wider 
dissemination.  The co-design Hub will also be involved in this process. 

 Launch workshop organized and funded by the Improvement Academy to showcase the co-
designed tool and its application.  Hub participants will be invited to plan and present at this 
workshop.   

 
‘Table of roles’ of each of project team members: 

Team member Distinct Roles 

Action Researcher To form and facilitate an action research hub to co-design, implement & develop a PEIT through 
iterative cycles of action and reflection. 

Participatory Designer Bring participatory design techniques to the process of co-design at the to ensure that the action 
research group think as creatively and innovatively as possible whilst being focused on achieving a 
practical outcome.   

Improvement Scientist Ensure that improvement methodology is central to the design of the toolkit by participating in the co-
design workshops, and then providing technical support to teams with enacting these aspects of the 
toolkit over the 12 month period. 

Evaluation Fellow - Conduct a qualitative independent evaluation to reveal how wards use the PEIT. 
- Manage the collection of time-series data for patient experience improvement in each of the 

wards over the time-period of the PEIT implementation. 

Hub members – hospital staff Co-design a PEIT and implement PEIT on each of their wards.  

Hub members – patient reps Co-design a PEIT and advise on implementation of PEIT on each of the participating wards. 
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DISSEMINATION AND PROJECTED OUTPUTS 

Each stage of the research will have the following practical and academic outputs:  
a. The scoping review and consultation exercise in Stage 1 will produce a comprehensive description 

of the existing PE feedback types available to hospitals (either mandatory or voluntary), leading to 
a broad categorisation by type, that does not currently exist.   

b. Drawing on this categorisation, the qualitative inquiry in this Stage regarding how staff currently 
use (or do not use) these measures, and how they could use them more effectively, will inform a 
detailed report which will develop theories and concepts of PE and its measurement for academic 
publication as well as in practitioner guidance materials.  The latter will be supported by the 
Improvement Academy who will disseminate materials to their networks through training 
programmes and social media.  This report will also be used to inform Stage 2 of this research. 

c. In Stage 2, the Action Research hub will co-design a patient experience improvement tool (PEIT) 
which will be implemented in the 6 wards, independently evaluated, and then refined to produce a 
tool for wider dissemination. 

d. Through implementation of the tool in the 6 wards, we would expect to see measurable changes to 
PE in these wards, captured through a range of qualitative and quantitative measurements, a 
process that will be supported by the Improvement Scientist.   

e. The Process Evaluation in Stage 3 will produce transferable qualitative findings about 
implementing such a tool to support staff in using PE feedback for improvement, allowing for a 
meta-analysis of where the components of the tool worked, for whom, how and why? These 
findings will be submitted for peer-reviewed publication.    

f. In addition, our research approach is designed to achieve significant learning and development for 
all those involved through its emphasis on participation, critical reflection and empowerment. As 
well as involving staff as co-researchers, our PPI strategy which involves patient representatives 
throughout the co-design and implementation Stage is also designed to enhance the value 
practitioners place on eliciting the patient voice.  

g. We further anticipate a number of publications addressing different aspects of the research.  An 
interim and final report for NIHR will be produced along with peer-reviewed publications in the 
professional and academic literature with at least one of these being in an open access journal, 
publication on relevant websites and conference presentations at several conferences. The 
involvement of the Improvement Academy is a key lever in ensuring that this learning is spread to 
the wider health community through the outputs listed above. 

 
We have a wide network via which findings can be disseminated and awareness raised. We have 
direct links to key contacts within NHS England, Clinical Commissioning Groups, and local Trusts who 
have a commitment to act on PE feedback. Our strategy for dissemination will be national and local, 
and will be tailored to the different needs of policy makers, practitioners and academic audiences.  
Our strong links with the AHSN means we are able to spread the outputs from this project to other 
Trusts in the region – and further afield - in a timely manner. This will particularly be the case for the 
co-designed tool as a guide to collating/ synthesising PE data.  The project will also sit within a theme 
of work as part of CLAHRC Yorkshire & Humber on „Evidence based transformation with the NHS‟.  
 
At a national level, our current work on patient involvement and patient safety is influencing thinking 
and practice within The Health Foundation, NHS Quality Improvement and NHS England and at two 
academic centres for patient safety (Imperial and Manchester). Our PI is to chair the new NHS 
England Patient Engagement Group.  Internationally, we have strong links with the Australian Institute 
of Health Innovation, who is using our PE of safety tools to collect data from patients in a national 
study.  Generalisable academic and professional findings will be disseminated formally via peer 
review publications and conference presentations. The inter/multi-disciplinary nature of the research 
team enhances our ability to disseminate the findings of this research to divergent disciplinary 
audiences. Less formally, dissemination will involve new media channels such as blog writing and 
opinion pieces which are well read by an audience interested in the use of PE data. Social media 
such as the use of Twitter, is increasingly gaining prominence as a source of peer to peer 
dissemination.  
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PROJECT MANAGEMENT TIMETABLE 

This project will be for 32 months. The key tasks to be completed are described in the Project 
Timetable in Figure 2. 

PROJECT MANAGEMENT 

The following management arrangements will be established: 
Steering Group (SG) – The Steering group will meet 11 times over the 32 months of the study. In 
attendance will be: PI, all co-apps, all collaborators and three patient representatives (one from each 
Trust), which amounts to 16 people. Their role will be to ensure research objectives are adhered to, 
and to facilitate engagement by staff in each of the Trusts.  The SSG will meet quarterly throughout. 
Project Management Team (PMT) – Comprising the PI (Rebecca Lawton (RL)) and the lead 
researchers (Laura Sheard (LS), Matt Dexter (MD), Claire Marsh (CM)), the role of this team will be to 
ensure implementation of the project milestones, key timescales/ deadlines and set up and support all 
other management arrangements.  This group will meet fortnightly throughout the project yet 
communication between members will be much more frequent.  Meetings will be conducted face-to-
face or telecom as appropriate.  When additional members of the researcher team join at later stages 
(i.e. Improvement Scientist and Evaluation Felllow) they will join this team. 
Action Research Hub (ARH) – This group comprises the researchers (action researcher, MD and the 
Improvement Scientist), at least one representative from each of wards and patient representatives. It 
is established as part of the research process itself (with a remit to co-design and support 
implementation of the PE toolkit) but this group will still require management support to ensure it 
functions effectively.  The ARH will therefore be supported by the action researcher and will be 
convened at the start of Stage 2, followed by an additional 3 times for the co-design workshops 
(PDWs 2-4). During the 12 months of implementation, they will meet 3 times (start/mid/end) for peer 
support and be brought together again once more in Stage 4 for the final tool refinement workshop 
(PDW5). 

PATIENT AND PUBLIC INVOLVEMENT 

In order to integrate PPI into this research project, lay people from two advisory panels linked to the 
Bradford Institute for Health Research were invited to a workshop to discuss the project proposal 
whilst it was being developed.   Four people agreed to attend. The lay members were excited about 
the plan, particularly the high level of involvement by staff in co-designing something that would work 
for them.  The workshop led to a clarification about the role that PPI should play in this project – these 
lay members felt that user representatives could champion the voice of patients at all stages of the 
project providing a check on the PE tool being co-designed and utilised by the 6 participating wards, 
and subsequently refined for wider dissemination.  They were particularly keen that the tool facilitates 
capture and utilisation of feedback from hard-to-reach groups.  The researcher facilitating this 
workshop provided a „blank sheet‟ for the group to develop a PPI plan in conjunction with the 
researcher‟s own expertise about PPI.  An in-depth discussion was had about what users could 
contribute at each stage of the project and informed by our lay members, we agreed with them patient 
representation and commitment for the: Steering Group, Research Hub and links to ward teams.  
 
In the recruitment of patient representatives, we will assure that representation from a range of 
communities is sought by making sure that at least three patients who identify as being from seldom 
heard groups are recruited and participate. We will do this in conjunction with existing patient and 
volunteer groups who will already have a good knowledge of these communities, how to access them, 
and how to support them to participate. We will draw up a broad person specification indicating level 
of commitment required, reimbursement available, and support mechanisms, to aid communication 
about expectations of role.  Because we recognise that it will be unlikely to achieve representation 
from all communities that the hospitals serve, we will also incorporate a specific task within the role 
descriptions to „champion‟ and consider the needs of all communities within the PEIT toolkit, as they 
contribute to its development.   
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Figure 2 - Project Timetable  

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15-26 27 28 29 30 31 32 

Task  N 
15 

D J 
16 

F M A M J J A S  O N D J17 to 
D17 

J 
18 

F M A 
 

M J 

Ethics and R&D applications and all approvals issued 
(May- Aug 2015) 

                     

Set up Steering Group                      

Ward engagement                      

Recruit patient representatives                      

Literature review                       

Local consultation exercise                      

Focus groups with ward staff Set up                    

Board meeting observations Set up                    

Interviews with hospital execs  Set up                    

Qualitative data analysis                       

Participatory Design Workshop 1      Set up               

Formation of Action Research Hub       Set up               

Co-development of tool (PDW 2,3&4)      Set up               

First „PE improvement‟ meetings           Set up 
 

         

Improvement cycles                       

Independent process evaluation & analysis                      

Refining the tool and PDW 5                      

Steering Group meets                      

Patient and staff involvement                       

Final report writing                       

Writing for peer reviewed publication                      

All other dissemination                      
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Figure 1 - Project Diagram 
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