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Introduction 
 
Educating doctors without patient contact would be considered inconceivable (Spencer 2009) and 
patients now have a much more active role in preparing doctors of the future from an early stage in 
their medical training (Wykurz and Kelly 2002).  
 
The notion of gathering feedback from patients has gained increasing prominence in recent years 
highlighted by the General Medical Council (GMC) ‘Tomorrow’s Doctors’ publication in 2009 that 
‘Quality Data will include feedback from patients’ (GMC 2009). It is therefore especially important 
that feedback from patients is systematically obtained to signify a core commitment to a high quality 
process (Howe and Anderson 2003). 
 
This research has been generously supported by a Research and Development grant from Clinical 
Skills Managed Education Network. It aims to explore the ways in which feedback can be gathered 
systematically from patients involved in undergraduate medical education. This is an important area 
to broaden our understanding of what patients think about helping us evaluate and develop medical 
education.  

Research Structure 
 
This qualitative research was initiated with a thorough review of the literature, followed by an online 
survey assessment of current practices in UK medical schools. Following ethical approval the 
researcher then focussed her data collection on two key patient groups involved in undergraduate 
teaching and assessment:  
 

1. Real volunteer patients from Edinburgh Patient Partnership Supporting Assessment and 
Teaching (EPPSAT) Service, The University of Edinburgh 

2. Hospital inpatients at NHS Lothian University Hospitals Trust (LUHT) 
 
A focus group was conducted with groups 1 and semi-structured interviews were undertaken with 
group 2. The data was analysed using the principles of Framework Analysis and relevant findings and 
conclusions are presented in this report.  
 
The researcher has been accepted to present her research as an oral presentation at the upcoming 
AMEE (The Association for Medical Education in Europe) conference in September 2015.   



Part 1: Literature Review 
 
In the first stage of this three-stage project, a systematic literature review was undertaken, the 
methods and results of which are detailed below: 
 
Methods 
 
The following inclusion and exclusion criteria was applied to the literature review:  
  

 
Justification for Inclusion and Exclusion Criteria 
 
Patient interactions have always been a crucial component of undergraduate medical education and 
medical students will always be involved with real patients (Bokken et al 2009) during their training. 
The settings students see these groups of patients vary from the hospital or outpatient clinic arena 
where they encounter real patients to a teaching and assessment facility in the undergraduate 
curricular establishment. It is important to note that these patient groups are very different with 
unique needs and motivations. Similarly, these different environments present unique experiences 
for patients that they may, or may not, wish to feedback on and it is important for the researcher to 
explore each of these patient groups.   
 
 
 
 

Inclusion   Exclusion Rationale 

Undergraduate 
Medical Student 

Undergraduate student in any other 
discipline or Postgraduate Doctor 

This research focuses solely on 
undergraduate medical curriculum 

Adult Real Patient  

 Academic Faculty  

 Clinician  

 Student  

 Adolescent or paediatric patient 
(real or simulated)  

 Simulated Patient 

 Low or high fidelity simulation  

 Virtual patient 

This research concerns only the real or 
simulated patient experience in adults. 
Adolescents and children have 
consensual and guardian issues to 
consider. Virtual patients are an 
entirely different experience. 

Inpatient Care or 
Formal Teaching / 
Examination 
Context (real 
patient, simulated 
patient) 

Primary Care or Community or 
Outpatient Departments 

Power balance is very different in 
primary care areas – patient less 
intimidated. More empowered and has 
more of an equal relationship (clothed 
for example) and can walk away any 
time (Benson et al 2005).  
Larger body of evidence about patient 
experience in primary care settings. 
Merits attention in its own right for 
future studies.  

Non-invasive 
examination, 
procedural skills Intimate Exam 

Other salient factors come into play 
with intimate exam given sensitive 
nature of focus. Not associated with 
this research. 



Firstly it is necessary to distinguish between the roles of this group of real patients.  
 

1. Real patients participate as follows: 
 
A. Inpatients may be involved in opportunistic bedside teaching. This is defined when a 

clinician takes a group of students to the bedside of the patient, listens to the history, 
elicits physical signs, makes provisional diagnosis and decide on best diagnostic and 
therapeutic options (Nair et al 1997). 
 

B. Clinic settings (General Practice or outpatient departments)  
 

C. Undergraduate formal assessments – patients here are normally recruited in advance to 
help and are required to be physically examined, differential diagnoses to be formulated 
by the candidate in discussion with examiner(s). These patients have no consistent formal 
input with marking candidates. 

 
For the purposes of this research, patient group 1.B who assist in teaching in general practice and 
outpatient departments have not been included in this study. They do represent an important group 
of patients who are increasingly exposed to medical students with a third of general practices in UK 
likely to undertake medical teaching (Benson et al 2005). Yet to capture their feedback was simply 
out with the scope of this research. This would be worthy of future research in its own right however. 
 
It is important to address the researcher has a vested interest in this area because her main post 
involves the coordination of a real patient volunteer service where they assist in clinical assessment 
and teaching with undergraduate medical students. She has therefore been able to access both this 
group of patients for data collection.  
 
The researcher initially performed scoping searches to identify most relevant MeSH and keywords 
and the extent of the literature surrounding patient feedback. This process informed the later search 
strategies. As there were no directly relevant MeSH terms (as is often the case in medical education 
subjects) a mixed method approach of MeSH and keywords were adopted. The overall search was 
limited to humans and all publications were deemed acceptable for perusal.  The Medline database 
was searched via the OVID gateway using the following MeSH headings:  
 

 Patient  

 Education, Medical, Undergraduate  
 
The following keywords were inputted: 
 

 Real patient or real patients.tw. 

 Feedback.tw. 

 Patient feedback.tw. 

 Education, medical, Undergraduate  

 Medical adj2 student.tw. 

 Patient adj2 view* or experience*.tw. 
  
[Key: tw = within title and abstract. adj2 = between two words. * = truncation of term] 
 
Medline produced 140 records with this search and on exploration of these papers 16 records were 
initially selected according to the inclusion and exclusion criteria. 
 
 



On further inspection of each paper, 12 records were classified as unsuitable for inclusion and       
irrelevant to this research. The references of the 4 selected papers were checked for additional,  
relevant papers that had been missed in the initial search. This yielded another 27 papers, of which 5 
met the inclusion and exclusion criteria.  
 
As this was a broad search area more than one database was scrutinised and the same search was 
run in CINAHL database with the following keywords:  
 
Perception* or experience* or feeling* or attitude* or questionnaire* or feedback* 
Patient* 
Medical student* or medical undergraduate*  
 
This produced 6 records.  On further inspection 4 papers met the inclusion criteria.  
 
A cited reference search was also conducted utilising Web of Science, an online scientific index 
citation service using three of the relevant papers retrieved  previously (King et al 1992, Lazarus 2007, 
Thomas et al 1999). This search yielded a further 3 papers and 1 met the inclusion criteria.  
 
In total, the researcher identified 14 papers as being suitable for inclusion in the literature review.  
 
Results 
 
It was apparent from this exhaustive search that there is very little published about the realms of 
patient feedback following their involvement in undergraduate teaching or assessment. What initially 
appear to be relevant searches then address entirely different areas.  
 
Although 14 papers meet inclusion criteria as listed above, none of these papers solely address 
patient feedback concerning teaching or assessment. The literature review therefore does not 
explicitly focus on patient feedback about medical student encounters because of the scarcity of 
literature. The researcher could find very little in the way of direct questions asked of patients about 
whether they would wish to provide feedback and if so what feedback would they like to give. Rather 
the researcher has extracted relevant content surrounding patient contact with medical students. 
This is pertinent because it affects patient feedback.  
 
A review of the 14 included papers revealed the following themes relevant to this research  
 
Patient Motivations 
 
Research has commonly referred to patients generally having positive attitudes towards medical 
students (King 1992, Thomas et al 1999, Howe and Anderson 2003).  
 
Bedside teaching in hospital is an essential tool for medical students learning (King 1992). It puts 
medicine and the patient into perspective for the student (Nair et al 1997). The literature search 
identified specific issues, which affected patients’ willingness to accept medical students including 
patients’ gender, age, severity of disease, method of obtaining consent and previous encounters with 
medical students. King (1992) suggested there was a dearth of research concerning patients’ 
attitudes towards students, previous research was more focussed on student views. They conducted 
a survey assessing elderly patients’ attitudes towards medical students. A total of 106 patients were 
interviewed who had seen medical students during their hospital admission. The vast majority (97%) 
of patients did not object to being interviewed by students, which reflects the broader findings of this 
research. However, 29% of respondents did not appreciate that a medical student was training to be 
a doctor and 15% had no idea at all which brings the above statement about objection into question 
surrounding informed consent. A hierarchical structure emerges where patients being treated by 



medical students may be unwilling to protest because those in the medical profession are “authority 
figures” (McLachlan et al 2012, Graber et al 2003). 
 
Thirteen percent of patients objected to being physically examined by students (13 women, 1 man) 
as a result of embarrassment in most of the cases. Nair (et al 1997) also analysed patient perspectives 
about bedside teaching. A total of 160 inpatients were interviewed. One might think given the high 
number of respondents the findings would be rich in data yet the study devoted only one paragraph 
to findings from the patient interviews, whilst the majority of the paper focussed on students’ results. 
Nair (et al 1997) did identify that 77% of patients enjoyed bedside teaching but did not ascertain 
what elements patients enjoyed or why 23% did not enjoy it.  No mention is given to the idea of 
patients providing feedback about their experience.  
 
Students’ level of experience may have an influence on patients. Thomas (et al 1999) unearthed that 
all of their patient respondents were satisfied with first year medical student interviews. Participants 
remarked only that they were less confident, though the sample size was small (n=7) to perhaps be 
generalisable.  Mayo-Smith (et al 1992) interviewed 68 inpatients following 1-2 hour teaching 
encounters with 2nd year medical encounters and asked about motivating factors for participating. 
Participants regarded the medical student was very skilled when directly asked which suggests year 
of study is perhaps not particularly relevant or important to the patient. Or perhaps the patient felt 
less intimidated by the junior student. 
 
Rated most highly were altruistic motives of desiring to help other patients in the future and to help 
the students in their education. Much lower scores were given to the possible enjoyment of the 
encounter and perhaps if Nair (et al 1997) had explored further they may have unearthed similar 
findings. Interestingly, Mayo-Smith (et al 1992) asked an open-ended question at the end of each 
interview asking for patients general comments about their experience. Thirty responses were 
obtained in relation to this and most commonly, patients reported on students’ pleasant characters. 
Eight patients felt they learnt something about themselves and 7 patients expressed satisfaction at 
being able to help the student. Time spent with the patient may have a positive or negative impact. 
Indeed, three patients expressed negative reactions with the encounter being too long, not realising 
this when they consented, one patient was very tired having only been admitted the previous night.  
Similarly, a third of patient volunteers assisting in medical student exams reported feelings of fatigue 
given the length of the exam (several hours) and the number of times they had been examined 
(Gandhi et al 2010).  
 
Kuan and O’Donnell (2007) surveyed 145 patients in an Emergency Department (ED) of a teaching 
hospital by means of questionnaire to determine their attitudes towards medical students and 
participating in clinical teaching. A total of 45 patients had previous medical student contact and 78% 
of respondents described it as a positive experience. Very few patients (9%) had negative 
experiences, the authors do not elaborate on what the reasons for this were though previous 
negative opinions have been attributed to a previous negative experience, pressure to participate 
and insufficient information prior to consent (Welfare et al 1999).  A majority of patients (70%) would 
have agreed to students performing clinical procedures, which indeed may well have been a reality in 
a busy ED.  Carmody et al (2011) conducted a study involving patients receiving medical student 
interventions in gynaecology and obstetric hospital settings and found that female patients receiving 
care from medical students in inpatient settings were significantly more satisfied than in outpatient 
centres. Carmody (et al 2011) suggests this may be because patients feel more vulnerable thus 
encouraging patient connection and trust with caregivers. Furthermore, the inpatient environment 
can allow patients to feel more focussed on as individuals.  
 
 
 



Interpersonal dynamics are not entirely positive in hospital and being an inpatient can represent an 
intimidating environment (Carmody et al 2011).  McLachlan (et al 2012) describe a picture of 
hierarchy in the hospital arena between medical and lay communities in which doctors are located at 
a higher level than patients. This perhaps explains why patients can assume a role of passivity in 
hospital and leads on to explore the issues surrounding patient consent.  
 
Patient Decision-Making  
 
Choudhury (et al) 2006 proposes that patients can choose whether to agree to have medical students 
present during consultations. However, as previously highlighted in one study, a proportion of 
respondent elderly inpatients (29%) did not even realise that they had in fact seen medical students 
following their participation in detailed individual clerking and subsequent bedside teaching sessions 
(King et al 1992). Certainly, patients’ capacity to understand may be compromised when they are 
unwell (Howe and Anderson 2003) and 23% of King (et al 1992) participants had more than one 
significant diagnosis. Though King ensured all the participants were cognitively intact, and all had 
undertaken a test of cognition and scored 10/10.  
 
Some medical students simply do not feel it is necessary to inform patients that they are a medical 
student as suggested by Santen (et al 2005). Perhaps, the medical student worries that if a patient is 
fully informed they may not allow someone with little experience to participate in all aspects of their 
care and this presents serious issues surrounding informed consent. Worryingly, Santen (et al 2005) 
even suggests that patients are rarely informed of the role of students in their medical care despite 
policies existing stating the importance of declaring all roles of medical personnel involvement. This 
deception can have lasting effects; a negative experience for the patient can have powerful 
repercussions. Research demonstrates this type of experience for patients means they are more 
likely to be dissuaded from future medical student contact (Tang and Skye 1999).  
 
Santen (et al 2005) explored first year medical students asking patients in an ED if they could perform 
clinical procedures (splinting, intravenous placement or simple suturing) with patients’ full awareness 
that the students had not performed these procedures before. Of the 114 patients approached, all 
agreed to participate in the study, which involved a series of questions posed by the students before 
they asked if they could perform the procedure. The vast majority of participants (90%) consented to 
this. A total of 75 respondents said they should be informed if it was the students first time. The 
more information a patient has about the encounter may make them feel more empowered to make 
their own decision and contrary to what students may think may make patients more positive about 
participating in medical student teaching.  
 
Graber (et al 2003) distributed a questionnaire to 150 patients attending an ED in America asking 
their preferences concerning medical students performing procedures on them in the ED. In contrast 
to Santen’s (et al 2005) work they revealed that a majority of participants would not allow medical 
students to perform a first procedure on them, no matter what it was, these procedures ranged from 
venepuncture to intubation. Murata (et al 2014) may concur with these findings, they propose that 
patients are reluctant to be seen by medical students in settings in which they have an equal 
opportunity to be examined by senior staff.  
 
Graber’s (et al 2003) results are in contrast to Kuan and O’Donnell’s (2007) findings where the 
majority of respondents would have allowed students to perform interventions. Survey designs in 
Kuan and O’Donnell’s (2007) and Graber (et al 2003) were compared to assess detail. Both used an 
anonymous questionnaire, assuming an equal amount of candid responses were yielded though Kuan 
and O’Donnell asked the triage nurse or attending doctor to distribute questionnaires, which may 
have swayed the respondents to answer more favourably. Graber (et al 2003) do not describe 
methods of distribution, though felt that participants answered freely and without having to confront 
to an authority figure in airing their reticence concerning medical student intervention. Both studies 



were conducted in largely private healthcare environments (Ireland and USA respectively), and 
interestingly there were no real differences in opinions between patients paying and those relying on 
state assistance concerning medical student involvement.  
 
In terms of the participant population in both studies the mean age of Kuan and O’Donnell’s (2007) 
153 respondents was 35.8 years, 50.3% were male. A total of 45 (31%) participants had experienced 
previous medical student contact. Similarly, Graber (et al 2003) had 150 participants. There were 41% 
male patients with a mean age of 40 years. The proportion of respondents who had seen medical 
students previously is not ascertained and this detail may have been important as research 
demonstrates patients who have seen medical students before are more likely to be favourable of 
exposure again (Lowe et al 2008).   
 
Patient Empowerment 
 
Patients assume distinct roles in different medical student encounters. For example, the patient in a 
hospital bed clothed only in a gown and experiencing an acute phase of illness may have a completely 
different perspective about the medical student encounter to that of the patient who attends from 
home for an organised medical student teaching or assessment event, with a degree of knowledge 
and perhaps experience of what to expect. Student-patient interaction in clinical assessment is vital 
yet the patient can have a passive role in this important encounter (Wilkinson and Fontaine 2002). 
 
A majority of inpatients in one study felt they were not adequately forewarned about medical 
students teaching with them in hospital (Nair et al 1997). This consent is important; it can remain 
with a patient and determine whether a patient agrees to see a medical student again (Lowe et al 
2008). Similarly in planned assessments patients were keen to know how many times they would be 
examined, be given a briefing session in advance of the exam and know more about detailed 
arrangements (Gandhi et al 2010). Howe and Anderson (2003) suggest that staff giving patients full 
information is empowering them to make a real choice. Awarding patients time to consider whether 
they want to take part is important, particularly asking the patient without the student present 
(Howe and Anderson 2003). 
 
Planned Encounters 
 
Planned patient participation in teaching and assessment events represent different experiences for 
patients unlike in the opportunistic hospital arena. This group of willing patient volunteers have a 
degree of awareness and expectation of what will be involved in planned undergraduate events. 
Focussing on SPs, the power balance dynamic is completely different especially as SPs are trained to 
give medical students feedback on their performance. These groups of patients enter into such 
programmes through written consensual agreements and often there is payment issued as 
remuneration for their input bringing other factors into play surrounding motivations to assist, social 
desirability (Lowe et al 2008).  
 
Student - real patient interaction in clinical assessment is crucial (Wilkinson and Fontaine 2002). The 
‘bed-side’ clinical competency test is an important element in which medical students are assessed in 
an environment resembling real-life clinical encounters (Gandhi et al 2010). Real patient volunteers 
are commonly recruited to participate in these examinations (Gandhi et al 2010) yet research 
suggests that patients willingness has been taken for granted in the past and they often assume a 
passive role in the realms of assessment (Wilkinson and Fontaine 2002). Sharma (et al 1994) 
suggested in 1994 that patients views about medical students during undergraduate finals 
assessment are entirely ignored and perhaps little has changed in the intervening years as Lazarus 
(2007) also remarked that little is known about the judgements patients formulate about the student. 
Patient perspectives from their participation in clinical assessment have received little attention 
(Ganhdi et al 2010). 



As stated previously, the literature has no real focus on feedback from patients about their 
experiences in undergraduate teaching or assessment but there is exploration of their contribution 
towards candidates’ assessment marks, which can be regarded as feedback to some extent. Authors 
mention global ratings made by patients examining more humanistic qualities (Wilkinson and 
Fontaine 2002).  
 
Views of real patients participating in medical students’ final clinical assessment were elicited via 
semi-structured interviews and included 14 questions about the examination process itself and 8 
questions about student attributes (Sharma et al 1994).  A patient’s mark was acquired by asking 
them to mimic the examination grading system. 166 patients were enrolled and favourable responses 
were elicited across a broad range of attributes namely surrounding the candidates’ character 
(pleasantness, ability to relax the patient). Patients tended to mark more leniently than the 
examiners. Less than 1% of student candidates were rated as not deserving of a clear pass, whereas 
examiners marked approximately 7% of them in the lowest grades. Perhaps the most likely 
explanation for the differences noted between the patients’ marks and examiners’ grades is that 
examiners, unlike these patients, must consider the knowledge a student displays as well as his / her 
clinical skills. Sharma (et al 1994) recommended that patients’ input should be factored into the 
assessment process to examine student attributes but not clinical competence of final year 
undergraduates.  
 
Wilkinson and Fontaine (2002) countered this view and considered incorporating a mark relating to 
patients views in end of year assessments in response to patients voicing their need to feed into 
students assessment marks. They carefully produced the following question to capture global 
attributes desired: ‘How likely would you be to come back and discuss your concerns with this 
student again?’ This question was included in 11 of 18 stations in an Objective Structured Clinical 
Examination (OSCE). Importantly though this marking system was incorporated only in stations where 
students were asked to educate or take a history from a patient, the researcher determined this to 
be SPs rather than real patients adopting these stations. Why were real patients not included to ask 
this relevant question about the candidates? There is no mention of why this group of patients were 
not included in the study. Similarly, Sharma and colleagues (1994) do not describe the role of the 
patient participants in great depth other than they were used in Finals examinations as clinical cases. 
This detail is important in terms of the role a patient adopts during the assessment. A total of 204 
students undertook the assessment in Wilkinson and Fontaine’s (2002) study. Reliability of patient 
opinion across all 11 stations revealed a Cronbach alpha of 0.65. This compared with 0.85 for all 
stations for the whole OSCE. Their findings suggested that patient opinions on student ability make a 
valuable contribution to the overall assessment of a student. To be more specific, student ability is 
more in line with their overall approaches, general demeanour, how systematic they are and how 
much they engendered confidence. In keeping with Sharma’s (et al 1994) work, Wilkinson and 
Fontaine (2002) expectantly found that patients’ collective opinion correlated poorly with student 
knowledge, as they suggested patients were less able to judge a doctor or student’s knowledge base. 
 
Gandhi (et al 2010) set out to determine real patients’ perspectives following their assistance in 
undergraduate final examinations in Hong Kong. They defined assistance as each patient being 
subjected to physical examination for three of four times by student candidates under supervision of 
examiners. A total of 72 participants enrolled in the study by means of an anonymous questionnaire 
distributed at the end of the examination process. No question is dedicated to ask whether patients 
would wish to provide feedback about anything associated with the exam. The non-respondent rate 
is not highlighted. A wish to help the medical profession was reported to be the main reason to 
participate by most of the volunteers (73%). Other less altruistic motivating factors for participating 
were significant, 47% felt obliged to help as public hospital patients and 20% reported they assisted 
in order to get an earlier operation or better treatment. Reports of fatigue were noted (35%) and 
indeed the exam duration lasted several hours with 170 students passing through the assessment 
over 2 days. The researcher determined that the majority of patients (77%) had never helped in 



assessments previously as only 23% of patients had previously been involved in medical student 
activities. Gandhi (et al 2010) does not specify whether the patients received pre-assessment 
information or what recruitment methods were employed, perhaps some patients felt coerced with 
little advance information. This was a general surgical exam and more patients may have felt more 
inclined to participate if they felt their operation date may be brought forward or if their consultant 
had asked them to help directly the patient may have felt inclined to please their clinician. The 
authors concluded the majority of patient volunteers involved in clinical assessment had positive 
experiences and recommended the use of printed information immediately prior to the examination 
(Gandhi et al 2010). This would be especially important for those patients who are new to the 
assessment process.  
 
Lazarus (2007) explored patients’ perspectives concerning student candidates they had encountered 
at undergraduate medical student finals exams. Unlike Gandhi’s (et al 2010) study that recruited 
patients new to the medical student assessment process, Lazarus (2007) deliberately intended to 
recruit as many ‘regular’ patients as possible through the assistance of the nominated examination 
administration team, introducing selection bias. An initial group interview was conducted with 5 
participants followed by individual interviews with a further 8 respondents though ceased at 5 
interviews as saturation of data occurred. This study was unique in identifying patients’ attitudes 
towards students rather than focussing on themselves. Findings revealed participants picked up on 
cues from students relating to their conduct during the assessment surrounding anxiety and 
confidence. The former trait manifested itself through students’ speech, physical contact (e.g. 
tremor) and disorganisation in conducting the consultation. These signified poor interaction. 
Conversely, a confident student had a positive aura and in turn conducted a better consultation 
gaining more information. Even if the student did not know the answers the patient preferred them 
to be honest, being aware of one’s limits of competence was regarded as a positive attribute. 
Professional behaviour was noted as important to the patient and this included hand washing, 
students’ personal dress and sensitivity to patients’ needs (preservation of modesty, ways in which 
students addressed patients).  
 
Lazarus (2007) asked participants about the idea of patients contributing to the assessment and most 
were against any contribution to the examination score, but in favour or providing feedback to the 
candidate on his / her performance focussing on interpersonal skills. Patients may not be able to 
provide students with detailed learning strategies to improve their performance without input from 
academic tutors but Lazarus (2007) revealed that patients are likely to want to comment on areas of 
interpersonal communication and felt it might well be helpful for the students to be made aware of 
how they felt about them after the examination. Lazarus  (2007) was unsure if a summative 
undergraduate finals environment would be the best way to elicit patient feedback to help students 
for future practice but considered introducing this component at earlier clinical examinations.  
 

 
 
 
 
 
 
 
 
 
 
 
 



Part 2: Assessment of UK Medical Schools Feedback Processes 
 
Following completion of the literature review, the researcher was keen to ascertain UK medical 
schools approaches to gathering feedback from patients and identify the ways in which this 
information was captured.  
 
A survey was composed in collaboration with The Additional Cost of Teaching officer at The 
University of Edinburgh. This was designed to seek information from UK medical schools including 
what patient feedback strategies they had in place and the ways in which they elicited feedback. This 
survey was piloted amongst three senior academic members of the researcher’s department. The 
researcher then identified individual Directors of Centre for Medical Education or equivalent 
following a thorough online search of staff directories for every UK medical school. They were 
contacted individually by email, given an explanation of the research (see Appendix I for explanation) 
and asked to complete a ‘SurveyMonkey’ online survey questionnaire (see Appendix II for survey). 
 
Overall 29 UK medical schools were recruited into the survey and 14 institutions responded 
(response rate 48%). Results revealed 72% of respondents deemed it important to gather feedback 
from patients and felt that feedback was an important area to develop a closer relationship with 
patients and their respective schools. 93% respondents stated they currently provide patients with 
opportunities to feedback to the medical school following involvement in medical education. It is 
important to clarify exactly what institutions mean by ‘patients’ as this indeed depicts a variety of 
groups who provide feedback. Institutions described this group varying from professional patients, 
real patients, simulated patients and lay role players.  
 
Methods of Gathering Feedback  
 
Feedback was gathered most commonly by means of clinical assessment and teaching encounters 
(70% of responses). One medical school was developing a questionnaire for hospital inpatients where 
their students would be required to ask patients they have consulted with to complete. The aim of 
their questionnaire was not to ascertain feedback on individual students but more to gauge the effect 
that having students on the ward generally has on the patient population.  
 
What Feedback is obtained? 
 
Institutions sought feedback from patients most commonly about their overall experience such as 
their perceptions of students, facilitators / tutors, content and consistency of teaching (what went 
well, areas for improvement), training for role (where applicable). Some institutions focused patient 
feedback specifically on the student including their performance in their interaction with the patient, 
their assessment, physical examination (the way in which patients were handled) and history taking; 
did students build rapport? Were the patients listened to? The students professional behaviour was 
also considered an important aspect for feedback e.g. communication, ways in which students 
conducted themselves and the appropriateness of their dress. Practical considerations eg parking / 
access to venue were also deemed as important for ascertaining feedback. 
 
Persons responsible for gathering feedback varied widely and ranged from patient coordinators to 
faculty e.g. assessment office, GP tutor, administration staff.  
 
 
 
 
 
 
 



When Is Patient Feedback Gathered? 
 
Patient feedback was gathered at varying events; most often during or after teaching (bedside and 
formal), during OSCEs’ and sometimes during debriefs. Feedback was most often given in a verbal 
and informal way and frequently used for immediate student feedback. Written feedback forms were 
also often used after events. Questionnaires have been given to patients by students. One institution 
introduced a yellow card system and if a student were deemed unprofessional the patient or assessor 
would complete this yellow card to alert relevant faculty. 
 
What Do We Do with Patient Feedback? 
 
Patient feedback data was most often utilised to feed back to the student and identify areas of good 
practice along with highlighting areas for improvement. It was also used for Quality Control purposes 
to ensure patients were not adversely affected by having students. Feedback could be incorporated 
in the curriculum in a broader way shaping how the course would be delivered in the future. 
Feedback was also disseminated amongst stakeholder groups (Year Executive / Curriculum Steering 
Group / between University and NHS). 
 
Free text comments were invited from the respondents and many were keen to find out the 
outcomes of the study and consider joint initiatives. One respondent suggested medical schools work 
together to provide a standard questionnaire for patient feedback.  
 
Innovative Strategies 
 

 Piloted use of feedback from patients during OSCEs’ over a two year period. Will be 
implemented into summative feedback and scores. 

 Using iPads to gather feedback from patients in clinical areas.  

 Feedback using modified version of BMA patent satisfaction questionnaire for patients giving 
feedback 
 

  



Part 3: Patient Perceptions on Feedback in the Edinburgh MBChB 
 
Methods  
 
Ethical approval was sought and approved without the need for formal review from the NHS South 
East Scotland ethics service at the beginning of the research project (see Appendix III). Written 
consent for audio data collection and publication of anonymised results was obtained from all 
participants. The researcher employed a qualitative design in her data collection in order to explore 
in depth patients perceptions on feedback in the Edinburgh undergraduate medical curriculum.  
 
Real Volunteer Patient Focus Group 
 
Focus groups were felt to be an ideal data collection method for capturing opinions of real patients 
from the EPPSAT service. The interaction between group members replaces interaction between 
participants and the interviewer, thus minimising interviewer bias. It also shifts the power dynamic 
from the interviewer to the interviewed that is likely to empower patients to be open and honest 
about their experiences (Barbour 2005). The focus groups were conducted with EPPSAT patients and 
discussion concentrated on their sole participation in undergraduate medical student assessment.     
1 focus group of 3 participants & 1 x interviewer  
1 focus group of 4 participants and 1 x interviewer  
 
Each focus group lasted approximately one hour and was audiotaped to provide a detailed 
performance of both the interviewer and the participant (Barnbell and White 1994). The researcher 
conducted both focus groups to maintain as much consistency as possible and Verbatim transcription 
was then undertaken and transcribed by a colleague.  
 
In-patient Interviews 
 
Senior clinicians attached to various wards in The Royal Infirmary, Edinburgh and The Western 
General Hospital, Edinburgh assisted the researcher by highlighting in-patients they deemed as 
physically and cognitively fit to be interviewed. A total of 12 semi-structured interviews were 
conducted and audiotaped each lasting from 12 – 25 minutes (see Appendix IV for sample population 
table). One interview was abandoned (participant number 2) due to patient confusion. This was 
elicited at an early stage of the interview process and arose as a result of miscommunication 
between staff and researcher. It served as a reminder for researcher to ensure patient was fit for 
interview. Verbatim transcription was undertaken by an external transcription provider service. 
 
A Framework Analysis approach was undertaken to organise the categories identified by the 
researcher in order to manage and organise the data in a systematic way (Gale et al 2013). 
Framework Analysis is regarded as a flexible qualitative research tool that used with the aim of 
generating themes. The researcher’s view that these three patient groups are unique was 
strengthened by the literature review. Each group has different motivations and needs and as such 
the researcher analysed each patient group’s data separately and then compared and contrasted 
emerging themes in the discussion.  
 
Coding and categorisation of the data was undertaken using NVivo (Version 10) software to facilitate 
data analysis with a node and tree approach (QSR International Pty Ltd, Doncaster, Vic, Australia).  
 
 
 
 
 
 



Results  
 
EPPSAT Patients 
 
Dominant themes emerging from the EPPSAT focus groups included;  
 

 Passive Role in Assessment Process 

 Relationships with Examiners 

 Professional Patient  
 
Passive Role in Assessment 
 
The thrust of this research is focussed on patients’ feedback about medical education and as such it 
featured heavily in the interview process. The research also revealed patients preference to be as 
informed as possible in advance of events to know whom they would be seeing and for 
approximately how many times they would be examined.  In the focus of this research, real volunteer 
patients viewed their role in a passive capacity; they regard themselves as being involved to help in 
an important process by being physically examined but little more.  
 
“I’m just here as a person and they examine me…..there’s minimal pressure, you can just sit as you 
do”. 
 
“You are merely the patient and there is nothing you can do wrong” 
 
“I’m the raw material for them to work on because they are learning and they’ve got to be tested” 
 
There is an almost detached persona adopted by some patients: 
 
“I’m just a receptive sort of thing they look at, if they fail their exam its nothing to do with me, it’s the 
examiners that are examining them” 
 
“One examiner explained it really well, imagine you were unconscious in accident and emergency and 
that’s why this part of the exam that I do is purely skills and clinical and to find out what they’ve got, 
and not to ask you anything.” 
 
Often the participants individually regarded themselves as “only” the patient.  But worryingly 
patients described feelings akin to objectification:  
 
“Other people just treat you like you could be a dummy lying there.” 
“sometimes you get treated like a piece of meat” 
“you are here as a piece of raw material to be examined by doctors so they can find out” 
 
Yet the patients balanced their feelings by remarking that they had a duty to help and they needed to 
assist in this way because as one patient commented, patients in hospital were too unwell to help so 
who else could do it? 
 
None of the patients wanted to affect the grade candidates received. It was almost that the 
ramifications of their actions to suggest a candidate was poor was too significant and too much 
responsibility.  
 
“what if we think they are good and maybe they’re not?”  
 
 



 
However, patients did have good knowledge about their condition and also in the ability of the 
candidates:  
 
“You know if they are examining you and you are physically uncomfortable they are not doing it right” 
 
The patients were receptive to the idea of being able to make comments relating to the candidates 
bedside manner, intended for the candidates own learning and not affecting the exam:  
 
“Anything I’ve got to say would have to do with their bedside manner but this has nothing to do with 
their ability or technique”.  
 
The same patient then remarked that he would rather be treated by a doctor who had a poor 
bedside manner, than a well-mannered doctor who was poor at treating patients. He felt that his 
opinion was not relevant because it was so subjective and personal and impossible to measure.  
 
Their empathy towards candidates certainly influenced their opinion that they did not want them to 
fail; rather they wanted to provide encouragement to the candidates:  
 
“Just to give them something that may help them, a bit of advice we could point out, something 
maybe the examiners didn’t notice, just from the patients’ point of view, but obviously the actual pass 
or fail will still be the examiners….” 
 
Relationships with Examiners 
 
Patients’ level of interaction was influenced by their relationships with the examiners. When one 
examiner was present rather than two the patients felt more at ease and able to engage in 
conversation:  
 
“you can have a wee talk with them, you can ask them things, you feel more, I feel more comfortable 
because you have more time with them so you can get a better connection with them” 
 
“When I’ve had just one examiner, for every student that went out he would say “what did you think 
of that one” and I would say “yeah they were quite good” But when you see the two examiners they 
don’t tend to talk to you as much as they are kind of comparing notes themselves”.  
 
It is more common to have two examiners in final year MBChB assessments; one patient described 
them as “secretive” about their marks but then said she felt this was appropriate because it was the 
examiners decision. However, another patient interjected saying he offered his opinion despite not 
being asked “they can take it, or leave it”. 
 
The examiners personality affected the patient’s experience. One patient described that usually his 
opinion on the candidates had never been sought by examiners and was instructed not to answer any 
questions the candidates may have asked him. Yet on one recent occasion the examiner was 
described as very “cheerful” and had said to the patient he should treat the candidate as if they were 
talking to your own doctor, just chat to them and the patient preferred this less rigorous style of 
assessment. When the patients felt the examiners were pleasant this enhanced the experience, they 
described having an affinity with the examiners especially when candidates did anything incorrect:  
 
“…my problem is with my heart, they examine you and to sound you they have to come round to the 
left hand side, and one doctor came in and couldn’t hear it from there so he asked me to roll to my  
right side, and as I rolled over the examiner caught my eye and he just silently said to me “no”, I was 
just so taken aback with the student and me and the examiner did chuckle about it afterwards”. 



The patients frequently mentioned the influence of the examiners in the assessment process and the 
patients felt strongly that the candidates’ ability rested with the examiners responsibility:  
 
“it’s the examiner that is examining them, not me”.   
 
Professional Patient  
 
All the participants in the focus group were experienced patients who had participated a number of 
times in the assessment process.  Yet it did not necessarily mean they were more keen to provide 
feedback but they certainly were aware of non-verbal cues the candidates displayed such as 
tremulous hands giving an impression of acute nervousness. The patients’ felt empathy towards the 
candidates, whilst also having the expertise to observe these traits.  
 
“It must be very difficult to go from one case immediately to the next one and switch over to a new 
complaint you know”.  
 
The patients were keen to offer encouragement as the candidates exited their station mentioning 
good luck and one patient said that he even would give them a “wink” if they were on the right track. 
However, the other participants in this focus group were in disagreement that the patient had been 
so blatant in his encouragement.  
 
The patients were also expert in their own conditions that they knew what should come next. For 
example, a patient who had previous cardiac surgery remarked on: 
 
“I think they see a scar there and they say oh well he’s obviously been opened up, and the next thing 
you want to see them look at my leg to see if they have taken a vein out of there to put round my…. 
and some of them don’t and you think please look at my leg, god, but I cant say that to them” 
 
Other patients describe automatically moving on to the next part of the clinical examination 
sometimes even before the candidate has asked them to:  
 
“I do that a lot, when they are checking my eyes for like jaundice and things, and they take my glasses 
off and ask me to do up down, and then I put my glasses on, before they can say “can I see your 
tongue” I go [sticks tongue out] and then I am like go on then, and I think naw [no], I am meant to 
wait for you to ask me to do that”. 
 
The researcher suggests there may also be more hidden feelings of superiority by the patients, a shift 
in the power balance, as this is certainly quite a unique situation between the potential doctor 
(candidate) and patient.  
 
Some patients felt indifferent to the prospect of providing feedback when asked if they wished to 
give an opinion:  
 
“It disnae [does not] really bother me” 
 
 
 
 
 
 
 
 
 



Hospital In-Patients 
 
The researcher unearthed the following main findings:  
 
All of the patients interviewed had seen medical students in small groups accompanied by a clinician. 
This could be construed as semi-organised teaching to an extent rather than an opportunistic 
encounter.  Furthermore, the clinicians may have asked only those patients who they felt would be 
agreeable to contact with medical students and therefore more receptive to the questions asked of 
them about feedback. Almost always the clinician had seen the patient initially alone and asked for 
their consent to assist before bringing in the students. 
 
The majority of patients did not appreciate in advance that they may encounter medical students 
during their hospital stay. None of the patients interviewed objected to seeing medical students, and 
when asked all agreed to seeing students in the future. None of the patients were interested in 
knowing what year of study the students were in which correlates with previous research (Mayo-
Smith et al 1992). Most of the participants had experienced medical student contact before, which 
may have made their experiences more ‘ordinary’ for them, though a study by McLachlan (et al 2012) 
identified no differences amongst 10 respondents who had or had not seen medical students 
previously. Though her study concentrated on ambulatory encounters so cannot necessarily be 
extrapolated to an in-patient setting.   
 
The teaching consisted normally of the students individually performing history taking and physical 
examination with the patient before providing the clinician with differential diagnoses and treatment 
plans. 
 
The main themes that emerged were:  
 

 Motivations for Helping:  
Altruism  
Passing Time 
Gaining knowledge about condition 

 Importance of Patients for Students Learning 

 Greater Involvement?  
 

Motivations for Helping 
 
Patients felt they were genuinely helping the students and regarded their contribution as important 
for students learning. The patients showed clear signs of altruism, also thinking of the help it could 
provide for other patients with similar conditions.  
 
“I don’t mind seeing anybody that’s going to help and if I can help them they might be able to help 
somebody else” (participant 5) 
 
A patient with pneumonia had excellent bronchial breathing and stated:  
“…they don’t get a chance to hear it very often when they’re training up so the next person comes in 
and one of them has heard it on my lung and if they pick it up on someone else then that’s a good 
thing. I think it’s important” (Participant 6) 
 
“Lets put it this way, if I’ve just helped just one of them help save somebody else, it’s worth it isn’t it?” 
(Participant 9) 
 
“It helps them to know….. like it could happen to someone else, do you know what I mean? 
(Participant 12) 



 
There were also other internal motivations for helping too. For some it served as a distractor and 
helped pass the time:  
 
“I’m lying reclining not doing anything so it passed the morning for me” (Participant 1) 
 
“It actually took my mind off things a bit when they were here as well” (participant 6) 
 
“I was a bit tired but it actually filled the day, cause the days are boring here” (participant 9).  
 
One patient who had seen a lot of students during his hospital stay described himself as being a 
‘special’ case: 
“It made me feel important and it stopped me from being bored all day” (participant 8).  
 
The teaching had a positive psychological impact for this patient and he described it like people were 
caring for him, which mattered to him as he felt at a particularly low point at that time. Another 
patient felt pleased to be of some help.  
 
Some patients remarked on finding the sessions interesting as they gained more knowledge about 
their own condition: 
 
“I learned a wee bit more about all the bits and pieces that are needing to be checked” (Participant 1) 
 
“I’m interested, I mean this is me” (participant 4) 
 
One patient enjoyed being invited by the teaching clinician to be able to actually see her chest x-ray 
and listen to her bronchial breathing via the stethoscope during the teaching. She felt involved, 
describing it as a two-way process and enjoyed the experience. This involvement also mattered to 
another patient who wished he had been more included: 
 
“There was a definite feeling of them and us, this emanated more from the qualified doctor and the 
patient relationship, which I know has to be professional. But you know I am educated and would 
have appreciated being part of the examination I suppose. And I would prefer eye contact between 
the doctor, and the patient, to be there between the patient, the doctor and the students. So there is a 
three way thing”. (Participant 10) 
 
The length of time teaching lasted varied and could last up to 2 hours, some patients’ spoke of their 
tiredness when helping: 
 
“I was exhausted one time, but as far as I am concerned if someone needs help and they’re going to 
get it through me, I’m quite happy” (Participant 5) 
 
“I thought it might be half an hour. It was a bit more than half an hour, it took quite a long time” 
(Participant 1) 
 
This underpins the very nature of busy hospital environments accommodating patients in acute 
phases of illness.  
 
 
 
 
 
 



Importance of Students Learning from Patients  
 
Patients commented on the importance of students seeing patients on the wards not just for the 
students’ immediate learning but patients also thought about students when they qualify as doctors 
in the future and the impact on them: 
 
“I think it should be part of their job to come round and ask patients what their problems are and try 
and find out” (Participant 3) 
 
“You can do all the classwork in the world but I think you have also got to get out round the wards” 
(Participant 4) 
 
“I’m depending on them, maybe in time to come they’re going to be the men who are going to be 
speaking to me the next time I come in or anything like that” (Participant 5) 
 
Greater Involvement?  
 
Patients were asked if they wished to provide feedback about any aspect of the teaching. Many felt 
that they did not have the knowledge to be able to provide feedback:  
 
“I’m not sufficiently knowledgeable to give an opinion, I would probably say something stupid.” 
(participant 4) 
 
“No I think that’s up to the doctor to do that.” (Participant 7) 
 
“It’s all medical talk, I don’t know anything about that when they are all talking about.” (Participant 
8)  
 
“It’s not my position to say to them to ask me questions. It’s up to them to establish their own line of 
enquiry.” (Participant 13) 
 
However, in a similar way to the EPPSAT volunteer patients, inpatients had insight into what the 
students should be asking:  
 
“Sometimes like the second or third years, they still don’t know what they are doing and you’re sitting 
here all frustrated waiting, wanting to tell them what to do.” (Participant 11) 
 
“I think most of the students got the questions right, they asked what they should have been asking” 
(participant 5) 
 
“I was just sitting there, and they were asking me questions. Some of them were quite good, they 
were quite sharp. Others didn’t have a clue what I had, you know. What happens when they listen to 
my heart is it makes a whooshing sound when you’ve got the er, stethoscope and some of them could 
hear it and some couldn’t” (participant 9). 
 
Patients picked up on the quieter students during the teaching: 
 
“It was one young lady that was sort of asking the questions. Now whether she could have taken a 
step back and somebody else come forward and make a question” (participant 3) 
 
“Some students are shyer than what other ones are and you’ll get near the end of the questions and 
there’s always one that stands back”. (Participant 5) 
 



One patient felt this shyness was all an issue of confidence and young age with the students: 
 
“…you see them coming in and they are like nervous and that, they need help with confidence. A lot of 
them are lacking in confidence but they are only young aren’t they?” (Participant 9) 
 
Another patient described confidence as a trait learnt by students over time:  
 
“Doctors have to train to be confident and speak in a loud voice, that’s part of what they do, that 
feeling that they know what they’re saying” (Participant 10) 
 
Yet patients felt uncomfortable actually asking students to be more involved saying it was not their 
place and it was up to the students to take ownership for their own learning, or the clinician to 
intervene as stated previously. 
 
Influence of Clinician  
 
One patient felt the clinician looked after her, acting as her advocate, he had said she could stop the 
encounter at any time and ensured she were comfortable during the session: 
 
“One of the doctors went to get me a rug to cover myself up and one of them was just really nice, like 
showing an interest in me” (Participant 6) 
 
Another female patient felt frustrated with the amount of students exposing her chest when listening 
to her heart sounds: “They think they need to expose you all the time and I have to rely on the doctor 
to tell them that no exposure is needed”. (Participant 11) 
 
Yet another patient had an entirely different, and not so positive an experience: 
 
“I was excluded, that is how doctors operate, and they are trained to be dispassionate. But I think it’s 
very important to find out who your patient is before you start talking about them, as if they’re not 
there.” (Participant 10) 
 
This participant was referring to not just one encounter but many over years of treatment as he 
stated “this lack of involvement is endemic to the profession”. But he was clear that it was not 
something he wished to complain about as he had received good care and felt helping medical 
students was important to give something back. 
 
There almost seemed to be a clear divide between patient – student – tutor where other patients felt 
similarly to participant 10 yet felt it was not their place to be asking questions or seeking clarification 
about their own conditions: 
 
“They were teaching students, not me. You know, I’m saying shut up, to me, shut up, its not for you, 
it’s for them, you know, this was a training thing for them not for me” (participant 4) 
 
Clinicians’ style of facilitating during the teaching varied: 
 
“The two different doctors that was with the groups, one of them butted in a few times and the other 
didn’t, the other one let them get on with it. So it’s a different teaching I think” (Participant 5) 
 
“some of the doctors were better than others. Sone were trying to suck the information out of them, 
draw it out. And others were telling them. I don’t know what the best approach is, cause both 
approaches worked well.” 
 



Patients did feel a rapport towards the students: 
 
“I get the impression that they’re on my side. You know, you were getting them smiling and nodding” 

Conclusion 
 
The findings in this research go some way in reinforcing what the literature review unearthed when 
exploring in detail patients perspectives on feedback. It cannot be assumed that patients involved in 
medical education want to give feedback about any aspect of their encounter with students. 
 
Indeed, this research has shown that volunteer patients who take part in an organised capacity do 
not feel it is their place to give feedback about the student’s grade nor would they wish to affect their 
grading. Overall this group of patients felt it may be beneficial to be able to comment on the 
students’ performance to the examiner(s) in order to provide insight from the patient perspective.  
 
Hospital inpatients tended to not wish to give structured feedback in any way about the students. 
They generally felt that they were happy to see students to aid their learning and that it was their 
duty to help no matter how tired they may have felt. This was despite many of them not appreciating 
they would encounter medical students in hospital.  

 
Even although real patients are less keen to give structured feedback, this research has unearthed 
that patients actually have powerful insights and awareness about the medical students. These 
insights are pertinent for the students learning if patients wish to impart their feedback.  
 
This research has strengthened the importance of ensuring that the patient is firmly the central focus 
of the experience in medical education. Their participation is crucial and as such their involvement 
should be guaranteed, without them feeling excluded in teaching or like a specimen in an assessment 
event.  

Recommendations 
 
The researcher should strive to ensure EPPSAT patients receive as detailed written information as 
possible in advance about medical student encounters. 
 
Explore possibility of patients providing free text comments about candidates during assessment 
process. Edinburgh MBChB is undergoing significant advances with providing feedback for students in 
response to student needs. Examiners already provide feedback in free text form for Year 3 MBChB 
during end of year synoptic OSCE. Gathering patient feedback in this way from patients would be 
another way of incorporating feedback for students, from the patients’ perspective which would add 
a more holistic dimension to the feedback process for students. 
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Appendix I 

Research Explanation for Medical School Personnel 
 

Dear ……. 
  
I am emailing as the Head of Undergraduate Medical Education at The University of Edinburgh, Professor Neil 
Turner suggested I contact you regarding practices your institution undertakes to obtain feedback from 
patients involved in undergraduate medical education. 
  
The notion of gathering feedback from patients has gained increasing prominence in recent years culminating 
in the requirement set out by the General Medical Council in Tomorrow’s Doctors 2009 that ‘Quality data will 
include feedback from patients’. 
  
I intend to explore the ways in which patients currently provide feedback or indeed wish to feedback on 
relating to their experiences in medical education.  I hope the findings will enable the application of a 
structured feedback process to improve patients’ contribution following participation in undergraduate 
medical education. Through this research I anticipate we can involve patients at a greater level enabling them 
to feedback in a more consistent fashion and provide a means of assessing the performance of the institution 
enabling improvements to be made. The findings of this research would be made available to institutions 
across the UK. 
  
I would be very grateful if you could complete the enclosed short survey of 12 questions online at the URL 
below and please do contact me if you have any queries about the content of the survey or have any related 
questions at all. 
  
http://www.surveymonkey.com/s/JXGMQ5D    
  
Many thanks in advance for your assistance 
 
Best wishes  
  
Kirsty 
  
Kirsty Egan 
Edinburgh Patient Partner Coordinator / 
Fellow in Medical Education 
Email: kirsty.egan@ed.ac.uk 
Tel: 0131 242 6535 

 
  

http://www.surveymonkey.com/s/JXGMQ5D
mailto:kirsty.egan@ed.ac.uk


Appendix II 

UK Medical School Online Survey 
 

1. Do you regard it as important that your institution gathers feedback from 
patients?  

 Strongly Agree 

Agree 

Neither 

Disagree 

Strongly Disagree 

 
2. Do you currently provide opportunities for patients to feedback following 
their involvement in medical student education?  

 Yes 

No 

 

3. If ‘Yes’ please outline how this feedback is gathered across your 
curriculum  

 
 

 

4. What is it that patients feedback on after taking part in an educational 
session? 
e.g. The quality of teaching, student professional behaviour, learning and 
assessment  

 
 
5. When do you gather patient feedback:  

 Following participation in assessment 

Following participation in teaching 

Following in-patient encounters 

Following out-patient encounters 

Other 

6. Who gathers the patient feedback? 
If you are content please also provide contact information in the free text box 
below  



 
 

7. What is the process used to gather patient feedback and how is it 
performed  

 
 

8. If you acquire feedback after opportunistic patient encounters please 
outline how this is collected?  

 
 

9. What happens to the patient feedback data you collect and how does it 
feed into your Curriculum Evaluation Process?  

 
 
10. Please tick any of the patient groups denoted below that are involved in 
assessments and formally contribute marks towards the students' 
performance: If none please tick not applicable  

 Simulated patients 

Real patients 

Not applicable 

 
11. Do you seek feedback on the attributes of those graduating from a 
programme and methods of their assessment through patient groups?  

 Yes 

No 

 

12. Please provide any relevant comments on the issues raised in this 
questionnaire.  

 

 
 
 
 
 

Done
  



 

Appendix III 

Ethical Approval Confirmation 



Appendix IV 

In-Patient Sample Table April 2015     

Participant 
Number Gender Age Location Diagnosis 

Length of hospital Stay at 
point of interview 

Type of medical 
student contact during 

this hospital stay? 

Medical 
Teaching 

Consent Process 

Seen 
medical 
Students 

before this 
encounter? 

1 F 79 

Wd 26 WGH 
(General 

medicine) lymphoedema 7 nights 
x 1 visit of student 
group with tutor 

Doctor asked pt 
alone 

Yes 
medical 
student 
with GP 

once, 
advance 
consent 

not sought 

2 F 86 

Wd 26 WGH 
(General 

medicine) ? 
Unable to elicit. Interview 
abandoned. Pt confused NA N/A NA 

3 M 69 

Wd 25 WGH 
(General 

medicine) 
Obstructive 

Jaundice 2 nights 
x 1 visit of student 
group with tutor 

Doctor asked pt 
alone, students 

in corridor 

Yes at GP 
once and in 

hospital 
post-

operatively 

4 M 80 

Wd 26 WGH 
(General 

medicine) 
Coagulopathy 

(INR deranged) 3 nights 
x 1 visit of student 
group with tutor 

Doctor asked pt 
alone No 



Participant 
Number Gender Age Location  Diagnosis 

Length of hospital Stay at 
point of interview 

Type of medical 
student contact during 
this hospital stay? 

Medical 
Teaching 
Consent Process 

Seen 
medical 
Students 
before this 
encounter? 

5 M 78 
Wd 204 RIE 

(Respiratory) Collapse ?cause 13 nights  
x 5 occasions in groups 
with tutors  

doctor asked pt 
alone 

many times 
over 50 
years  

6 F 44 
Wd 204 RIE 

(Respiratory) 

Community 
Acquired 

Pneumonia 7 nights  

x 4 groups of 4 
including Dr tutor (and 
ANP on one occasion as 
well) 

Doctor asked pt 
alone (pt in side 
room less 
chance students 
able to hear) No 

7 M 78 
Wd 204 RIE 

(Respiratory) 
Exacerbation 

Bronchiectasis  13 nights 

two Students (same 
time) approached 
patient alone Student asked 

Yes in 
hospital  

8 M 68 
Wd 204  RIE 
(Respiratory) Pneumonia  28 nights 

x 2 occasions in group 
with Dr  

Doctor asked pt 
alone 

Not sure, 
unable to 
elicit. 

9 M 57 
Wd 102 RIE 

(Cardiothoracic) 
bacterial 

endocarditis  7 nights 
x 6 occasions with 5 
students each occasion 

Most Drs asked 
alone but other 
Drs brought 
students in 
without 
consenting first Not sure 



Participant 
Number Gender Age Location  Diagnosis 

Length of hospital Stay at 
point of interview 

Type of medical 
student contact during 
this hospital stay? 

Medical 
Teaching 
Consent Process 

Seen 
medical 
students 
before 
this? 

10 M 47 
Wd 102 RIE 

(Cardiothoracic) 

pericarditis & 
subsequent 

pericardiectomy 13 nights x 3 occasions with Dr 
Dr asked pt 
alone 

Many 
times in 
hospital  

11 F 41 
Wd 103 RIE 
(Cardiology) pneumonia 4 nights  

x 1 occasion (group  of 
3 students with Dr) 

Dr asked pt 
alone 

Many 
times in 
hospital, 
renal OPD 
apptment 
(student 
was in 
room when 
pt came in, 
no consent 
in advance) 

12 F 53 

Wd 26 WGH 
(General 

medicine) Sepsis 7 nights 

x 4 occasions of 5 
students each time 
with Dr 

Most Drs asked 
alone but other 
Drs brought 
students in 
without 
consenting first 

Yes, 
previous 
hospital 
admissions  

13 M 94 

Wd 26 WGH 
(General 

medicine) UTI 6 nights 

x 1 occasion (group  of 
3 students with Dr) 
though he may have 
seen students at other 
times but did not know 
if they were students 

Dr asked when 
students were 
there No 



 


