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Abstract
Online review and rating sites, where patients can leave 
feedback on their experience of the health- care en-
counter, are becoming an increasing feature of primary 
care in the NHS. Previous research has analysed how 
digital surveillance is re- shaping the clinical gaze, as 
health- care professionals are subject to increased public 
monitoring. Here, we draw on an empirical study of 41 
GP practice staff to show how the gaze is turning, not 
simply from the patient to the health- care provider, but 
additionally to the body politic of the NHS. Drawing on 
focus group and interview data conducted in five UK 
practices, we show how discourses of online reviews 
and ratings are producing new professional subjectivi-
ties among health- care professionals and the extent to 
which the gaze extends not only to individual health- 
care interactions but to the health- care service writ 
large. We identify three counter- discourses characteris-
ing the evolving ways in which online reviews and rat-
ings are creating new subjects in primary care practices: 
victimhood, prosumption versus traditional values and 
taking control. We show how the ways in which staff 
speak about online feedback are patterned by the social 
environment in which they work and the constraints of 
the NHS they encounter on a day- to- day basis.
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INTRODUCTION

The rise of consumerism within health care has long been a subject of critical analysis within 
sociological research, as has more recently the role of patient experience narratives in contrib-
uting to this (Lupton, 1997a, 2014). Within these analyses, the changing nature of the doctor– 
patient relationship has come to the fore, variously focussing on the ascendancy of patient- /
person- centred care (Gothill & Armstrong, 1999; May et al., 2006) and the declining authority 
and professional status of doctors (Armstrong, 1990; Lupton, 1997b). The role of the patient's 
voice, both within the clinical encounter and beyond (for example, in patient advocacy groups 
and third sector organisations) has been a defining focus for understanding the micro- politics of 
power and larger shifts in macrostructural and policy domains (Mazanderani et al., 2020). In this 
paper, we build on this scholarship to advance an understanding of how digital patient feedback 
in primary care is changing the nature of surveillance and subjectification in medicine. Against 
the discursive backdrop of consumer choice and patient empowerment, growing since 1970s, 
we examine a counter- discourse of disempowerment and demoralisation amongst primary care 
providers in the UK National Health Service (NHS).

The role of the consumerism movement in healthcare in ushering in a model of ‘patient- 
centred care’ is well documented (Powell & Boden, 2012), and the labels by which patients have 
come to figure in policy terms now almost iconic: the ‘resourceful patient’ (Gray, 2002), the ‘au-
tonomous patient’ (Coulter, 2002), the ‘expert patient’ (Shaw & Baker, 2004) and the ‘reflexive 
patient’ (Adams, 2011). As new digital tools come to feature ever more prominently in health ser-
vice provision, the figure of the healthcare consumer is morphing into the ‘digital health citizen’ 
(Powell & Deetjen, 2019). Within this context, attention to the changing figure of the healthcare 
provider— both qua individual and qua institution— has been less sustained. While an extensive 
body of work considers the ways in which patient subjectivities are changing with the advent 
of digital health and its extended capacities for surveillance (Adams et al., 2017; Dubbeld, 2006; 
Erikainen et al., 2019; Lupton, 2012), the connection between surveillance and subjectification 
as it relates to the healthcare provider has not been made.

Online review and rating sites, through which patients can leave feedback on their experience 
of the healthcare encounter, are positioned in the policy discourse as a tool for achieving patient- 
centred care (Duschinsky & Paddison, 2018) and are a prime example of the promissory dis-
course of digital health policy (Henwood & Marent, 2019). They have gathered pace both as a tool 
in the quality improvement armamentarium and as an object of academic analysis. The literature 
details what patients think about leaving feedback online (Patel et al., 2016); what healthcare 
staff think of online patient feedback, how they understand it, and how they respond to it (Baines 
et al., 2021; Ramsey et al., 2019; Turk et al., 2020); how different kinds of feedback relate to each 
other (Boylan et al., 2020); and how different kinds of feedback can be classified (Dudhwala et al., 
2017). Research conducted to date has conceptualised online patient feedback as a technological 
extension of traditional feedback and focussed on describing the content of posts, the types of 
people who leave posts and the types of organisations that do and do not respond. Issues thrown 
up by the medium have been of central concern, including the ‘anonymity paradox’ (Speed et al., 
2016) and user bias and validity (Patel et al., 2015).
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A survey of health professionals suggested that doctors in particular have a sceptical view of the 
value of such feedback, reporting that they rarely encourage it, as they view it as unrepresentative 
and with limited value for improving the quality of health services (Atherton et al., 2019). They are 
also sceptical about the platform on which it is obtained, with NHS sanctioned websites (e.g. Care 
Opinion, NHS Choices) being viewed as providing more potentially transformative feedback than 
other unregulated sources. Online review platforms in healthcare are of course part of a wider, in-
creasingly ubiquitous social phenomenon of user- generated feedback. As such, the cultural norms 
around this phenomenon are important to consider. While reviews and ratings in sectors such as 
travel and retail have been heralded as driving consumer- centred quality improvement, they are also 
seen as frequently negative, critical or punitive, and the threat of a bad review is now a social media 
tool in the hands of the contemporary consumer. However, sociological research into this phenome-
non specifically within the context of health care suggests that comments and ratings from patients 
should be seen instead as a means of ‘caring for care’ (Mazanderani et al., 2021). Here, the context 
of care differentiates healthcare feedback from other forms of service- related reviews: Mazanderani 
et al. (2021) found that people leaving reviews are in the unique situation of both depending on care 
from the NHS whilst also actively caring for it as a symbolic entity.

What remains to be understood, then, is why, in the face of disconfirming evidence, practi-
tioners perceive online feedback to be overwhelmingly negative, and how online feedback is fun-
damentally changing the social contract between healthcare providers and the public. The latter 
point suggests that we see online patient feedback not as a new tool, but— following Armstrong, 
almost 40 years ago— as an artefact of changes in perception, ‘which enable some things to be 
heard, and not others’ (Armstrong, 1984).

The patient voice, surveillance and subjectification

To make sense of the changing social relations in primary care in the face of increasing online 
patient feedback, we turn to Foucauldian analyses of medicine to consider the links between the 
patient voice, surveillance and subjectification. At the end of the eighteenth century, so Foucault 
(1975), the medical gaze shifted, from deciphering symptoms on the surface of the body to locat-
ing the illness— the lesion— within the hidden interior of the body through medical examination. 
What the patient said could provide clues, but the elucidation of symptoms by the patient was 
no longer paramount; rather, what the doctor found inside the patient's body was key. Charting 
shifts in the role of the patient's voice, Armstrong notes how in the first half of the 20th century, 
‘concern with the accuracy and relevance of the patient's own reports crystallised a new object 
for medical scrutiny in the space previously occupied by intra- corporal pathology. Not only could 
symptoms be construed as indicators of disease but also as the idiosyncratic expression of some 
aspect of patienthood’ (Armstrong et al., 2007).

The nature of patienthood had already been the subject of Armstrong's earlier analysis of ‘the 
patient's view’ (Armstrong, 1984). Presciently, he questioned ‘whether patienthood can exist in 
spaces other than those traversed by medical perception’:

What then is the patient’s view? What is it that the patient says? The problem is 
one of perception, of the difference between hearing and saying. The patient’s view 
cannot be described or isolated simply as what is said, fundamentally the patient’s 
view is bound up with what is heard. In this sense the patient’s view is an artefact of 
socio- medical perception.
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…

Is there a form of experience and expression which escapes the confines of medi-
calised illness? In part this is an empirical question; but it also raises the question 
of whether patienthood can exist in spaces other than those traversed by medical 
perception.

Building on the notion that ‘the patient's view is bound up with what is heard’, in this paper 
we ask what primary care staff hear when patients report their views online. Conceptually, 
we are attuned both to the notion that patients can speak for a silent pathology (at both in-
dividual and organisational levels) and that changes in their mode of doing so can signal 
changes to what we understand by patienthood and where it is located. When the patient's 
view is articulated beyond the clinic, it exists in spaces traversed by medical perception yet 
not controlled by it. Further, when expression relates not only to ‘medicalised illness’ but to 
the experience of seeking care, there is potentially a fundamental shift in the relationship 
between the patient's view, the pathology and medical caregiving.

Adams wrote extensively on this changing relationship in the context of online patient feed-
back (Adams, 2011, 2013, 2017). Drawing on Foucault, she questions how social relationships 
between the patient and the clinic are changing, suggesting that not only is the status of the 
patient changing, but also the definition of the medical professional (Adams, 2017). Central to 
her analyses is the notion of surveillance. Drawing on post- panoptic theory, she has teased apart 
the multidirectionality of surveillance practices involved in online review and rating sites and, 
through the concepts of sousveillance, coveillance and infoveillance, shown how patients ‘are 
enrolled into participatory surveillance structures where they monitor professionals/institutions 
(and by extension, the state), each other's opinions (especially if actually using the site to make 
choices) and their own behaviour’ (Adams, 2013). Adams’ work usefully raises the question of 
who is watching whom and suggests an inversion of the medical gaze inasmuch as patients are 
involved in surveilling doctors. While Adams’ work provides a useful set of provocations about 
the ways in which digital surveillance is re- shaping the gaze, what remains unanalysed is both 
the subjectification entailed in changing knowledge practices and the extent to which the gaze 
extends not only to individual healthcare interactions but to the healthcare service writ large.

In this paper, we draw on an empirical study of GP practice staff to show how the gaze is turn-
ing, not simply from the patient to the healthcare provider, but additionally to the body politic of 
the NHS. While the notion of surveillance is implicit in our analysis, it is the effects of this surveil-
lance with which we are concerned, namely the ways in which the discourses of online reviews 
and ratings produce new professional subjectivities among healthcare professionals. According 
to Foucault, knowledge makes people its subject, since people make sense of themselves in ref-
erence to the various bodies of knowledge that are available to them in a given time and place 
(Foucault, 1983). Discourse refers to ‘historically variable ways of specifying knowledge and 
truth— what it is possible to speak at a given moment’ (Ramazanoglu, 1993). The predominant 
discourse of online reviews and ratings in healthcare is that of patient empowerment (Johansson 
et al., 2021); however, a counter- discourse of healthcare worker disempowerment is evident at the 
fringes, summed up in a British Medical Journal piece (tellingly located in the ‘Careers’ section) 
entitled ‘You are being watched: panopticons in health care’ (Wessely & Gerada, 2016). In our 
data, we identify three counter- discourses characterising the evolving ways in which online re-
views and ratings are creating new subjects in primary care practices: victimhood, prosumption 
versus traditional values and taking control. As we go on to show, the way in which staff speak 
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about online feedback is patterned by the social environment in which they work and the con-
straints of the NHS they encounter on a day- to- day basis.

METHODS

We conducted a qualitative study involving interviews and focus groups with key practice staff, 
including general practitioners, practice nurses, managers and receptionists between May and 
September 2019. Practices were identified through the NIHR Clinical Research Network (CRN), 
who worked with the research team to identify a range of practices from more and less affluent 
areas and of differing profiles (size, number of staff and urban/rural). Practice managers and 
lead GPs were contacted by the CRN and invited to share information about the study with their 
colleagues before deciding whether they wanted to take part. A total of five practices agreed to 
take part.

Each practice was asked to identify a minimum of one GP, practice nurse, practice manager 
and receptionist to take part in an individual interview and a focus group to discuss their views 
of online patient feedback. All eligible staff were invited to participate. A total of 41 staff took 
part across the five practices; the data reported on in this paper consist of 22 individual semi- 
structured interviews and 5 focus groups, as detailed in Tables 1 and 2.

The aim of the focus groups was to understand more about the practice's approach to feed-
back and provide further knowledge than that collected in the interviews about staff members’ 
perceptions and experiences. During the discussion, participants were invited to discuss actual 
examples of online patient feedback posted on NHS Choices about their practice and how the 
practice had responded or would respond to this feedback. Across both data collection methods, 
we left the definition of ‘online feedback’ intentionally broad, covering everything from sanc-
tioned feedback administered by the NHS, such as the Friends and Family Test and NHS Choices; 
third- party feedback sites such as Care Opinion and iWantGreatCare.com; search engine plat-
forms such as Google reviews; and social media platforms such as Facebook and Twitter.

All interviews and focus groups were conducted by CM, recorded, transcribed and entered 
into NVivo 12 for analysis. Data were analysed iteratively following the constant comparative 
method. Memo- writing and interpretation followed Charmaz’ vision of a reflexive, constructivist 
grounded theory that digs deep into the empirical while building ‘analytic structures that reach 
up to the hypothetical’ (Charmaz, 2006). An initial process of detailed line- by- line coding within 
interviews led to the development of a set of provisional categories, used to code subsequent 
transcripts in a more focussed manner. This iterative process involved testing the adequacy of 

T A B L E  1  Interviews conducted

Interviews (n = 22)

GPs Receptionists Managers Nurses Total

Site 1 1 2 2 1 6

Site 2 1 2 1 1 5

Site 3 1 1 1 1 4

Site 4 1 1 1 1 4

Site 5 1 0 1 1 3

Total 5 6 6 5 22
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categories against the data (constantly turning between codes and data) and then of moving be-
tween cases (comparing data to data).

FINDINGS

Below, we organise our findings into three sections. Firstly, we describe a pervasive feature of the 
accounts offered by primary care staff in this study, namely an acute negative response to online 
patient feedback. In so doing, we are sensitised by Lupton's observation of the need for a critical 
analysis of digital technologies to pay attention to the affective and sensory dimensions of lived 
experience (Lupton, 2017). We then go on to present three counter- discourses to the prevailing 
‘choice and empowerment’ discourse of online reviews, which staff in this study used to make 
sense of their day- to- day work of seeing patients. We show how these discourses are patterned 
by the social make- up of the GP practice and reflect concerns with under- resourcing, a shift to 
market values and the need to take control. Finally, we show how the nature and direction of the 
gaze are changing, from the bounded and private space of the clinic to the dispersed and ubiqui-
tously visible domain of the online forum.

‘ TECHNIQUES OF FEELING’ DIGITAL FEEDBACK

Within the sociological literature, there has been increasing attention to the embodied emotional 
work that healthcare staff engage in as part of their everyday encounters with patients (Litvina 
et al., 2020; Nettleton et al., 2008; Wong et al., 2018). So far, little has been said about the role of 
patient feedback in shaping these experiences and how online review and rating sites shape the 
‘techniques of feeling’ (Nettleton et al., 2008) that primary care staff engage in. In policy docu-
ments, online patient feedback is presented in business- like terms, yet our interviews and focus 
groups showed it to be anything but a dispassionate tool for quality improvement. In common 
with previous research showing that staff predominantly experience such feedback negatively 
(Patel et al., 2015), the participants in this research almost universally spoke about the negative 
feelings online patient feedback elicited in them. This is in spite of evidence showing that most 
online feedback is positive (Boylan et al., 2019, 2020).

The staff we spoke to were candid about the way feedback made them feel and identified both a 
range of negative emotions (Table 3) and different levels on which these emotions worked.

T A B L E  2  Focus groups conducted

Focus groups (n = 5)

GPs Receptionists Managers Nurses Total

Site 1 1 1 1 1 4

Site 2 3 2 1 1 7

Site 3 3 3 2 4 12

Site 4 1 1 1 1 4

Site 5 6 1 1 2 10

Total 14 8 6 9 37
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Emotions covered everything from anger to humiliation, shame, fear and despondency, as 
the following extracts illustrate:

“It is a really hard job, and getting negative feedback -  it makes you feel humiliated 
actually” (Practice 3, GP, interview)

“We don’t do sick. We will drag our arses in with coughs and colds feeling like crap, 
mentally emotionally and physically to serve the public that then moan about us. 
Yeah it’s, it’s pretty heart- breaking, really, and soul destroying.” (Practice 4, nurse, 
interview)

Staff relayed that online patient feedback could affect them very personally, or that they had 
known colleagues to suffer deeply as a result of comments patients left online. Some said that re-
ceiving such comments could lead them to practise defensively, while others suggested it could have 
consequences for filling vacant posts. One participant said they knew of a colleague who had de-
cided not to apply for a position at one local practice because of the vitriolic patient feedback she 
had seen online.

“[Online comments] they’re really, they’re really personal. And, and it really affects 
you, you know, they affect people very badly I mean and, you know, in the back of 
your mind you practise differently and you respond different, it really hangs over 
people…some of them are really vitriolic and really unpleasant and it’s really difficult 
to, to just kind of move on from it.” (Practice 1, GP, interview)

“I haven’t looked in the last year, I haven’t been brave enough. And that shows, I 
mean I literally would feel terrified to look because if there was something terrible 
about me online I don’t know what I’d do.” (Practice 3, GP, interview)

T A B L E  3  Coding for emotional responses to online patient feedback

Negative emotions
Positive and 
neutral emotions

Demoralising
Dread, makes you feel sick, scared to look at it
Feel angry
Feel defensive
Feel despondent and disengaged
Feel exposed and vulnerable in public
Feel humiliated
Feel named and shamed
Feel threatened or attacked
Feel unable to respond or defend yourself
Frustrating
Hurtful
Makes you feel rubbish
Shock
Take it personally
Upsetting
Worry about reputation

Feel appreciated
Gives you a boost, 

good for morale
Grateful
Don't take it 

personally
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Talk about the negative emotional impact of online patient feedback occurred at several levels: 
personal, professional and public. On a personal level, practice staff were upset when they felt they 
had tried their best but the patient wasn't happy. On a professional level, staff felt aggrieved that com-
ments and ratings were used to subject the practice to government benchmarking in an unjust and 
non- transparent way. Finally, staff at some practices despaired at the public naming and shaming 
of the ‘worst’ practices for feedback in the press. These kinds of sensationalising stories did not take 
factors such as local demographics and resources into account.

“I feel it’s unfair to use patient experience as a marker of how well we are doing in 
general practice and I feel sometimes quite demoralised by that.” (Practice 4, GP, 
interview)

While all kinds of staff at all of the practices expressed some degree of negativity about online 
patient feedback, there was a stark difference in the degree to which this occurred and the prevailing 
discourses around the data, as we go on to explore below.

‘CHOICE’ AND ‘EMPOWERMENT ’:  COUNTER- DISCOURSES

The degree of acuity with which practice staff experienced online patient feedback in negative 
emotional terms varied greatly between practices. We identified very different sets of counter- 
discourses about online patient feedback, which mapped to a large degree onto the different 
practices in our study. These were not always discrete, indeed they sometimes overlapped, and 
there was inevitable heterogeneity in the voices within practices.

Victimhood

The most familiar discourse was that of victimhood. Central to this discourse was the sense of 
injustice occasioned by a perceived lack of the right to reply when patients left negative com-
ments online. While patients could write whatever they wanted and could hide behind the cloak 
of anonymity, practice staff could not tell their side of the story for fear of jeopardising profes-
sionalism, patient confidentiality or both. Because staff felt they could not challenge the veracity 
or accuracy of accounts and had no space to provide their own version of events, they likened 
feedback sites to a one- way street. This is in contrast to the policy discourse, patient expectations 
and the design of patient feedback sites, which all prescribe that staff respond. Metaphors of 
violence were characteristic of this narrative— of staff being ‘clobbered’ by negative feedback or 
‘getting a battering’, of patients ‘ganging up’ on the practice on social media, of it being ‘danger-
ous’, ‘sinister’ and a ‘weapon’. Indeed, some spoke of GPs being easy and ‘vulnerable targets’ for 
complaints against a complex and sometimes inadequate system that was not of their making.

“It just feels a very one sided kind of way of communicating … It feels like it's almost 
like they are able to put it out there without any right of reply.” (Practice 3, focus 
group)

“It seems like a very unilateral way because we’re never allowed to give our experi-
ence of the patients to anyone. You know…everything has to stay in these four walls 
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and it’s almost like people think we don’t have feelings or experiences ourselves.” 
(Practice 4, GP, interview)

“R: It's almost dangerous, isn't it, that when they just put them out there like that, 
to me…

Facilitator: Tell us a bit more about that.

R: I just feel when they put these negative -  that they are almost, it's almost like 
sinister when they are really, like [GP name] said, you are open to those comments 
and you think— 

R: It does just make people gang up, doesn't it...” (Practice 3, focus group)

“We don't have a voice to come back against any of it” (Practice 3, GP, interview).

Systemic problems in the NHS as the root cause of negative feedback were a recurring trope. The 
victimhood narrative was most acute amongst those who felt aggrieved at the under- resourcing of 
the NHS and the resulting working conditions for NHS staff. Staff felt it was unfair to be the subject 
of negative patient feedback when the issues patients raised (such as waiting times to get a GP ap-
pointment) were beyond their control.

“I do totally get that in lots of ways we’ve got all the power, but actually resources 
where I work are so strapped, it’s really hard when you are doing your absolute best 
to run the very best service you can under incredibly difficult circumstances when 
you don’t have enough staff or resources, to be told that you’d be running a better 
service if you - , you know it’s not like we don’t know that.” (Practice 3, GP, interview)

“I think that asking for feedback all the time gives the patients the impression that 
we’ve got more capacity in general practice than we do have. So, I think it, it gives a 
false sense of expectation.” (Practice 4, Practice Manager, interview)

“This is the NHS. It’s the NHS that’s on its knees, up to its eyeballs in debt, has no 
money to do anything with. And do I find rating us a good thing? Do I hell as like, no. 
We’re doing the best with what we’ve got. Give us a huge injection of money, massive 
injection of billions and then come back to us and then tell us that we’re good… But 
when we’re on our knees? Don’t. And people know the NHS is on its knees and how 
it is, so don’t sit there slagging and slating, yeah? No, no I can’t bear it. So no, we 
shouldn’t be tarred with this whole stars- , nobody should, because everybody’s just 
trying to do their best in life.” (Practice 4, nurse, interview)

As can be seen, the quotes above all come from Practices 3 and 4. Practice 3 was in a relatively de-
prived area, with high levels of ethnic diversity and non- English speaking patients; Practice 4 had a 
legacy of management problems and had recently gone through a merger involving a large increase 
in patient numbers. Whereas the other practices in the study batted away the victimhood discourse, 
these two practices narrated online patient experience data as an attack, betraying a sense of vulner-
ability and lack of control. We suggest that the victimhood discourse allowed staff to make sense of 
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providing care to patients in a context in which they felt otherwise disempowered— by structural 
constraints, management problems and challenging working conditions. By contrast, those prac-
tices that felt confident in themselves, well resourced, and which had a patient population that was 
young, mostly white and affluent were more adept at recounting resilient narratives, as we explore 
below.

Prosumption versus traditional values

Prosumption is a term used to describe the simultaneous production and consumption of digi-
tal content in the Web 2.0 era (Beer & Burrows, 2010; Lupton, 2014). Familiar through ratings 
and review sites for commercial enterprises— Tripadvisor being the archetypal example— the 
parallels in the digital health domain were readily made by participants in this study, who re-
jected the re- articulation of healthcare practice as a form of service work. In the ‘Prosumption vs 
Traditional Values’ discourse, participants contrasted the values of healthcare in the NHS with a 
capitalist logic of choice and competition underpinning the commercial enterprises which com-
monly make use of consumer feedback. For a variety of reasons, the latter was not felt to be an 
appropriate basis for evaluating healthcare quality in primary care. Firstly, presenting patient 
feedback sites as a means to help patients choose a practice was felt to be irrelevant because there 
was, in effect, no choice to be had:

“We are a practice that largely speaking is the only practice that patients can regis-
ter with, because there is some overlap with adjacent practices, but not a great deal 
here. So there is no great competition here -  that to promote customer service -  and 
whilst I'm sure all of us would like our patients to leave happy, actually, most of us 
want them to leave healthy. It doesn't always equate to the same thing. So the feed-
back from that point of view doesn't necessarily lead you to where you want to be.” 
(Practice 5, GP, focus group)

“[I]f it does mean that you know you’ll come to the top of the, ‘Which doctor 
should I register with in [city name]?' Well does that matter? Possibly, I don’t 
know. We seem to have enough patients and potentially there are going to be 
more patients to go round as more practices go to the wall, as is increasingly 
happening…some parts of the country have no GPs at all…So, what’s the point of 
patient feedback when there are no doctors to complain or praise?” (Practice 2, 
GP, interview)

R: I do think that whilst a GP practice is a business, it's not a business in the same way 
that a rail company is or— I think sometimes it's not helpful to encourage patients— 

R: It was never a choice to make it a business either.

R: I don't think it's helpful for patients to think of it in exactly the same way as they 
think of the bus company and the cinema and the— 

R: There is quite a pressure, potentially politically, to move it that way. (Practice 2, 
focus group)
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Secondly, feedback sites were said to conflate good medicine with good patient feedback, when 
in fact, the inverse relationship could be observed. That is, participants felt that patients who ‘did 
not get what they wanted’— be it antibiotics, stronger opiates, or some other course of action— were 
inclined to leave negative reviews even though the right clinical decision had been made. One partic-
ipant backed this up referencing a paper by Ashworth et al. (2016), demonstrating that GP practices 
that prescribe fewer antibiotics have lower patient satisfaction scores on the General Practice Patient 
Survey (GPPS). Another summed it up as follows: ‘we are not really here to make people happy. We 
are here to make them well’ (Practice 5, focus group), again rejecting the notion of healthcare prac-
tice as service work.

Finally, the staff at one practice in particular (Practice 2) propounded a strong counter- 
narrative to prosumption in the form of ‘traditional values’. Practice 2 was a small, long- 
established practice occupying a historic building in an affluent city- centre location. The 
practice staff prided themselves on their strong inter- personal relationships with their pa-
tients and their face- to- face style of communication. The best feedback was said to occur in 
a weekly walking group that one of the GPs undertook with patients, and to be evidenced 
through gifts brought in both regularly and at Christmas, when ‘we could fill the carpet in 
reception if you were to lay out gifts’ (receptionist).

“R: Where do people go if they don't go online mostly? Most people know us and 
they come in and see us. They bring baklava or they bring banana cake. They come 
in and they bring personal thanks, personal tributes or they come in and thank you 
the next time. If they've got a complaint then they come in and have a moan at the 
desk or if they want to, they write something down.

R: That's a sign of a very good practice- patient relationship essentially, whether 
they've got the confidence to come and have a moan and even mention our names 
and things” (Practice 2, focus group)

“I hate to use the word cosy, but I think that might refer to us a little bit as a practice. 
And the online thing comes a little bit outside of that, it’s a bit all modern world isn’t 
it?” (Practice 2, receptionist, interview)

While the ‘Prosumption vs Traditional Values’ discourse was largely negative about online patient 
feedback, in contrast to the victimhood discourse, it came from a place of security and was, therefore, 
dismissive rather than fearful. In rejecting the premise of digital interactions about patients’ experi-
ences, and thereby not engaging with online feedback, staff retained control over practice identity 
and their own account of what good care looked like. This involved re- inscribing the work of surgery 
staff as medical practice rather than service work.

Taking control

If the discourse above was about maintaining control in the face of undesirable modernising 
tendencies, a third discourse, ‘Taking control’, provided a more positive and entrepreneurial 
engagement with the online patient experience landscape. Within this, online feedback was 
framed as ‘a force for good’, providing transparency, accountability and widening access for 
patients.
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“[Y]ou can actually look at it as a very useful service that patients provide to the 
NHS” (Practice 1, GP, interview)

“It gives other people a chance to think about the comment and possibly add some-
thing to it. Also, you can’t hide things under the carpet can you? You know, if it’s 
there and there has been a complaint or a positive comment, then you’ve got to do 
something about it really, haven’t you? You’ve got to take notice of it. You can’t just 
ignore it…and think, ‘Oh well no- one else is going to find out about that.’” (Practice 
5, nurse, interview)

While many of the sites told of ‘horror stories’ in their early experiences engaging with the 
online world, two sites in particular transformed these into a discourse of proactively taking 
control. This involved measures such as shutting down bogus sites; directing patients to leave 
feedback on legitimate platforms, such as NHS Choices; creating a practice Facebook page 
to communicate with patients; developing a social media strategy; and employing a patient 
services manager with responsibility for managing patient feedback. Characteristic of this 
discourse was a sense of agency in responding to online feedback (e.g. through the function-
ality provided by sites like NHS Choices) rather than the sense that there was no right to reply. 
Staff made upbeat and optimistic comments about being responsive, proactive, in control, and 
future- oriented.

A SHIFTING GAZE

So far, we have shown that rather than being a dispassionate management tool for quality 
improvement, online patient feedback elicits strong emotional responses in practice staff. In 
describing the counter- discourses above, we have shown that rather than seeing online pa-
tient feedback as a straightforward representation of patients’ experiences of receiving care, 
GP practice staff mobilise it as a way to talk about and make sense of the conditions in which 
they work. This helps to explain the paradox that while most online patient feedback is posi-
tive, it is often perceived to be negative. However, as the extracts above also indicate, online 
patient feedback is fundamentally changing the doctor– patient relationship by providing a 
public forum for what would previously have been known only within the confines of the doc-
tor's surgery. That is, the nature of the gaze is changing; in addition to speaking for the oth-
erwise silent pathology within their own body, the patient now also speaks for the otherwise 
silent pathology within the body politic of the NHS. Whereas the former— the clinical gaze— 
depended on the specificities of the clinical space (Foucault, 2012), the latter is characterised 
by public visibility and wider attention.

Staff in this study were attuned to this changing social relation and articulated it by refer-
ence to the visibility of different forms of digital and material communication. Perhaps counter- 
intuitively, material forms of feedback, such as thank you cards, chocolate and cake, were 
perceived to be invisible to others, whereas digital feedback in the form of reviews and ratings 
was perceived to be highly visible to all:

"A good feedback can come over the front desk. Patients leave cards and like presents 
or whatever and it's, yeah. That is not out there for everybody to see that we've had, 
you know, something really positive back." (Practice 1, focus group)
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“If they complain on a social media site and just put a blank, ‘it was a terrible service, 
blah, blah, blah’ then I think that's much more difficult to deal with than something 
that comes to the surgery and no- one else sees. It's very difficult to comment on…and 
it's seen by a lot of people.” (Practice 5, focus group)

Not only that, but whereas physical expressions of feedback were said to maintain professional 
distance between staff and patients, online feedback was felt to be more personal. Although staff did 
not explicitly refer to hierarchy or power, we might deduce that this is also implied in references to a 
loss of professional distance, as below:

"You know, so you have to take yourself out of the equation and I do think the profes-
sionalism of medicine is a little bit about having that distance so that you don’t take 
it too much to heart and that’s what possibly online weirdly reduces that distance" 
(Practice 2, GP, interview)

The prerogative to determine the terms of communication was taken away by online platforms— 
whether social media or formal data collection platforms such as Care Opinion and NHS Choices:

“I’m perfectly happy for my clinical decisions to be challenged, in fact I kind of often 
welcome it, usually it’s the other person’s right. But to be able to do anything useful 
about it I need it to come to me in a form that can start a dialogue” (Practice 3, GP, 
interview)

“I know the partners were really low that they got that sort of feedback from this 
person, so, yeah, I think because it was more social media that that was put out on, of 
course it drew more and more people into it and it got out of hand and it, it escalated 
and it shouldn’t have done.” (Practice 3, nurse, interview)

In the second quote, we see how social media amplifies what once would have been a personal 
communication between doctor and patient, and the ensuing sense of disempowerment that was 
experienced. Attempts to regain control of the terms of engagement were made by those practices 
voicing the more entrepreneurial discourses above, for example, by creating a practice Facebook 
page/Twitter account and by proactively directing patients to these practice- curated spaces.

DISCUSSION

In this paper, we have drawn on an analysis of how NHS primary care staff experience on-
line patient feedback to show that: (1) online patient experience data elicit strong emotional 
responses in practice staff, (2) staff from different practices make sense of these data in dif-
ferent ways, propounding discourses which help make sense of their working conditions and 
practice identity, (3) online patient feedback troubles the clinical gaze by transcending the 
space of the clinic through its digital reach. This has implications both for what is said by 
the patient and what is heard by the practitioner. Rather than speaking only for the silent 
pathology inside their body, the patient now also speaks for the silent pathology inside the 
body politic. That is, the issues perceived to be most commonly raised— waiting times to get 
an appointment, triaging by reception staff, problems with prescriptions— are indicative of a 
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system straining from years of underinvestment, staff recruitment challenges and increasing 
workload demands (Madan et al., 2017; Owen et al., 2019). Our analysis helps understand 
how broader social relations are being forged in an NHS requiring significant increases in in-
vestment (Anderson et al., 2021; Baird et al., 2016) and progressively subject to benchmarking 
based on patient experience metrics (Duschinsky & Paddison, 2018). In this context, reports 
that GP practice staff are burned out and the profession in crisis are not uncommon (Cheshire 
et al., 2017; Riley et al., 2018; Salisbury, 2019).

A general sense of concern about online patient feedback was pervasive across all prac-
tices. This may be a response to the marketisation of healthcare (Gabe et al., 2015) and a 
reaction against the perceived mischaracterisation of medical practice as service work. It may 
also reflect the broader cultural context in which online reviews are perceived to be a tool 
to berate businesses for poor service. However, the degrees of concern varied in our dataset, 
with online patient feedback eliciting an acute and negative reaction at some sites more than 
others. For some in our sample, online patient feedback represents an opportunity to take 
control, or is simply not seen as part of their identity, while for others, it represents a threat 
or an injustice. The ‘silent pathology’ affecting a practice may be deprivation in the local com-
munity and the attendant difficulties of providing good service with limited means; for others, 
it may be organisational problems and politics, such as a practice merger or a legacy of poor 
management leading to current problems.

While online review and rating sites, then, are undoubtedly a form of surveillance, it is 
important that we remain attentive to the knowledge/power relations and subjectification that 

F I G U R E  1  Profile of participating practices
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are its effects— not only for patients, but also for healthcare providers. Just as the disciplining 
effects of wearable technologies, self- tracking devices and online review and rating sites on 
patients have been noted (Lupton, 2014; Petrakaki et al., 2018; Sharon, 2017), so too should we 
note the objectification and normalisation of the disciplined healthcare provider. As online 
patient feedback platforms gain prominence and policy clout in primary care, the potential 
of these sites to create self- regulating ‘docile bodies’ within the workforce of the NHS should 
remain a question of interest. As our findings show, there are a range of counter- discourses 
through which healthcare providers are resisting and refashioning the techno- utopian empow-
erment imperative of digital patient feedback. However, in practices in areas of greater social 
disadvantage and/or with a history of organisational upheaval, the victimhood discourse— 
coupled with increasing work pressures and declining GP numbers (Iacobucci, 2019)— should 
be a cause for concern.

CONCLUSION

Over 20  years ago, Armstrong wrote, ‘Doctors will have to learn that a satisfied patient is as 
important as a medically improved one’ (Armstrong, 1990). In this paper, we have charted the 
emotional work that primary care staff undertake as this learning takes shape in the digitally sur-
veilled clinic. As the gaze turns from the pathophysiology of the patient to the space of the clini-
cal interaction itself, the patient's view takes on new salience, engendering relations of power 
given ballast by the promise of choice, efficiency and personalised care. Within this sphere, those 
primary care staff who embrace the digital, solicit online feedback on their own terms and take 
control of the patient experience narrative may find the power shifts in their favour. In those 
practices that struggle to meet expectations grounded in a marketised approach to healthcare 
and based in part on patient experience metrics, staff will continue to hear the patient's voice as 
a symptom of the silent pathology of the NHS.

ACKNOWLEDGEMENTS
We would like to thank all the research participants, without whom this work would not have 
been possible. We are grateful to the patient and public contributors, who helped to shape this 
research. We would also like to thank the journal editors and two anonymous referees for their 
constructive feedback on this paper.

AUTHOR CONTRIBUTION
Catherine Montgomery: Conceptualization (supporting); Formal analysis (lead); Investigation 
(equal); Methodology (equal); Writing –  original draft (lead). John Powell: Conceptualization 
(equal); Funding acquisition (lead); Investigation (supporting); Methodology (supporting); 
Project administration (supporting); Writing –  review & editing (equal). Kamal Mahtani: 
Conceptualization (equal); Funding acquisition (equal); Writing –  review & editing (supporting). 
Anne- Marie Boylan: Conceptualization (lead); Formal analysis (supporting); Funding acquisi-
tion (lead); Investigation (equal); Methodology (equal); Project administration (lead); Writing –  
review & editing (equal).

ORCID
Catherine M. Montgomery   https://orcid.org/0000-0002-5829-6137 

https://orcid.org/0000-0002-5829-6137
https://orcid.org/0000-0002-5829-6137


16 |   MONTGOMERY et al.

REFERENCES
Adams, S. A. (2011). Sourcing the crowd for health services improvement: The reflexive patient and “share- your- 

experience” websites. Social Science & Medicine, 72(7), 1069– 1076. https://www.scien cedir ect.com/scien ce/
artic le/abs/pii/S0277 95361 100075X

Adams, S. (2013). Post- panoptic surveillance through healthcare rating sites. Information, Communication & 
Society, 16(2), 215– 235. https://doi.org/10.1080/13691 18X.2012.701657

Adams, S. (2017). Ubiquitous digital devices and health: Reflections on Foucault’s notion of the ‘Clinic’. In S. 
Adams, N. Purtova, & R. Leenes (Eds.), Under observation: The interplay between ehealth and surveillance (pp. 
165– 176). Cham, Switzerland: Springer.

Adams, S., Purtova, N., & Leenes, R. (2017). Under observation: The interplay between ehealth and surveillance. 
Cham, Switzerland: Springer.

Anderson, M., Pitchforth, E., Asaria, M., Brayne, C., Casadei, B., Charlesworth, A., Coulter, A., Franklin, B. D., 
Donaldson, C., Drummond, M., Dunnell, K., Foster, M., Hussey, R., Johnson, P., Johnston- Webber, C., Knapp, 
M., Lavery, G., Longley, M., Clark, J. M., … Mossialos, E. (2021). LSE– Lancet Commission on the future of the 
NHS: re- laying the foundations for an equitable and efficient health and care service after COVID- 19. The 
Lancet, 397, 1915– 1978. https://doi.org/10.1016/S0140 - 6736(21)00232 - 4

Armstrong, D. (1984). The patient's view. Social Science & Medicine, 18(9), 737– 744. https://doi.
org/10.1016/0277- 9536(84)90099 - 6

Armstrong, D. (1990). Medicine as a profession: times of change. British Medical Journal, 301, 691– 693.
Armstrong, D., Lilford, R., Ogden, J., & Wessely, S. (2007). Health- related quality of life and the transformation 

of symptoms. Sociology of Health & Illness, 29(4), 570– 583. https://doi.org/10.1111/j.1467- 9566.2007.01006.x
Ashworth, M., White, P., Jongsma, H., Schofield, P., & Armstrong, D. (2016). Antibiotic prescribing and patient sat-

isfaction in primary care in England: Cross- sectional analysis of national patient survey data and prescribing 
data. British Journal of General Practice, 66(642), e40. https://bjgp.org/conte nt/66/642/e40

Atherton, H., Fleming, J., Williams, V., & Powell, J. (2019). Online patient feedback: A cross- sectional survey of the 
attitudes and experiences of United Kingdom health care professionals. Journal of Health Services Research 
& Policy, 24(4), 235– 244. https://doi.org/10.1177/13558 19619 844540

Baines, R., Underwood, F., O’Keeffe, K., Saunders, J., & Jones, R. B. (2021). Implementing online patient feedback 
in a ‘special measures’ acute hospital: A case study using Normalisation Process Theory. DIGITAL HEALTH, 
7, 20552076211005962. https://doi.org/10.1177/20552 07621 1005962

Baird, B., Charles, A., Honeyman, M., Maguire, D., & Das, P. (2016). Understanding pressures in general practice. 
The King’s Fund. https://www.kings fund.org.uk/sites/ defau lt/files/ field/ field_publi cation_file/Under stand 
ing- GP- press ures- Kings - Fund- May- 2016.pdf

Beer, D., & Burrows, R. (2010). Consumption, prosumption and participatory web cultures: An introduction. 
Journal of Consumer Culture, 10(1), 3– 12. https://doi.org/10.1177/14695 40509 354009

Boylan, A.- M., Turk, A., van Velthoven, M. H., & Powell, J. (2020). Online patient feedback as a measure of quality 
in primary care: A multimethod study using correlation and qualitative analysis. British Medical Journal 
Open, 10(2), e031820. https://bmjop en.bmj.com/conte nt/10/2/e031820

Boylan, A.- M., Williams, V., & Powell, J. (2019). Online patient feedback: A scoping review and stakeholder con-
sultation to guide health policy. Journal of Health Services Research & Policy, 25(2), 122– 129. https://doi.
org/10.1177/13558 19619 870837

Charmaz, K. (2006). Constructing grounded theory. London: Sage.
Cheshire, A., Ridge, D., Hughes, J., Peters, D., Panagioti, M., Simon, C., & Lewith, G. (2017). Influences on GP 

coping and resilience: a qualitative study in primary care. British Journal of General Practice, 67(659), e428.
Coulter, A. (2002). The autonomous patient: Ending paternalism in medical care. London: Stationery Office (for 

the Nuffield Trust).
Dubbeld, L. (2006). Telemonitoring of cardiac patients: User- centered research as input for surveillance theories. 

Theorizing surveillance: the Panopticon and beyond. D. Lyon. Routledge.
Dudhwala, F., Boylan, A.- M., Williams, V., & Powell, J. (2017). What counts as online patient feedback, and for 

whom? Digital Health, 3, 1– 3. https://journ als.sagep ub.com/doi/10.1177/20552 07617 728186
Duschinsky, R., & Paddison, C. (2018). “The final arbiter of everything”: A genealogy of concern with patient ex-

perience in Britain. Social Theory & Health, 16(1), 94– 110. https://doi.org/10.1057/s4128 5- 017- 0045- 2

https://www.sciencedirect.com/science/article/abs/pii/S027795361100075X
https://www.sciencedirect.com/science/article/abs/pii/S027795361100075X
https://doi.org/10.1080/1369118X.2012.701657
https://doi.org/10.1016/S0140-6736(21)00232-4
https://doi.org/10.1016/0277-9536(84)90099-6
https://doi.org/10.1016/0277-9536(84)90099-6
https://doi.org/10.1111/j.1467-9566.2007.01006.x
https://bjgp.org/content/66/642/e40
https://doi.org/10.1177/1355819619844540
https://doi.org/10.1177/20552076211005962
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Understanding-GP-pressures-Kings-Fund-May-2016.pdf
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Understanding-GP-pressures-Kings-Fund-May-2016.pdf
https://doi.org/10.1177/1469540509354009
https://bmjopen.bmj.com/content/10/2/e031820
https://doi.org/10.1177/1355819619870837
https://doi.org/10.1177/1355819619870837
https://journals.sagepub.com/doi/10.1177/2055207617728186
https://doi.org/10.1057/s41285-017-0045-2


   | 17TURNING THE GAZE

Erikainen, S., Pickersgill, M., Cunningham- Burley, S., & Chan, S. (2019). Patienthood and participation in the 
digital era. Digital Health, 5, 2055207619845546. https://doi.org/10.1177/20552 07619 845546

Foucault, M. (1975). The birth of the clinic: An archeology of medical perception. Vintage Books.
Foucault, M. (1983). The subject and power. In H. Dreyfus, & P. Rabinow (Eds.), Michel Foucault: Beyond structur-

alism and hermeneutics (pp. 208– 226). University of Chicago Press.
Foucault, M. (2012). The birth of the clinic (3rd ed.). Taylor and Francis.
Gabe, J., Harley, K., & Calnan, M. (2015). Healthcare choice: Discourses, perceptions, experiences and practices. 

Current Sociology, 63(5), 623– 635. https://doi.org/10.1177/00113 92115 590061
Gothill, M., & Armstrong, D. (1999). Dr. No- body: The construction of the doctor as an embodied subject in British 

General Practice 1955– 97. Sociology of Health & Illness, 21(1), 1– 12. https://doi.org/10.1111/1467- 9566.
t01- 1- 00139

Gray, M. (2002). The resourceful patient. Oxford: eRosetta.
Henwood, F., & Marent, B. (2019). Understanding digital health: Productive tensions at the intersection of so-

ciology of health and science and technology studies. Sociology of Health & Illness, 41(S1), 1– 15. https://doi.
org/10.1111/1467- 9566.12898

Iacobucci, G. (2019). GPs in deprived areas face severest pressures, analysis shows. BMJ, 365, l2104. https://dx.doi.
org/10.1136/bmj.l2104

Johansson, V., Islind, A. S., Lindroth, T., Angenete, E., & Gellerstedt, M. (2021). Online communities as a driver for 
patient empowerment: Systematic review. Journal of Medical Internet Research, 23(2), e19910. https://www.
jmir.org/2021/2/e1991 0/

Litvina D., Novkunskaya A., Temkina A. (2019). Multiple Vulnerabilities in Medical Settings: Invisible Suffering 
of Doctors. Societies, 10(1), 5. http://dx.doi.org/10.3390/soc10 010005

Lupton, D. (1997a). Consumerism, reflexivity and the medical encounter. Social Science & Medicine, 45(3), 373– 
381. https://doi.org/10.1016/S0277 - 9536(96)00353 - X

Lupton, D. (1997b). Doctors on the medical profession. Sociology of Health & Illness, 19(4), 480– 497. https://doi.
org/10.1111/j.1467- 9566.1997.tb004 14.x

Lupton, D. (2012). M- health and health promotion: The digital cyborg and surveillance society. Social Theory & 
Health, 10(3), 229– 244. https://doi.org/10.1057/sth.2012.6

Lupton, D. (2014). The commodification of patient opinion: the digital patient experience economy in the age of 
big data. Sociology of Health & Illness, 36(6), 856– 869. https://doi.org/10.1111/1467- 9566.12109

Lupton, D. (2017). Digital health: Critical and cross- disciplinary perspectives. Routledge.
Madan, A., Manek, N., & Gregory, S. (2017). General practice: The heart of the NHS. The British Journal of General 

Practice, 67(657), 150– 151. https://doi.org/10.3399/bjgp1 7X689965
May, C., Rapley, T., Moreira, T., Finch, T., & Heaven, B. (2006). Technogovernance: Evidence, subjectivity, and 

the clinical encounter in primary care medicine. Social Science & Medicine, 62(4), 1022– 1030. https://doi.
org/10.1016/j.socsc imed.2005.07.003

Mazanderani, F., Kirkpatrick, S. F., Ziebland, S., Locock, L., & Powell, J. (2021). Caring for care: Online feedback 
in the context of public healthcare services. Social Science & Medicine, 285, 114280. https://doi.org/10.1016/j.
socsc imed.2021.114280

Mazanderani, F., Noorani, T., Dudhwala, F., & Kamwendo, Z. T. (2020). Knowledge, evidence, expertise? The 
epistemics of experience in contemporary healthcare. Evidence & Policy: A Journal of Research, Debate and 
Practice, 16(2), 267– 284. https://doi.org/10.1332/17442 6420X 15808 91256 1112

Nettleton, S., Burrows, R., & Watt, I. (2008). How do you feel doctor? An analysis of emotional aspects of routine 
professional medical work. Social Theory & Health, 6(1), 18– 36. https://doi.org/10.1057/palgr ave.sth.8700112

Owen, K., Hopkins, T., Shortland, T., & Dale, J. (2019). GP retention in the UK: a worsening crisis. Findings 
from a cross- sectional survey. British Medical Journal Open, 9(2), e026048. http://dx.doi.org/10.1136/bmjop 
en- 2018- 026048

Patel, S., Cain, R., Neailey, K., & Hooberman, L. (2015). General practitioners’ concerns about online patient 
feedback: Findings from a descriptive exploratory qualitative study in England. Journal of Medical Internet 
Research, 17(12), e276. https://www.jmir.org/2015/12/e276/

Patel, S., Cain, R., Neailey, K., & Hooberman, L. (2016). Exploring patients’ views toward giving web- based feed-
back and ratings to general practitioners in England: A qualitative descriptive study. Journal of Medical 
Internet Research, 18(8), e217. https://www.jmir.org/2016/8/e217/

https://doi.org/10.1177/2055207619845546
https://doi.org/10.1177/0011392115590061
https://doi.org/10.1111/1467-9566.t01-1-00139
https://doi.org/10.1111/1467-9566.t01-1-00139
https://doi.org/10.1111/1467-9566.12898
https://doi.org/10.1111/1467-9566.12898
https://dx.doi.org/10.1136/bmj.l2104
https://dx.doi.org/10.1136/bmj.l2104
https://www.jmir.org/2021/2/e19910/
https://www.jmir.org/2021/2/e19910/
http://dx.doi.org/10.3390/soc10010005
https://doi.org/10.1016/S0277-9536(96)00353-X
https://doi.org/10.1111/j.1467-9566.1997.tb00414.x
https://doi.org/10.1111/j.1467-9566.1997.tb00414.x
https://doi.org/10.1057/sth.2012.6
https://doi.org/10.1111/1467-9566.12109
https://doi.org/10.3399/bjgp17X689965
https://doi.org/10.1016/j.socscimed.2005.07.003
https://doi.org/10.1016/j.socscimed.2005.07.003
https://doi.org/10.1016/j.socscimed.2021.114280
https://doi.org/10.1016/j.socscimed.2021.114280
https://doi.org/10.1332/174426420X15808912561112
https://doi.org/10.1057/palgrave.sth.8700112
http://dx.doi.org/10.1136/bmjopen-2018-026048
http://dx.doi.org/10.1136/bmjopen-2018-026048
https://www.jmir.org/2015/12/e276/
https://www.jmir.org/2016/8/e217/


18 |   MONTGOMERY et al.

Petrakaki, D., Hilberg, E., & Waring, J. (2018). Between empowerment and self- discipline: Governing patients’ 
conduct through technological self- care. Social Science & Medicine, 1982(213), 146– 153. https://www.scien 
cedir ect.com/scien ce/artic le/pii/S0277 95361 8304106

Powell, J. A., & Boden, S. (2012). Greater choice and control? Health policy in England and the online health con-
sumer. Policy & Internet, 4(2), 1– 23. https://doi.org/10.1515/1944- 2866.1180

Powell, J., & Deetjen, U. (2019). Characterizing the digital health citizen: Mixed- methods study deriving a new 
typology. Journal of Medical Internet Research, 21(3), e11279. https://www.jmir.org/2019/3/e1127 9/

Ramazanoglu, C. (1993). Up against Foucault. Routledge.
Ramsey, L. P., Sheard, L., Lawton, R., & O'Hara, J. (2019). How do healthcare staff respond to patient experience 

feedback online? A typology of responses published on Care Opinion. Patient Experience Journal, 6(2), 42– 50. 
https://doi.org/10.35680/ 32372 - 30247.31363

Riley, R., Spiers, J., Buszewicz, M., Taylor, A. K., Thornton, G., & Chew- Graham, C. A. (2018). What are the sources 
of stress and distress for general practitioners working in England? A qualitative study. British Medical 
Journal Open, 8(1), e017361. https://bmjop en.bmj.com/conte nt/8/1/e0173 61.full

Salisbury, H. (2019). Helen Salisbury: Reasons to be fearful. BMJ, 367, l5786. https://www.bmj.com/conte nt/367/
bmj.l5786

Sharon, T. (2017). Self- tracking for health and the quantified self: Re- articulating autonomy, solidarity, and authen-
ticity in an age of personalized healthcare. Philosophy & Technology, 30(1), 93– 121. https://doi.org/10.1007/
s1334 7- 016- 0215- 5

Shaw, J., & Baker, M. (2004). “Expert patient”— dream or nightmare? BMJ, 328(7442), 723. https://doi.org/10.1136/
bmj.328.7442.723

Speed, E., Davison, C., & Gunnell, C. (2016). The anonymity paradox in patient engagement: Reputation, risk 
and web- based public feedback. Medical Humanities, 42(2), 135. https://mh.bmj.com/conte nt/42/2/135.long

Turk, A., Fleming, J., Powell, J., & Atherton, H. (2020). Exploring UK doctors’ attitudes towards online patient 
feedback: Thematic analysis of survey data. Digital Health, 6, 2055207620908148. https://journ als.sagep 
ub.com/doi/10.1177/20552 07620 908148

Wessely, B., & Gerada, C. (2016). You are being watched: panopticons in healthcare. BMJ, 352, h6777. https://
www.bmj.com/conte nt/352/bmj.h6777

Wong, W. K. T., Broom, A., Kirby, E., & Lwin, Z. (2018). What lies beneath? Experiencing emotions and caring in 
oncology. Health, 24(4), 348– 365. https://doi.org/10.1177/13634 59318 800168

How to cite this article: Montgomery, C. M., Powell, J., Mahtani, K., & Boylan, A.- M. 
Turning the gaze: Digital patient feedback and the silent pathology of the NHS. Sociology 
of Health & Illness. 2021;00:1– 18. https://doi.org/10.1111/1467- 9566.13419

https://www.sciencedirect.com/science/article/pii/S0277953618304106
https://www.sciencedirect.com/science/article/pii/S0277953618304106
https://doi.org/10.1515/1944-2866.1180
https://www.jmir.org/2019/3/e11279/
https://doi.org/10.35680/32372-30247.31363
https://bmjopen.bmj.com/content/8/1/e017361.full
https://www.bmj.com/content/367/bmj.l5786
https://www.bmj.com/content/367/bmj.l5786
https://doi.org/10.1007/s13347-016-0215-5
https://doi.org/10.1007/s13347-016-0215-5
https://doi.org/10.1136/bmj.328.7442.723
https://doi.org/10.1136/bmj.328.7442.723
https://mh.bmj.com/content/42/2/135.long
https://journals.sagepub.com/doi/10.1177/2055207620908148
https://journals.sagepub.com/doi/10.1177/2055207620908148
https://www.bmj.com/content/352/bmj.h6777
https://www.bmj.com/content/352/bmj.h6777
https://doi.org/10.1177/1363459318800168
https://doi.org/10.1111/1467-9566.13419

