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BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Doctors’ experiences and their perception of the most stressful 
aspects of complaints processes in the United Kingdom: an analysis 
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AUTHORS Bourne, Tom; Vanderhaegen, Joke; Vranken, Renault; Wynants, 
Laure; De Cock, Bavo; Peters, Michael; Timmerman, Dirk; Van 
Calster, Ben; Jalmbrant, Maria; Audenhove, Chantal 

 

VERSION 1 - REVIEW 

REVIEWER Assoc Professor Marie Bismark 
University of Melbourne  
Australia 

REVIEW RETURNED 11-Mar-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review this interesting and important 
paper on doctors' perceptions of complaints process. I recommend 
the paper for publication, and would encourage the authors to 
consider the following points for minor revision:  
 
1) Please cheek the accuracy of the comment that: "Recently the 
GMC published an internal report on 28 cases of doctors’ suicide 
while under fitness to practice procedures between 2005 and 2013 
in the UK13. A report discussing these findings concluded that these 
deaths were preventable." The report found that GMC investigations 
causes stress for vulnerable doctors, may have contributed to 
deaths by suicide, and that the process needs to improve. The 
report also found that many of the doctors who committed suicide 
while under investigation by the GMC suffered from a recognised 
mental disorder, most commonly depressive illness, bipolar disorder 
and personality disorder, and that other factors may also have 
contributed to their deaths including drug and/or alcohol addictions, 
marriage breakdown, and financial hardship. On my reading of the 
report it does not conclude that all 28 deaths were preventable and 
indeed given the complexity of suicide prevention efforts, I am not 
sure that such a conclusion could reasonably be drawn.  
 
2) This is a bold statement: "However if they lead to emotionally 
distressed doctors who practice defensive medicine the net result is 
likely to be detrimental to the quality of care and patient safety." 
While I agree that emotional distress among doctors may have a 
negative impact on the care that they individually provide, I am not 
aware of any empirical evidence that shows a net harm to patient 
safety after taking into account the potential benefits of the 
complaints process.  
 
3) I was struck by how little empathy or concern the respondents 
appeared to show for the patients and families who had experienced 
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harmful or unsatisfactory care. Indeed, in the entire paper I saw only 
one such comment by a doctor who "felt devastated for her family" 
after a patient died from avoidable complications. Was this the full 
extent of concern for injured patients and their families evidenced in 
the doctors descriptions of how the complaint made them feel? If so, 
this may be worth raising in the discussion. Similarly, in the section 
on how doctors changed their practice in response to a complaint 
were there no doctors who identified positive improvements in the 
care they provided as a result of a complaint? The discussion states 
"it was rare for doctors to describe the complaint as a learning 
process" - could the authors perhaps provide more detail on those 
who did?  
 
4) There may be an opportunity in the discussion to note that delays 
and lack of transparency in complaints systems are also distressing 
for complainants, and that a shift to a more timely and supportive 
process would benefit both parties.  
 
5) Finally, I would encourage the authors in their discussion to reflect 
more broadly on what these findings tell us about the culture of 
medicine. While complaints processes should undoubtedly be 
improved, I believe the survey responses are also telling us 
something very important about the extent to which doctors are 
trained to perceive complaints as a threatening and hostile event, 
rather than a reflection of patients' and families' genuine desire to 
protect others from experiencing similar harm. 

 

REVIEWER Simon Cocksedge 
University of Manchester, UK 

REVIEW RETURNED 14-Mar-2016 

 

GENERAL COMMENTS Thanks - a very helpful paper with large numbers exploring 
qualitative data from a previous quantitative study. I wondered if 
follow up interviews might enrich your results. 

 

REVIEWER Gerry McGivern 
University of Warwick, UK 

REVIEW RETURNED 16-Mar-2016 

 

GENERAL COMMENTS Doctors experiences and their perceptions of the most stressful 
aspects of complaints processes in the UK: A qualitative study.  
 
The paper is based upon a fascinating and important data set; 
qualitative comments extracted from a survey of over 10,000 doctors 
in the UK. The data is striking and clearly points to the distress many 
doctors experience whilst experiencing complaints. I would like to 
see this paper published by it needed some improvement in order to 
get there.  
 
Introduction  
 
The literature the paper cites is rather limited. There have been 
other classic and more recent work on doctors’ (and other 
professional groups’) experiences of complaints and regulatory 
processes, which could be cited to situate the findings in relevant 
literature.  
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Methods  
 
It is not clear what open questions 1 and 2 were – please clarify.  
 
Also, while the authors have described in detail how they coded 
data, could them support their methods with relevant methodological 
references? Qualitative coding and analysis needs to be based upon 
legitimate qualitative methods!  
 
Data  
 
The results section reads like a coded data ‘dump’ and as a result 
the reader is overwhelmed with findings.  
 
While not disregarding the experiences of individuals, I suggest the 
results focus on the more common experiences that were coded, 
where, for example, N=5+ or N=10+. That way the paper could focus 
on more significant findings. Also, I suggest that the data is 
presented in tables –the tables at the end of the paper could be 
developed to include not only the codes and numbers coded in this 
way but the narrative data extracts too. That would present data 
more concisely and show the reader how you moved from data to 
code too.  
 
This would also leave more room for discussion of the key findings 
in relation to the tables.  
 
I wondered whether it might then be possible to break down these 
more common experiences by type of complaint, outcome and other 
demographics? I.e. Were there different patterns of experience 
relating to informal, formal and GMC complaints. Were different 
experiences related to having not case to answer, or being 
sanctioned? Were there any other significant variations, by gender, 
ethnicity, medical specialty, etc? It might be interesting to discuss 
any significant findings in this respect – and something interesting 
may emerge.  
 
 
I thought the section on positive experiences was interesting; one 
might not expect this. Can you say more about how complaints 
might be made more positive, building on the section about doctors’ 
suggestions about how to improve the complaints system?  
 
Discussion  
 
I thought the discussion could have said more about why the 
findings might be so. More comparative discussion might be made of 
the Bourne et al 2015 paper, triangulating qualitative and 
quantitative findings from the survey. In some cases, for example in 
relation to hedging and avoidance, you seem to be be over-claiming 
from your data. It is interesting that 93/100 doctors did not hedge or 
become defensive after a complaint, one might have expected this 
more. It might be interesting to common more on counter-intuitive 
and unexpected findings too. Finally, the authors might discuss their 
findings in relation to relevant literature more, both about doctors 
and other comparative professions who are subject to complaints. 
Are the findings of the survey relevant to doctors only, more might 
they be more widely generalisble to other (health) professions?  
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Minor points:  
 
The abstract and article summary could do with another edit and 
polish to read better.  
 
The paper’s title is not quite right. Could it more simply be ‘Doctor’s 
experiences and perceptions of complaints and complaints 
processes in the UK: Analysis of qualitative survey data’? It’s not 
really a qualitative study but an analysis of qualitative data from a 
survey. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

Reviewer Name  

 

Assoc Professor Marie Bismark  

 

Institution and Country  

 

University of Melbourne  

Australia  

 

Please state any competing interests or state ‘None declared’:  

None declared  

 

 

Please leave your comments for the authors below  

Thank you for the opportunity to review this interesting and important paper on doctors' perceptions of 

complaints process. I recommend the paper for publication, and would encourage the authors to 

consider the following points for minor revision:  

 

1) Please cheek the accuracy of the comment that: "Recently the GMC published an internal report on 

28 cases of doctors’ suicide while under fitness to practice procedures between 2005 and 2013 in the 

UK13. A report discussing these findings concluded that these deaths were preventable." The report 

found that GMC investigations causes stress for vulnerable doctors, may have contributed to deaths 

by suicide, and that the process needs to improve. The report also found that many of the doctors 

who committed suicide while under investigation by the GMC suffered from a recognised mental 

disorder, most commonly depressive illness, bipolar disorder and personality disorder, and that other 

factors may also have contributed to their deaths including drug and/or alcohol addictions, marriage 

breakdown, and financial hardship. On my reading of the report it does not conclude that all 28 deaths 

were preventable and indeed given the complexity of suicide prevention efforts, I am not sure that 

such a conclusion could reasonably be drawn.  

 

Response: Many thanks for pointing this out. We think the lack of clarity was caused by the omission 

of a reference for the statement. The sentence “A report discussing these findings concluded that 

these deaths were preventable and that the GMC has a legal duty to take positive actions to make 

sure that fitness to practice proceedings are carried out in a way that does not damage the physical or 

mental health of doctors” should have cited the paper: Casey D, Choong KA. Suicide whilst under 

GMC's fitness to practise investigation: Were those deaths preventable? J Forensic Leg Med. 2016 

Jan;37:22-7. We have now cited this reference as a new reference 14 – from which this comment was 

derived. The reviewer is entirely correct in saying the GMC report did not make such a conclusion. 
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We hope by inserting this new reference the position is clear – but would be happy to amend further if 

the editor feels further clarification is needed.  

 

2) This is a bold statement: "However if they lead to emotionally distressed doctors who practice 

defensive medicine the net result is likely to be detrimental to the quality of care and patient safety." 

While I agree that emotional distress among doctors may have a negative impact on the care that 

they individually provide, I am not aware of any empirical evidence that shows a net harm to patient 

safety after taking into account the potential benefits of the complaints process.  

 

Response: Thank you. We have now softened the sentence to: “However if they lead to emotionally 

distressed doctors who practice defensive medicine the net result may be detrimental to the quality of 

care and patient safety.”  

 

3) I was struck by how little empathy or concern the respondents appeared to show for the patients 

and families who had experienced harmful or unsatisfactory care. Indeed, in the entire paper I saw 

only one such comment by a doctor who "felt devastated for her family" after a patient died from 

avoidable complications. Was this the full extent of concern for injured patients and their families 

evidenced in the doctors descriptions of how the complaint made them feel? If so, this may be worth 

raising in the discussion. Similarly, in the section on how doctors changed their practice in response 

to a complaint were there no doctors who identified positive improvements in the care they provided 

as a result of a complaint? The discussion states "it was rare for doctors to describe the complaint as 

a learning process" - could the authors perhaps provide more detail on those who did?  

 

Response: We did not specifically ask about how the doctors felt about the complainants, nor do we 

know whether a complaint was made by a patient, a colleague or a manager. Accordingly it is difficult 

to comment on this issue. We have now introduced the following into the discussion in relation to this 

issue:  

 

“It is also worth noting that there very few comments made expressing empathy or compassion for 

patients. Reasons for this may be that we did not specifically ask doctors to comment on this issue, 

clinicians perceived the complainants to be vexacious, or many of the complaints originated from 

colleagues rather than patients. In any event it has been previously reported that physician burnout is 

associated with a lack of empathy and compassion30, and we would hypothesise that experiencing a 

complaints process may have similar negative impacts on doctors facility to relate to patients 

emotionally.”  

 

Very few doctors identified positive improvements in the care they provided as a result of a complaint. 

In the paper we described “Three doctors considered the complaint a wake-up call or learning 

experience (3/100): “I have been fortunate (or perhaps good at preventing) in having only minor 

matters complained about formally about which I felt I could learn things but did not feel really 

threatened.”  

The detailed comments made by these doctors in relation to these comments are as follows, as can 

be seen from the comments – whilst there are elements that may be taken as a positive there are also 

negative elements too:  

 

"I felt like a criminal when referred to the GMC when the complaint was clearly vexatious - altering 

MRI scans in 3 venues is physically impossible I think complaints can be constructive and we can 

learn from them - but often they are rushed and we take the blame rather than processes in the 

hospital e.g. lack of appointments, delayed secretarial responses"  

 

"I have been fortunate (or perhaps good at preventing) in having only minor matters complained about 

formally about which I felt I could learn things but did not feel really threatened. I have worried more 
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about things that have gone wrong where there has been no complaint or in one case an informal 

complaint. I have seen colleagues very stressed by complaints including in cases where they had 

done nothing wrong."  

 

"In the early 1990's I was a very inexperienced PRHO just started working in a busy (4 in 9) surgical 

job. The ward rounds were often hectic. People assumed you knew what to do. There were many 

unknown unknowns. I was devastated when one of our patients collapsed with an avoidable 

complication and later died. It could have been prevented. At the time I was devastated for her family 

and her husband rightly complained. The health service ombudsman investigated and although our 

practice was not judged lacking (in those days) I think we all felt that we could have done better. It 

was a wake-up call for the team in terms of not assuming the PRHO knows it all and checking 

practice. I felt very protected by my team and the hospital, I was very much the junior, but I still felt 

professionally incompetent and foolish. Although I am very grateful that my career was not affected I 

still feel responsible to an extent. At the time I think everyone explained the process to me but to be 

honest I was so tired and numbed by the whole job that I felt very little. I did however become quite 

angry and isolated in that post and subsequently moved away, but I don't think that had much to do 

with the complaint."  

 

4) There may be an opportunity in the discussion to note that delays and lack of transparency in 

complaints systems are also distressing for complainants, and that a shift to a more timely and 

supportive process would benefit both parties.  

 

Response: Thank you. We have now amended the discussion and included the following highlighted 

sentence in this paragraph:  

 

“When asked how procedures might be improved, key themes were greater transparency, a reduction 

in the time required to deal with complaints, an open dialogue with complainants, and strong penalties 

in the event of a complaint being found to be vexatious. Doctors frequently reported a perceived 

imbalance in the system, whereby patients are always presumed right, whilst doctors are presumed to 

be guilty until proven otherwise. Whilst our survey related to the views of doctors, it would seem likely 

that delays and lack of transparency in complaints systems are also distressing for complainants, and 

that a shift to a more timely and supportive process would benefit both parties.”  

 

5) Finally, I would encourage the authors in their discussion to reflect more broadly on what these 

findings tell us about the culture of medicine. While complaints processes should undoubtedly be 

improved, I believe the survey responses are also telling us something very important about the 

extent to which doctors are trained to perceive complaints as a threatening and hostile event, rather 

than a reflection of patients' and families' genuine desire to protect others from experiencing similar 

harm.  

 

Response: Thank you. We understand your point, however our impression from our previous study 

and this one is that doctors perceive the process and those managing complaints processes as 

threatening, rather than the substance of the complaints themselves when they originate from 

patients. Indeed when asked how to improve things many doctors suggested improving the capacity 

to communicate better with patients, or a less formal approach with face to fact meetings. This would 

suggest to us that doctors often want to engage directly with patients when things go wrong or are 

unsatisfactory rather than engage with a process they see as unhelpful.  

 

 

Reviewer: 2  

 

Reviewer Name  
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Simon Cocksedge  

 

Institution and Country  

 

University of Manchester, UK  

 

Please state any competing interests or state ‘None declared’:  

none declared  

 

Please leave your comments for the authors below  

Thanks - a very helpful paper with large numbers exploring qualitative data from a previous 

quantitative study. I wondered if follow up interviews might enrich your results.  

 

Response: Thank you. We agree that this would be of interest. Unfortunately as we guaranteed that 

the responses of the survey were both anonymous and untraceable, we have no way of linking any 

responses to the doctors who gave them. So unfortunately we are not in a position to carry out follow 

up interviews on the participants, as we have no way of identifying them. We agree that carrying out a 

further study involving interviews would be illuminating and this is something we would like to do 

going forward with this work.  

 

 

Reviewer: 3  

 

Reviewer Name  

 

Gerry McGivern  

 

Institution and Country  

 

University of Warwick, UK  

 

Please state any competing interests or state ‘None declared’:  

None  

 

Please leave your comments for the authors below  

Doctors experiences and their perceptions of the most stressful aspects of complaints processes in 

the UK: A qualitative study.  

 

The paper is based upon a fascinating and important data set; qualitative comments extracted from a 

survey of over 10,000 doctors in the UK. The data is striking and clearly points to the distress many 

doctors experience whilst experiencing complaints. I would like to see this paper published by it 

needed some improvement in order to get there.  

 

Introduction  

 

The literature the paper cites is rather limited. There have been other classic and more recent work on 

doctors’ (and other professional groups’) experiences of complaints and regulatory processes, which 

could be cited to situate the findings in relevant literature.  

 

Response: Thank you. We have now included the following paragraph in the discussion section of the 

paper.  
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“It is interesting that similar themes emerged in a study to a recent report on the regulation and 

practice of osteopaths in the UK (ref). Osteopaths interviewed in this study expressed suspicion and 

fear of their regulator, however it also highlighted that better communication with the profession by the 

regulator had recently led to improvements in their relationship with those being regulated.”  

 

Methods  

 

It is not clear what open questions 1 and 2 were – please clarify.  

 

Response: The three questions are listed in the methods section of the abstract:  

 

“Design and methods: A qualitative study based on a cross-sectional survey sent to British Medical 

Association members. The following qualitative questions were asked: Q1 Try to summarize as best 

as you can your experience of the complaints process and how it made you feel? Q2 What were the 

most stressful aspects of the complaint? Q3 What would you improve in the complaint system?”  

The questions are also listed in the methods section of the paper – we have now listed them 

separately to make them stand our more, and the questionnaire itself is attached as supplementary 

material.  

 

Also, while the authors have described in detail how they coded data, could them support their 

methods with relevant methodological references? Qualitative coding and analysis needs to be based 

upon legitimate qualitative methods!  

 

Response: Thank you. We have now cited the following paper in the methods section in relation to the 

coding: Krippendorff, Klaus (2004). Content Analysis: An Introduction to Its Methodology (2nd ed.). 

Thousand Oaks, CA: Sage. p. 413. ISBN 9780761915454.  

 

Data  

 

The results section reads like a coded data ‘dump’ and as a result the reader is overwhelmed with 

findings.  

 

While not disregarding the experiences of individuals, I suggest the results focus on the more 

common experiences that were coded, where, for example, N=5+ or N=10+. That way the paper 

could focus on more significant findings. Also, I suggest that the data is presented in tables –the 

tables at the end of the paper could be developed to include not only the codes and numbers coded in 

this way but the narrative data extracts too. That would present data more concisely and show the 

reader how you moved from data to code too. This would also leave more room for discussion of the 

key findings in relation to the tables.  

 

Response: Thank you – as you suggest we have now restricted documenting quotes to illustrate the 

experiences of individuals to the more common experiences – i.e. to where N = at least 5 

respondents. We have also moved key quotes into the tables to illustrate these themes as suggested 

and removed these quotes from the results section of the paper in order to shorten it.  

 

I wondered whether it might then be possible to break down these more common experiences by type 

of complaint, outcome and other demographics? I.e. Were there different patterns of experience 

relating to informal, formal and GMC complaints. Were different experiences related to having not 

case to answer, or being sanctioned? Were there any other significant variations, by gender, ethnicity, 

medical specialty, etc? It might be interesting to discuss any significant findings in this respect – and 

something interesting may emerge.  
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Response: It would indeed have been interesting to study how different contexts have an influence on 

the qualitative experiences of doctors, unfortunately to do this our methodology would have been 

different. We would have selected separate samples from each category (informal, formal and GMC 

complaints, outcome, gender, ethnicity etc.). This was not the focus of our study and due to how we 

have carried out our analysis, our sample of 100 is not large enough to find statistically significant 

differences on the subcategories. More information concerning these questions however is contained 

in the quantitative data published by Bourne et al. Certainly as a future project these issues could be 

examined – but would potentially involve coding several hundred responses to ensure there is 

saturation for each subgroup and sufficient numbers to identify differences between groups.  

 

I thought the section on positive experiences was interesting; one might not expect this. Can you say 

more about how complaints might be made more positive, building on the section about doctors’ 

suggestions about how to improve the complaints system?  

 

Response: we have now added the following section to the discussion to address the suggestions to 

improve the system made by doctors:  

 

“Our qualitative data suggest that doctors perceive that complaints processes are not associated with 

natural justice. It is therefore perhaps not surprising that they express little confidence in the system. It 

is axiomatic that given a doctors perception that his or her entire livelihood might be at stake, it is 

essential they believe that a complaint will be handled fairly, competently and without bias. The 

majority of suggestions to improve procedures given in the study were rational and deliverable. These 

relate to transparency, reasonable timeframes, fairness and redress when complaints are vexacious. 

Interestingly whilst there has been a focus on supporting doctors and increasing resilience, this was 

not the most common reform proposed. Doctors in general wanted the processes to be reformed, not 

to be given support for a system they do not appear to have confidence in.”  

 

 

Discussion  

 

I thought the discussion could have said more about why the findings might be so. More comparative 

discussion might be made of the Bourne et al 2015 paper, triangulating qualitative and quantitative 

findings from the survey. In some cases, for example in relation to hedging and avoidance, you seem 

to be be over-claiming from your data. It is interesting that 93/100 doctors did not hedge or become 

defensive after a complaint, one might have expected this more. It might be interesting to common 

more on counter-intuitive and unexpected findings too. Finally, the authors might discuss their findings 

in relation to relevant literature more, both about doctors and other comparative professions who are 

subject to complaints. Are the findings of the survey relevant to doctors only, more might they be 

more widely generalisble to other (health) professions?  

 

Response: Thank you. We comment on this discrepancy regarding defensive practice in the 

discussion section of the paper  

 

“In the first, quantitative part of this study, 82–89% of doctors reported hedging and 46–50% 

avoidance. In our cohort, based on qualitative data from the same study, only a few doctors stated 

that they had changed their clinical practice following the complaint. This discrepancy could be 

explained by study bias as in the quantitative part of the questionnaire there were specific questions 

that focused on changes in clinical practice whereas the open questions did not.”  

 

In relation to comparative professions, in the discussion we say:  
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“Although our results apply to a specific UK population of doctors, the findings can be related to 

similar situations8;10;19;20 or other stressful contexts/situations such as the experience of a 

psychiatrist when a patient commits suicide 21.”  

 

We also cite a further paper relating to osteopathy. After adding to the discussion in relation to other 

reviewer’s comments we have not added further discussion about this point as we feel the discussion 

section is already at risk of becoming too long.  

 

 

Minor points:  

 

The abstract and article summary could do with another edit and polish to read better.  

 

Response: thank you. We have made some edits and tried to improve these as suggested.  

 

The paper’s title is not quite right. Could it more simply be ‘Doctor’s experiences and perceptions of 

complaints and complaints processes in the UK: Analysis of qualitative survey data’? It’s not really a 

qualitative study but an analysis of qualitative data from a survey.  

 

Response: thank you. We have changed the title of the paper as suggested. 

 

VERSION 2 – REVIEW 

REVIEWER Marie Bismark 
University of Melbourne 

REVIEW RETURNED 12-Apr-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review a revised draft of this paper. 
I believe this paper makes a valuable contribution to the literature 
and merits publication.  
 
Two minor comments on the new paragraph on page 22.  
 
1) "... complaints processes are not associated with natural justice" 
is an odd turn of phrase. I think the authors may be trying to say that 
doctors perceive that complaints processes "do not afford natural 
justice" or "do not comply with the principles of natural justice." Did 
any of the respondents refer to "natural justice" in their responses? I 
wonder if "doctors perceive that complaints processes do not offer 
procedural fairness" might be better wording?  
 
2) The paragraph also suggests that offering redress for vexatious 
complaints is rational and deliverable. In practice, it is extremely 
difficult to prove that a complaint is vexatious (rather than the result 
of poor communication or mismatched expectations between the 
doctor and patient). 

 

REVIEWER Gerry McGivern 
Warwick Business School, UK. 

REVIEW RETURNED 14-Apr-2016 

 

GENERAL COMMENTS The paper contains really interested data and is improving but still 
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requires further work to get to an acceptable standard for 
publication. It reads as if it has been revised in a rush, and as a 
result some working is unclear and there are some typos in the text. 
For example, doctors’ (with an apostrophe) is used incorrectly 
throughout the text.  
 
The abstract contains clunky wording in places and could do with 
another edit.  
 
Introduction  
 
The introduction could do with another revision.  
 
There is a point about doctors feeling suicidal following complaints 
(and 2nd para, line 41 – on page 5). The follow para then discusses 
is this point further, and the para after than begins by discussing 
suicide too, but then does on to discuss doctors’ dissatisfactions with 
complaints processes. I would simply discuss the point about suicide 
in one paragraph only.  
 
There is still some relevant literature that might be added to the 
paper to demonstrate understanding of this topic area.  
 
My own research on doctors’ experiences of complaints found very 
similar findings to those discussed in this paper, so referencing the 
following papers might be useful to support your argument. See:  
 
McGivern, G. & Fischer, M. 2010. Medical Regulation, Spectacular 
Transparency and the Blame Business. Journal of Health 
Organisation and Management, 24 (6) 597-610.  
 
McGivern, G. & Fischer, M. D. 2012. Reactivity and reactions to 
regulatory transparency in medicine, psychotherapy and counselling. 
Social Science & Medicine, 74 (3) 286-296.  
 
However, other research is more critical of the way doctors perhaps 
dismiss complaints. See:  
 
Alsop, J. & Mulcahy, L. 1998. Maintaining professional identity: 
doctors' responses to complaints. Sociology of Health & Illness, 20 
(6) 802-824.  
 
Alsop, J. 1994. Two Sides to Every Story: Complainants' and 
Doctors' Perspectives in Disputes about Medical Care in a General 
Practice Setting Law and Policy 16 (2) 149-183.  
 
Mizrahi, T. 1984. Managing Medical Mistakes: Ideology, Insularity 
and Accountability among Internists in Training. Social Science & 
Medicine, 19 (2) 135-146.  
 
Yet more research has also suggested that doctors subject to 
complaints are at greater risk of future malpractice and further 
complaints. See, for example:  
 
Bismark, M., Spittal, M., Gurrin, L., Ward, M. & Studdert, D. 2013. 
Identification of doctors at risk of recurrent complaints: a national 
study of healthcare complaints in Australia. BMJ Quality and Safety, 
22 532-540.  
 
PAPADAKIS, M., ARNOLD, G., BLANK, L., HOLMBOE, E. & 
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LIPNER, R. 2008. Performance during internal medicine residency 
training and subsequent disciplinary action by state licensing boards. 
Ann Intern Med, 148, 869-76.  
 
The 2014 GMC Annual report also makes the same point.  
 
It might be interesting to ask questions about whether complaints 
tend to identity ‘bad’ doctors or of this because doctors become 
disengaged during their experience of a complaints process. This, 
again, might provide further support for the need to reform medical 
complaints procedures.  
 
In sum, therefore, I feel that the introduction (and wider paper) would 
still benefit from a broader discussion of the relevant literature, at 
least acknowledging the different ways in which people have 
explained complaints, their causes and consequences.  
 
Methods  
 
The methods section is improved and now provides more detail 
about coding. However, at the top of page 9 there is a discussion of 
researchers non speaking fluent English coding data, which does 
raise concerns in my mind – I presume the researchers are pretty 
fluent in English, if they are able to write this paper, so do we need 
to raise this point?  
 
I suggest you move the average time since qualification from the 
second para on p10 to the third para on p9 (lines 26-36)  
 
Results  
 
I still feel too much data is reported, and that it would be better only 
to report responses where at least 5 respondents mentioned it here 
in the discussion. Otherwise there is a risk that the authors focus 
attention on rare experiences and overlook discussing those that are 
more common, and perhaps significant.  
 
I think the tables work well (and could be used to display less 
commonly reported experiences).  
 
In the discussion the authors report doctors feeling angry but if my 
understanding of data is correct 7/100 doctors reported feeling anger 
and revenge. However, it is possible to feel angry without wanting 
revenge. So why are these two grouped, whereas other experiences 
are not? Might rare experiences be grouped into a common code –
that what you might report higher numbers? Indeed, there are other 
reported experiences that might overlap.  
 
Discussion  
 
The discussion still needs some more work – particularly because it 
slightly misreports some findings. For example, equating 
experiences of anger with feeling complaints were unfair or 
unsupported, when much higher numbers reported the latter. I 
thought it might be useful to mention percentages specifically, when 
using terms like ‘many’ to make sure points are fully justified. I also 
found the discussion somewhat repetitive of the results section. 
Could we get less description here and more analysis and 
discussion of the implications of findings?  
Make sure that all points are fully though through and substantiated. 
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At times some points in the discussion read like brain storming of 
ideas rather than discussion grounded in rigorous data analysis.  
 
On p19, first line of 3rd para (line 37-8) the authors note that their 
results ‘demonstrate’ complaints have a negative impact on doctors 
– I might use the term ‘strongly suggest’ instead because, of course, 
doctors may not have experienced what they reported, and might 
have done so for political reasons.  
 
On p 22 there is a discussion of ‘natural justice’ what is this? There 
is an interesting point in the same para about wanting redress after 
vexatious complaints – please say more – although this raises lots of 
complicated issues. There is also an interesting point about doctors 
wanting the complaints system reformed rather that just being better 
supported through it.  
 
Finally, in the discussion of authors contribution there is no mention 
of MP or DP. Might you say more about how they specifically 
contributed to the paper. 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

 

Reviewer Name  

 

Marie Bismark  

 

Institution and Country  

 

University of Melbourne  

 

Please state any competing interests or state ‘None declared’:  

None declared  

 

Please leave your comments for the authors below  

Thank you for the opportunity to review a revised draft of this paper. I believe this paper makes a 

valuable contribution to the literature and merits publication.  

 

Two minor comments on the new paragraph on page 22.  

 

1) "... complaints processes are not associated with natural justice" is an odd turn of phrase. I think 

the authors may be trying to say that doctors perceive that complaints processes "do not afford 

natural justice" or "do not comply with the principles of natural justice." Did any of the respondents 

refer to "natural justice" in their responses? I wonder if "doctors perceive that complaints processes 

do not offer procedural fairness" might be better wording?  

 

Response: The respondents did not refer to the term “natural justice” in their responses. We have 

now changed this sentence as suggested to:  

“Our qualitative data suggest doctors’ perceive that complaints processes do not offer procedural 

fairness.”  

 

 

2) The paragraph also suggests that offering redress for vexatious complaints is rational and 
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deliverable. In practice, it is extremely difficult to prove that a complaint is vexatious (rather than the 

result of poor communication or mismatched expectations between the doctor and patient).  

 

Response: We have now removed vexatious complaints from the suggestions that are deliverable to 

reflect the difficulty highlighted by the reviewer.  

 

Reviewer: 3  

 

Reviewer Name  

 

Gerry McGivern  

 

Institution and Country  

 

Warwick Business School, UK.  

 

Please state any competing interests or state ‘None declared’:  

None declared  

 

Please leave your comments for the authors below  

The paper contains really interested data and is improving but still requires further work to get to an 

acceptable standard for publication. It reads as if it has been revised in a rush, and as a result some 

working is unclear and there are some typos in the text. For example, doctors’ (with an apostrophe) is 

used incorrectly throughout the text.  

 

Response: Thank you – we have corrected the Doctors’ versus Doctors issue throughout the 

manuscript and corrected typos. Some of the quotes remain misspelt and grammatically incorrect, but 

these have been left as written by the respondent and not changed.  

 

The abstract contains clunky wording in places and could do with another edit.  

 

Response: we have edited the abstract and article summary further and hope they are now improved  

 

Introduction  

 

The introduction could do with another revision.  

 

There is a point about doctors feeling suicidal following complaints (and 2nd para, line 41 – on page 

5). The follow para then discusses is this point further, and the para after than begins by discussing 

suicide too, but then does on to discuss doctors’ dissatisfactions with complaints processes. I would 

simply discuss the point about suicide in one paragraph only.  

 

Response: We have now placed the discussion on suicide into one paragraph of the introduction as 

suggested with the paragraph relating to defensive practice below it.  

 

There is still some relevant literature that might be added to the paper to demonstrate understanding 

of this topic area.  

 

My own research on doctors’ experiences of complaints found very similar findings to those discussed 

in this paper, so referencing the following papers might be useful to support your argument. See:  

 

McGivern, G. & Fischer, M. 2010. Medical Regulation, Spectacular Transparency and the Blame 
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Business. Journal of Health Organisation and Management, 24 (6) 597-610.  

 

McGivern, G. & Fischer, M. D. 2012. Reactivity and reactions to regulatory transparency in medicine, 

psychotherapy and counselling. Social Science & Medicine, 74 (3) 286-296.  

 

Response: Thank you, we have now added comments relating to these papers in the introduction and 

cited the papers. This section of the introduction now reads as follows:  

 

“In 2012 McGivern et al19 described how values associated with “transparency” such as openness, 

independent review and accountability, though generally assumed to be beneficial, may have 

unintended consequences. This effect is perhaps exacerbated by the tendency for regulation to focus 

on relatively rare events that receive a high media profile, something that McGivern and Fischer20 

have described as “spectacular regulation”. The result is that complaints are associated with clinicians 

practicing medicine more defensively1;7,8;10;11;16-19.”  

 

However, other research is more critical of the way doctors perhaps dismiss complaints. See:  

 

Alsop, J. & Mulcahy, L. 1998. Maintaining professional identity: doctors' responses to complaints. 

Sociology of Health & Illness, 20 (6) 802-824.  

 

Alsop, J. 1994. Two Sides to Every Story: Complainants' and Doctors' Perspectives in Disputes about 

Medical Care in a General Practice Setting Law and Policy 16 (2) 149-183.  

 

Response: Thank-you. We have now introduced a paragraph into the discussion that explores the 

issue of doctors taking responsibility for complaints and cited these two papers. This section of the 

discussion now reads as follows:  

 

“Previous studies have suggested that the emotions described above represent a failure by doctors to 

take responsibility in the event of a complaint, tending to describe complainants as vindictive or 

unrealistic, whilst citing external factors such as a lack or resources or the natural history of a disease 

(ref). In this context it is interesting to note in our study that of the 70 cases where the outcome of the 

complaint investigation was known, in 67 (96%) the doctor was exonerated. This perhaps explains 

why doctors often “deny” the substance of complaints, as according to our data it is likely that they do 

not have a significant case to answer when it is investigated. A similar pattern is seen with the GMC in 

the UK, where of 2,696 fitness-to-practise investigations that were closed in 2014, in 2,217 (82%) no 

sanctions or warnings were imposed (ref).”  

 

Mizrahi, T. 1984. Managing Medical Mistakes: Ideology, Insularity and Accountability among Internists 

in Training. Social Science & Medicine, 19 (2) 135-146.  

 

Yet more research has also suggested that doctors subject to complaints are at greater risk of future 

malpractice and further complaints. See, for example:  

 

Bismark, M., Spittal, M., Gurrin, L., Ward, M. & Studdert, D. 2013. Identification of doctors at risk of 

recurrent complaints: a national study of healthcare complaints in Australia. BMJ Quality and Safety, 

22 532-540.  

 

Response: Thank you. We acknowledge this is an important issue and have now cited this paper and 

included a paragraph in the discussion section about this. This section of the discussion now reads as 

follows:  

 

“An important issue to consider in relation to support is whether doctors who have experienced a 
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complaint represent an at risk group for recurrent complaints or medico-legal problems. In a National 

study, Bismark et al presented data suggesting prior complaints are a significant risk factor for 

recurrence. The key issue is why that might be the case. Doctors who experience recurrent 

complaints may be a recidivist group of “problem doctors”. However an equally plausible hypothesis 

may be the psychological sequelae of a complaint investigation leads to doctors being at higher risk of 

similar problems in the future because they become disaffected, whilst we know complaints are 

associated with anger and irritability, lack of sleep, and relationship problems1. All of these would 

seem likely to make a doctor underperform. This adds further weight to the argument that complaints 

procedures need to be reformed and support given to doctors in order to prevent them being caught 

in a complaints spiral whereby one complaint may lead to another, with a subsequent deterioration in 

clinical performance “  

 

PAPADAKIS, M., ARNOLD, G., BLANK, L., HOLMBOE, E. & LIPNER, R. 2008. Performance during 

internal medicine residency training and subsequent disciplinary action by state licensing boards. Ann 

Intern Med, 148, 869-76.  

 

Response: This paper is interesting but relates to the risk of complaints and training performance 

metrics. Whilst this subject is related, we felt it is slightly off the main topic of the paper and we felt we 

were also at risk of making the discussion section too long.  

 

The 2014 GMC Annual report also makes the same point.  

 

Response: We have now cited the GMC 2015 annual report in the discussion section  

 

It might be interesting to ask questions about whether complaints tend to identity ‘bad’ doctors or of 

this because doctors become disengaged during their experience of a complaints process. This, 

again, might provide further support for the need to reform medical complaints procedures.  

 

Response: We have now introduced a paragraph into the discussion section of the paper in which we 

also cite the paper by Bismark et al. This paragraph is quoted above in the response.  

 

In sum, therefore, I feel that the introduction (and wider paper) would still benefit from a broader 

discussion of the relevant literature, at least acknowledging the different ways in which people have 

explained complaints, their causes and consequences.  

 

Response: We hope in the amended paper we hope we have now improved the paper along the lines 

suggested.  

 

Methods  

 

The methods section is improved and now provides more detail about coding. However, at the top of 

page 9 there is a discussion of researchers non speaking fluent English coding data, which does raise 

concerns in my mind – I presume the researchers are pretty fluent in English, if they are able to write 

this paper, so do we need to raise this point?  

 

Response: Thank you. All the researchers are fluent in English. We have now changed this section as 

follows:  

“To avoid misinterpretation a third researcher (MJ) also coded the answers from the 100 respondents. 

Coding of both teams was compared.”  

We have also changed the reference to language in the contributor section of the paper to be 

consistent.  
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I suggest you move the average time since qualification from the second para on p10 to the third para 

on p9 (lines 26-36)  

 

Response: Thank you. We have moved the mean time since qualification as suggested.  

 

Results  

 

I still feel too much data is reported, and that it would be better only to report responses where at least 

5 respondents mentioned it here in the discussion. Otherwise there is a risk that the authors focus 

attention on rare experiences and overlook discussing those that are more common, and perhaps 

significant.  

 

Response: We have now only included data in the results section where 5 or more respondents have 

mentioned the experience. Those cited by < 5 have been moved into table 5.  

 

I think the tables work well (and could be used to display less commonly reported experiences).  

 

Response: We have now included a further table to display less commonly reported experiences – 

that includes the experiences now removed from the results section where n < 5.  

 

In the discussion the authors report doctors feeling angry but if my understanding of data is correct 

7/100 doctors reported feeling anger and revenge. However, it is possible to feel angry without 

wanting revenge. So why are these two grouped, whereas other experiences are not? Might rare 

experiences be grouped into a common code –that what you might report higher numbers? Indeed, 

there are other reported experiences that might overlap.  

 

Response: We agree. On reviewing the category “anger and revenge” 6 were coded as “anger” and 

one was coded for both “anger” and “revenge”. Accordingly to be clear we have stated that in 7 cases 

the comments were coded as “anger” and amended the text accordingly rather than grouping “anger 

and revenge” together. We have also removed the reference to anger in the discussion.  

 

Discussion  

 

The discussion still needs some more work – particularly because it slightly misreports some findings. 

For example, equating experiences of anger with feeling complaints were unfair or unsupported, when 

much higher numbers reported the latter. I thought it might be useful to mention percentages 

specifically, when using terms like ‘many’ to make sure points are fully justified. I also found the 

discussion somewhat repetitive of the results section. Could we get less description here and more 

analysis and discussion of the implications of findings?  

 

Response: in the first paragraph of the discussion we have stated the principal findings of the study 

as set out in the BMJ Open instructions to authors. We have now shortened this, but feel inevitably 

this will have some repetition of the main points of the results section. We have changed the sentence 

that relates anger to the fairness of complaints. We have now introduced specific percentages in the 

discussion to substantiate the terms used as advised.  

 

Make sure that all points are fully though through and substantiated. At times some points in the 

discussion read like brain storming of ideas rather than discussion grounded in rigorous data analysis.  

 

On p19, first line of 3rd para (line 37-8) the authors note that their results ‘demonstrate’ complaints 

have a negative impact on doctors – I might use the term ‘strongly suggest’ instead because, of 

course, doctors may not have experienced what they reported, and might have done so for political 
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reasons.  

 

Response: Thank you. We have changed the sentence as suggested replacing demonstrate with 

“strongly suggest”.  

 

On p 22 there is a discussion of ‘natural justice’ what is this? There is an interesting point in the same 

para about wanting redress after vexatious complaints – please say more – although this raises lots of 

complicated issues. There is also an interesting point about doctors wanting the complaints system 

reformed rather that just being better supported through it.  

 

Response: Natural justice is a specific term that underpins English law and indeed to some extent the 

European convention on human rights. The principles of natural justice concern procedural fairness 

and are designed to ensure a fair decision is reached by an objective decision maker. Maintaining 

procedural fairness protects the rights of individuals and enhances public confidence in a process. It 

essentially can be distilled down to the concept that people should have a right to a fair hearing, that 

those hearing a case should not be biased, and that any judgement should be based on the evidence. 

The principles of natural justice were derived from the Romans who believed that some legal 

principles were "natural" or self-evident and did not require a statutory basis. These basic legal 

safeguards govern all decisions by judges or officials when they take quasi-judicial or judicial 

decisions.  

 

Finally, in the discussion of authors contribution there is no mention of MP or DP. Might you say more 

about how they specifically contributed to the paper.  

 

Response: Thank you, this was an oversight. We have now added the following to the paper:  

MP facilitated access to the database of doctors at the BMA, the distribution of questionnaires, 

contributed to the IMPACT study design, the interpretation of results and commented on drafts of the 

paper. DT contributed to the overall protocol design, the interpretation of results and commented on 

drafts of the paper. 

 

VERSION 3 – REVIEW 

REVIEWER Gerry McGivern 
University of Warwick, UK. 

REVIEW RETURNED 17-May-2016 

 

GENERAL COMMENTS The authors have responded to my previous comments and as a 
result the paper is stronger, more balanced and situated in a broader 
discussion of relevant literature. I recommend that it is now accepted 
for publications. 
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