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ABSTRACT 
 
 
The present investigation looked at the effect of patient expectations on patient satisfaction. 
Researchers approached walk-in patients at St. Joseph’s Warren Hospital meeting the inclusion 
criteria and asked them to participate in the study. Upon receipt of consent, the participant was 
randomized into one of two groups: control or experimental. If the participant was randomized 
into the experimental group, they received a pre-visit expectation survey and the post-visit 
satisfaction survey. If the participant was randomized into the control group, they only received 
the post-visit satisfaction survey. The pre-visit expectation survey evaluated self-triage and self-
assessment of necessary diagnostics or treatments during their visit. The post-visit satisfaction 
survey used a 10-point Likert scale to assess the patients’ satisfaction with their overall 
experience, doctor, perceived length of stay, and level to which their expectations were met. 
There were 230 participants included in the study, 117 in the control group and 113 in the 
experimental group. Of the 113 participants in the experimental group, over half could accurately 
self-triage. Patients predicted their need for blood tests, x-rays, and CAT scans with 
overwhelming accuracy. The need for admission to the hospital was over-estimated. Medications 
while in the Emergency Department (ED) and new prescriptions were both under-estimated 
factors. The study revealed that there is not a statistically significant difference in satisfaction 
scores between the control and experimental groups for overall satisfaction, doctor, perceived 
length of stay, and level to which their expectations were met. A 2-tailed Pearson correlation was 
used to assess the potential relationship between meeting patient expectations and overall 
satisfaction scores. The results show that there is a positive correlation between the two factors 
(r=0.680, where the correlation is considered significant at less than 0.01).  
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A) Introduction  

Patient satisfaction is an individual’s evaluation of their health care experience. As an 

assessment tool or outcome measure, patient satisfaction is a construct comprised of various 

conceptual components encompassing cognitive and emotional aspects as they relate to the 

patients’ perception of their care. During satisfaction assessments, health care teams and the 

facilities are assessed as a whole. The various interactions a patient has with the medical 

personnel as well as their outlook on the cleanliness and organization of the facility will affect 

their perception of the experience and therefore, their satisfaction. Patient expectations are 

defined as what the patient anticipates will happen during their visit. These preformed, patient-

based ideas are affected by education, attitude, and prior health care experiences. Throughout the 

course of the visit, patient expectations are subject to change (Berhane 2016). Patients 

inadvertently judge their health care experience against their patient expectations.  

The search term “patient expectations,” emerged on PubMed in 1948 and has shown 

steady increase since that time. In 2018, using “patient expectations” produced 3,458 records in 

PubMed (NCBI 2019a.) In 1967, there was manuscript indexed on PubMed with the search term 

“patient satisfaction.” The concept of and research on satisfaction started to gain momentum in 

the early 2000s. During 2017, patient satisfaction reached its peak with 2,765 papers indexed on 

PubMed (NCBI 2019b). Although there is adequate research on both patient satisfaction and 

patient expectations, there is an underwhelming amount of knowledge regarding the potential 

overlap between the two concepts. Bridging this gap will aide health care facilities in better 

understanding patient expectations, leading to improvements in quality of care and self-reported 

patient satisfaction. In order to do so, the potential effect of patient expectations on patient 

satisfaction must be evaluated and understood.  
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Patient satisfaction is defined as the fulfillment or gratification of a desire or need. In 

modern medicine, patients are no longer happy with simply feeling better from the treatment 

they also want a feeling of fulfillment (Chung et al. 2012). This feeling of fulfillment could have 

correlation to patient expectations. Patients’ have a preconceived notion of emergency room 

encounters and they may or may not be aware of their expectation(s). Patients can struggle to 

communicate their expectations creating a multitude of reactions from silence to anger. Patient 

satisfaction is improved when patient expectations are met. Patients are likely to be more 

satisfied with their care if the staff is professional in their work. The staff should express good 

bedside manner encompassing concern and compassion. The physician or care provider needs to 

give clear explanations and instructions about the patient’s medical condition. Often patients will 

have expectations that are unrealistic; there are ways to attempt salvaging their satisfaction while 

dismissing unreasonable requests. Physicians need a balance of listening to patient concerns as 

they may be related to the pathophysiological reason that person sought medical care. Effective 

communication between patient and provider will contribute to modifiable factors (e.g., patient 

compliance) and non-modifiable factors (e.g., length of stay) of patient satisfaction.  

Conversing and gaining a patient’s trust needs to be a central focus in all aspects of 

medicine. Effective communication improves confidence and leads to increased compliance. 

Each of these factors play a key role in improving patient satisfaction.  Patient compliance is a 

huge factor correlated with effective health care outcomes. Compliance, as it deals with the 

medical field, is defined as following the doctor’s orders. Patient compliance encompasses taking 

a prescription as directed, dietary and lifestyle changes as well as participating in recommended 

therapies (e.g., physical or respiratory). The physician’s job is to consider the patient’s medical 

history, signs, and symptoms to arrive at a diagnosis. Diagnosis directs the medical treatment 
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plan. After diagnosis, the physician communicates their findings, orders and recommendations to 

the patient. The degree of compliance is crucial to the patient’s improved bill of health.  Patients 

who are dissatisfied with their experience and self-perceived competency of their physician are 

less willing to return to the ED (Sun 2000). Follow up appointments, scheduled consultations, 

medications, and therapy are aspects of the treatment plan that may be ignored by patient. Each 

of these factors contribute to treating or managing the pathophysiology that brought the patient to 

the ED. There have been several studies looking at verbal communication and its effect(s) on a 

patient-provider relationship. A recent investigation chose to examine the nonverbal aspects of 

communication (Chung et al., 2012). Factors such as physical appearance, gesture and body 

movements, facial expressions, eye movements and vocal modifications were the primary focus 

of the study. One hundred forty-three patients were randomly separated into four different 

groups: Casual, Suit, Traditional, and White Coat. Each group met the same physician and their 

consultation followed the same procedure. The physician spent five minutes with each patient. 

First, the physician would ask about the main complaint and pain. Subsequently, the physician 

would take the patient’s pulse and palpate the location of the pain. The physician would then 

state the diagnosis and discuss the matters that would need attention during treatment and after 

the consultation. The only variable of the experiment was the physician’s attire. A physician’s 

attire is an unspoken greeting that acts as a symbol of recognition, professionalism and trust. 

After consultation, patients were asked to evaluate their impression of the physician’s 

competency and trustworthiness, their preference of attire, level of comfort and contentment of 

their consultation with an independent experimenter. There was an explicit difference between 

the ‘‘Traditional’’ and ‘‘White coat’’ group, compared to the ‘‘Suit’’ and ‘‘Casual’’ group when 

patients’ impressions of the physician after the clinical consultation were evaluated. The ‘‘White 
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Coat (38.29  ± 0.98)’’ and ‘‘Traditional (37.72 ± 1.32)’’ groups and the ‘‘Casual (33.65 ± 1.24)’’ 

and ‘‘Suit (33.85 ± 0.80)’’ groups [F[3,139] = 5.451, p < 0.001]. The results showed that patients 

of this study preferred the white coat attire. Patients felt most comfortable and content with their 

consultation when their physician was dressed traditionally or in a white coat. Competency and 

trustworthiness were reported as values ranging from 3.94 - 4.13 on a 5-point scale for the 

“traditional” and “white coat” groups. In the other two groups, patients rated their physician’s 

competency and trustworthiness between a 3.42 - 3.69 (Chung et al. 2012). The conclusions of 

the study strongly support the idea that physician attire has an impact on the patient’s perception 

of the physician as well as the care they receive. According to the outcome of this study, the 

patients reported the physicians as more or less competent, professional, and trustworthy based 

on attire. The patients reported feeling more or less content and comfortable due to their self-

assessment of the physician’s competency, professionalism, and trustworthiness. Patient 

satisfaction is linked to these factors as they all contribute to the patient’s feeling of fulfillment 

with their experience.  

Patient satisfaction can be affected by modifiable factors such as physician attire. A 

recent review suggests that majority of patients prefer physicians in the stereotypical, white coat 

attire (Petrilli et al., 2015).  The authors searched MEDLINE, Embase, Biosis Previews and 

Conference Papers Index for studies that: (1) involved participants eighteen years of age or older; 

(2) evaluated physician attire; and (3) reported patient perceptions related to attire were included. 

There were thirty studies involving 11,533 patients who fit the inclusion criteria. Those studies 

were classified by country of origin, clinical discipline (e.g., internal medicine, surgery, etc.), 

context (inpatient vs outpatient) and occurrence of a clinical encounter when soliciting opinions 

regarding attire. Positive influence or preferences in regard to physician attire were reported in 
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21 of the 30 studies. In Europe and Asia, white coats and formal attire were preferred among 

older patients. The study concluded that formal attire tends to be preferred and the perception of 

preferences are influenced by age, environment, setting and context of care (Petrilli et al., 2015). 

Regardless of dress, the physicians should introduce themselves as the patient’s provider. Dress 

code should not be confusing to the patient. Ideally, the provider’s dress should not affect the 

patient’s experience. However, dress has shown strong correlation to patient perceptions of trust, 

professionalism, and quality of care.  

A patient-physician relationship is arguably one of the most important aspects of 

medicine, especially in the ED. Physicians need to quickly assess the patients, while gaining 

trust, in order to uncover any underlying medical concerns. The degree to which a patient is 

satisfied correlates to improved medical compliance and quality of care, as well as decrease in 

unnecessary medical services and malpractice litigation. As much as 70% of litigation relates to 

real or perceived problems involving physician communications, which influences patients’ 

expectations (Hoy 2008). Emergency departments are chaotic and stressful, personnel deal with 

medical complaints ranging from minor to life-threatening. Contrary to the hustle and bustle of 

an ED, a medical office has less time constraints, making it is easier to provide more 

personalized care and gaining a more complete understanding of patient expectations. Due to 

urgency associated with the ED, physicians and patients may not adequately communicate 

causing a lack of full understanding of the patient’s expectations. Patients provide a unique 

puzzle, physicians are responsible for putting the pieces together and providing a treatment plan 

best fit for the patient.  

In the ED, there is often hesitation with prescribing analgesics. The patient-provider 

relationship is an important factor in resolving such concerns. According to a 2007 study, pain is 
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the among the most common reasons patients seek care in the ED (Todd et al., 2007). Based on a 

more recent study, there are “classic” drug-seeking behaviors used by patients in the ED. The 

study sought to evaluate the frequency with which drug seeking patients in the ED used these 

behaviors to acquire prescription medications. A retrospective chart review on patients in ED 

case management program for drug-seeking behaviors was performed. Within the California 

hospital, if patients are identified as having five or more visits in a 1-month period or if any 

member of the ED staff is concerned about repetitive use of the ED for drug-seeking behavior 

patients may be considered for the management program. Inclusion criteria for the study was any 

patient enrolled in the program that had a treatment plan involving limitation of narcotics, 

benzodiazepines, or muscle relaxants. Researchers reviewed those patients’ visits to the ED for a 

1-year period prior to enrollment into the case management program and recorded the how often 

patients engaged in the following behaviors: complaining of headache, complaining of back pain, 

complaining of dental pain, requesting medication by name, requesting a refill of medication, 

reporting medications as having been lost or stolen, reporting 10/10 pain, reporting greater than 

10/10 pain, reporting being out of medication, and requesting medication parenterally. These 

were ten behaviors chosen for assessment believed to be “classic” drug-seeking indicators by 

existing literature. The results were based on 178 patients in the program who made 2,486 visits 

in one year to the ED. The frequency of behaviors is as followed: headache 21.7%, back pain 

20.8%, dental pain 1.8%, medication by name 15.2%, requesting refill 7.0%, lost or stolen 

medication 0.6%, pain 10/10 29.1%, pain greater than 10/10 1.8%, out of medication 9.5%, and 

requesting parenteral medication 4.3%. On average, participants in the study averaged 1.1 of 

these “classic” behaviors per visit. The study concluded that these behaviors are exhibited by 

drug seekers with a low to moderate incidence (Grover et al., 2011). This study suggests that ED 
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personnel should not rely on “classic” behaviors being indicative of a drug-seeking patient. 

Further research should be conducted to confirm or refute the prevalence of patient desire for 

prescriptions in the ED. Prescriptions may or may not be part of a patient’s expectations and 

therefore should be assessed as a factor contributing to their self-reported satisfaction. Proper 

patient-provider communication could clarify the provider’s decision to provide or deny the 

patient a prescription based off their evaluation of the patient’s chief complaint.   

Communication in the ED is an area of research aimed at improving patient satisfaction 

and patient health outcomes. A study in an ED was conducted that implemented a multifaceted 

intervention, in attempt to improve patient care. Patient satisfaction was assessed before and after 

introduction of the study intervention. The intervention included communication workshops, a 

patient education film, and a patient liaison nurse. The objective of the patient liaison nurse was 

to optimize communication among staff and patients.  The purpose of the study was to explore 

the relationship among elements such as communication, staff courtesy, and information 

provision with patient satisfaction. Over a three-month period, every week for six weeks, 

satisfaction questionnaires were mailed home to 100 random patients discharged from the ED 

within the previous 7 days.  Two pre-intervention and three post-intervention surveys were 

undertaken between January–June 2003 and August 2003–April 2004. For each survey, ample 

patients were surveyed until at least 145 completed questionnaires were returned (Taylor D. et 

al., 2006).  The results of the study concluded the communication intervention brought 

improvements in terms of patient satisfaction. Proper communication allows physicians to 

perceive the patient’s expectations or concerns and address them accordingly. Interestingly, a 

recent study in the ED concluded that information given to patients is an important factor in 

having a positive perception of their health care. Patients who were given information on how 
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their visit would proceed, were walked through each step of their care, and felt involved were 

more satisfied than those who were not blatantly informed (Björvell et al., 1991). Discovering 

that the initial information at the time of registration is a crucial aspect associated with patient 

perception raises several concerns in the already complex idea of patient satisfaction. The 

majority of these studies are conducted on patients who self-register and are not brought into the 

ED via an ambulance. In addition, the study shows the importance of effective patient-provider 

communication from time of registration to time of discharge.  

Satisfaction, a highly subjective classification, can be difficult to quantify. A systematic 

review of the literature published evidence specific to patient satisfaction in the emergency 

department (ED). The goal was to put together literature that could direct physicians towards a 

plan of action and assessments to improve the quality of care received in the ED. The review 

grouped papers into two subsets: 1) research to define and rank factors influencing overall 

patient satisfaction in the ED; 2) intervention studies attempting to improve patient satisfaction 

in the ED. Patient factors that influence satisfaction were identified as age, sex, socioeconomic 

status, ethnicity, and severity of illness. One of the studies described in the review grouped into 

the first subset assessed patient satisfaction in the ED by administering two questionnaires to 152 

patients to be self-completed during their ED visit. Patient satisfaction was measured using a 

weighted 3-point Likert scale and open-ended questions (e.g., “Overall satisfaction with ED 

visit.”)  The study revealed that triage level was strongly correlated to patient satisfaction within 

the ED. Satisfaction was significantly lower among patients who were triaged “nonurgent” than 

among the “immediate” and “urgent” triage patients (Lewis et al., 1992). Service factors were 

listed as having influence on the degree of satisfaction. Not unlike the types of customer service 

factors associated with retail, restaurants, and the airline industry, three service factors most 
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frequently identified were: 1) interpersonal skills and staff attitudes, 2) providing information 

and clear explanation, and 3) perceived waiting times. Two intervention studies grouped into the 

second subset utilized workshops, customer service training and communication skills for the ED 

staff. These seminars aimed to emphasize the importance of uncovering and attending to the 

patient’s needs while effectively communicating the steps being taken to lessen or diminish the 

patient’s pathophysiology. One of these studies investigated the service factors and the potential 

relationship to patient triage category. Patient satisfaction was measured using a weighted 4-

point Likert scale and open-ended questions (e.g., “Satisfaction with medical treatment”, 

“Satisfaction with general care.”) Questionnaires were mailed home, a few days after discharge, 

to patients who were not admitted to the hospital or had been discharged within four weeks. The 

ED staff who completed customer service training or communication workshops showed 

improved levels of patient satisfaction. This indicates patients gave these ED staff members high 

satisfaction scores as compared to those who did not complete training. The study concluded that 

triage category and age related to global satisfaction with a p-value < 0.001 (Hansagi et al., 

1992).   

Patient expectations and satisfaction are related to a physician showing interest in their 

health and discussing doubts or fears associated with the proposed treatment plan. Therefore, 

demonstrating sympathy and verbal clarifications may offer a partial solution for improving 

patient satisfaction. A cross-sectional study shed light on patients’ perspective regarding 

consultations and satisfaction. A randomized population of patients were given questionnaires to 

assess pre-consultation expectations, post-consultation expectations, and level of satisfaction 

(Mekonnen et al., 2016). The questionnaires contained 20 questions divided into four categories.  

The categories focused on navigation through the ED, provider-patient communication style, 
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treatments or procedures performed, and provider approach to information. The study revealed 

there was a significant difference in pre-consultation and post-consultation expectations. 

Patients’ post-consultation expectations were positively correlated to patient satisfaction. Patients 

who understood the status of their health and felt in control of the situation were reportedly more 

satisfied with their experience. Patients who work in health care, experienced disappointment or 

felt pressured by ED personnel, demonstrated a decreased level of satisfaction. (Mekonnen et al., 

2016). Interestingly, health care professionals proved to be the toughest critics, as determined by 

lower scores, of ED experiences. The conclusions of this study support that enhancing 

communication between patients and physicians is a promising step that could be taken to 

improve the health care system. In addition to miscommunication, patients and providers need to 

be aware of the unsubstantiated medical information associated with social media and the 

internet.  

Apart from often providing invalid information, technology has contributed to the 

societal view that all health conditions can be solved, and results are instantaneous. So much 

information is disposable at the touch of a button courtesy of cell phones, laptops, and the 

internet. Today’s patients have devices like Siri or Alexa that provide information based on a 

question or command.  The availability of information on the internet has led to higher 

expectations of patient care and increased litigation for unsatisfying results (Prakash 2010). 

Physicians may need more than one appointment or test to arrive at a diagnosis, and in some 

instances a clear diagnosis may never be determined. When someone is ill or in pain, they want 

rapid results, recognizing, the best medicine may often simply be rest. When handling unrealistic 

patient expectations, physicians must rely on their training. Physicians should avoid medical 

jargon and clearly explain the condition(s), treatment plan, or any tests or consults. To advance 
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patient care, safety, and satisfaction, physicians need to develop a good rapport with their 

patients. Patients need to feel comfortable disclosing concerns so that the physician can properly 

assess and address them.  

A recent study explored patient expectations for communication, wait times, the triage 

process and information management. Within the context of this study, expectations were 

described as what patients believe should occur during the visit. A total of 941 surveys were 

collected during a cross-sectional telephone survey, 837 of which were then analyzed. The 

surveys asked questions about the circumstances bringing the patient to the ED, the greeting they 

received from the staff, updates regarding their care, explanation of test results, and what to 

expect throughout the course of their illness. Out of the analyzed surveys, 96.5% of patients 

placed the highest importance on explanation of test results. Patients expected to be informed of 

circumstances under which they should return to the nearest ED, the use of layman terms, and 

also the reasons for conducting tests at comparable rates within the 90th percentile. Over 50% of 

patients believed that triage should be conducted by a nurse and that the most serious cases 

should take precedent (Cooke et al., 2006). This study strongly suggests that patient beliefs of 

how an ED should be conducted are not too far off from the standards currently in place. In 

addition, the study found that patient expectations are not always tangible. Patient expectations 

align with subjective factors such as quality of care, physician reliability, assurance, and 

empathy.  

A concept introduced in the mid-2000s, patient-centered care (PCC), could positively 

influence patient satisfaction. Patient-centered care has sparked interest throughout the medical 

community as it approaches healthcare through the patient’s eyes. It encourages collaboration 

and communication between the physician, patients, and families in order to customize a 
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treatment plan. The driving aspect behind PCC is quality improvement aligned with patient-

centered goals. Focus is placed on improving an individual’s health rather than a population of 

individuals. The objective is for provider and patient to keep their minds open to variations in 

care that may better assist the patient’s personal road to recovery. The ultimate purpose of PCC 

is to improve patient satisfaction, safety, morale, and compliance while enhancing provider 

reputation. Patient-centered care is divided into three broad areas: 1) respect for patient values, 

preferences, and needs; 2) coordination and integration of care; 3) information, communication, 

and education. Patient-centered care enables a holistic approach to quality care. Patients can 

vocally participate in their care by asking questions about their diagnosis as well as the proposed 

treatment plan (Omalley et al., 2008).  Medical compliance with the provider’s treatment plan 

optimizes the patient’s safety as it is related to instructions, medications, and procedures. Patient-

centered care can reduce the patient’s omission of details or symptoms, preserves the dignity of 

patients and gives them a sense of control over their healthcare. Patient involvement in care is 

founded on communication and decision making. A recent cost-effectiveness study of compared 

the costs and consequences of PCC for a group of patients admitted to the hospital with a hip 

fracture.  A sample population of 112 patients age 65 or older, living independently, admitted to 

the hospital with a hip fracture were included in the study. Researchers collected data over an 18-

month period and performed cost-effective analysis of PCC (treatment A) with usual care 

(treatment B). Patient-centered care (treatment A) showed a 40% reduction in the average total 

cost of treatment for each participant. The total cost of treatment A was 9685 euro and treatment 

B was 15,984 euro. These values translate to roughly 11,018.00 US dollars for treatment A and 

18,185.00 US dollars for treatment B. In addition to the cost-effectiveness of PCC, 75% of the 

patients in treatment group A were successfully rehabilitated as compared to 55% in treatment 
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group B (Olsson et al., 2009). The study concluded that the application of PCC improves 

rehabilitation outcomes and cost-effectiveness.  

In an emergency department, the first contact most patients experience is with a 

receptionist or nurse. After registering, the patient may be seen by a triage nurse to identify the 

urgency of their need for care following these initial evaluations. Patients then wait to be seen by 

a physician. During their wait, patients will interact with the nurse assigned to their room. 

Medical students and medical scribes may accompany the physicians into the patients’ rooms 

and take notes of the conversation between patients and physicians. In the case of an ED, there 

are residents being overseen by attending physicians. Attending physicians have completed the 

required training and are in charge of their patients care. Attendings often supervise medical 

students, residents, and fellow or bring them to rounds to visit patients within an ED. Residents 

and mid-level providers may treat the patient without a physician in the room. Mid-level 

providers (MLPs) are physicians’ assistants or nurse practitioners. The resident or MLP works in 

conjunction with an attending physician. Typically, these personnel interact with the patient on 

their own but consult the attending to confirm diagnosis and method of treatment. Often, patients 

may be seen and treated by the resident or MLP before being introduced to the attending 

physician. Depending on diagnosis or test results, patients may be discharged, transferred to a 

different facility, admitted to the hospital, or held for observation. Once the providers devise a 

course of action, the patient will be informed and accordingly moved through the ED. Patient 

satisfaction covers the realm of each of these small interactions, wait time, and overall perception 

of care. 

Unlike a medical office where patients become familiar with the staff over time, the ED 

has a larger variety of unfamiliar staff who interact with patients. Each staff member in the ED 
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needs to do their part to make the patient’s experience positive. All individuals that come in 

contact with the patient should greet them with warmth, introduce themselves and their role in 

the patient’s care, and effectively communicate with the patient to keep them well informed. If 

each health care provider takes accountability for the part that they play in the patient’s 

treatment, EDs will be able to improve patient satisfaction with their visit. Patients need to feel 

empowered and nurtured in order to perceive their experience as satisfactory. It has been shown 

that a patient’s ability to properly identify the physician in charge of their care ranged from 11%-

51% (Unaka et al., 2013). This indicates that personal introductions are an overlooked step in the 

process of PCC. These statistics were revealed through the use of face sheet. The study used 

images of the medical team assigned to the patient to clarify the ED personnel accountable for 

their care. Each patient received a face sheet with the medical team members' photos and role 

descriptions. Hospitals could utilize cork boards to document who the patient’s nurse, resident, 

MLP and/or attending physician is. A face sheet could be posted on each cork board with an 

image of the providers and their role in the patient’s care. The results of the study demonstrate 

that face sheets can serve as a concrete form of clarification and provide patients with more 

confidence in who is involved in their care. Physicians in the ED treat a diverse population of 

patients varying in age, education level, ailment severity, and ethnic backgrounds which 

complicates the efforts toward improving patient satisfaction. There can often be language 

barriers or differences in eloquence of speech. Certain expressions or jargon may be confusing to 

the patient and should be avoided by the providers. All ED personnel should speak clearly 

making the information as evident as possible to the patient. To prompt the patient, providers 

should finish their conversation by asking if the patient has any questions. The ED can be a cold, 

frightening place to someone whose unsure of their health or that of a loved one. Staff should be 
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trained in providing warmth and comfort in the most heartbreaking of situations. Little acts of 

kindness and personalization can go along way and this should be applicable in the ED. Staff 

should try to make small talk, while being personable and friendly. Thoughtfulness is a sign of 

compassion, an emotion that tends to resonate well with patients. Making the patient feel 

comfortable and attended to can give the patient a feeling of contentment. Providers need to 

show interest in not only the pathophysiology but the patients themselves.  As qualities such as 

personability, thoughtfulness, and attentiveness are enhanced among the ED staff, there should 

be quantifiable improvements in patient satisfaction (Sadati et al., 2016).  

A recent qualitative study used 34 semi-structured interviews with individual patients 

exploring their hospital experience. They were asked about their radiography examinations, what 

compassionate care meant to them and how it is perceived. There were 4 recurring themes from 

the interview: 1) feelings and vulnerability, 2) hidden emotions, 3) professionalism, and 4) 

valued qualities and communication. The study suggests that physicians recognize diversity as a 

multitude of factors beyond just social and cultural differences. A person’s perception of 

compassion can vary based on psychological, emotional, and attitudinal factors as well as social 

and cultural differences. Patients may feel more emotional or vulnerable due to a variety of 

things. Age and education level are two factors that doctors may take into consideration when 

speaking to a patient. Patients can often hide emotions which can hinder a doctor’s compassion. 

Fighting back tears may seem like a good idea but often, doctor’s may be able to relieve some of 

the concerns troubling a patient if they are emotionally honest. Data suggested that patients 

valued empathy, awareness, professionalism, consideration, concern, and listening as aspects of 

care (Bleiker et al., 2018). These results propose that empathy, awareness, professionalism, 

consideration, concern, and listening could be correlated to patient satisfaction. If physicians 
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emphasize these factors during initial consultation with the patient, communication, confidence 

and compliance may be positively implicated. Each of these factors could contribute to more 

effectively perceived patient expectations and therefore, increased patient satisfaction. 

Since October 2006, patient satisfaction has been assessed using a validated survey, 

called HCAHPS (Hospital Consumer Assessment of Healthcare Providers and Systems) 

pronounced as “H-caps.” This is a national, standardized, and publicly reported survey of 

patients' perspectives of hospital care. Prior to HCAHPS, hospitals did not have a standardized 

data collection methodology allowing valid comparison of patients’ perspective of their 

healthcare in ED’s locally, regionally, and nationally. The HCAHPS survey is comprised of 18 

questions deemed as critical aspects of patients' hospital experiences to include communication 

with nurses and doctors, the responsiveness of hospital staff, the cleanliness and quietness of the 

hospital environment, pain management, communication about medicines, discharge 

information, overall rating of hospital, and would they recommend the hospital. Also included 

are four items to direct patients to relevant questions, three items to account for the variety of 

patients across hospitals, and two items that support congressionally-mandated reports. There are 

three main goals for the survey: 1) produce data about the patients’ perspective of their 

healthcare experience allowing objective and meaningful comparison of hospitals to consumers, 

2) incentive for hospitals to improve the quality of care being provided, 3) enhance 

accountability and transparency of the quality of care provided in return for public investment.  

Since the launch of HCAHPS hospitals now have a means of measuring patient reported 

outcomes as a means to achieve the three goals of the survey. These surveys are mailed home 48 

hours to six weeks after a recent ED visit or hospital admission. There are a couple of 

shortcomings with the surveys: 1) sometimes, these surveys are not received until six weeks after 
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the ED encounter, 2) they evaluate the physician’s care of the patient from the patient’s 

perspective without considering the physician reported outcomes, and 3) they require surveying 

and public reporting quarterly for the hospital to gain federal funds. The time gap of six weeks 

presents problems with recollection of details of the encounter that were pertinent to the patient’s 

healthcare experience. For the purpose of HCAHPS, patients are asked to evaluate their 

experience based solely on their attending physician that they may not properly be able to recall. 

From the patients’ perspective, each individual that was a part of their visit plays into their 

satisfaction. Patient reported outcomes come directly from the patient and are therefore 

subjective. The subjectivity of the patient’s reported experience is associated with the patient’s 

expectations as well as the patient’s satisfaction. The provider reported outcomes are objective 

and are usually recorded by a medical scribe and the physician themselves. Physician’s use 

dictation to create a step by step reiteration of their encounter with the patient including their 

conversations, diagnosis, treatment, and recommendations. Patient reported outcomes in addition 

to provider reported outcomes are aspects of the patient’s health outcomes, visually explained in 

(Figure 2).  

The subjective HCAHPS surveys is a component of the Centers of Medicare and 

Medicaid (CMS) quality reporting program used to assess self-reported patient satisfaction. An 

objective of a recent study was to determine the impact of severity of illness on patients' self-

reported inpatient satisfaction. The design of the study classified each patient into one of four 

levels of severity of illness using the All Patient-Refined, Diagnosis Related Group (APR-DRG). 

The severity of illness was evaluated against five HCAHPS domains, two reputation and two 

environmental questions using linear regression analysis. The study included 37,223 patients' 

HCAHPS survey data in addition to their APR-DRG severity of illness rating over a 39-month 
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period between April 2008 and June 2011 at a tertiary care hospital. A tertiary care hospital is 

comprised of specialized consultative care, including but not limited to cardiologists and plastic 

surgeons, usually on referral from a patient’s primary or secondary care physician. The facilities 

provide patients with highly specialized physicians, equipment, and techniques. In Ohio, an 

excellent example of a tertiary care center is the Cleveland Clinic, which amusingly is the setting 

of this study.  The results of the study revealed that higher severity of illness was correlated 

consistently and inversely to lower self-reported patient satisfaction as measured by HCAHPS. 

Interestingly, a one-unit increase in illness severity resulted on average in a 3% increase of 

patient satisfaction. The study concluded that hospitals who treat patients with a higher severity 

of illness will reportedly have lower HCAHPs scores. The CMS bases reimbursement off of 

these HCAHPS scores. Between April 2008 and June 2011, there were 174,164 inpatients 

discharged from the Cleveland Clinic main campus. Fifty-eight percent of the eligible main 

campus inpatient discharges are randomly sampled to receive an HCAHPS survey. Of the fifty-

eight percent that were sampled to receive the survey, 37,223 (21%) of the inpatients returned 

the survey. According to this study, the Cleveland Clinic’s reimbursement rates are based off of 

the self-reported satisfaction of less than one-fourth of its total patients seen between April 2008 

and June 2011 (Merlino et al., 2014). Based on the current reimbursement policies CMS has in 

place, hospitals seeing patients with a higher severity of illness receive less funding than those 

treating patients with a lower severity of illness. The CMS does not suitably account for severity 

of illness in the HCAHPS survey. This is an alarming and major flaw associated with the current 

measurement of patient satisfaction and the medical field in general. By investigating patient 

satisfaction, further knowledge will be gained on how to adjust and positively influence the 



 

19 
 

patients’ experience to meet their expectations and improve their overall satisfaction.  

B) Specific Aims 

The present study utilized patient self-assessment of their health care experience to 

uncover patient expectations and self-reported patient satisfaction. The assessment includes an 

overview of what diagnostics or treatments the patient believed they needed in the ED based on 

their chief complaint. By comparing the patient’s assessment to the physician’s orders the 

accuracy of the patient’s determination of required treatments was evaluated. Participants were 

asked whether they needed to be seen in a Main ED or if their complaint is suitable for care at a 

Minor ED or Urgent Care. The study evaluated how accurately a patient self-triage. As 

understanding is gained, it would be helpful to determine the factors that contribute to or affect 

patient expectations and patient satisfaction. There remains much to learn about the dynamics of 

patient satisfaction, its relation to quality of patient care, and the value it holds in evaluating the 

performance of healthcare providers. A goal of the study was to determine the effects of 

physician knowledge of patient expectations on ED self-reported patient satisfaction. The 

purpose of the investigation was to evaluate the accuracy of the patient’s self-triage and 

determination of require treatments and also to determine if a correlation exists between meeting 

patient expectations and self-reported patient satisfaction. 

C) Materials and Methods 

On-site investigators distributed patient surveys in the St. Elizabeth Boardman Hospital. 

Investigators asked all walk-in patients, who were 18 years of age or older, if they wish to 

participate in a research study and were read a scripted explanation of the study. If the patient 

agreed to participate, then the investigator obtained consent and assigned the patient to one of the 

two groups (control or experimental) in a randomized fashion (online, random number generator 
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www.random.org), If the patient was randomized into the control group, the researcher provided 

them with the pre-visit expectation questionnaire (Appendix A). Completed pre-visit expectation 

surveys were collected and placed in the patient’s file to be reviewed by the ED physician, prior 

to seeing the patient. The physician had to handwrite their initials on the bottom left corner of the 

pre-visit expectation survey to confirm questionnaire review. Patient identification stickers were 

placed on each completed survey for tracking and accountability purposes. Pre-visit expectation 

questionnaires that were not initialed by the treating physician or from patients who did not 

complete a post-treatment questionnaire were discarded. At discharge, admission to the hospital 

or transfer to a different facility, patients who agreed to participate in the research study received 

a post-visit satisfaction survey (Appendix B).  

The pre-visit expectation questionnaire is comprised of three items designed to establish a 

basic understanding of a patient’s expectations for their visit to the ED. This questionnaire was 

given to participants randomized into the experimental group. Patients were asked to provide a 

brief written response for the first item and use check boxes associated with a list of applicable 

choices for the other items. The objective of the treatment group is to evaluate accuracy of the 

patients’ self-assessment in terms of self-triage and determination of required treatments or 

orders. The pre-visit questionnaire consists of three questions. Question 1 asked participants to 

briefly describe their chief complaint. Question 2 asked if they think they need to be seen in the 

Main ED or Minor ED (Urgent Care). Question 3 asked participants to check the boxes of the 

orders they think they will receive by their provider. There are eight factors listed to include: 

blood tests, X-rays, CAT scan, medication refill, admission to the hospital, MRI, medicine while 

in the ED, and new prescription.  
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The post-visit satisfaction questionnaire consists of 9 items designed to quantify the level 

of satisfaction a patient has had with their ED visit as well as obtain a brief medical history of 

their chief complaint, level of education, and current employment status. An unmarked semantic 

differential scale was employed for questions relating to patient satisfaction and expectations, 

and check boxes correlating to applicable choices are used for the remaining items. This 

questionnaire was given to all study participants. Pre and post-visit questionnaires were printed 

on different color paper to make differentiation easier. Additional data was obtained from a 

patient’s medical record which includes age, sex, race, triage acuity level, total ED length of stay 

(LOS) and time to disposition. Participants only receiving the post-visit satisfaction 

questionnaire were classified as the control group. Each study participant was asked to complete 

the post-visit satisfaction questionnaire. The objective of the control group was to evaluate the 

participants satisfaction with overall experience, doctor, perceived length of stay, and level to 

which their expectations were met. Satisfaction was assessed by asking four separate questions 

on the post-visit satisfaction survey. Question 1 asked “Overall, how satisfied are you with your 

visit to the emergency room today?” Question 2 asked “How satisfied are you with your doctor 

during your visit today?” Question 3, “Were your expectations met during your visit today?” 

Question 6, “How satisfied are you with the amount of time you were here today?” All study 

participants answered these questions using a 1-10 Likert scale. They were asked to place an “X” 

on a line that measures 10 centimeters (cm) in length. Satisfaction scores were quantified by 

measuring each Likert scale with a ruler. The position of the center of the “X” is on the line was 

the participants reported satisfaction score. Using a ruler, the “X” on the line was quantified to 

reflect a satisfaction score. The centimeter side of the ruler was placed on top of the 10-point 

Likert scale lining 0cm up to the left margin of the scale and 10cm up to the right margin of the 
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scale. The center of the “X” was measured in centimeters and that will be recorded as the 

participants satisfaction score. Once scores were quantified and double checked for accuracy of 

measurement, all of the data from both questionnaires and the patient stickers were entered into 

excel and then coded for SPSS. 

Data collected from the post-visit satisfaction questionnaires was classified into two 

groups: one group containing post-visit satisfaction questionnaires from patients who completed 

a pre-visit expectation questionnaire that was reviewed by their ED provider (Experimental 

Group) and the other from patients who were not selected to complete a pre-visit expectation 

questionnaire (Control Group). The groups were compared against each other to determine if 

satisfaction scores improved among patients who had a pre-visit expectation questionnaire. The 

satisfaction data was assessed using parametric analysis due to the large sample size. Using 

SPSS, and independent samples t-test was conducted to produce the mean satisfaction score and 

standard deviation data for Questions 1,2,3, and 6 on the pre-visit expectation survey. A 2-tailed 

Pearson Correlation where correlation is significant at the 0.01 level was conducted between 

overall patient satisfaction and meeting patients’ expectations. To determine the accuracy of the 

patient’s self-assessment, the pre-visit expectation questionnaire was compared to the provider’s 

orders during the ED visit. From the pre-visit expectation questionnaire, Questions 2 and 3 

regarding self-triage and self-assessment of treatment were assessed using descriptive analysis as 

nominal measurements.  

D) Results 

There were 230 participants included in the study who filled out a post-visit satisfaction 

questionnaire, 113 of which also completed a pre-visit expectation questionnaire. On the pre-visit 

expectation survey, participants were asked to self-triage and assess whether they needed to be 



 

23 
 

seen in Main or Minor ED. From the 113 total responses analyzed, 76.99% of participants 

thought they needed to be seen in the Main ED while 23.01% thought they needed to be seen in 

the Minor ED.  Based on these results, the accuracy of the participants self-triage was 

determined. Interestingly, 66.37% of participants accurately triaged themselves, 21.24% of 

participants over-estimated, and 12.39% of participants under-estimated. Participants who over-

estimated their triage could have been seen in a Minor ED. The participants who under-estimated 

their triage should have been seen in the Main ED. Of the 113 participants receiving the pre-visit 

expectation questionnaire, 34 predicted they would need blood test while 26 were actually 

ordered blood tests. The participants predicted their need for blood tests with a 76% accuracy. 

The participant prediction for x-rays was 39, the number of x-ray orders was 27. Participants 

predicted the need for x-rays with a 69% accuracy. There were 14 participants who checked they 

needed a CAT scan, 7 of the 14 were ordered a CAT scan by their provider. Participants 

predicted their need for CAT scans with 50% accuracy. Participants reported a need for 

admission to the hospital with a 20% accuracy and 80% over-estimation. Out of 113 participants, 

10 predicted an ED admission, while 2 participants were actually admitted.  Patient accuracy for 

predicting the need for an MRI was 0%. There were 10 participants making this assumption, 

none of which received provider orders for an MRI. 46 participants thought they would need 

medicine while in the ED. There were medication orders for 80 of the 113 participants during 

their ED visit. Participants under-estimated their need for medications during their ED visit by 

42%. Participants also under-estimated their need for a new prescription by 61%. Of the 113 

participants, 30 thought they would need a new prescription while 77 were ordered a new 

prescription by their provider.  
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Participants in experimental group reported a mean satisfaction their visit of 7.4 with a 

standard deviation of ±	2.3. Participants in the control group had a slightly lower satisfaction 

with their visit reporting a mean of 7.2 with a standard deviation of ±	2.8. For overall 

satisfaction with visit, p=0.502 indicating that the difference in satisfaction between the two 

groups of participants is not statistically significant because p>0.05. Participants in the 

experimental group reported a mean satisfaction level of 8.3 with their provider with a standard 

deviation of ±	1.6. The control group reported a mean of 7.9 with a standard deviation of ±	2.4.  

Participants in the experimental group reported a satisfaction level of 8.3 with their provider with 

a standard deviation of ±	1.6.  For satisfaction with provider, p=0.162 did not indicate a 

statistically significant difference between the two groups of participants. For satisfaction with 

the level to which their expectations were met, participants in the experimental group reported a 

mean satisfaction level of 7.9 with a standard deviation of ±	2.0. Participants in the control 

group reported their mean satisfaction as 7.5 with a standard deviation of ±	2.8. For satisfaction 

with expectations being met, p=0.236 which does not reveal a statistically significant difference 

between the groups. Participants in the experimental group reported a mean satisfaction of 6.5 

with a standard deviation of  ±	3.2. The control group reported a mean satisfaction of 6.6 with a 

standard deviation of ±	2.7. For satisfaction with perceived length of stay, p=.802 indicated there 

was not a statistical significance between the two groups.  The 2-tailed Pearson correlation 

revealed that there is a positive correlation between meeting patients’ expectations and overall 

patient satisfaction (r=0.680, where the correlation is significant at less than 0.01). 



 

25 
 

I. Overall Patient Satisfaction:  

 This graph visually represents that satisfaction scores of the 230 post-visit satisfaction 
surveys included in the study. On the x-axis is the participants overall satisfaction score 
with their visit. On the y-axis is the number of participants who reported that satisfaction 
score. Satisfaction scores are highly clustered toward higher half of the Likert scale. 
However, there was not a significant difference between the control and experimental 
groups (p=0.502) 
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II. Patient Satisfaction with Doctor:  
 This graph visually represents that satisfaction scores of the 230 post-visit satisfaction 

surveys included in the study. On the x-axis is the participants satisfaction score with 
their doctor. On the y-axis is the number of participants who reported that satisfaction 
score. Satisfaction scores are highly clustered toward the higher half of the Likert scale. 
However, there was no significance difference between the control and experimental 
groups (p=0.162). 
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III. Patient Satisfaction with Meeting of Patients’ Expectations: 
 This graph visually represents that satisfaction scores of the 230 post-visit satisfaction 

surveys included in the study. On the x-axis is the participants satisfaction score with the 
level to which their expectations were met. On the y-axis is the number of participants 
who reported that satisfaction score. Satisfaction scores are highly clustered toward the 
higher half of the Likert scale. However, there was no significance difference between 
the control and experimental groups (p=0.236). 
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IV. Patient Satisfaction with Length of Stay: 
 This graph visually represents that satisfaction scores of the 230 post-visit satisfaction 

surveys included in the study. On the x-axis is the participants satisfaction score with 
their self-perceived length of stay. On the y-axis is the number of participants reported 
who that satisfaction score. There is much more variance across the Likert scale in regard 
to satisfaction levels. However, there was no significance difference between the control 
and experimental groups (p=0.802). 
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V. Correlation of Meeting of Patients’ Expectations and Overall Patient Satisfaction: 
 This graph represents the results of a 2-tailed Pearson Correlation where the correlation is 

significant at the 0.01 level. On the x-axis is Question 3 from the post-visit satisfaction 
survey about the participant’s satisfaction with level to which the participant’s 
expectations were met. The y-axis is Question 1 from the post-visit satisfaction survey 
about the participant’s overall satisfaction with their visit. For this correlation, r=0.680. 
The null hypothesis that there will be no correlation between meeting patients’ 
expectations and overall patient satisfaction is rejected. Therefore, a positive correlation 
exists between meeting patients’ expectations and overall patient satisfaction. 
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E) Conclusions 
 

The purpose of the investigation was to determine the accuracy of the patient’s self-

assessment and to evaluate the patient’s level of satisfaction with their overall experience, 

provider, perceived length of stay, and level to which their expectations were met. Roughly 

three-fourths of participants (76.99%) reported they needed to be seen in the Main ED while the 

other one-fourth (23.01%) felt they could be seen in a Minor ED. The results indicated that 

66.36% of the time participants accurately self-triaged for the ED best fitting their needs. Around 

one-third of the participants (33.64%) did not accurately triage themselves either over- or under-

estimating their medical needs. 21.24% of participants reported needing to be seen in the Main 

ED when they could have been treated in a Minor ED based on their chief complaint. A small 

portion of participants, 12.39%, under-estimated their self-triage and had complaints consistent 

with the Main ED. From these results, it can be determined that patients can accurately self-

triage and assess which facility to attend roughly 65% of the time. Participants predicted their 

need for CAT scans, X-rays, and blood tests with an accuracy of at least 50%. The participants 

over-estimated their need for medication refills, ED admission, and MRIs. Interestingly, 

participants vastly under-estimated their need for medications in the ED and new prescriptions 

upon discharge. Participants in both treatment groups had median satisfaction scores ranging 

from 6.5 to 8.3. Therefore, it can be concluded that participants were satisfied with their visit, 

provider, and length of stay. The results indicate that participants were satisfied with the level to 

which their expectations were met. There was no significant difference between the control and 

treatment groups in regard to satisfaction scores. An important question proposed by the study, 

“Does meeting patients’ expectations correlate to overall satisfaction?”, was answered. The data 

and results support that there is a correlation between meeting patients’ expectations and overall 
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satisfaction. Therefore, it should be noted that patient expectations have an effect on patient 

satisfaction.  

F) Discussion 

Although the study did not produce any statistically significant results for satisfaction, 

there was much to be learned from the pre-visit expectation questionnaire. The self-triage 

produced surprising results with 66.37% of participants accurately self-triaging. It would be 

interesting to know if the other 33.63% can successfully describe the purpose of a Main ED 

versus Minor ED or Urgent Care. The over- and under-estimation of self-triage could in part be 

due to a misunderstanding of the uses for both facilities. For future studies, participants could 

check the instances in which they should seek care in a Main ED. Many people believe that drug 

seeking is a prominent issue in medicine, the results of this study suggest otherwise. Participants 

under-estimated their need for medications and new prescriptions. The findings of this study are 

consistent with the conclusions of Grover’s 2011 study that drug-seeking behaviors are exhibited 

by drug seekers with a low to moderate incidence (Grover et al., 2011).  It would be interesting 

to delve deeper into this aspect. To assess the validity behind this finding, researchers could 

elaborate on types of medications. Participants could check the boxes of medications they think 

they would receive or leave with prescriptions for. The sample categories could be antibiotics, 

analgesics, diuretics, etc. For accuracy, these medications would need to be stated in layman 

terms. The lower median satisfactions and interquartile ranges associated with participants 

receiving both surveys could have correlation to patient expectations even though the study did 

not produce statistically significant support to this claim. These participants may have been less 

satisfied if their provider did not address the concerns or anticipated course of action(s) they 

flagged on the questionnaire. This is a potential limitation of the study. If this study were to be 
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repeated, copying the pre-visit questionnaire and having the provider address the participant’s 

answers during their initial encounter should be considered. There was a lack of possibility for 

placebo effect to occur. All participants could fill out both the pre- and post-visit surveys. 

Blindly, the participants could be randomized into two treatment groups. One groups’ pre-visit 

expectation questionnaire could be given to providers to review and discuss with their patient. 

The second groups’ pre-visit expectation questionnaire could just be signed off on by the 

provider with no patient-provider discussion. This could evaluate the presence or heighted 

presence of patient expectations in respect to the pre-visit expectation survey. Questions 2 and 3 

showed the least statistical significance in regard to patient satisfaction. Participants may not be 

able to effectively determine who their attending physician was as supported in Unaka’s 2013 

study (Unaka et.al, 2013). Future studies should asses the participants ability to accurately pick 

the provider in charge of their care out of a photo line-up. The study produced results that 

support the idea that patient expectations have an effect on patient satisfaction. Though there 

were limitations, the study answered the initial questions and effectively raised further areas of 

intrigue. 
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H) Appendix A: 

Pre-visit expectation Questionnaire  

1. In a few words, please explain the main reason or problem that brings you (or your family 
member) to the emergency room today?  

 

2. Today I think I need to be seen in the _____.  

(CHECK ONE BOX, please note:  the triage nurse will determine if you will be seen in the main 
or minor emergency department)   

☐Main emergency department  

☐Minor emergency department, also called urgent care   

 

3. What do you think you will need during today’s visit?   

(CHECK ALL THAT APPLY, please note:  the doctor will determine the types of tests and 
treatment you require)   

☐Admission to the hospital  

☐Blood tests  

☐X-ray  

☐CAT scan  

☐MRI  

☐Medicine while in the emergency room  

☐Refill on your regular medicine(s)  

☐Prescription for a new medicine  

☐“Work note” or documentation you were seen today  

☐Other (please describe) 
________________________________________________________________________ 
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I) Appendix B: 
 
Post-visit satisfaction Questionnaire 
 
1. Overall, how satisfied are you with your visit to the emergency room today?  
(Place an “X” on the line indicating your level of satisfaction) 
 

  

         

 

2. How satisfied are you with your doctor during your visit today? 
(Place an “X” on the line indicating your level of satisfaction) 
 
 
 

 
 

3. Where your expectations met during your visit today? 
(Place an “X” on the line indicating the degree your expectations were met)  
 
 
 
 
 
 

4. What is the current time? ________________ AM   or PM 

5. Please estimate the amount of time you were here today. ______ hours______ minutes 

6. How satisfied are you with the amount of time you were here today? 
(Place an “X” on the line indicating your level of satisfaction) 
 
 

 
 
 
7. Do you have a family doctor? (CHECK ONE BOX)  

 ☐Yes   ☐No  

Very	
Dissatisfied	

Very	
Satisfied	

Very	
Dissatisfied	

Very	
Satisfied	

Very	
Dissatisfied	

Very	
Satisfied	

None	of	my	expectations	
were	met	

All	of	my	expectations	
were	met	
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8. Have you been seen by a health care professional for the problem that brought you into 
the emergency department today? (CHECK ONE BOX)  

 ☐Yes   ☐No 
 
 If yes, then who did you see prior to today’s visit? (CHECK ALL THAT APPLY)  

 ☐Personal family doctor 

 ☐Personal doctor who is a specialist 

 ☐Doctor at an urgent care facility 

 ☐Doctor at this emergency department  

 ☐Doctor at a different emergency department (Not at St. Elizabeth Boardman Hospital) 

 ☐Nurse practitioner 

 ☐Physician’s assistant 

 ☐Other, please list  

9. What is the highest degree or level of school you have completed? If currently enrolled, 
highest degree received. (CHECK ONE BOX) 

☐No schooling completed 

☐Nursery school to 8th grade 

☐Some high school, no diploma 

☐High school graduate, diploma or the equivalent (for example: GED) 

☐Some college credit, no degree 

☐Trade/technical/vocational training 

☐Associate degree 

☐Bachelor’s degree 

☐Master’s degree 

☐Professional degree 

☐Doctorate degree 

☐Prefer not to answer 

10. I am currently (CHECK ONE BOX) 

☐Employed for wages 

☐Self-employed 

☐Out of work and looking for work 

☐Out of work but not currently looking for work 

☐A homemaker 

☐A student 

☐Active duty military 

☐Retired 

☐Unable to work 

☐Prefer not to answer 
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