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ABSTRACT
Objectives: To explore emergency department (ED) patient expectations regarding staff commu-
nication with patients, wait times, the triage process and information management.
Methods: We conducted a cross-sectional English-language telephone survey among patients
aged 18 years or older who visited the EDs in the Calgary Health Region in 2002. Survey items
were based on a preceding qualitative study.
Results: Of the 941 surveys, 837 were analyzed. Patients placed the highest importance on the ex-
planation of test results (96.5%), a description of circumstances that would require the patient to
return to the ED (94.4%), the use of plain language (92.1%) and the reason for the tests (90.8%).
Seventy-six percent of patients felt that ED staff should update patients every 30 minutes or less,
51.3% expected patients with non-life threatening problems should wait <1 hour, and 58.3% ex-
pected that the tests should be done within 1 hour. Almost two-thirds of the patients (64.4%) be-
lieved that the most serious patients should be seen first; 59.3% felt that the seriousness of med-
ical concern should be determined by a triage nurse, and 63.9% thought that their personal
health records should be immediately available to the emergency physician without their consent.
The actual length of stay was significantly longer than expected length of stay for all patient
groups, with Canadian Emergency Department Triage and Acuity Scale Levels IV and V patients
expecting a shorter wait than patients in more urgent triage groups. Triage level effects on other
expectations were not observed.
Conclusions: ED patient expectations appear to be similar across all triage levels. Patients value effec-
tive communication and short wait times over many other aspects of care. They have expectations for
short wait times that are met infrequently and are currently unattainable in many Canadian EDs. Al-
though it may be neither feasible nor desirable to meet all patient expectations, increased focus on
wait times and staff communication may increase both ED efficiency and patient satisfaction.

RÉSUMÉ
Objectifs : Explorer les attentes des patients à l’urgence concernant la communication du person-
nel avec les patients, les délais d’attente, le processus de triage et la gestion de l’information.
Méthodes : Nous avons mené un sondage téléphonique transversal en anglais auprès de patients
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Background

Quality is a major focus in emergency medicine, and pa-
tient-centred care is a priority.1 A detailed understanding of
patient expectations is essential to enable the provision of
patient-centred care, to meet the needs of patients and to
manage inappropriate expectations if necessary. There has
been considerable debate over the relationship between pa-
tient expectations, satisfaction and patient experience of
care. Patients may report a high level of satisfaction de-
spite unmet expectations,2 and the importance of the postu-
lated link between expectations and patient satisfaction has
been questioned;3,4 however, there is evidence that patient
expectations exist and that they influence how patients per-
ceive their care.5–9

The definition of patient expectations in earlier work
varies. O’Connor and colleagues10 define 2 types of expec-
tations: one that describes consumer expectations of what
is likely to occur and another that describes what “con-
sumers” believe should occur. We chose the latter perspec-
tive in evaluating what patients feel should happen in the
course of their emergency experience. Although there has
been considerable research regarding patients’ satisfaction
with their emergency department (ED) experience,11–23 we
found no published research examining what undifferenti-

ated patients expect or feel they need from an ED visit. In
contrast, detailed patient expectation sets have been pro-
posed and explored for general practice.24,25 Previous work
suggests that medical providers often misunderstand pa-
tient expectations — overestimating them for technical or
“tangible” attributes of care and underestimating them for
more abstract qualities of care such as service reliability,
assurance, responsiveness and empathy.10 Our objectives
were to explore ED patient expectations regarding staff
communication with patients, wait times, the triage
process and information management, and to examine the
effects of patient demographics and triage level on those
expectations. The findings of this study are being used to
develop quality improvement and education initiatives in
the Calgary Health Region.

Methods

Study population
We conducted a cross-sectional telephone survey among
patients aged 18 years or older who visited 1 of 3 tertiary
care EDs in the Calgary Health Region. ED visits are rou-
tinely recorded in the Regional Emergency Department In-
formation System, and this database served as our sam-
pling frame. We used the Canadian Emergency

âgés de 18 ans et plus qui avaient visité les services des urgences de la Région sanitaire de Calgary
en 2002. Les questions du sondage étaient basées sur une étude qualitative antérieure.
Résultats : Parmi les 941 sondages, 837 furent analysés. Les patients accordaient la plus grande im-
portance à l’explication des résultats des tests (96,5 %), à la description des circonstances qui né-
cessiteraient le retour du patient à l’urgence (94,4 %), au recours à un langage simple (92,1 %) et
aux raisons pour les tests (90,8 %). Soixante-seize pour cent des patients jugeaient que le person-
nel de l’urgence devrait faire un compte rendu aux patients toutes les 30 minutes ou moins,
51,3 % s’attendaient à ce que les patients attendent < 1 heure pour des problèmes non
menaçants pour leur vie, et 58,3 % s’attendaient à ce que les tests soient faits en moins d’une
heure. Presque les deux tiers des patients (64,4 %) croyaient que la plupart des patients dont l’é-
tat est grave devraient être vus en premier; 59,3 % estimaient qu’une infirmière de triage devrait
déterminer la gravité d’un problème médical, et 63,9 % croyaient que leur dossier médical indi-
viduel devrait être disponible immédiatement pour le médecin d’urgence sans qu’ils aient à don-
ner leur consentement. La durée réelle du séjour était sensiblement plus longue que la durée
prévue du séjour pour tous les groupes de patients, les patients des Niveaux IV et V selon l’Échelle
canadienne de triage et de gravité pour les départements d’urgence s’attendant à un délai d’at-
tente plus court que les patients dans les groupes de triage plus urgents. Les effets du niveau de
triage par rapport à d’autres attentes ne furent pas observés.
Conclusions : Les attentes des patients à l’urgence semblent similaires pour tous les niveaux de
triage. Les patients accordent une plus grande importante à la communication et aux délais d’at-
tente de courte durée qu’à tout autre aspect des soins. Ils ont des attentes quant aux délais d’at-
tente de courte durée qui sont rarement satisfaits et présentement irréalisables dans de nombreuses
urgences canadiennes. Bien qu’il ne soit ni possible ni désirable de répondre à toutes les attentes des
patients, une concentration accrue sur les délais d’attente et la communication avec le personnel
pourrait rehausser à la fois l’efficacité à l’urgence et le niveau de satisfaction des patients.
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Department Triage and Acuity Scale (CTAS) to stratify the
full set of patient encounters into 3 groups.26 Group 1 in-
cluded patients in CTAS Levels I and II; group 2 included
those in CTAS Level III; and group 3 included patients in
Levels IV and V. Between September and December of
2002, a weekly random sample of approximately 35 pa-
tients was drawn from each of these groups. We excluded
patients under 18 years, non-residents, patients who left
without being seen, those still in hospital, those would did
not speak English, and those whose reason for visit was
pregnancy loss. Selection of patients with multiple visits
was permitted, but only on the basis of the first encounter.

Questionnaire development
Prior to developing this survey, in Phase I27 we used quali-
tative focus group methodology to determine the beliefs
and expectations of patients, public and staff regarding an
ED visit. In that study, 12 focus groups were conducted
with patients and regional ED staff, and 6 thematic areas of
expectation emerged, including staff communication with
patients, appropriate wait times, the triage process, infor-
mation management, quality of care, and improvements to
existing services.

Using the identified expectations from Phase I, question
wording and approaches to scaling were developed with
several phases of input and review by an expert panel that
included ED physicians and nurses, the qualitative re-
searcher from Phase 1, and survey experts with extensive
experience or a Masters or PhD degree in a relevant field.
Several scaling approaches were generated for each ques-
tion. Using a test survey, respondents were asked alternative
forms of each question in random order. Difficulty to re-
spond was probed, and respondents were asked which for-
mat of question they preferred and why. The possible scal-
ing approaches were evaluated for response distribution,
missing data and information quality. The final response
formats included a 4-point importance scale, and Yes/No re-
sponses to mutually exclusive statements regarding care al-
ternatives. (Survey items and scaling samples are available
on request.) Further revision and feedback cycles were ad-
justed for scaling changes and question order, and the re-
sulting questionnaire was field tested on 40 patient respon-
dents. Questions were revised as necessary, and a total of
12 revision cycles were used to arrive at the final question-
naire. Survey items were designed to measure the relative
importance of discrete expectations or to determine the rel-
ative proportion of mutually exclusive expectations.

Data collection
Under supervision, experienced health care research inter-

viewers used a computer-assisted telephone interviewing
(CATI) system and followed established protocols to con-
duct the English-language surveys. Interviewers called
each identified patient up to 9 times (3 evening, 3 weekend
and 3 weekday calls if necessary) to determine their eligi-
bility and willingness to participate. Data entry was con-
trolled by CATI with limited potential for keystroke error,
and programmed double checks for quality.

Data analyses
In a priori fashion, 2 emergency physicians (W.W., D.W.)
independently selected the most relevant questions from
each of the 6 thematic areas, based on observed clinical
and policy implications. An investigator (H.Q.) compared
their choices and resolved inconsistent selections with the
2 physicians to achieve consensus on the key items for
analysis. The Regional ED Information System was used
to calculate ED length of stay (LOS) for discharged pa-
tients (i.e., triage to discharge) and for admitted patients
(i.e., triage to admission). Chi-squared analysis was em-
ployed to compare differences across CTAS triage levels
for sociodemographic characteristics and expectation vari-
ables. Age, gender, education and marital status adjusted
p values were obtained through logistic regression. In the
risk adjustment analysis, several of the dependent variables
with more than 2 categories (i.e., expectation variables)
were grouped into binary variables.

Results

Overall, 2219 patients were identified from the relevant
sample population and 726 (32%) records were excluded
because of missing or indeterminate data, or inability to
contact at home despite completion of protocol. Of the re-
maining 1493 patients, 382 (17%) refused to participate,
169 (8%) presented a communication barrier and 941
(63%) agreed to complete the survey. In 104 cases, 1 or
more data elements were missing, leaving 837 subjects in
the analysis. Among these were 279 CTAS Level I–II pa-
tients, 292 Level III patients and 266 Level IV–V patients.
Overall, 172 (20.5%) of 837 were admitted to hospital, and
the study sample accurately reflected the proportion of po-
tentially eligible patients at each hospital.

Table 1 shows patient characteristics by triage group.
There were no statistically significant differences in gender
(p = 0.28) or household income across triage groups (p =
0.59). The acuity level was significantly higher for older age
(p < 0.001) and married groups (p = 0.01). Table 2 shows
that patients placed the highest importance on the explana-
tion of test results (96.5%; 95% confidence interval [CI],
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95.9%–98.4%), a description of circumstances that would
require the patient to return to the ED (94.4%; 95% CI,
93.6%–96.8%), the use of plain language (92.1%; 95% CI,
91.2%–94.9%), and the reasons for tests (90.8%; 95% CI,
89.8%–93.8%). They placed the lowest importance on the
availability of wall posters (30.8%; 95% CI, 29.3% to
35.5%) and videos (13.6%; 95% CI, 12.5%–17.1%). These
ranks did not change significantly across triage groups when
adjusted for age, gender, education level and marital status.

Table 3 summarizes wait time and triage expectations
by triage group. Of the 837 patients surveyed, 76% (95%
CI, 74.6%–80.4%) expected updates from ED staff every
30 minutes or less, 51.3% (95% CI, 49.6%–56.4%) be-
lieved that patients with non-life threatening problems
should wait <1 hour, 58.3% (95% CI, 56.7%–63.3%) felt
that tests should be done within 1 hour, and 44.6% (95%
CI, 43%x–49.7%) expected to spend no more than 2 hours
in the ED.

With respect to the triage process, 69.1% of patients (95%
CI, 67.6%–73.8%) understood that the most serious patients
should be seen first and 64.4% (95% CI, 62.8%–69.3%) be-
lieved that those who arrived by ambulance would see a

doctor sooner; however, only 17.7% (95% CI,
16.4%–21.6%) believed that patients arriving by ambulance
should be seen first. Many patients (59.3%; 95% CI,
57.7%–64.3%) felt that the seriousness of the medical con-
cern should be determined by a triage nurse using triage
standards, and only 34.9% (95% CI, 33.3%–39.8%) felt that
a physician should make this determination.

After adjustment for age, gender, education level and
marital status, expectation of the total wait time from ar-
rival until discharge (p = 0.03), and the wait time for test
results (p = 0.04) were significantly associated with the
triage level (i.e., patients expected shorter wait times for
lower acuity patients [CTAS Levels IV and V]).

Figure 1 and Figure 2 compare LOS expectations to ac-
tual LOS for discharged and admitted patients, respec-
tively. Mean LOS for discharged patients was 4.0 hours,
whereas mean LOS for admitted patients was 8.4 hours. Of
the 665 discharged patients, 43.9% (95% CI, 42.3%–49%)
had expected a LOS of <2 hours; however, this was
achieved for only 28.0% (95% CI, 26.5%–32.6%). In con-
trast, 12.5% (95% CI, 11.4%–15.9%) of discharged pa-
tients had expected their LOS to be >4 hours, and of this
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Table 1. Characterstics of 837 emergency department patients who responded to a cross-sectional 
English-language telephone survey, by CTAS level 

CTAS level, no. (and %) of patients

Characteristics All levels I and II III IV and V
Chi-square 

p value 

Gender  0.28 
Male 421 (50.3 ) 145 (52.0 ) 136 (46.6 ) 140 (52.6 )  
Female 416 (49.7 ) 134 (48.0 ) 156 (53.4 ) 126 (47.4 )  

Age  0.00 
19–34 290 (34.6 )   76 (27.2 ) 103 (35.3 ) 111 (41.7 )  
35–64 433 (51.7 ) 149 (53.4 ) 150 (51.4 ) 134 (50.4 )  

≥65 114 (13.6 )   54 (19.4 )   39 (13.4 )  21 (7.9 )

Education  0.98 
High school or less 367 (34.7 ) 104 (37.3 ) 108 (37.0 ) 104 (39.1 )  
College or university, 
 incomplete 151 (14.3 ) 46 (16.5 )   42 (14.4 )   41 (15.4 )  
College complete 289 (27.3 )   73 (26.2 )   77 (26.4 )   68 (25.6 )  
University complete 252 (23.8 ) 56 (20.1 )   65 (22.3 )   53 (19.9 )  

Marital status  0.01 
Married or common law 533 (63.7) 179 (64.2 ) 197 (67.5 ) 157 (59.0 )  
Widowed 41 (4.9 ) 19 (6.8 ) 12 (4.1 ) 10 (3.8 )  
Divorced or separated  77 (9.2 ) 27 (9.7 )   30 (10.3 ) 20 (7.5 )  
Never married / Single 186 (22.2 ) 54 (19.4 )   53 (18.2 )  79 (29.7 )  

Household income  0.59 
<$20 000   87 (12.5 )   33 (13.9 )   33 (13.8 ) 21 (9.7 )  
$20 000–$60 000 345 (49.7 ) 115 (48.3 ) 115 (47.9 ) 115 (53.2 )  
>$60 000 262 (37.8 ) 90 (37.8 )   92 (38.3 )   80 (37.0 )  

CTAS = Canadian Emergency Department Triage and Acuity Scale
26
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group, 35.6% (95% CI, 34.0%–40.5%) had actually stayed
in the ED >4 hours and 17.7% (95% CI, 16.4%–21.6%)
had stayed >6 hours.

Of the 171 patients admitted, 84.8% (95% CI,
83.6%–88.5%) expected to be admitted within 4 hours. In
fact, of these 171 patients 82.9% (95% CI, 81.7%–86.8%)
waited >4 hours and 64.7% (95% CI, 63.1%–69.6%) waited
>6 hours. Nearly half (47.4%; 95% CI, 45.7%–52.5%) of
respondents expected to be admitted in <2 hours, but this
only occurred for 5% of patients (95% CI, 4.3%–7.2%).

Table 4 shows that 36.4% of patients (95% CI,
34.8%–41.3%) felt it was very or extremely important that
their emergency physician order tests requested by them,
and 39.1% (95% CI, 37.5%–44.1%) felt it was very or ex-
tremely important that they be seen by a specialist if they
requested it. When asked, 12% of patients confirmed at-
tending the ED to receive tests and 12% confirmed attend-
ing the ED to see a specialist. Combined, 17% of patients
(95% CI, 15.8%–20.8%) reported attending the ED either

to receive tests or to see a specialist, although other reasons
were mentioned concurrently.

Most patients (90.1%; 95% CI, 89.1%–93.2%) felt that
it was very or extremely important that they should be able
to find out if they need to come to the ED when phoning a
telephone advice service, and 66.0% of patients (95% CI,
64.4%–70.8%) felt it was very or extremely important they
be told how long they would likely wait to see a doctor
(Table 4). In mutually exclusive response choices, only
20.8% of patients (95% CI, 19.5%–25%) expected always
to be examined and treated by a physician, whereas 79.2%
of patients (95% CI, 77.9%–83.4%) expected to be exam-
ined and treated by a nurse or therapist if that person was
qualified to deal with their health problem.

A majority (63.9%) of patients felt that their personal
health records should be immediately available to the
emergency physician without their consent (95% CI,
62.3%–68.8%), whereas only 35.2% (95% CI,
33.6%–40.1%) felt that their records should be available
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Table 2. Proportion of the 837 survey respondents who chose “very” or “extremely” important for query on communication 
expectations 

CTAS level, no. (and %) of respondents 

Summarized question 
All levels
N = 837 

I and II 
n = 279

III 
n = 292 

IV and V
n = 266 

Chi squared
p value 

Adjusted
p value 

Staff explain the test results in a way you can 
understand 808 (96.5 ) 270 (96.8 ) 284 (97.3 ) 254 (95.5 ) 0.50 0.38 

Staff explain to you the circumstances under 
which you should return to the ED 790 (94.4 ) 258 (92.5 ) 277 (94.9 ) 255 (95.9 ) 0.21 0.89 

Doctor uses plain language and checks that 
you understand what she/he is saying 771 (92.1 ) 252 (90.3 ) 278 (95.2 ) 241 (90.6 ) 0.05 0.91 

Staff explain why tests are being done 769 (91.9 ) 254 (91.0 ) 262 (89.7 ) 253 (95.1 ) 0.05 0.05 

When examining you, doctors or nurses 
explain what they are doing each step 760 (90.8 ) 255 (91.4 ) 264 (90.4 ) 241 (90.6 ) 0.91 0.27 

Staff greet you when they meet you for the 
first time 747 (89.2 ) 250 (89.6 ) 268 (91.8 ) 229 (86.1 ) 0.09 0.78 

Information given on what to expect in the 
course of illness 706 (84.3 ) 243 (87.1 ) 242 (82.9 ) 221 (83.1 ) 0.30 0.06 

A nurse updates you on how long you still 
have to wait 509 (60.8 ) 168 (60.2 ) 186 (63.7 ) 155 (58.3 ) 0.41 0.51 

Staff explains and updates what is happening
at each step 483 (57.7 ) 164 (58.8 ) 172 (58.9 ) 147 (55.3 ) 0.62 0.81 

Staff tell you when to resume normal daily 
activities 453 (54.1 ) 149 (53.4 ) 160 (54.8 ) 144 (54.1 ) 0.95 0.32 

Pamphlets are available to inform you about
the ED process 364 (43.5 ) 113 (40.5 ) 136 (46.6 ) 115 (43.2 ) 0.34 0.44 

Wall posters are available to inform you about 
theED process 258 (30.8 )   79 (28.3 )   87 (29.8 )   92 (34.6 ) 0.25 0.24 

Videos are available to inform you about the 
ED process 114 (13.6 )   35 (12.5 )   35 (12.0 )   44 (16.5 ) 0.24 0.17 

CTAS = Canadian Emergency Department Triage and Acuity Scale;
26

 ED = emergency department 
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Table 3. Wait time, length of stay and triage expectations of 837 ED patients who participated in the survey, by CTAS level 
CTAS level, no. (and %) of patients 

Question 
All 

N = 837 
I and II 
n = 279 

III 
n = 292 

IV and V 
n = 266 

Chi- 
squared
p value 

Ad-
justed 

p value 

How often should staff update you in waiting room?     0.41 0.94 
Every 15 min 175 (20.9) 62 (22.2) 57 (19.5) 56 (21.1)
Every 30 min 461 (55.1) 153 (54.8) 161 (55.1) 147 (55.3)
Every 60 min 176 (21.0) 61 (21.9) 63 (21.6) 52 (19.5)
Every 90 min 25 (3.0)   3 (1.1) 11 (3.8) 11 (4.1)   

Reasonable time to wait with non–life-threatening 
problem before being taken to treatment room  0.16 0.34 

<30 min 75 (9.0)   29 (10.4) 24 (8.2) 22 (8.3)   
 30–60 min 354 (42.3) 117 (41.9) 116 (39.7) 121 (45.5)

1–2 h 291 (34.8) 96 (34.4) 104 (35.6) 91 (34.2)
2–4 h   96 (11.5) 25 (9.0)   42 (14.4) 29 (10.9)
>4 h 21 (2.5) 12 (4.3)   6 (2.1)   3 (1.1)   

Reasonable time to wait with possibly life-threatening 
problem before being taken to treatment room  0.09 0.24 

<5 min 511 (61.1) 183 (65.6) 157 (53.8) 171 (64.3)
5–15 min 253 (30.2) 78 (28.0) 103 (35.3) 72 (27.1)
15–30 min 64 (7.6) 16 (5.7) 28 (9.6) 20 (7.5)   

 30–60 min   9 (1.1)   2 (0.7)   4 (1.4)   3 (1.1)   
 >1 h   0 (0.0)   0 (0.0)   0 (0.0)   0 (0.0)   

Reasonable total length of time to wait for any tests and 
to get the results  0.14 0.03 

<30 min   89 (10.6) 30 (10.8) 28 (9.6)   31 (11.7)
30–60 min 399 (47.7) 133 (47.7) 128 (43.8) 138 (51.9)
1–2 h 264 (31.5) 92 (33.0) 98 (33.6) 74 (27.8)
2–4 h 65 (7.8) 19 (6.8)   32 (11.0) 14 (5.3)   

 >4 h 20 (2.4)   5 (1.8)   6 (2.1)   9 (3.4)   

Total amount of time you would reasonably expect to 
spend in the ED if discharged  0.01 0.04 

<1 h 75 (9.0) 22 (7.9) 27 (9.2) 26 (9.8)   
 1–2 h 298 (35.6) 100 (35.8) 87 (29.8) 111 (41.7)

2–4 h 354 (42.3) 114 (40.9) 128 (43.8) 112 (42.1)
4–6 h   91 (10.9) 35 (12.5) 43 (14.7) 13 (4.9)   

 >6 h 19 (2.3)   8 (2.9)   7 (2.4)   4 (1.5)   
Reasonable amount of time for you to wait for a hospital 
bed if admitted  0.04 0.10 

< 1 h 168 (20.1) 54 (19.4) 50 (17.1) 64 (24.1)
1–2 h 294 (35.1) 87 (31.2) 105 (36.0) 102 (38.3)
2–4 h 245 (29.3) 80 (28.7) 95 (32.5) 70 (26.3)
4–6 h 100 (11.9) 45 (16.1) 31 (10.6) 24 (9.0)   

 >6 h 30 (3.6) 13 (4.7) 11 (3.8)   6 (2.3)   

Which patients should be seen first?  0.51  
Most serious 578 (69.1) 184 (65.9) 209 (71.6) 185 (69.5)
Most pain 104 (12.4) 44 (15.8) 32 (11.0) 28 (10.5)
By ambulance 148 (17.7) 49 (17.6) 48 (16.4) 51 (19.2)
Waited longest   7 (0.8)   2 (0.7)   3 (1.0)   2 (0.8)   

If you arrived by ambulance rather than by some other 
way, would you expect to be seen by a doctor faster?     0.09 0.10 

Yes 539 (64.4) 194 (69.5) 179 (61.3) 166 (62.4)
No 298 (35.6) 85 (30.5) 113 (38.7) 100 (37.6)

After arriving, should the seriousness of your health 
problem be determined by …..  0.69  

Your own judgment 49 (5.9) 20 (7.2) 16 (5.5) 13 (4.9)   
 A triage nurse / standards 496 (59.3) 160 (57.3) 171 (58.6) 165 (62.0)

A doctor 292 (34.9) 99 (35.5) 105 (36.0) 88 (33.1)

CTAS = Canadian Emergency Department Triage and Acuity Scale;
26

 ED = emergency department 
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only with their consent. Upon discharge from the ED,
74.1% of patients (95% CI, 72.6%–78.6%) felt that the re-
sults of their emergency visit should automatically be
shared with their family physician, and 11.1% (95% CI,
10.1%–14.3%) felt that results should only be shared at the
patient’s request.

Discussion

In this study we surveyed ED patient expectations within 6
thematic areas described in a previously published focus
group study.27 Of these, patients attribute the greatest impor-
tance to communication, wait times and system improve-
ments. Surprisingly, clinical issues such as patient safety, di-
agnostic accuracy and treatment efficacy, which are of
paramount importance to care providers, were noticeably ab-
sent as expectations identified in the 8 focus groups (and
hence this survey).27 Although it is tempting to conclude that

patients are confident in the quality of clinical care in the ED,
further study is required to determine the relative importance
of clinical, diagnostic and treatment quality to patients.

This survey also clarifies patient expectations regarding
what is communicated and how it is communicated. Patients
expect staff to communicate what they are doing, why they
are doing it, what the problem is, and what they can expect
during the course of their illness. Patients also expect that this
communication be done personally and in plain language.
Meeting these expectations would likely improve patient sat-
isfaction because it has been shown that staff interpersonal
and communication skills along with the provision of infor-
mation are predictive of patient satisfaction.11–13 Similarly,
customer service training for ED staff14 and face-to-face ex-
planation of process and medical information by a non-clini-
cian15 have been shown to improve patient satisfaction and
staff ratings. Although patients expect clear communication
about the progress of their visit and wait times, relatively few
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Table 4. Care preference and patient-defined quality issues of 837 survey respondents, by CTAS level 
CTAS level, no. (and %) of patients 

Question 
All 

N = 837
I and II 
n = 279 

III 
n = 292 

IV and V 
n = 266 

Chi- 
squared
p value 

Ad-
justed 

p value 

Care preference  

How important is it that the doctor orders diagnostic tests 
if you ask for them?     0.80 0.86 

Very or Extremely important 305 (36.4) 106 (38.0) 104 (35.6) 95 (35.7)

How important is it that you are seen by a specialist at 
your request?     0.68 0.66

Very or Extremely important 327 (39.1) 106 (38.0) 120 (41.1) 101 (38.0)

When you call the advice line, how important is it that 
you find out whether you need to come to the ED?     0.06 0.52 

Very or Extremely important 754 (90.1) 255 (91.4) 269 (92.1) 230 (86.5)

When you call the advice line, how important is it to find 
out how long you will wait to see a doctor at the ED?     0.64 0.79 

Very or Extremely important 559 (66.8) 192 (68.8) 194 (66.4) 173 (65.0)

In the ED you expect to be examined and treated…..   0.66 0.43 
Always by a doctor 174 (20.8) 62 (22.2) 56 (19.2) 56 (21.1)
By a nurse or therapist if qualified to deal with your 

 health problem 663 (79.2) 217 (77.8) 236 (80.8) 210 (78.9)

Sharing of medical record  

When you visit the ED, the health records from your 
family doctor or specialists should…..   0.02 n/a 

NOT be immediately available to the emergency 
 doctor  7 (0.8)   0 (0.0)   4 (1.4)   3 (1.1)   
 Be immediately available to the emergency doctor 
 with your consent 295 (35.2) 88 (31.5) 96 (32.9) 111 (41.7)

Be immediately available to the emergency doctor 
 without requiring your consent 535 (63.9) 191 (68.5) 192 (65.8) 152 (57.1)

After leaving the ED, do you expect the health results of 
your visit to be shared…..     0.04 n/a 

With your family doctor only with your consent 122 (14.6) 36 (12.9) 35 (12.0) 51 (19.2)
With your family doctor at his/her request  95 (11.4) 31 (11.1) 28 (9.6)   36 (13.5)
Automatically with your family doctor 620 (74.1) 212 (76.0) 229 (78.4) 179 (67.3)

CTAS = Canadian Emergency Department Triage and Acuity Scale;
26

 ED = emergency department;  n/a = not applicable. 
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believe it is important to have posters, videos or pamphlets
available to explain how the ED works. This finding supports
previous findings that indirect communication does not im-
prove patient satisfaction.16

The survey sought to clarify patients’ expectations about
ED wait times based on their perception of acuity. About
half of our respondents expected to be seen by a physician
for a non–life-threatening problem in <1 hour. In contrast,
the CTAS national response time guidelines suggest that
Less Urgent and Non Urgent (i.e., Levels IV and V) pa-
tients can wait 1–2 hours; consequently, many ED patients
have wait-time expectations that are shorter than national
guidelines and shorter than most urban Canadian EDs are
achieving.28 For “possibly life threatening” conditions,
91% of our patients expected to be seen in <15 minutes
and 61% in <5 minutes. For the majority, this is less than
half of the wait time target in the CTAS guidelines for
Level III patients.

Patient wait-time expectations exceed our ability to de-
liver, and the discrepancy between expectations and reality
is most evident for test results, consultations and ED LOS.
For example, among patients discharged, almost twice as
many expect an LOS of 1–2 hours than experience it. Sim-
ilarly, half of patients admitted to hospital expect to be ad-
mitted within 2 hours but only 5% achieve this. Patient
wait-time expectations are dependent on acuity, and our
subjects expected the shortest wait times for low acuity pa-
tients, followed by the most acute patients, leaving inter-
mediate CTAS Level III patients with the longest expected
waits. This surprising finding reflects a paradox in emer-
gency medicine: We attempt to deliver immediate care to
our sickest patients while devising “fast-track” systems to
rapidly see the least sick. Prior studies have found that
lower triage acuity is predictive of higher left-without-be-

ing-seen (LWBS) rates.29 In response, many EDs have fast-
track systems to decrease the wait times for this population
and improve LWBS rates. Patients are likely aware of
these systems, thus expect minor complaints to be seen and
treated quickly.

Several studies have shown that wait time or, more accu-
rately, perceived wait time, correlates with poor patient sat-
isfaction.13,17–20 Despite many local and national initiatives
aimed at reducing ED overcrowding and wait times, wait-
time expectations found in this study are not realistic. Al-
though it may be possible to improve ED efficiency (for
example, in one study, rapid process redesign reduced ED
LOS from 260 min to 175 min),21 creative solutions to
manage the discrepancy between patient expectations and
system capabilities might be a means of minimizing nega-
tive patient perceptions and improving patient satisfaction.
Public education about the reasons for prolonged ED wait
times may be one solution to this problem.

We found that nearly 40% of study subjects expect ED
physicians to order tests or initiate specialist consultation
at the patient’s request. This may reflect access to care lim-
itations patients face in the community and the perception
that these services can be accessed faster through the ED.
If so, this represents an inappropriate expectation and inap-
propriate use of emergency resources.

Patient care preferences, understanding of triage, use of
advice lines and expectations around the sharing of med-
ical records validate many of the initiatives currently un-
derway in our health region. Health Link, a 24-hour nurse
advice service was just starting in Calgary at the time of
this survey, and our finding of strong support for sharing of
health records supports current electronic health record ini-
tiatives. Most patients (98%) expect their medical record to
be immediately available to the emergency physician, and
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two-thirds expect this to happen without their consent.
Most (75%) expect the record of their ED visit should au-
tomatically go to their family physician, and only 15%
want their prior consent. These results are dependent on
acuity, and less urgent patients are more inclined to require
consent. This suggests that sicker patients value continuity
of care and information transfer between their primary care
physician and the ED, and patients with less severe illness
are more concerned about health information privacy, per-
haps feeling that the need to share their health information
is unnecessary,.

Our findings challenge traditional ED staffing models.
Perhaps more surprising, 80% of respondents stated they
would expect to be “examined and treated by a nurse or
therapist if qualified to deal with [their] health problem” as
opposed to 20% who expected to always to be examined
and treated by a physician. This is noticeably higher than
reported in a prior study, where only 48% (101/207) of
studied ED patients were willing to be treated and dis-
charged by a nurse practitioner without direct contact with
a physician.30 (We note that although our items are asked as
a mutually exclusive [either/or] response set, we did not
state explicitly that the nurse option excluded a physician;
see Appendix 1 for exact question text.) This finding may
reflect an expectation that using a qualified non-physician
practitioner would reduce wait time, would be more effi-
cient, and would provide an equal level of care. In reality
these conditions may not be easily attained. Conditions un-
der which patients would find nurse practitioners’ or other
therapists’ care acceptable relative to ED physician care re-
quires further structured investigation.

Limitations and future research
Patients who left without being seen were excluded from
the study, and such patients may have significantly differ-
ent expectations that should be explored further. In addi-
tion, 37% of contacted patients did not complete the sur-
vey, and the potential differences between respondent and
non-respondent expectations were not explored. Only one
urban, tertiary Canadian health region was studied, and it
is uncertain whether our findings can be generalized to
other regions or to smaller facilities. The study was con-
ducted in 2002, so its current applicability may be affected
by changes in system capabilities. Important issues like pa-
tient safety, diagnostic accuracy and treatment efficacy did
not emerge as key patient expectations. This should not
suggest that such issues are unimportant to patients, but
possibly that they are taken for granted or that they were
not issues of concern to many patients at the time of the
survey. Future study is required to explore patients under-

standing of and expectations of diagnostic and treatment
quality, and to determine whether attempts to meet patient
expectations improve care quality measures such as patient
satisfaction.

Conclusions

ED patient expectations appear to be similar across all
triage levels. Patients value effective communication and
short wait times over many other aspects of care. They
have strong expectations with regard to immediate accessi-
bility and sharing of their medical records between emer-
gency and primary care physicians, and they have expecta-
tions for short wait times that are met infrequently and are
currently unattainable in many Canadian EDs. Although it
may be neither feasible nor desirable to meet all patient ex-
pectations, increased focus on wait times and staff commu-
nication may increase both ED efficiency and patient satis-
faction.

References

1. Committee on Quality Health Care in America; Institute of
Medicine. Crossing the quality chiasm. Washington (DC): Na-
tional Academy Press; 2001. Available: www.nap.edu/books
/0309072808/

2. Peck BM, Asch DA, Goold SD, et al. Measuring patient expec-
tations: Does the instrument affect satisfaction or expectations?
Med Care 2001;39:100-8.

3. Williams B. Patient satisfaction: A valid concept? Soc Sci Med
1994;38:509-16.

4. Aharony L, Strasser S. Patient satisfaction: what we know about
and what we still need to explore. Med Care Rev 1993;1:49-79.

5. Carr-Hill RA. The measurement of patient satisfaction. J Public
Health Med 1992;14:236-49.

6. Williams B, Coyle J, Healy D. The meaning of patient satisfac-
tion: an explanation of high reported levels. Soc Sci Med 1998;
47:1351-9.

Cooke et al

156 CJEM • JCMU May • mai 2006; 8 (3)

Acknowledgements: The conduct of this study was supported by
Quality Improvement and Health Information (QIHI) of the Cal-
gary Health Region. Contributions were made by numerous staff in
QIHI and the Department of Emergency Medicine, including but
not limited to Gordon Brannen, Jamie Jones and Dr. Cheri Nijssen-
Jordan. Dr. Jim Gripton of the University of Calgary provided
some assistance with design of question items. Data collection was
undertaken by the Survey and Evaluation Unit of QIHI.

Competing interests: Timothy Cooke is employed by the Health
Quality Council of Alberta, and at the time of the survey was Team
Lead (manager) of the Survey and Evaluation Unit of QIHI — Cal-
gary Health Region. Hude Quan is supported by a Population Health
Investigator Award from the Alberta Heritage Foundation for Med-
ical Research, Edmonton, Alta., and by a New Investigator Award
from the Canadian Institutes of Health Research, Canada.

https://doi.org/10.1017/S1481803500013658 Published online by Cambridge University Press

https://doi.org/10.1017/S1481803500013658


Patient expectations of ED care: phase II

May • mai 2006; 8 (3) CJEM • JCMU 157

7. Sitzia J, Wood N. Patient satisfaction: a review of issues and
concepts. Soc Sci Med 1997;45:1829-43.

8. Staniszewska S, Ahmed L. Patient expectations and satisfaction
with health care. Nurs Stand 1998;12:34-8.

9. Linder-Pelz S. Toward a theory of patient satisfaction. Soc Sci
Med 1982;16:577-82.

10. O’Connor SJ, Trinh HQ, Shewchuck RM. Perceptual gaps in
understanding patient expectations for health care service qual-
ity. Health Care Manage Rev 2000;25:7-23.

11. Taylor C, Benger JR. Patient satisfaction in emergency medi-
cine. Emerg Med J 2004;21:528-52.

12. Boudreaux ED, Ary RD, Mandry CV, et al. Determinants of pa-
tient satisfaction in a large municipal ED: the role of demo-
graphic variables, visit characteristics and patient perceptions.
Am J Emerg Med 2000;18:394-400.

13. Boudreaux ED, O’Hea EL. Patient satisfaction in the emergency
department: a review of the literature and implications for prac-
tice. J Emerg Med 2004;26:13-26.

14. Mayer TA, Cates RJ, Mastorovich MJ, et al. Emergency depart-
ment patient satisfaction: customer service training improves pa-
tient satisfaction and ratings of physician and nurse skill / practi-
tioner response. J Healthc Manag 1998;43:427-42.

15. Tran TP, Schutte WP, Muelleman RL, et al. Provision of clini-
cally based information improves patients’ perceived length of
stay and satisfaction with EP. Am J Emerg Med 2002;20(6):
506-9.

16. Sun Benjamin C, Brinkley M, Morrissey J, et al. A patient edu-
cation intervention does not improve satisfaction with emer-
gency care. Ann Emerg Med 2004;44:378-83.

17. Sun BC, Adams J, Orav EJ, et al. Determinants of patient satis-
faction and willingness to return with emergency care. Ann
Emerg Med 2000;35:426-34.

18. Trout A, Magnusson AR, Hedges JR. Patient satisfaction inves-
tigations and the emergency department: What does the litera-
ture say? Acad Emerg Med 2000;7:695-709.

19. Thompson DA, Yarnold PR, Williams DR, et al. Effects of ac-
tual waiting time, perceived waiting time, information delivery,
and expressive quality on patient satisfaction in the emergency
department. Ann Emerg Med 1996;28:657-65.

20. Aragon SJ, Gesell SB. A patient satisfaction theory and its ro-
bustness across gender in emergency departments: a multi-group
structural equation modeling investigation. Am J Med Qual
2003;18:229-41.

21. Spaite DW, Bartholomeaux F, Guisto J, et al. Rapid process re-
design in a university-based emergency department: decreasing
waiting time intervals and improving patient satisfaction. Ann
Emerg Med 2002;39:168-77.

22. Nerney MP, Chin MH, Jin L, et al. Factors associated with older
Patients satisfaction with care in an inner-city emergency de-
partment. Ann Emerg Med 2001;38:140-5.

23. Boudreaux ED, Friedman J, Chansky ME, et al. Emergency de-
partment patient satisfaction: examining the role of acuity. Acad
Emerg Med 2004;11:162-8.

24. Grol R, Wensing M, Mainz J, et al. Patients’ priorities with re-
spect to general practice care: an international comparison. Fam
Pract 1999;16:4-11.

25. Greene JY, Weinberger M, Mamlin JJ. Patient attitudes toward
health care: expectations of primary care in a clinic setting. Soc
Sci Med [Med Psychol Med Sociol]1980;14A(2):133-8.

26. Beveridge R, Clarke B, Janes L, Savage N, Thompson J, Dodd
G, et al. Canadian Emergency Department Triage and Acuity
Scale: implementation guidelines. Can J Emerg Med 1999;1(3
suppl). Online version available at: www.caep.ca/002.policies
/002-02.ctas.htm (accessed 3 Apr 2006).

27. Watt D, Wertzler W, Brannan G. Patient expectations of emer-
gency department care: phase I – a focus group study. Can J
Emerg Med 2005;7(1):12-6.

28. Schull MJ, Slaughter PM, Redelmeier DA. Urban emergency
department overcrowding: defining the problem and eliminating
the misconceptions. Can J Emerg Med 2002;4:76-83. 

29. Goodacre S, Webster A. Who waits longest in the emergency
department and who leaves without being seen. Emerg Med J
2005;22:93-6.

30. Moser MS, Abu-Laban RB, van Beek CA. Attitude of emer-
gency department patients with minor problems to being treated
by a nurse practitioner. Can J Emerg Med 2004;6:246-52.

Correspondence to: Dr. Denise Watt, Department of Emergency Medi-
cine, Calgary Health Region, 1403 29th St. NW, Calgary AB T2N 2T9

Appendix 1. Sample questions from the study’s cross-
sectional telephone survey 

Sample question 
Response 
options 

Importance scale item  

When the doctor is explaining things to you, 
how important is it that the doctor uses plain 
language and checks that you understand what 
he or she is saying? 

Not important 1
Somewhat important 2
Very important 3
Extremely important 4 

Mutually exclusive choice item*  

The following statements are related to 
QUALITY OF CARE in the emergency depart-
ment. Please tell me which response after each 
statement best applies to you.  

In the emergency department you expect to be 
examined and treated…..  
 Always by a doctor 1 
 OR  
 By a nurse or therapist if qualified to deal 
 with your health problem 2

*Although our items were asked as a mutually exclusive [either/or] response set, 
the interviewer did not state explicitly that the nurse option excluded a
physician. 

https://doi.org/10.1017/S1481803500013658 Published online by Cambridge University Press

https://doi.org/10.1017/S1481803500013658

