
Health Technology Assessment 2012; Vol. 16: No. 30
ISSN 1366-5278

Health Technology Assessment
NIHR HTA programme
www.hta.ac.uk

July 2012
10.3310/hta16300

The measurement of patients’ 
expectations for health care: a review 
and psychometric testing of a measure 
of patients’ expectations

A Bowling, G Rowe, N Lambert, M Waddington, 
KR Mahtani, C Kenten, A Howe and SA Francis

Health Technology Assessment 2012; Vol. 16: No.301

ISSN 1366-5278

Abstract

List of abbreviations

Executive summary
Background
Objectives
Methods
Results
Conclusions
Recommendations for research
Funding

Chapter 1 
Introduction

Chapter 2 
Conceptual overview and narrative review
Theoretical background on patient expectations
Patients’ expectations of health care: a narrative review of the literature

Chapter 3 
The exploratory study
Results from semi-structured interviews about expectations for health care with 20 GP and 
20 cardiology clinic patients in Norwich
Structure of this chapter
Research design and methods
Results
Discussion

Chapter 4 
Survey aims, methods and response rates
Aims
Methods
Response rates

Chapter 5 
Psychometric properties and factor analysis of expectations questionnaires by 
mode of administration
Research questions
Psychometric testing
Questionnaire burden
Item non-response
Pre- and post-visit reliability statistics
Pre-visit questionnaire
Item–total correlations and Cronbach’s alphas if item deleted
Mode of administration
Total sample
GP patient sample
Hospital patient sample
Summary

Chapter 6 

Psychometric properties by patient type and exploratory factor analysis
Research questions
Reliability statistics: pre- and post-visit questionnaires
Reliability statistics: subscales
Intersubscale reliability
Summed subscale domain reliability
Exploratory factor analysis
Summary

Chapter 7 
Survey results: pre- and post-visit expectations
Research questions
Patients’ expectations for health care by sample site
Patients’ expectations for health care by age and sex
Expectation subscale score distributions by sample
Domains of expectations
Global expectations, influences and health service use by site
Reasons for consultation, health and self-management
Summary

Chapter 8 
Survey results: overall satisfaction with visit
Research question
Interactions between mode of questionnaire administration and site and various 
characteristics potentially related to expectations
Post-visit overall satisfaction, expectations and perceptions of consultation
Multivariable predictors of pre-visit ideal and realistic expectations and post-visit 
experiences and of overall expectations and satisfaction with visit
Pre-visit ideal and realistic expectations and post-visit experiences (met expectations)
Overall expectations and satisfaction with visit
Summary

Chapter 9 
Discussion
The aims of the research
Key findings
Further research

Chapter 10 
Conclusions
The narrative review
The exploratory study
The surveys of patients’ expectations for health care
Summary

Acknowledgements
Contribution of authors
Publications

References

Appendix 1 
Copy of the project application form and research protocol 225
II. DETAILS OF PROPOSED RESEARCH
Lay summary
References

III. ANALYSIS OF COSTS
SECTION IV: INSTITUTIONAL CV
SECTION V: DECLARATIONS

Appendix 2 
Literature review search strategy (Chapter 2) 265

Appendix 3 
Narrative review of patients’ expectations for health care: summary of evidence (Chapter 2) 269

Appendix 4 
Questionnaire for patients’ expectations of health care – pre-visit questionnaire 487

Appendix 5 
Questionnaire for patients’ expectations of health care – post-visit questionnaire 503

Health Technology Assessment programme

Copyright notice
© Queen's Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a commissioning contract issued by the Secretary of State for HealthHTA reports may be freely reproduced for the purposes of private research and study and may be included in professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertisingViolations should be reported to hta@hta.ac.ukApplications for commercial reproduction should be addressed to NETSCC, Health Technology Assessment, Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK



How to obtain copies of this and other HTA programme reports

An electronic version of this title, in Adobe Acrobat format, is available for downloading free of charge for 
personal use from the HTA website (www.hta.ac.uk). A fully searchable DVD is also available (see below). 

Printed copies of HTA journal series issues cost £20 each (post and packing free in the UK) to both 
public and private sector purchasers from our despatch agents.

Non-UK purchasers will have to pay a small fee for post and packing. For European countries the cost is 
£2 per issue and for the rest of the world £3 per issue.

How to order:

– fax (with credit card details)  
– post (with credit card details or cheque) 
– phone during office hours (credit card only).

Additionally the HTA website allows you to either print out your order or download a blank order form.

Contact details are as follows:

Synergie UK (HTA Department)
Digital House, The Loddon Centre 
Wade Road 
Basingstoke 
Hants RG24 8QW

Email: orders@hta.ac.uk

Tel: 0845 812 4000 – ask for ‘HTA Payment Services’  
(out-of-hours answer-phone service)

Fax: 0845 812 4001 – put ‘HTA Order’ on the fax header

Payment methods

Paying by cheque 
If you pay by cheque, the cheque must be in pounds sterling, made payable to University of 
Southampton and drawn on a bank with a UK address.

Paying by credit card 
You can order using your credit card by phone, fax or post.

Subscriptions

NHS libraries can subscribe free of charge. Public libraries can subscribe at a reduced cost of £100 for 
each volume (normally comprising 40–50 titles). The commercial subscription rate is £400 per volume 
(addresses within the UK) and £600 per volume (addresses outside the UK). Please see our website for 
details. Subscriptions can be purchased only for the current or forthcoming volume.

How do I get a copy of HTA on DVD?

Please use the form on the HTA website (www.hta.ac.uk/htacd/index.shtml). HTA on DVD is currently free 
of charge worldwide.

The website also provides information about the HTA programme and lists the membership of the various 
 committees.

HTA



The measurement of patients’ expectations 
for health care: a review and psychometric 
testing of a measure of patients’ expectations

A Bowling,1* G Rowe,2 N Lambert,2 M Waddington,3 
KR Mahtani,4 C Kenten,2 A Howe5 and SA Francis6

1Faculty of Health Sciences, University of Southampton, Southampton, UK
2Consumer Science, Institute of Food Research, BBSRC, Norwich, UK
3Library, Royal Free and University College London Medical School, London, UK
4Department of Primary Health Care, University of Oxford, Oxford, UK
5School of Medicine, Health Policy and Practice, University of East Anglia,  
Norwich, UK

6Department of Practice and Policy, School of Pharmacy, University of London, 
London, UK

*Corresponding author

Declared competing interests of authors: none

Published July 2012
DOI: 10.3310/hta16300

This report should be referenced as follows:

Bowling A, Rowe G, Lambert N, Waddington M, Mahtani KR, Kenten C, et al. The measurement of 
patients’ expectations for health care: a review and psychometric testing of a measure of patients’ 
expectations. Health Technol Assess 2012;16(30).

Health Technology Assessment is indexed and abstracted in Index Medicus/MEDLINE, Excerpta 
Medica/EMBASE, Science Citation Index Expanded (SciSearch) and Current Contents/
Clinical Medicine.



ii NIHR Health Technology Assessment programme

The Health Technology Assessment (HTA) programme, part of the National Institute for Health Research (NIHR), was 
set up in 1993. It produces high-quality research information on the effectiveness, costs and broader impact of health 
technologies for those who use, manage and provide care in the NHS. ‘Health technologies’ are broadly defined as all 
interventions used to promote health, prevent and treat disease, and improve rehabilitation and long-term care.
The research findings from the HTA programme directly influence decision-making bodies such as the National 
Institute for Health and Clinical Excellence (NICE) and the National Screening Committee (NSC). HTA findings also 
help to improve the quality of clinical practice in the NHS indirectly in that they form a key component of the ‘National 
Knowledge Service’.
The HTA programme is needs led in that it fills gaps in the evidence needed by the NHS. There are three routes to the 
start of projects.
First is the commissioned route. Suggestions for research are actively sought from people working in the NHS, from 
the public and consumer groups and from professional bodies such as royal colleges and NHS trusts. These suggestions 
are carefully prioritised by panels of independent experts (including NHS service users). The HTA programme then 
commissions the research by competitive tender.
Second, the HTA programme provides grants for clinical trials for researchers who identify research questions. These 
are assessed for importance to patients and the NHS, and scientific rigour.
Third, through its Technology Assessment Report (TAR) call-off contract, the HTA programme commissions 
bespoke reports, principally for NICE, but also for other policy-makers. TARs bring together evidence on the value of 
specific technologies.
Some HTA research projects, including TARs, may take only months, others need several years. They can cost from as 
little as £40,000 to over £1 million, and may involve synthesising existing evidence, undertaking a trial, or other research 
collecting new data to answer a research problem.
The final reports from HTA projects are peer reviewed by a number of independent expert referees before publication in 
the widely read journal series Health Technology Assessment.

Criteria for inclusion in the HTA journal series
Reports are published in the HTA journal series if (1) they have resulted from work for the HTA programme, and 
(2) they are of a sufficiently high scientific quality as assessed by the referees and editors.
Reviews in Health Technology Assessment are termed ‘systematic’ when the account of the search, appraisal and 
synthesis methods (to minimise biases and random errors) would, in theory, permit the replication of the review 
by others.

The research reported in this issue of the journal was commissioned by the National Coordinating Centre for Research 
Methodology (NCCRM), and was formally transferred to the HTA programme in April 2007 under the newly 
established NIHR Methodology Panel. The HTA programme project number is 07/58/01. The contractual start date 
was in November 2007. The draft report began editorial review in March 2011 and was accepted for publication in 
December 2011. The commissioning brief was devised by the NCCRM who specified the research question and study 
design.The authors have been wholly responsible for all data collection, analysis and interpretation, and for writing up 
their work. The HTA editors and publisher have tried to ensure the accuracy of the authors’ report and would like to 
thank the referees for their constructive comments on the draft document. However, they do not accept liability for 
damages or losses arising from material published in this report.
The views expressed in this publication are those of the authors and not necessarily those of the HTA programme or the 
Department of Health.
Editor-in-Chief: Professor Tom Walley CBE
Series Editors: Dr Martin Ashton-Key, Professor Aileen Clarke, Dr Peter Davidson, Dr Tom Marshall, 

Professor John Powell, Dr Rob Riemsma and Professor Ken Stein
Editorial Contact: edit@southampton.ac.uk
ISSN 1366-5278 (Print)

ISSN 2046-4924 (Online)

ISSN 2046-4932 (DVD)

© Queen’s Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a 
commissioning contract issued by the Secretary of State for Health.
This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE) (http://www.
publicationethics.org/).
This journal may be freely reproduced for the purposes of private research and study and may be included in professional 
journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising.
Applications for commercial reproduction should be addressed to: NETSCC, Health Technology Assessment, Alpha House, 
University of Southampton Science Park, Southampton SO16 7NS, UK.
Published by Prepress Projects Ltd, Perth, Scotland (www.prepress-projects.co.uk), on behalf of NETSCC, HTA.
Printed on acid-free paper in the UK by Charlesworth Press. MR 



© Queen’s Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a commissioning contract issued by the 
Secretary of State for Health.

iii Health Technology Assessment 2012; Vol. 16: No. 30DOI: 10.3310/hta16300

Abstract

The measurement of patients’ expectations for health care: 
a review and psychometric testing of a measure of patients’ 
expectations

A Bowling,1* G Rowe,2 N Lambert,2 M Waddington,3 KR Mahtani,4 
C Kenten,2 A Howe5 and SA Francis6
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Background: There is recognition of the importance of measuring patients’ experiences, 
expectations and satisfaction.
Objectives: To assess the literature on the concept and measurement of patients’ 
expectations for health care, and to develop and test a measure of patients’ expectations, 
using adult patients in community, general practice and hospital outpatient departments in 
Greater London, Norwich and Essex, UK.
Data sources: Major electronic databases including the British Nursing Index, EMBASE, 
MEDLINE, PsycINFO and the Applied Social Sciences Index and Abstracts were searched 
between 2000 and 2009.
Review methods: Narrative review, semi-structured exploratory study and surveys of GP 
patients and hospital outpatients immediately before and after their surgery/clinic visit to 
measure their pre-visit expectations for their health care and their post-visit experiences 
(expectations met and satisfaction with visit) (site specific).
Results: A total of 20,439 titles and 266 abstracts were identified, of which 211 were 
included in the review. Most research designs were weak, with small or selected samples, 
and a theoretical frame of reference was rarely stated. The origin of questions about 
expectations was often absent, questions were frequently untested and those with reported 
reliability or validity data had generally mixed results. In the survey data the expectations 
measures met acceptability criteria for reliability; all exceeded the threshold of α = 0.70, in 
each mode of administration and sample type. Items and subscales also correlated at least 
moderately with those variables that they were expected to be associated with, supporting 
their validity. The item means within subscales were generally similar between samples and 
all-item–total correlations exceeded the acceptability threshold. Descriptive findings 
revealed that most patients ideally expected cleanliness, information about where to go, 
convenient and punctual appointments and helpful reception staff, the doctor to be 
knowledgeable, clear and easy to understand, to be involved in treatment decisions and to 
experience a reduction in symptoms/problems. Expectations least likely to be met included 
being seen on time and choice of hospital/doctor (items requested by the ethics 
committee). Other items that had low met expectations included helpfulness of reception 
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staff, doctor being respectful and treating with dignity (hospital sample), doctor 
knowledgeable (hospital), being given reassurance, receiving advice about health/
condition, information about cause and management of condition and information about 
benefits/side effects of treatment, being given an opportunity to discuss problems, and the 
three items on outcome expectancies. Previous consultations/experiences of health 
services and health-care staff/professionals most commonly influenced expectations. 
Overall, pre-visit realistic expectations were lower than patients’ ideals or hopes. Most 
post-visit experiences indicated some unmet expectations (e.g. cause and management of 
health/condition, benefits/side effects of treatments) and some expectations that were 
exceeded. Generally, GP patients reported higher pre-visit expectations and post-visit met 
expectations. Correlations between subscale domains were strongest between the 
structure and process of health care, doctor–patient communication style and doctor’s 
approach to giving information, all common indicators of the quality of health care, 
supporting the validity of the measures. The post-visit experiences subscale significantly 
predicted single-item summary ratings of overall met expectations and satisfaction. GP 
rather than hospital patients were also independently predictive of expectations met. Other 
predictors were having no/little anxiety/depression, older age (satisfaction) and fewer 
effects of health on quality of life (met expectations).
Limitations: The surveys in clinics were based on convenience, not random 
sampling methods.
Conclusions: These findings have implications for establishing the quality of health 
services and informing their improvement. Awareness of the patient’s met and unmet 
expectations should enable staff to understand the patient’s perspective and improve 
communication. This study examined the perspective of the patient only; it is not possible 
to examine the extent to which any expectations might have been unrealistically too high or 
too low. This is a challenge for future research.
Funding: The National Institute for Health Research Health Technology Assessment 
programme and the National Co-ordinating Centre for Research Methodology (NCCRM).
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Executive summary

Background

There is widespread recognition of the importance of evaluating services from consumer 
perspectives. What people expect from their health care compared with their experiences may 
influence their satisfaction with it. There is also some evidence that patients who receive the 
health care they expect may recover better than patients who do not.

However, there are many definitions of what patients expect from health services, relating, for 
example, to different types of expectations (e.g. desires, predictions) and health-care structures 
(e.g. buildings, equipment, staff), processes (e.g. waiting lists, the way that staff and patients 
interact) and health outcomes (e.g. the effects of the health service on patients’ health, including 
patients’ assessments of their health) and different visit types/episodes. There is also no well-
tested, multidimensional questionnaire to measure these different expectations.

Objectives

We aimed to examine existing models and definitions of patient expectations in the literature, 
to explore expectations with patients and to develop and test an expectations questionnaire, 
informed by both approaches.

The study aimed to address multiple research questions, summarised below:

 ■ How do expectations for different health-care settings compare?
 ■ What are the most common types of met and unmet expectations expressed by patients, and 

do these vary by health-care setting?
 ■ Are expectations influenced by respondents’ characteristics, behaviours and circumstances?
 ■ What are the psychometric properties of the developed expectations questionnaire (in 

different health-care settings)?
 ■ How does mode of questionnaire administration (face-to-face interview or self-

administration) affect the expectations elicited?
 ■ How does pre-visit expectation type affect post-visit met expectations and 

patient satisfaction?

Methods

The narrative review
A comprehensive search was run on the following databases: AMED (Allied and Complementary 
Medicine Database), British Nursing Index (BNI), CINAHL (Cumulative Index to Nursing and 
Allied Health Literature), EMBASE, MEDLINE, PsycINFO, ASSIA (Applied Social Sciences 
Index and Abstracts), The Cochrane Library, Intute, Sociological Abstracts, Web of Science as 
part of Web of Knowledge and the HTA (Health Technology Assessment) reports. We searched for 
any type of literature published or written between 2000 and 2009, and for reasons of practicality 
we searched only for publications in the English language. In the following databases, the term 
‘patient expectation OR patient expectations’ was searched: ASSIA, The Cochrane Library, Intute 
(Social Sciences and Medicine), Sociological Abstracts, Web of Knowledge. In the remaining 
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databases a number of terms, synonyms and subject headings for ‘patient expectations’ and 
‘health care’ were used. The following databases were also searched to retrieve any unpublished or 
grey literature: Index to Theses, Dissertations & Theses and OpenSIGLE (System for Information 
on Grey Literature in Europe). A data extraction form was used and the approach was a 
narrative review.

A total of 211 papers were included in the review from a total of 20,439 titles and 266 abstracts 
identified. Most research designs were weak with small or selected samples. A theoretical 
frame of reference was rarely stated. In terms of measurement, the origin of questions about 
expectations was often absent, questions were frequently untested and those with reported 
reliability or validity data had generally mixed results. Little attempt was made to examine 
expectations in detail or present findings in terms of contribution to existing knowledge.

The studies of patients
We first conducted semi-structured interviews with 20 GP patients and 20 cardiology clinic 
patients in Norwich, UK, to ascertain patterns in expectations. These results, together with the 
literature review, informed the development of an expectations questionnaire that aimed to 
measure pre-visit ideal and realistic expectations and post-visit experiences (met expectations). 
This was piloted on a small number of patients, refined and then field tested on 833 people 
in Norwich, Essex and Greater London, UK, before and after their consultations in general 
practice and hospital outpatient departments. The data also provided information on whether 
expectations between GP and hospital outpatient populations varied, and whether pre-visit ideal 
and/or realistic expectations predicted post-visit experiences (met expectations) and patient 
satisfaction. Caution is needed as the samples of patients were not randomly sampled. This is 
acceptable for the psychometric testing, but the survey distributions may not be generalisable.

Results

The expectations measures met acceptability criteria for reliability (internal consistency); items 
and subscales also correlated at least moderately with those variables with which they would 
be expected to be associated with, supporting their validity. The Cronbach’s alphas for the 27 
items each forming the pre-visit ideal and realistic subscales and the post-visit experiences 
(expectations met) subscale all exceeded the threshold of 0.70 in each mode of administration 
and sample type.

The total sample and self-administration samples met the threshold criteria adequately for 
item–total correlations within the subscales, although a small number of item–total correlations 
in the smaller pre-visit interview samples failed to reach 0.3. Most item–item correlations reached 
or exceeded the threshold for acceptability. Overall, patients’ pre-visit expectations of what would 
happen in reality were lower than their ideals or hopes about what would happen. Most of their 
post-visit experiences (met expectations) fell in-between, indicating some unmet expectations 
(e.g. on being given advice about health/condition, cause of condition, how to manage condition; 
benefits/side effects of treatments) and some exceeded expectations. GP patients had higher 
pre-visit expectations than hospital patients, and they had higher post-visit met expectations. 
The results indicate higher ideal expectations and support the validity of the measures, as ideals 
are anticipated to be higher than real life. Post-visit expectations (met) were lower than pre-visit 
ideals, but similar to, or slightly worse, than pre-visit realistic expectations. Correlations between 
ideal and met expectations were lower than those between realistic and met expectations, 
supporting their validity, although patients’ pre-visit ideal and realistic expectations were only 
modestly associated with their post-visit experiences at best (as might be expected, reflecting the 
uncertainty inherent in expectations being delivered because of various factors outside of the 
patients’ control).
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The highest ideal expectations, particularly among the GP sample, included expectations 
about cleanliness, information about where to go, having convenient appointments, being seen 
on time, helpfulness of reception staff, knowledge of the doctor, having a clear and easy to 
understand doctor, involvement in treatment decisions, and reduction in symptoms/problems. 
The lowest ideal expectations related to the five clinical procedures (physical examination, tests/
investigations, diagnosis, prescription and referral on) and being given the opportunity to discuss 
problems in life.

The lowest met expectations, particularly among the hospital sample, included being seen on 
time and the two items requested by the ethics committee: being given a choice of hospitals if 
referred and doctors to consult (not included in scaling as not applicable to all patients). Other 
items that had low met expectations were helpfulness of reception staff, doctor being respectful 
and treating with dignity (hospital sample), doctor knowledgeable about condition (hospital), 
being given reassurance, advice about health/condition, information about cause of condition 
and how to manage it, information about benefits/side effects of treatment and an opportunity to 
discuss problems in life, and the three items on outcome expectancies. Some of these (relatively) 
unmet expectations are understandable, as they refer to unpredictable outcomes, but others 
suggest some disappointments regarding information provision and doctor empathy/reassurance.

Overall, GP patients reported higher pre-visit expectations and post-visit met expectations, 
particularly for items relating to structure of health care and doctor–patient communication style. 
Spearman’s rank-order correlations between subscale domains were strongest overall between the 
structure and process of health care, doctor–patient communication style and doctor’s approach 
to giving information. These are all common indicators of the quality of health care, supporting 
the validity of the measures.

About three-quarters of the total sample stated that their ideal hopes were ‘very important’ to 
them overall, and over half felt that they deserved these to be realised in reality ‘a lot’. The most 
common influences on expectations were seen to be their previous consultations/experiences 
of health services and health-care staff/professionals. There were few associations between 
expectations and other characteristics.

The item means within expectation-type subscales were again generally similar between samples. 
The item–total correlations all well exceeded the acceptability threshold. Cronbach’s alpha was 
not improved, or more than slightly improved (e.g. item 27 pre-visit realistic expectations), by 
item removal. None of the item–item correlations approached or exceeded the 0.75 threshold for 
item redundancy. Cronbach’s alphas (internal consistency) were not improved overall by item 
removal. In summary, the reliability of the expectations measures for GP and hospital patients 
met criteria of acceptability.

The pre-visit ideal and realistic expectations subscales were not independently associated with 
single-item summary ratings of overall satisfaction or overall expectations met, although the 
post-visit experiences (expectations met) subscale was a significant predictor of both (as would 
be expected). GP rather than hospital patients were also independently predictive of expectations 
met, which might be due to the greater experience that people have with attending GPs than with 
attending hospital clinics, and hence a greater ability to calibrate expectations appropriately (i.e. 
form realistic expectations that are subsequently met). Other predictors were having no/little 
anxiety/depression and older age (satisfaction) and fewer effects of health on quality of life (met 
expectations). Differences due to age deserve future study to ascertain whether these arise from 
unrealistic expectations (perhaps because of expectations being formed under different health-
care or personal environments) or a failure of health-care staff to deliver the particular needs of 
elderly patients.
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Conclusions

A fully integrated model of expectations needs to be dynamic, multidimensional and able to 
identify its determinants, including sociocognitive components. Furthermore, it needs to be able 
to model potential causal pathways between expectations, attitudes, behaviours and patient-
based health outcomes. Past research has generally failed to propose such a model. It is hoped 
that the current research, particularly following the further development and utilisation of the 
expectations instrument developed here, may aid in such model development. However, the 
initial results of the patient surveys found that there were relatively few independent predictor 
variables of ideal, realistic or met expectations, indicating the complexity of the topic.

The descriptive findings revealed that most patients ideally expected site cleanliness, information 
about where to go, convenient appointments, to be seen on time, helpfulness of reception staff 
and a knowledgeable doctor, a clear and easy to understand doctor, involvement in treatment 
decisions and a reduction in symptoms/problems. However, the expectations least likely to be 
met, particularly among the hospital sample, included being seen on time and the two items 
requested by the ethics committee: being given a choice of hospitals if referred and doctors 
to consult (not included in scaling as not applicable to all patients). Other items that had low 
met expectations were helpfulness of reception staff, doctor being respectful and treating 
with dignity (hospital sample), doctor knowledgeable about condition (hospital), being given 
reassurance, advice about health/condition, information about cause of condition and how to 
manage it, information about benefits/side effects of treatment and an opportunity to discuss 
problems in life, and the three items on outcome expectancies. These all have implications for 
the quality of health services and their improvement. Awareness of patients’ expectations, and 
unmet expectations, among health service staff should enable staff to understand the patients’ 
perspective and improve communication – and met expectations. This study examined the 
perspective of the patient only. As there were no observations of consultations in this study, 
or questioning of health service staff, it is not possible to examine the extent to which any 
expectations might have been unrealistic, or inappropriate, at that time in a dynamic process (e.g. 
being given a diagnosis or other procedures).

Recommendations for research

Areas of further research that could inform policy and practice include:

 ■ investigation of patient expectations in other specialities, regions and samples and across 
different modes of administration (including, potentially, a self-administered questionnaire)

 ■ longer-term follow-up to assess any effects of met or unmet expectations on recovery and 
on future expectations – as part of longitudinal studies to ascertain the kinds of factors that 
influence expectation formation and change

 ■ examination of unrealistic expectations and associations with health-care need and 
demand, and the development of appropriate health-care strategies, whether these involve 
communication about the health-care process, the better training of NHS staff or the 
renovation of administrative or logistic health policies.
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Chapter 1 

Introduction

There is widespread recognition in health policy of the importance of evaluating health 
services from a wide range of perspectives, including those of patients, or consumers. This 

was given impetus in the late 1980s and 1990s with the growing emphasis on accountability and 
the continuing emphasis on consumerism since the 1970s. Consumer evaluations of their health 
care are now an established component of quality assessment, mainly through surveys of patient 
satisfaction and experience and patient-based health outcome studies (e.g. health status and 
health-related quality of life). It is generally acknowledged that planners need to understand the 
expectations underlying patients’ views in order to interpret their feedback. Understanding how 
expectations are formed is, in theory, crucial for furthering knowledge on a range of health topics 
from health and illness behaviour to patient-assessed outcomes, that is, understanding what 
people ‘hope for’, ‘anticipate’ or ‘expect’ from health care is important given the likely influence of 
these ‘beliefs’ on their health-care outcomes. However, there is conceptual and methodological 
uncertainty regarding what is an ‘expectation’ and how it should be measured. There is also 
little information on whether expectations can be modified, although one argument is that 
high expectations should be encouraged and be used as a catalyst for improving health care. 
Moreover, scant attention has been paid to the generally high patient satisfaction levels among 
older people, despite their increased likelihood of experiencing delays in specialist referral and 
treatment. This may reflect lower expectations of health care in older age, but this remains to be 
fully investigated.

The literature on patient expectations in health care appears to be characterised by diversity, lack 
of integration and a theoretical paucity of approach to both conceptualisation and measurement. 
This fragmentation and lack of research integration partly reflects the multidimensionality of 
the concept, a characteristic shared with the concept of patient satisfaction. The largest body of 
literature on expectations appears to relate to patient satisfaction, reflecting the latter’s alleged 
underpinning of this concept. It is often argued that an excess of perceived delivery (e.g. of health 
care) over what is hoped for, anticipated or expected leads to increased satisfaction and, conversely, 
that unmet expectations lead to increased dissatisfaction (see later review).

Terminology is a significant issue in expectation studies, with a range of ambiguous terms 
being used to address different types of expectations. As will be shown later, taxonomies include 
expectancy probability (judgements about the likelihood of an event occurring, e.g. based on past 
experience, self-confidence, perceived difficulty of the goal), value expectations (hopes or desires 
concerning an event, expressed as wants or needs), process expectations (expectations about 
forthcoming processes such as medical attention, health information, pleasant surroundings) and 
outcome expectations (expectations concerning the consequences of treatment, such as ability 
to return to work/previous way of life, physical fitness). These different types of expectancy will 
differ in various ways, for example expectancies of processes of care will differ from treatment 
outcome expectancies as the latter are less certain and involve weighing up risks and benefits and 
thus will be influenced by the person’s attitude towards risk-taking. Others have used different 
definitions of expectations, including: needs, requests or desires; hopes or idealised expectations; 
wants (equating with needs) and predictions; or anticipations distinct from hopes, about how they 
will be helped (i.e. during the health-care encounter or episode). Moreover, given the evidence 
that expectations of care are associated with recent experiences of health care, it is important to 
distinguish informed expectations (in which people have received sufficient, timely information 
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to reach an informed judgement) from subjective expectations. This indicates the importance of 
longitudinal analysis of the process of expectation development, including precipitating factors, 
prior understanding, the formulation of expectations, and cognitive processing throughout.

In summary, the investigation of expectations needs to be considered in relation to influences on 
how expectations are formed; how this relates to patients’ characteristics and their experiences 
of health care; how this is influenced by the structure, process and outcome of care and, more 
specifically, the definitional orientation of expectations, the specificity of expectations, their 
content category, the specific occurrences included, the type of setting, the type of visit and the 
timing of the data collection (e.g. pre-, intra-, post-visit/longitudinal nature of design); and the 
mode and structure of the measurement instrument. There is also a need for empirical evidence 
on the structure and content of patient expectations in a range of health-care settings and visit/
episode types, and on the extent to which expectations influence related attitudes (e.g. patient 
satisfaction), behaviours (e.g. health and illness behaviour, including delay in seeking professional 
help and adherence to therapy) and health outcomes (e.g. health status and health-related 
quality of life). Few studies have assessed patients’ pre-existing expectancies. Another major 
gap in this area is that no standardised, well-validated instrument exists for measuring patients’ 
expectations.

This report systematically examines existing models and definitions of patient expectations in 
the literature. It reports on an exploratory study of patients’ expectations and the development 
of an expectations questionnaire (informed by both the literature and the exploratory study). 
Thereafter, it reports the testing of the questionnaire in larger-scale surveys.

For reference, the agreed research protocol is included as Appendix 1.
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Chapter 2 

Conceptual overview and narrative review

Theoretical background on patient expectations

Theories of patients’ expectations
Health policy has long emphasised the importance of evaluating health services from a 
wide range of perspectives, including those of consumers. Since the 1970s consumerism has 
been a central theme of evaluation; in the late 1980s and 1990s, accountability also received 
prominence.1 Consumer evaluation of health care is now an established element of quality 
assessment, mainly through patient satisfaction and patient-based health outcome studies (e.g. 
health status and health-related quality of life).2–4

Awareness of patient expectations for their care, and formation of expectations, are potentially 
important aspects of policy development and service provision. For example, if health-care 
providers are aware of their patients’ expectations for care they can plan to address them in a 
timely way to better meet the patients’ needs and, in turn, aim to increase patient satisfaction.

Limited evidence suggests that health professionals should take into account patients’ 
expectations when making clinical decisions and planning treatment.5 A narrative review of the 
literature solely in primary care settings on patient pre-consultation expectations confirmed 
that unmet/met expectations with health care affected patient satisfaction.6 Associations were 
often weak, however, and expectations explained a relatively small proportion of the variance 
in satisfaction.7,8

Although the concepts and measurement of patient satisfaction and health-related quality 
of life outcomes have been linked to the concept of patient expectations, there has been little 
attempt to support these links with conceptual development or a theoretical model. Rarely 
have these concepts been adequately defined.2–4,9,10 For example, patient satisfaction has often 
been measured superficially with generalised satisfaction questions, which largely tap concepts 
of adequacy, acceptability and appropriateness, with little attempt at theoretical justification. 
These general questions also elicit higher than expected proportions of satisfied responses 
than open-ended questions.11 The greater validity of specific, over general, patient satisfaction 
questions has long been reported [i.e. asking about specific details of patient care, rather than 
general satisfaction questions – accessibility and availability of services and providers, choice 
and continuity, communication (including information), financial arrangements, interpersonal 
aspects of care, outcomes of care (i.e. satisfaction with one’s health status, ability and outcome), 
technical quality of care, time spent with providers].12 There has been some evidence to show 
that specific questions, compared with general questions, provide more valuable data to inform 
health policy.13,14

It is generally acknowledged that planners need to understand the expectations underlying 
patients’ views in order to interpret their feedback. Understanding how expectations are formed 
is, in theory, crucial for furthering knowledge on a range of health topics from health and 
illness behaviour to patient-assessed outcomes. Indeed, the GP contract in the UK mentions 
the measurement of patients’ experiences as an area for measuring quality of care.15 Little 
information exists on whether or not expectations can be modified, although it has been argued 
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that high expectations should be encouraged and be used as a catalyst for improving health care.16 
Moreover, scant attention has been paid to the generally high patient satisfaction levels among 
older people, despite their increased likelihood of experiencing delays in specialist referral and 
treatment. This may reflect lower expectations of health care in older age.17

Expectations are complex. The literature on patient expectations in health care appears to be 
characterised by diversity, lack of integration and a theoretical paucity of approach to both 
conceptualisation and measurement. This fragmentation and limited assimilation of research 
partly reflects the multidimensionality of expectations, a characteristic shared with the concept 
of patient satisfaction.18 Empirical evidence in support of one type of expectation over another is 
unconvincing, and is largely based on small-scale or qualitative studies.

Expectancy theory
Controversy surrounds the definition and measurement of expectations and their components. 
Expectancy theory in psychology proposes that the difference between that which is received and 
what one expects or wants to receive determines satisfaction. The term ‘expectancy’ is used in 
psychology as a general concept, in contrast to the health literature, which refers to ‘expectations’ 
in the real world.19 A patient ‘expectation’ has been defined as the anticipation that given events 
are likely to occur during, or as an outcome of, health care. Thus, what people anticipate, or 
expect to receive, from their health care, compared with their perceptions of what they receive in 
practice, are potentially important in predicting patient satisfaction and dissatisfaction with their 
care, treatment and health outcomes.

Psychological theory holds that expectations are complex beliefs, or values, resulting from 
cognitive processes,20 which are modified by previous experiences.21 Beliefs make up an attitude 
towards a particular phenomenon.22 Expectations are a type of belief, or perception, about future 
events, and as such are not static.

Attitude theories are mainly based on expectancy-value theory, whereby attitudes (disposition 
to respond favourably or unfavourably towards an object) are related to beliefs (expectancies) 
that the object possesses certain attributes, and evaluations of those attributes.23 Expectancy 
theory is regarded as particularly important in theories of behaviour. Role theory, for example, 
posits that human behaviour is guided by expectations, although there has been little analysis of 
their construction.

Expectations are also dependent on experience and social learning, and this may add further 
information to the schema.24,25 Rotter,24 using social learning theory, distinguished between 
generalised and specific expectations (generalised expectations are held in situations in which a 
person has little or no previous experience, whereas specific expectations develop out of previous 
experience of a particular situation). Ideal expectations might be most prevalent for those 
without previous experience. Patients who have unformed expectations have no idea what to 
expect, whereas those with previous experience are more likely to have predicted than unformed 
expectations based on previous encounters. Rotter26 extended the theory to incorporate 
a measure of generalised expectancy – the locus of control. Feather27 suggested that, with 
expectancy-value theory, potential outcomes can be perceived negatively, positively or both, and 
expectations encompass beliefs about whether a particular action can be performed to achieve 
a successful outcome; he extended his theory to include values, as well as needs, in influencing 
individual’s perceptions.

Expectancy values, such as the worth that people place on processes and outcomes, have been 
used to explain relationships between attitudes and behaviour,28 although empirical evidence 
is limited.29 Outcome expectancy and perceived competence to perform particular behaviours 
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(self-efficacy) are believed to be important predictors of behaviour.30 Some studies have reported 
that expectations are directly linked to health beliefs,31 self-efficacy,32 locus of control,24,33,34 
attitudes35,36 and schemata.37

An expectation can include wants, hopes and desires and anticipations. What is expected and 
what is desired in real life are distinct beliefs. Swan and Trawick38 divided expectations into 
predictive (i.e. realistic) and desired (i.e. ideal or wanted) – the latter being necessary for the 
achievement of satisfaction. Some define expectations in terms of what is deserved. For example, 
Miller39 divided expectations into ideal, expected, what is deserved and the minimum tolerable. 
However, there is little evidence on how abstract theories such as these might be used in 
empirical research in real-life patient settings.7,19

Taxonomies of expectancies
The early literature reveals many types of expectations.40–42 However, a number of studies of 
expectations have been ambiguous in their use of terminology or have focused on different types 
of expectations. For example, in 1995, Thompson and Sunol42 identified four types of expectation 
in relation to satisfaction: ideal (desires, preferred outcomes), normative (what should happen), 
predicted (expected outcomes) and unformed (unarticulated). This framework builds on other 
examples of less integrated models.41,43–45

Additional taxonomies have included expectancy probability (judgements about the likelihood 
of an event occurring, e.g. based on past experience, self-confidence, perceived difficulty of the 
goal), process expectations (e.g. medical attention, health information, pleasant surroundings) and 
outcome expectations (e.g. ability to return to work/previous way of life, physical fitness).46

Value expectancies: ideals, desires and hopes
A great deal of inconsistency exists in the area of value expectancies: not all investigators define 
their terms or make distinctions between its components. Some focus on what patients think 
will happen (probability or realistic expectations) and others on what patients would like to 
happen (value or ideal expectations). Kravitz47 noted the variable use of probability and value 
expectations, general and visit-specific expectations, and expectations relating to the structure, 
process and outcome of health care. Value expectations have been defined as hopes or desires 
concerning an event, expressed as wants or needs.48 In this definition there is a distinction 
between hopes and desires, which are ideals, and anticipated, or realistic, expectations.

Predicted or expectancy probability expectations (social cognitive model)
Predicted or expectancy probability expectations are judgements about the likelihood of an 
event occurring, for example based on past experience, self-confidence or perceived difficulty 
of the goal. Expectations have affective and cognitive components and are multidimensional. 
They are the result of complex cognitive processes, modified by previous experiences and other 
influences.21 Cognitive processing involves a sense of subjective probability (the perceived 
likelihood of an event occurring) and causality (an understanding that an action or event is 
the result of another). Internal causality is the perception of outcomes as a direct result of 
personal decisions. External causality occurs when events are perceived as due to luck or chance. 
Expectations based on the latter are less likely to change than those based on internal causality 
because the outcome is seen as beyond one’s control. Attitudes and motivation also influence 
behaviour and a specific course of action.

According to social cognition and response expectancy theories,30,36,49–54 human motivation and 
behaviour are regulated by forethought. Expectancies are believed to be the mechanism through 
which past experience and knowledge are used to predict future outcomes. Cognitive control 
of behaviour is based on outcome expectancies (beliefs that specific actions lead to certain 
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consequences) and self-efficacy expectations (beliefs in one’s capabilities to perform the action to 
attain the desired outcome). The theory of self-efficacy holds that the stronger one’s self-efficacy 
and outcome expectations, the more likely one will initiate and persist with a specific behaviour 
(e.g. exercise, adherence to medication, request for specific treatments). Dispositional optimism 
and pessimism are relatively stable characteristics and are further influences on expectations: 
optimism is the belief that one will experience positive rather than negative (pessimism) 
events. Using this framework, expectancies drive goal-directed behaviour, motivation and 
self-regulation.

Olson et al.55 identified three antecedents to expectancies: direct experience, other people and 
beliefs. Kravitz’s 47 dynamic model of patient expectations is relevant here. With this, the first 
stage involves the identification of determinants of consumer expectations (external factors 
such as friends, relatives, media, policy); previous experiences of health care; and patients’ 
sociodemographic characteristics, health status and health-related quality of life. Patients’ 
expectations can then be described according to definitional orientations (e.g. probabilities, 
values), type of health-care visit/episode or generic, and content (i.e. structure, process or 
outcome).56 The model takes account of the importance of experiences and subsequent revision 
of expectations and evaluations.

Process and outcome expectancies
Expectancies of processes of care will differ from treatment outcome expectancies, as the latter 
are less certain, involve weighing up risks and benefits and involve the person’s attitude towards 
risk-taking. Outcome expectations are an important element of social cognitive theory,30,49,57 
which specifies psychosocial influences on behaviour, including self-efficacy, outcome 
expectations and goals. An outcome expectation is the belief that a specific behaviour will lead 
to a certain outcome. Judgemental processes involve making comparisons with personal and 
normative standards, with personal valuation of the activity and with beliefs about performance. 
Key determinants of behaviour are outcome expectations and self-efficacy.30,49

Efficacy expectations are dynamic and established and enhanced by four mechanisms:52 (1) 
enactive mastery experience or successful performance of the activity of interest; (2) verbal 
persuasion or verbal encouragement given by a credible source that the individual is capable of 
performing the activity of interest; (3) vicarious experience or seeing like individuals perform 
a specific activity; and (4) physiological and affective states such as pain and fatigue or positive 
states such as feeling proud associated with a given activity. The theory of self-efficacy suggests 
that the stronger the individual’s efficacy expectations (self-efficacy and outcome expectations), 
the more likely he or she will initiate and persist with a given activity.

Self-efficacy theory36 maintains that psychological processes operate through a person’s sense 
of personal mastery or efficacy – the belief that one is or is not capable of performing specific 
behaviours – incorporating outcome expectancy (that the behaviour will lead to a given 
outcome or not) and self-efficacy expectancy (the belief that he or she is capable of performing 
the behaviour or not). Bandura36 further noted three related but conceptually independent 
subdomains representing physical, social and self-evaluative outcome expectations. Physical 
outcome expectations reflect beliefs about pleasant and aversive physical experiences resulting 
from engagement in physical activity. Social expectations reflect beliefs about physical activity 
resulting in increased opportunities for socialisation and attaining social approval. Self-evaluative 
outcome expectations capture beliefs relative to the feelings of satisfaction and self-worth 
associated with involvement in physical activity.
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Placebo effect
Expectations have also long been present in medicine in the form of the placebo effect (‘applied 
expectations’). This holds that a belief that a future event will occur contributes to it occurring 
(i.e. response expectancies are sufficient to cause the outcome, thus the effect is self-confirming). 
The positive placebo effect is well established and needs to be included in assessments of 
treatment efficacy and the potential influence of patients’ expectations.

In a review of studies of the placebo effect, Crow et al.58 concluded that expectancies are 
an important mechanism for the placebo effect across a range of clinical conditions and 
outcomes, although the studies they reviewed included several weaknesses. Crow et al.58 defined 
expectancies as ‘treatment-related outcome expectations’ (beliefs that treatment will have positive 
or negative effects on health status) and ‘patient-related self-efficacy expectations’ (beliefs that 
one can carry out actions necessary for disease management or coping with the treatment). 
They focused on three clinical areas (preparation for medical procedures, management of illness 
and medical treatment), in which five subgroups of expectancy were identified within their two 
main definitions:

 ■ treatment-related outcome expectations:
 – process expectancy (in relation to preparation for medical procedures)
 – positive outcome expectancy (in relation to medical treatment)
 – negative outcome expectancy (in relation to medical treatment)

 ■ patient-related self-efficacy expectations:
 – interaction self-efficacy (in relation to management of illness)
 – management self-efficacy (in relation to preparation for medical procedures and 

management of illness).

As they indicated, research is still needed to assess the validity of their model in a variety of 
settings and whether it requires revising, and more information is needed on the influence of 
experience, knowledge and beliefs on expectations (including the influences and experiences 
of others).

Equity and discrepancy theory
The largest body of literature on expectations appears to relate to patient satisfaction, reflecting 
its alleged theoretical underpinning of this concept. Expectancy theory proposes that the degree 
of discrepancy between expectations and experiences determines satisfaction (‘gap model’). 
Satisfaction is itself an attitude and refers to affect. However, expectations are not straightforward. 
For example, social comparison theory suggests that satisfaction is based on perceptions of what 
has been received compared with others.59 Relative deprivation theory expands on this.

Equity and discrepancy theory holds that satisfaction is obtained when perceived inputs and 
outputs are balanced. Katzell60 argued that satisfaction was the difference between the amount 
received and that which is desired. However, Locke61 argued that perceived differences are 
of greater importance than actual differences. Optimists may experience more favourable 
outcomes than pessimists, perhaps because they adopt more self-protective behaviours (e.g. 
adaptive coping).62

Another approach to discrepancy theory is based on how much a person expects to receive, 
although this has been rejected as contentious, given the complexities of receiving more than 
expected.61 Similar to this is the fulfilment model, which holds that the higher the perceived 
fulfilment of the expectations the higher the satisfaction and vice versa. When expectations are 
low they are more easily met and higher satisfaction is achieved, but higher expectations are 
more difficult to meet and satisfaction is likely to be lower. However, increasing quality of care 
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may increase expectations of care, and overly high expectations might be unrealistic and difficult 
to satisfy. It is often argued that an excess of perceived delivery (e.g. of health care) over what is 
hoped for, anticipated or expected leads to increased satisfaction, and the converse that unmet 
expectations lead to increased dissatisfaction.45,47,63 This has been conceptualised as expectancy 
dis/confirmation.6,42

The expectancy dis/confirmation model is popular and also important given the possible 
influence of these ‘beliefs’ on health-care outcomes. Several studies have indicated that treatment 
expectations (as beliefs) influence treatment outcomes (e.g. experience of severe nausea after 
chemotherapy).64 However, Rao et al.’s systematic review6 in primary care settings reported that 
associations between expectations and health-related quality of life outcomes were inconsistent. 
This is likely to be due to weaknesses and variations in research design, as well as to the type of 
expectations measured.

See Table 2 for a summary of the different expectancy constructs presented in this 
conceptual overview.

Patients’ expectations of health care: a narrative review of 
the literature

Aims and methods
A narrative review of the literature on the concept and measurement of patient expectations, 
by type, was conducted. The aim was to critically examine existing models and measures of 
patient expectations. The results of the review were also used to refine a model of expectations 
to inform (together with a pilot study of patients’ perceptions) the development of a patients’ 
expectations questionnaire.

The review built on existing reviews up to the year 2000 and thus the search was initially 
conducted for the years January 2000 to December 2006 (to inform the questionnaire) and was 
then updated from January 2007 to December 2009. 

Search strategy
A multiple search strategy was adopted. A comprehensive, systematic search of the conceptual 
and empirical literature on patient expectations, across the clinical and social sciences, was 
conducted using the following databases: AMED (Allied and Complementary Medicine 
Database), ASSIA (Applied Social Sciences Index and Abstracts), British Nursing Index (BNI), 
CINAHL (Cumulative Index to Nursing and Allied Health Literature), The Cochrane Library, 
EMBASE, MEDLINE, PsycINFO, Sociological Abstracts, Intute, Web of Science and the HTA 
(Health Technology Assessment) reports. The electronic database search strategy was developed 
using medical subject headings (MeSH) terms and keywords, augmented by the inclusion of 
keywords used in studies as they were identified. No design filters were used.

We searched for any type of literature published or written between 2000 and 2009, and for 
reasons of practicality we searched only for publications in the English language. In the following 
databases, the term ‘patient expectation OR patient expectations’ was searched: ASSIA, The 
Cochrane Library, Intute (Social Sciences and Medicine), Sociological Abstracts and Web of 
Knowledge. In the remaining databases a number of terms, synonyms and subject headings for 
‘patient expectations’ and ‘health care’ were used (see Appendix 2). In addition, the following 
databases were also examined to retrieve any unpublished or grey literature: Index to Theses, 
Dissertations & Theses and OpenSIGLE (System for Information on Grey Literature in Europe).



© Queen’s Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a commissioning contract issued by the 
Secretary of State for Health.

9 Health Technology Assessment 2012; Vol. 16: No. 30DOI: 10.3310/hta16300

AB and MW conducted the database search design and searches, selection of abstracts 
and papers, AB wrote the conceptual review, SAF wrote the narrative reviews (AB also 
conducted some).

Study selection
The process of developing the search criteria was used to construct inclusion and exclusion 
criteria and so to determine the relevance of the evidence retrieved to the study aims. The search 
was not restricted to particular definitions or conceptualisations of expectations or type of site/
setting. Broad inclusion criteria allowed a variety of studies to be reviewed, including theoretical 
and discussion papers, observational and interventional studies, randomised control trials, 
systematic reviews and meta-analyses. Because of time and budget constraints, only papers 
published in English were included.

Assessing relevance and inclusion
The titles and abstracts identified in the search were initially perused by AB to determine whether 
or not the articles were relevant to the research aims (i.e. the topic focused on patient, and not 
health-care staff, expectations). These results were sent to an independent researcher (GR) 
for checking. If criteria of relevance were met, the full-text article was obtained and assessed 
for inclusion.

Data extraction and quality assessment
A proforma for the included papers was developed by SAF and AB, after piloting, to enable 
recording of the following data: study design, conceptual basis, measurements, results and 
methodological quality of qualitative and quantitative studies.

The assessment of methodological quality in social research is complex, partly because of the 
wide range of qualitative and quantitative research methods used. For this study, criteria of 
quality included a clear description of the aims and underpinning theory and robustness of 
methods (e.g. sample type/size, design) and measurement (i.e. validity), where appropriate. Meta-
analysis was not appropriate because of the wide range of study designs and types of samples. We 
thus undertook a narrative synthesis, using a framework analysis, to compile diverse evidence.

Results
Of the 20,439 titles and 266 abstracts identified, 211 papers were included in the review (Table 1 
and Figure 1).

Appendix 3 comprises the complete narrative review table of results and comprehensively 
summarises all records included in the synthesis, with the final column commenting on the 
weaknesses of each study.16,19,63,65–272

In the majority of papers (61%), a statement referring to the theoretical frame of reference 
used was absent. Most research designs were weak, with small and/or selective samples, leaving 
findings inconclusive. When questions about expectations were used, they were largely untested, 
or some basic testing for reliability or validity was included in the referenced papers, often with 
mixed results.

Few studies discussed their results in the context of whether or not models were supported. 
Research on expectations is weak, often conducted in a theoretical vacuum, with uncertain 
contributions to knowledge and with little attempt to examine expectations in detail.
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Expectancy constructs
In those papers in which the expectancy constructs had been discussed, some were 
comprehensive reviews of existing theories,66,85,105–107 whereas most empirical research applied 
the social cognition theories of outcome expectancy and self-efficacy. The particular theories 
of Bandura and Thompson and Sunol, as described earlier in the conceptual overview, were 
frequently adopted as a basis to the research presented.19,70,74,82,88,131,153,165,173,195,199,234,251,270

TABLE 1 Number of papers obtained, rejected and accepted for review by database

Databases (January 2000–December 2009)
Date search 
completed

Results of 
searchb

Papers 
obtained

Number 
rejected

Number accepted 
for review

AMED March 2010 90 6 4 2

ASSIA March 2010 508 7 2 5

BNI March 2010 532 8 1 7

CINAHL March 2010 4082 16 1 15

The Cochrane Library March 2010 407 20 9 11

Dissertations & Theses, Index to Theses March 2010 57 5 2 3

EMBASE March 2010 2772 59 12 47

HTA March 2010 99 1 0 1

Intute March 2010 18 0 0 0

MEDLINE March 2010 6458 50 6 44

OpenSIGLE March 2010 10 3 3 0

PsycINFO March 2010 2790 11 2 9

Sociological Abstracts (was SocioFile) March 2010 981 2 0 2

Web of Knowledgea March 2010 1633 76 13 63

Others post March 2010 2 2 0 2

Total 20,439 266 55 211

a Web of Knowledge is a gateway that can search across a number of products, one of which is Web of Science.
b Includes duplicates.

Records
screened and

excluded
(n = 20,173)

Records identified
(n = 20,439)a

Records
screened and

included
(n = 266)

Records included
in synthesis

(n = 211)

Records
excluded from
synthesis with

reasonsb

(n = 55) 

FIGURE 1 Flow diagram summary of systematic search. a Including duplicates. b Papers were rejected from the 
review if there was no mention of any aspect of patients’ expectations. For example, rejected papers focused on 
patients’ experiences, desires, preferences, needs, hopes, wants, health professionals’ expectations, health care 
provision.
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Using Bandura’s related but conceptually independent factors of physical, social and self-
evaluative outcome expectations, Wójcicki et al.70 developed a scale that measured outcome 
expectations for exercise and tested it with older adults. Their analysis provided evidence for 
initial factorial and construct validity of the Outcome Expectations for Exercise Scale. Janzen et 
al.19 published a non-systematic review of selective expectancy models. They reviewed Thompson 
and Sunol’s conceptual framework (see earlier conceptual review), which identified four types 
of expectation: ideal (desired or preferred outcomes), predicted (actually expected outcomes), 
normative (what should happen) and unformed (unarticulated). This model was explicitly 
designed to examine the role of expectations in the formation of satisfaction. A limitation of this 
model is that it does not adequately address actuality. These authors questioned whether or not 
these expectations bore any relationship to each other. Emphasis was on the cognitive, affective 
and behavioural outcomes of the expectancy process, rather than on the process of expectancy 
interaction itself. They concluded that the development of a health expectation incorporates 
several longitudinal phases: precipitating phenomenon, prior understanding, cognitive 
processing, expectation formulation, and outcome and post-outcome cognitive processing.

Janzen et al.’s own, quite different social cognitive model19 was based on their review of the 
literature, although they found relatively little good-quality research. Their framework is a 
dynamic model and consists of:

 ■ a precipitating, cognitive processing stage [an individual’s sense of subjective probability of 
something occurring, causality (understanding of causality between actions or events) and 
temporality (concepts of duration and order)]

 ■ a sense of self-efficacy (a person’s perceived capability of carrying out specific behaviours to 
achieve a desired outcome), and which influences outcome expectations

 ■ perceived expected subjective utility (impression of the personal value accruing as a result of 
achieving the behaviour)

 ■ goal development (ideas directed towards future outcomes and influenced by past 
experiences) and

 ■ expectancy formation (estimates of behaviours and their consequences), which was 
hypothesised to follow these processes.

However, as the authors themselves admitted, their model lacks empirical evidence to support it. 
Given that it has been shown that expectations of care are associated with recent experiences of 
health care, it is also likely to be important to distinguish informed expectations (in which people 
have received sufficient, timely information to reach an informed judgement) from subjective 
expectations. This indicates the importance of longitudinal analysis in the process of expectation 
development, although this type of research was not evident in this review.

Zebracki and Drotar153 applied the theory of outcome expectancy and perceived self-efficacy 
for asthma self-management among adolescents. They found that although high outcome 
expectancy predicted greater asthma morbidity it was unrelated to self-management or treatment 
adherence. The authors questioned whether or not social cognition theory is generalisable to 
adolescents because of psychological factors such as expectations still developing. The research 
had good response rates (77/80), but mainly consisted of middle- to high-income families 
and highly educated caregivers. Iannotti et al.’s research165 also applied social cognitive theory 
to adolescent respondents. The focus of this work was to develop and evaluate measures of 
adolescent diabetes management self-efficacy and outcome expectations. On this occasion, the 
measures were developed to be situation specific and the authors recognised the need for the 
instrument to include not only health outcomes and physical barriers but also items that reflected 
social, family and personal reality. Iannotti et al.’s research showed that high positive outcome 
expectations accompanied by low self-efficacy in older children was associated with the poorest 
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glycaemic control and lowest adherence (as reported by parents). Wilcox et al.195 drew attention 
to the difference between the adoption of health behaviours in social cognition models and the 
maintenance of health behaviours. They concluded that initial outcome expectations should be 
considered in combination with attainment of those outcomes in predicting health behaviour.

Kravitz125 defined expectations in terms of desires, wishes and entitlements and this framework 
was adopted by a number of researchers.69,109,115,137,198,271 Fryman106 developed and tested a 
questionnaire on a small sample of 40 surgical patients from a single site to measure expectations 
of surgery for prostate disease. The questionnaire was based on the distinct concepts of wants, 
hopes and desires, and anticipations (predictive), stating that what is desired and what is 
expected in real life are distinct beliefs. Mahomed et al.175 also focused on patients’ desires, which 
reflected the patients’ wishes that a given event occurred. Furthermore, Metcalfe and Klaber 
Moffett85 made the distinction that expectations are not hopes but the perception that a person 
has of the world and his or her interaction with the world, based on knowledge or information 
gained, irrespective of the nature and accuracy of the source.

Leung et al.,171 following classic texts on the psychology of expectancies, argued that expectancies 
have been claimed to be the mechanism through which past experience and knowledge are used 
to predict future outcomes and refer to social cognitive theory that describes learned associations 
between the stimulus events, behaviours, self-efficacy, non-volitional response and outcomes; 
expectancies drive goal-directed behaviour, motivation and self-regulation (see earlier). They 
pointed out the conceptual confusion in the literature between hopes and expectations and the 
need for their conceptual distinction. They developed a conceptual model of the relationship 
between hopes and expectations, grounded in theory. They pointed out that, although both hopes 
and expectations are future-oriented cognitions, expectations are also distinct as they are an 
individual’s probability-driven assessment of the most likely future outcomes. In contrast, hopes 
were defined as preference-driven cognitions about future outcomes, or an assessment of the 
most desirable but not necessarily the most probable outcomes. They argued that social cognitive 
factors may moderate this relationship and that external factors may moderate the extent of 
divergence by influencing the probability of achieving desired outcomes.

Hundley and Ryan120 conducted their expectation research from the perspective of consumer 
preferences. Their theoretical basis focused on the view that consumer preference for an aspect 
of a service may be dependent on the availability of that attribute, which in turn will influence 
future expectations of care. Consumers therefore only prefer those aspects of care known to 
be available to them. Their research compared three different systems of intrapartum care in 
the Grampian region of Scotland. They discussed the influence of an ‘endowment effect’ on 
preferences in which respondents without experience of a service may be influenced simply 
by its availability. The impact of initial endowments on preferences included loss aversion, 
minimisation of the psychological feelings of regret and disappointment, lack of information 
about alternatives and whether or not respondents considered the options to be realistic. 
The response rate for this study was low at 40% and recruitment methods did not allow for 
examination of any response or selection bias.

Expectancy items
Spear’s focus groups144 listed the following as important in the development of the author’s 
expectations questionnaire: access to help, being treated with respect, reliable care, 
responsiveness, being understood and participating in decision-making. Their expectations 
scale was reported to be internally consistent with fair criterion validity and acceptable validity. 
It included items on convenience of the service, getting the help that was wanted, ease of getting 
help, being treated by staff with courtesy and respect, reliability of staff, speed with which 
services responded, waiting time, empathy of staff, whether they were listened to and kept 
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informed, whether they were involved in treatment decisions and overall expectations. Spahr et 
al.143 reported that the main expectations listed as important by parents (of children in an A&E 
hospital department) were to receive understandable explanations, to have possible causes of 
problems explained and to have a say in their care.

Dawn et al.219 reviewed literature on patients’ expectations between 1966 and 2002 and 
reported that the most commonly addressed areas of expectations were medical information, 
medication/prescriptions, counselling/psychological support, diagnostic testing, referral, physical 
examination, health advice, outcome of treatment, therapeutic listening and waiting time. They 
conducted further interviews with a small sample of 48 parents of child ophthalmology patients 
and asked about their most important expectations for their child’s care. They reported that 35 
different expectations were identified, classified into six categories: communication, interpersonal 
manner, doctor’s skill, examination and testing, logistics and various other themes. The areas 
most often identified as the single most important by respondents were clinical competence, 
interaction, education/training, explanation in clear language, information about diagnosis and a 
personal connection.

Escudero-Carretero et al.223 reported on focus groups held with 31 patients with diabetes mellitus. 
The expectations they voiced related to health-care professionals (understanding of patients’ 
situation, flexibility or customised treatment, good manners, communication skills, sufficient, 
clear and meaningful information) and the health-care system (responsiveness when needed, 
readily available equipment for treatment). Greenberg et al.’s review of the psychotherapy 
literature229 (methods unstated) identified the following expectancies: patient outcome, treatment, 
process and clinical strategy expectancies.

Expectancies, self-efficacy theory and outcomes
Outcome expectancy is the extent to which people believe they will benefit from an intervention. 
Price et al.136 found some support for this, with higher outcome expectancies pre treatment being 
associated with greater improvements among 72 volunteers undergoing cognitive behaviour 
therapy. O’Malley et al.251 also found that higher outcome expectancies significantly predicted 
changes in shoulder function 3 months post treatment, although the study was limited to a single 
clinic. Roscoe et al.261 examined treatment-related nausea in chemotherapy patients and reported, 
on the basis of two small studies, that there was a significant association between patients’ 
pretreatment expectations of nausea and severity of nausea post chemotherapy. In Koller et al.’s 
study124 of expectations, quality of life and clinical variables with a sample of hospital inpatients 
receiving radiotherapy, quality of life was found to be altered little by radiotherapy but became 
substantially worse in the group who had expected healing but perceived that this had failed 
(even though physician-assessed Karnofsky performance status had not changed), although the 
authors do note that the exact temporal sequence of healing expectations and quality of life was 
not tested.

Self-efficacy refers to the belief that one has the necessary ability and skills to influence a 
specific event outcome. Wójcicki et al.70 restated the theory that self-efficacy expectations 
encompass individual beliefs in one’s capabilities to successfully execute a task and have been 
consistently identified as a correlate of physical activity. Delsignore and Schnyder220 reviewed 
25 psychotherapy papers, published over 25 years, on expectancies and locus of control. They 
reported that there were three main types of therapy experience that are linked to outcomes or 
process variables: outcome, role and control expectancies. The last were conceptually related 
to locus of control. They reported on modest but significant associations between outcome 
expectancies and therapeutic improvement, but findings were inconsistent in relation to 
global expectancies and outcome. Metcalfe and Klaber Moffett85 showed expectations to be 
directly linked to health beliefs, self-efficacy, locus of control, attitudes and schemata, and that 
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expectations were an integral part of the psychosocial make-up of each individual patient. They 
referred to a limited amount of evidence that exists to suggest that health professionals should 
take patients’ expectations into account when making clinical decisions and planning treatment. 
Others have found no such associations (e.g. with locus of control), although methodology has 
been weak and samples selective and small.211

Jones et al.234 investigated the role of patient expectations and self-efficacy in relation to 
adherence to gym exercise over 12 weeks (77 complete pairs of baseline and follow-up 
questionnaires), referring to Bandura’s theory of self-efficacy and its role in predicting health 
behaviour. They expected that high expectations would have a negative impact (in which 
people have unrealistic goals that inevitably fail). The authors reported that self-efficacy did 
not differentiate between exercise completers and dropouts, but completers had more modest 
expectations of change and came closer to achieving these expected changes than those who 
dropped out. However, Kalauokalani et al.,237 from an acupuncture trial of 135 patients with 
chronic back pain, reported that patients with higher, rather than lower, treatment expectations 
had improved function post treatment. Mohr et al.131 examined a model that included cognitive, 
affective, behavioural, disease and social variables as they relate to adherence to injectable 
medication for the treatment of multiple sclerosis. The authors found that pretreatment injection 
self-efficacy expectations were significantly related to 6-month adherence; however, pretreatment 
adherence expectations were not related to adherence. The study was limited by using single 
questions to measure variables, which can reduce reliability and attenuate effect sizes.

Resnick et al.88 postulated that cognitive control of behaviour is based on two types of 
expectations: (1) specific outcome expectancies, which are the beliefs that a certain consequence 
will be produced by personal action, and (2) self-efficacy expectations, which are an individual’s 
beliefs in their capabilities to perform a course of action to attain a desired outcome. Their own 
study tested a questionnaire measuring outcome expectations for adherence to osteoporosis 
medication with 152 people in a retirement community (mostly female with an average age of 
85.7 years). The authors reported evidence of internal consistency and validity but model fit 
(factor analysis) was poor. They reported associations between outcome expectations and taking 
osteoporosis medication.

Mitchell,107 in a review of concepts, reported that studies indicate that expectations may affect 
outcomes, but expectations are complex to measure as they have several components and 
global items may be inadequate or insensitive. Studies need to measure expectations separately 
and examine interactions and overlaps. Mondloch et al.250 undertook a systematic review of 
recovery expectations and health outcomes limited to MEDLINE and reported that few papers 
met relevance or quality criteria, and that 15 out of 41 included papers, of moderate quality, 
provided evidence that positive expectations were associated with better health outcomes, 
but this depended on the clinical condition and measures used. Davidge et al.218 investigated 
expectations for recovery among 138 patients with extremity soft tissue sarcoma and found 
that those who expected a difficult recovery, and those with uncertain expectations, had worse 
functional outcomes than patients expecting an easy recovery. There was no indication that their 
questionnaire had been validated. Chunta79 described studies that indicated that patients develop 
specific expectations about surgery and recovery, and experience negative feelings when their 
expectations are inconsistent with their expected recovery. They conducted a small convenience 
study of 54 largely male patients (average age of 63.46 years) from two hospital sites and reported 
that preoperative expectations, anxiety, depression and physical health were predictive of 
postoperative physical health status.

Focusing on the outcomes associated with total knee replacement, in a baseline and follow-up 
study of 74 surgical patients (about half female, average age 67.8 years), Engel et al.201 reported 
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that generalised expectations for surgery (visual analogue scales of probability of improvement 
and change in quality of life) and personal self-efficacy beliefs were significantly associated with 
postsurgical improvements in health. Campbell105 examined whether or not expectations about 
experience and treatment of pain determine how a person will view that pain experience. The 
authors sent questionnaires to adult patients with low back pain in two spinal clinics (211/234 
responders at baseline, with response declining to 50% at follow-up). Their findings related 
utilisation of services to well-being, although their context was patient expectations.

Mitchell107 explored a range of expectations among a convenience sample of 26 patients in 
general practice and hospital with osteoarthritis of the knee. The study also pre-tested a knee 
pain questionnaire and reported that higher expectations were associated with higher activity 
levels. Another study240 reported that, in a survey of 186 patients undergoing pre-stem cell 
transplantation, those with higher expectations that the transplant procedure would go well 
had better baseline mental and emotional (but not physical) functioning than those with less 
optimistic expectations, and improved survival at 2 months; those with higher expectations were 
more likely to be married or cohabiting. Bell et al.198 undertook a questionnaire survey of almost 
1000 patients in family practice, internal medicine and cardiology clinics, although the response 
rate was very low at 32.2% and, like many expectations studies, the study was limited to the post 
visit. They reported that unmet expectations were more common among younger, unmarried 
patients and those who lacked trust in their doctors. Unmet expectations were associated with 
lower satisfaction. White et al.194 undertook a cross-sectional survey of 200 dental patients and 
reported that patients without academic qualifications had the lowest expectations of services.

Goossens et al.99 proposed three assumptions of response expectancy theory:

1. expectancies for non-volitional outcomes are sufficient to cause the expected outcome
2. response expectancy effects are not mediated by other psychological variables
3. effects of response expectancies are self-confirming.

They pointed to two expectancy dimensions, the choice of which can affect outcomes: predictive 
(what people expect the service experience will be, e.g. based on previous experience and 
awareness of market/what is provided) and normative (ideal referent – what people believe the 
service experience should be, e.g. based on needs). The authors’ mail survey about pharmacy 
services of almost 800 hospital patients (mean age 47 years) receiving prescriptions found that 
tangible aspects of a service, for example waiting times, were evaluated against expectations 
based on previous experiences, whereas less tangible, cognitive aspects were evaluated against 
ideal referents.

Morlock et al.133 examined whether expectations were predictive of outcomes among 111 
physical therapy patients (mostly female, average age 45.7 years) for low back pain. They reported 
that patients with the highest level of expectations reported the greatest level of improvement 
at discharge. Conversely, patients with the lowest level of expectations reported the lowest 
level of improvement. In contrast, Mannion et al.,176 on the basis of a baseline and follow-up 
questionnaire survey of 100 patients who underwent lumbar decompression surgery (most were 
male, average age 65 years), reported no significant relationship between baseline expectations 
and follow-up pain scores. The systematic review of MEDLINE studies between 1966 and 1999, 
limited to psychiatric patients, by Noble et al.181 reported many methodological weaknesses in 
the studies reviewed, including the lack of validated measures of expectations. They found few 
studies of processes of care and identified a complex relationship only between expectations of 
improvement and clinical outcomes.
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Fulfilled expectations linked to patient satisfaction
Some authors followed the gap model of expectancy fulfilment. Expectancy fulfilment theory is 
the extent to which a person’s perceived occurrence of an event agrees with his or her previous 
expectations about that event.109,251 Patient satisfaction is then defined as being achieved when a 
patient’s treatment expectations are met or exceeded.143

Research is inconsistent, with some authors239 concluding that satisfaction is positively 
influenced by met expectations and positive disconfirmation (more positive experiences relative 
to expectations) and others finding that positive disconfirmation does not lead to increased 
satisfaction (Oliver316).

Associations have been reported between having fulfilled expectations (in particular explanation 
and understanding, followed by emotional support) and higher satisfaction.140,143,233,236 Some 
studies, however, have reported that fulfilment of patients’ expectations accounts for no more 
than one-quarter of the variance in patients’ satisfaction.152 Rao et al.138 undertook a review of 
the expectancy literature based on MEDLINE 1966–99. They reported confusion in the literature 
between expectation fulfilment and satisfaction, and commented on the narrowness of all studies 
included (frequently based on single visits).

In theory, a person with negative expectations and positive outcomes would experience more 
satisfaction than someone with positive expectations and a positive outcome. However, a study 
of medication expectations among pharmacy customers239 reported that patients with positive, 
rather than negative, expectations obtained the highest ‘satisfaction with medication’ scores.

Christiaens et al.112 investigated expectations and experiences in childbirth in a questionnaire 
study with a convenience sample of 611 women in the context of the value-expectancy model. 
They found that the more expectations are met, the more women are satisfied, affirming 
the value-expectancy model of expectations and satisfaction, discrepancy theory and the 
fulfilment theory.

Bostan et al.212 adapted a hierarchy of customer expectations from market research and applied 
it to questionnaire responses measuring patients’ expectations of their rights (e.g. to receive 
information, choice): 6, ideal expectations; 5, required expectations; 4, high expectations; 3, 
minimum expectations; 2, low expectations; 1, possible lowest expectations. The distinction 
between categories is not necessarily clear, and the source of the questions is unstated and the 
sampling method unclear. However, they reported that patient satisfaction was found to be high 
because patients’ expectations of their rights were so low. Low expectations and their relationship 
with satisfaction were further examined by Mawajdeh et al.,177 who found that patients with 
higher levels of expectation were less satisfied than patients with lower levels of expectation, and 
that this relationship remained significant after adjusting for sociodemographic variables.

Kucukarslan and Nadkarni,170 on the basis of a cross-sectional postal survey of 187 patients on 
warfarin discharged from hospital to home, found that disconfirmation of expectations was 
only indirectly associated with patient satisfaction, and research is inconsistent on expectancy 
disconfirmation theory as the model is cognitive and excludes social factors, such as social 
comparisons or affective factors (e.g. anxiety or depression). Dispositional beliefs, relatively 
stable optimistic/pessimistic beliefs about future outcomes, may influence expectancies. 
Dispositional optimism is a relatively stable personality characteristic and is the tendency to 
believe that one will have good rather than bad outcomes in life. Optimism has been shown to 
influence cancer patients’ quality of life and psychological distress to a higher degree than their 
recovery-related expectations.150
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However, Baron-Epel et al.,154 on the basis of telephone interviews with a random sample of 
92 adult patients (mostly female, average age 39.5 years), showed a weak association between 
satisfaction and the expectations–fulfilment gap (the higher the perceived fulfilment of the 
expectations then the higher the satisfaction, and the lower the perceived fulfilment of the 
expectations then the greater the gap and the lower the satisfaction). They concluded that this 
model is insufficient to explain variation in patient satisfaction. Fromentin and Laure Boy-
Lefèvre,160 on the basis of a questionnaire to 167 prosthodontic clinic patients, also reported that 
level of expectation was a poor predictor of satisfaction. In a small (n = 16) qualitative study with 
a convenience sample of patients after completing curative cancer treatment, Winterling et al.92 
found that unfulfilled expectations for the recovery period were not related to lower levels of 
well-being.

Metcalfe and Klaber Moffett85 suggested that some evidence exists to suggest that health 
professionals should take patients’ expectations into account when making clinical decisions and 
planning treatment.250 Redsell et al.73 used semi-structured interviews with 28 patients (with 19 
pre and post nurse or GP consultation pairs) to examine the nature of the relationship between 
patient expectations and satisfaction, based on evidence which suggests that there is a positive 
association between meeting expectations and satisfaction and between unmet expectations 
and dissatisfaction. Their finding that patients who did not understand nurses’ skills had higher 
satisfaction was speculated to be because they had lower expectations of them than of their GPs.

A few studies examined the issue relating to health professionals’ understanding of patients’ 
expectations132,138,190,202,207,238 and the degree to which patients have unrealistic expectations.187 
Montgomery et al.’s questionnaire survey of expectations in women with breast cancer 
attending their first annual review clinic132 demonstrated that women’s expectations were not 
the same as their clinicians’ (aside from relapse detection). Clinicians placed the importance 
of detection of side effects of therapy and psychological concerns far higher than patients. Rao 
et al.’s literature review of 23 studies138 found that patients frequently expected information 
rather than specific physician actions, but physicians did not accurately perceive patents’ 
visit-specific expectations. In comparing the views of chiropractors and their patients, Sigrell190 
found that patients had lower expectations of their treatment than the chiropractors but higher 
expectations of being given advice and exercises. Patients also expected to improve at a faster 
rate than the chiropractors expected them to. Physicians were shown to have poor perceptions 
for predicting parents’ expectations for antibiotics.202,207 Expectations of returning to work as 
determined by patients with acute-onset low back pain and their clinicians were shown to be 
weakly correlated.238 In terms of unrealistic expectations, in their study of prefitting counselling 
among 60 new users of hearing aids, Saunders et al.187 emphasised the need to address unrealistic 
expectations cautiously, otherwise expectations could be decreased to the extent of discouraging 
and demotivating the patient.

Expectations and health service use
A small semi-structured telephone interview study by Egbunike et al.221 of out-of-hours GP users 
in six centres, reported some mismatches between service expectations and service delivery 
among patients without previous experience of the illness, mothers of children under 5 years 
of age, those who lived alone and those requiring specialised care. They reported that unmet 
expectations resulted in subsequent, and some multiple, consultations.

Conclusion
Patients’ expectations of health and health care continue to be complex, dynamic and 
multidimensional, and there continues to be little consensus over conceptualisation and 
none over their measurement. Most commonly the research reviewed was based in the social 
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cognition theories of outcome expectancy and self-efficacy, as had been identified in the earlier 
conceptual overview.

Table 2 summarises the expectancy constructs identified in the conceptual overview and the 
narrative review (listed separately) and the expectation items identified from the narrative 
review, including functioning, pain, treatment effectiveness and specific aspects of health-care 
professionals, the consultation and the health service. However, caution must be applied to these 
results as many of the studies were undertaken with small samples without a theoretical basis in 
which limited psychometric analysis had been applied to the expectations questions.

TABLE 2 Expectancy constructs and items identified from the conceptual overview and narrative review

Expectancies Conceptual overview Narrative review

Expectancy 
constructs

Generalised expectations

Specific expectations (including visit specific)

Ideal expectations (including values, hopes, desires, 
aspirations)

Unformed expectations (unarticulated)

Realistic expectations (predictive, anticipated, probability, 
expected)

Entitlement expectations (including deserves)

Expectations relating to content of health care (structure, 
process, outcome)

Treatment outcome expectations (physical, social, self-
evaluative)

Self-efficacy expectations (patient related)

Applied expectations (placebo effect)

Expectancy values (importance, standards)

Generalised expectations

Specific expectations (including situation specific)

Ideal expectations (value)

Predictive expectations (previous experience, market based)

Normative expectations (ideal referent expectations)

Unformed expectations

Realistic expectations (probability expectations)

Entitlement expectations

Structure and process expectancies

Outcome expectancies

Treatment expectations

Self-efficacy expectations

Dispositional expectations

Global expectations (whole illness experience)

Anticipatory expectations

Response expectancies

Role expectancies

Control expectancies 

Narrative review

Expectancy 
items

Functioning: physical and mental

Cognitive functioning

Functional independence

Sexual functioning

Pain

Sleep

Health improvement

Return to normal activities

Coping

Disability

Consumer empowerment

Independence

Treatment effectiveness

Recovery/treatment outcome

Side effects of treatment/complications

Choice

Discrimination

Risk/safety/fears

Social/cultural factors

Health professional: appearance, competence, knowledge, 
professionalism, politeness, respect, customised treatment

Consultation: communication, empathy, assurance, therapeutic 
listening, counselling, sharing problems, participation, full 
information, explanation, understanding, examination, order 
tests, referral, support, confidential, give diagnosis, new/change 
medication

Health service: responsiveness, access, waiting times, readily 
available equipment for treatment
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The findings of a number of studies supported an association between treatment outcome 
expectancies and therapeutic outcome, including the negative impact of the perception that an 
expectation was unmet. In those studies in which a theoretical basis to the research had been 
applied, self-efficacy expectations were frequently presented. This association was shown to be 
far more inconsistent and tenuous when global outcomes were examined. Further caveats to 
the association were the need for expectations to be realistic and that there could be variation 
according to clinical condition.

Patient satisfaction was shown by some researchers to be related to met expectations, but studies 
suggested that fulfilling patients’ expectations does not account for more that one-quarter of 
the variance in patient satisfaction. A further note of caution is that focusing on the meeting 
of expectations does not take into account the level or appropriateness of those expectations. 
Expectations are individually defined, are poorly determined by health professionals but need to 
be realistic. Addressing unrealistic expectations requires caution to not discourage or demotivate 
the patient. There was little robust evidence of an association between expectancy type and 
patient satisfaction.

Figure 2 is proposed as a model of the multiple influences on patients’ expectations of health 
care and is derived from layering the research findings of the review over the theoretical findings 
of the conceptual review. The interactions of people with society influence the development of 
their expectations. As such, expectations are dynamic and develop over time. The numerous 
factors that play a role in the development of expectations include personal characteristics such 
as age, sex, background and education, the patient’s own belief system, their previous experiences 
and pretreatment factors (e.g. severity of condition, waiting time for treatment, knowledge of 
treatment, locus of control, previous experiences of the health-care system).

An integrated multidimensional approach to conceptualising and measuring expectations 
theoretically involves building a model of expectations from the dimensions identified in the 
patient satisfaction and expectations literature, supplemented by a patient-based model of 
outcomes, such as health-related quality of life. This suggests that the main aim of health care is 
to narrow the gap between a patient’s expectations and what happens in practice in relation to (1) 
structures and processes and (2) patient outcomes and satisfaction (i.e. emphasising the value of 
individual expectations and experiences rather than relying solely on traditional measures, which 
capture mainly functioning). A counter-argument to building solely on the existing satisfaction, 
expectations and health outcome literature is that the most commonly used models and measures 
reflect the dominance of providers’ or experts’ interests and perspectives over patients whereas it 
has been recognised that expectations are poorly determined by others and should be defined by 
patients themselves.

In summary, a fully integrated model of expectations needs to be dynamic, both generic and 
site specific and multidimensional (e.g. in relation to types of expectations) and to identify 
determinants, including sociocognitive. It also needs to model potential causal pathways 
[between expectations and related attitudes and behaviours (patient satisfaction), health 
behaviours (e.g. adherence to therapy) and patient-based health outcomes (health status and 
health-related quality of life)]. A major gap in this area is that no standardised, well-validated 
instrument exists for measuring patients’ expectations in any of these domains. This is needed, 
together with provision of information on the consistency and stability of expectations over 
time by type of measure and mode of questionnaire administration. There is much scope for 
further research in this area, especially given the evidence of poor agreement between patients’ 
expectations and their doctors’ perceptions of these expectations.138 A large, mixed-method 
research agenda is required to address these issues.
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Previous experiences
Structure, process, outcomes

Personal characteristics
Age, sex, background,
socioeconomic status,
education, etc. 

Psycho-social and social-
cognitive theory:
Probability/causality beliefs
(social cognitions); learned
associations between events,
behaviours, self-efficacy,
response, and outcomes

Attitudes/motivation

Self-efficacy

Mastery

Perceptions
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FIGURE 2 Model based on the literature of multiple influences on patients’ expectations of health care.
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Chapter 3 

The exploratory study

Results from semi-structured interviews about expectations for 
health care with 20 GP and 20 cardiology clinic patients in Norwich

In this chapter we report on semi-structured interviews conducted with 20 GP patients and 20 
cardiology clinic patients in Norwich, UK, to ascertain patterns in expectations. Our ultimate aim 
was to inform the development of an instrument to measure expectations. For the purposes of 
this research we distinguished between an ‘expectation’, as essentially a prediction of forthcoming 
events, and a ‘hope’ (synonymous with a desire or want), which relates to the desirability of an 
expectation, or ‘fear’, reflecting the reverse or the undesirability of an expectation. Thus, ‘hopes’ 
and ‘fears’ may be conceptualised as the emotional valences of an expectation and, importantly, as 
the ends of a scale by which expectations can be measured (see below).

Problematically, the term ‘expectation’ is likely to mean different things to different people, for 
example what it means to academics is likely to be different from what it means to patients. In 
this study, our method of eliciting expectations was informed by the repertory grid technique.273 
In brief, this technique uses various cards on which are written important concepts that the 
patient (participant) is asked to compare and contrast. In the triadic comparison version, for 
example, participants are asked to look at three cards and to say how two are similar and how 
they are dissimilar to a third. In the original domain of use, the cards might have written on 
them important people in the participant’s life – such as mother, father and teacher. An output of 
such a comparison might be that ‘father’ and ‘teacher’ are most similar, in being ‘disciplinarian’, 
differing from ‘mother’, characterised as ‘forgiving’. This particular comparison would therefore 
be deemed to have revealed a significant ‘personal construct’ for that participant – a dimension 
anchored by ‘disciplinarian’ at one pole and ‘forgiving’ at the other (the poles need not be 
semantically or logically opposite). By doing many such comparisons, many different ‘personal 
constructs’ (dimensions) might be elicited, which together reflect how that participant thinks 
about the world and the people within it. Importantly, many variants of this repertory grid 
method exist (e.g. Fransella et al.274) and certain statistical methods have been developed to 
enable the characterisation and comparison of people who hold different personal constructs 
– such as generalised Procrustes analysis (e.g. Djikerhuis and Gower275). Regardless of whether 
one accepts Kelly’s personal construct theory273 as an adequate description of human psychology, 
the associated repertory grid method has been seen as a useful knowledge elicitation device that 
has been used in a wide variety of domains, including characterising how people conceptualise 
the different sensory qualities of food products (e.g. Raats and Shepherd276) to eliciting patient 
preference dimensions for treatments for angina (e.g. Rowe et al.277).

In this research we used some of the characteristics of repertory grid techniques to help us 
structure data acquisition. In particular, we attempted to elicit the attitudinal poles of expectation 
constructs, anchored as either ‘hopes’ or ‘fears’, and, during a semi-structured interview process, 
to complete the kind of rating matrix used in the original method. That is, in the traditional 
approach, once a participant’s constructs are elicited, the different items – for example people – 
are then rated on each construct dimension (e.g. ‘disciplinarian’). Here, we have sought to have 
participants rate their expectations according to their attitudinal desirability, and then to rate the 
event afterwards to establish the extent to which the expectation was ‘met’. We detail the method 
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more fully later; suffice it to say here that our ultimate intent has been to elicit expectations in 
a coherent and structured way and in a form readily translatable into a survey instrument for 
future development and validation (in a similar way to our past research on patient preferences – 
see Bowling et al.278 for a summary).

Structure of this chapter

In this chapter we begin by discussing the research design and methods used in this pilot work. 
We start by discussing the patient sample (GP and cardiology patients) and then describe the 
process of the semi-structured interviews. This is followed by a description of the analytical 
process we considered. The results are then reported, first for the GP patients and then for the 
cardiology patients. The results are reported in the form of the main themes identified in the 
analysis of the interviews. There are six major themes and a number of minor themes for the GP 
patients, and five major themes and a number of minor themes for the cardiology patients – with 
a high degree of overlap between the themes. All themes are amply illustrated through use of 
quotes. Finally, the two sets of data are compared and contrasted – looking at additional issues, 
too, such as the extent to which the expectations of the different patients were met or not.

Research design and methods

A semi-structured interview process was employed to elicit and quantify 40 patients’ expectations 
about a forthcoming consultation, either at a GP practice or at a hospital outpatient department. 
Soon after their consultation the same patients were asked to rate their actual experiences against 
their expectations. Full details of the patient samples used, the materials and the procedure are 
described in the following sections.

Patient sample
Twenty patients of a GP surgery were recruited from a consenting practice in Norwich, UK, 
between February and June 2008. Patients contacting the surgery for an appointment were asked 
if they would like to take part in a research interview connected to their appointment. Those 
expressing an interest were sent a patient information pack (including a consent form) and an 
invitation to take part in the study. Patients were required to ring the GP surgery if they agreed to 
take part in the study, at which point they were reminded that they needed to arrive 60 minutes 
before their scheduled appointment with the GP and to bring their completed consent form with 
them. Of the 33 invitations that were sent out, 13 patients either cancelled or did not turn up 
for their appointment. The participants comprised 10 men and 10 women, whose ages ranged 
between 22 and 83 years. The median age of the participants was 53.5 years and the mean age was 
51.2 years (standard deviation 17.6 years). Of those who were invited but chose not to take part, 
10 were women and 3 were men. Their age range was 26–75 years, their median age was 54 years 
and their mean age was 51.8 years (standard deviation 18.3 years).

Twenty patients from a hospital outpatient department were recruited from the cardiology 
department at the Norfolk and Norwich University Hospital, which had agreed to participate 
in the study. Because the appointment process is completely different to that of a GP surgery, a 
different recruitment strategy was required. For example, at GP surgeries it is usually the patient 
who initiates the appointment, which typically takes place within the next few days, whereas 
for hospital appointments it is generally the hospital that initiates the appointment, usually 
by post, several weeks in advance. The cardiology department in question had outpatient lists 
6 weeks prior to the appointment. Invitations and patient information packs were sent by post to 
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patients attending Monday and Wednesday morning clinics at least 1 week before their scheduled 
appointment. Patients interested in taking part were asked to contact the field researcher (NL) 
by telephone to discuss arrangements. Initially face-to-face interviews were arranged pre and 
post consultation as for the GP patients, and six hospital patients were interviewed face-to-face. 
However, this strategy had to be abandoned because:

1. There was a very low response rate. Many patients were travelling over 30 miles to the 
regional hospital and some were using hospital transportation and so the inconvenience of 
an extra hour for the study in addition to their usually lengthy trip was significant.

2. Many patients were very ill with heart problems (as opposed to the generally milder 
symptoms found with the GP patients) and did not welcome the extra inconvenience and 
stress of the study.

3. The time spent either waiting or with the medical staff was unpredictable, ranging from 
minutes to hours, and so only one patient could realistically be seen in a morning clinic. 
Consequently, some patients who volunteered for the study had to be declined because of 
possible conflicting appointment times with other patients.

Following discussions between the research team and the cardiology department, it was decided 
to offer the interviews over the telephone, a process that bypassed the above restrictions. A 
brief addendum slip was added to subsequent patient invitation packs offering the option of a 
telephone interview. When patients rang the researcher expressing their interest to take part in 
the study, the necessary arrangements were made. Patients were telephoned 1–3 days before their 
appointment at a prearranged convenient time and again 1–2 days after their appointment.

It is important to recognise that telephone interviews may not yield similar-quality data to face-
to-face interviews – for example, potentially undermining sensitive data reporting. However, the 
information we were asking for did not appear (to us or the patients) particularly sensitive, and 
we detected no real hesitancy in responding, or that the data we acquired were of significantly 
lesser quality. Indeed, the telephone interviews were less time restricted in contrast to face-to-face 
interviews immediately before a consultation, which sometimes had to be curtailed to enable the 
patient to make their medical appointment.

Recruitment of the cardiology outpatients took place between February and May 2008. In 
total, 127 invitations were sent out (59 to female patients and 68 to male patients) and 17 men 
and three women were interviewed. Only one patient cancelled their appointment (due to ill 
health). The sex imbalance was noticeable early on in the study, so the interviewer asked female 
cardiology patients who agreed to take part in the research whether there was anything inherent 
in the information they had been sent about the project that would discourage women from 
taking part. None of the three female participants could identify anything that would deter other 
women from taking part in the study. Table 3 provides a summary of the patients by primary 
location and sex who were invited and who were interviewed for the study.

TABLE 3 Patients invited to participate and interviewed for the study

Health-care site
No. of patients invited to 
participate

No. of patients invited by sex No. of participants interviewed by sex

Male Female Male Female

GP practice 33 13 20 10 10

Cardiology outpatient 
clinic

127 68 59 17 3
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The average patient age was 61 years (in 2008). For the cardiology patients, the average patient 
age was 69 years, whereas for the GP patients it was 53 years. The difference between the average 
ages can be attributed to (1) the wider age range of GP patients and (2) the fact that poorer 
cardiac health is more common in older people. Twenty of the participants were married or 
cohabiting with a partner, seven were widowed, six were divorced or separated and four were 
single or had never married (marital status was unknown for three).

The semi-structured interviews
The interviews with GP patients took place in a GP surgery (usually in a vacant GP room). 
Six interviews with hospital outpatients took place in an interview room close to the 
cardiology department of the Norwich and Norfolk University Hospital, and 14 interviews 
with hospital outpatients took place over the telephone. Irrespective of venue, the interview 
process was identical and the interviewer (NL, who held an honorary NHS contract) was the 
same throughout.

During the introduction to the interview, patients were thanked for volunteering and the 
aims of the study were outlined. Interviews were recorded using an Olympus WS-200S digital 
voice recorder (SRS Labs, Santa Ana, CA, USA). The loudspeaker function of the interviewer’s 
telephone was used to enable telephone interviews to be recorded. A study consent form was 
included in the patient invitation pack. At the outset of the interview, patients were asked to 
complete a brief questionnaire that covered basic demographic information, health and quality-
of-life perceptions and their association with the clinic/practice. When this information had 
been gathered, the interviewer switched on the recording device and commenced the structured 
interview on their expectations of their forthcoming consultation.

As previously noted, the interviews were informed by aspects of repertory grid analysis (RGA), 
which helped provide structure to the process. First, however, patients were simply asked to think 
about their expectations regarding their forthcoming appointment, with the interviewer noting 
all expectations mentioned. Patients varied in their ability to engage with the process. For many, 
what they were being asked to do – to break down a habitual process – was a challenge as it was 
not something that they had ever thought about. Those who were older or less well educated 
appeared to struggle the most in identifying their expectations. For those who struggled, the 
interviewer would use the following probes: ‘what might you expect to see, to hear, to feel, to say, 
to think?’

Between 4 and 12 expectations were elicited from participants (mean = 7). When the flow of 
expectations dried up, the interviewer made the following interjection: ‘I think we have sufficient 
expectations now to proceed to the next stage, thank you for your efforts so far. What we will 
do now is take each expectation you have mentioned in turn and play a little rating game with 
each. I will record your ratings onto a chart [shown to the face-to-face interviewees]’. This aspect 
was informed by RGA in that the constructs elicited were placed in a grid/chart to be rated. The 
chart provided had a number of columns into which the expectation data were recorded. For 
each expectation listed, the interviewee was asked to imagine the best that could possibly happen 
(their hope) and the worst that could possibly happen (their fear). In engaging in this discussion, 
the two ends of the dimension were elicited for each construct, as per RGA, and these were 
bipolar in the sense that what made a particular event the best or worst that could happen (the 
two poles of the dimension) were not forced to be precise opposites, but were recorded according 
to the natural understandings of the patients. Thus, although some expectations were expressed 
along a fairly unipolar dimension (wait a long time vs wait a little time), others were not (treated 
with respect vs treated as a child). The ‘best’ that could happen related to a particular expectation 
was given a rating of 10 and the ‘worst’ a rating of 0. The interviewer briefly summarised patient 
descriptions of the nature of the poles of the expectation dimensions, then asked the interviewee 
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to give a rating (between 0 and 10) for each expectation for their forthcoming consultation 
along the expectation dimensions that had been elicited. The main merit of this approach was to 
visually and logically structure the expectation elicitation – particularly valuable, it was felt, in 
the sense that the expectation dimensions readily leant themselves to translation into personally 
meaningful questionnaire items of direct use later in the project. This output is to be contrasted 
with the relatively unstructured narrative that would usually be achieved through normal 
interviewing practices, which would require significant experimenter translation in order to 
develop questionnaire items.

An example of this in practice is that a patient said that they expected to wait before they got to 
see the doctor. The best that this patient could imagine was to be seen on time, which was their 
10 rating, and the worst was to have to wait for over an hour, which was their 0 rating. For what 
they expected to happen, the patient gave a rating of 8. Their rationale for choosing the rating was 
explored and audio recorded. The same rating process was then performed on each expectation 
in turn.

Occasionally, a cited expectation had two ‘best’ and ‘worst’ scenarios, one being a ‘medical’ aspect 
and one a ‘process’ aspect. For example, a patient may have cited the expectation that ‘the GP will 
tell me the results of my test’. The ‘best’ that they could imagine for this would be that ‘the results 
showed I was perfectly OK’ and the worst could be that ‘I’m told I have a serious illness’; these 
would be medical outcomes. However, the patient may also have added that ‘best’ would also be 
‘that the GP told me my results in a clear, confident and warm manner with ample time for me 
to ask questions and to have them answered’ and the ‘worst’ could be that ‘the GP tells me my 
results in a cold, off-hand manner’. These would be process outcomes.

When all expectations had been processed in the above manner, the patient was thanked and 
informed that following their consultation the interviewer would (for face-to-face interviews) 
meet them in the waiting room and conduct a further short interview to explore what really 
happened and that this interview would also be recorded. (For telephone interviews, the 
interviewer arranged a convenient time post consultation to obtain the same information.) In 
the example described, the patient rated their actual wait as ‘10’, saying that they had indeed 
been seen on time. On rare occasions a ‘not applicable’ was placed in this column. For example, 
a cardiology outpatient may have stated that they had an expectation related to receiving 
electrocardiography, yet in reality they did not have one.

There were a number of difficulties in eliciting the expectations and patients’ ‘best’ and ‘worst’ 
scenarios. Several of the patients had difficulties in understanding what they were being asked to 
do, but after being taken through this process by the interviewer once or twice most were able to 
engage with the activity and for each of their expectations provide a ‘best’ and a ‘worst’ scenario 
as well as rating what they expected would happen in the consultation. One thing to note is that, 
in providing the ‘best’ and the ‘worst’ for each expectation, the patients tended to stay within 
what might be described as ‘normal boundaries’. For example, for the expectation of a standard 
consultation room with a desk, chair, computer, medical bed and appropriate equipment, a 
‘best’ scenario might be that all of this was present and a ‘worst’ scenario that it was lacking in 
its content in some disconcerting way. It might also be noted here that we had hoped that the 
RGA-informed method would help gain deeper understanding of the source of the expectations 
than a relatively unstructured interview process would, through the process of comparing and 
contrasting the different elicited constructs. However, it rapidly became clear that there was 
relatively little ‘depth’ beneath the expectations to be explored – invariably expectations were 
informed by/derived from personal experience of past appointments (of which most patients 
had great experience) rather than anything else [beliefs informed by tangentially related (perhaps 
vicarious) experiences or unrelated emotional experiences, beliefs, information sources, etc.]. 
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The lack of depth here is thus due to the reality of patient expectations and not methodological 
inadequacies – and, in fact, our piloting of the process had uncovered this issue and led to 
adjustment to the semi-structured interview approach to the form described here. This issue is 
discussed later.

Telephone compared with face-to-face interviews
Piloting of the telephone interviews and subsequent experiences highlighted some subtle 
differences from the face-to-face process. Although the amount and quality of the data elicited 
were not significantly affected, as the average number of expectations for both face-to-face and 
telephone interviews was just over seven per patient, it was slightly more difficult to explain 
the ‘best’ and ‘worst’ scenarios over the telephone, mainly because the patients could not see 
the expectations chart that was being filled in. Aside from this one issue – which we felt was 
adequately addressed through careful description of the process – we were not aware of any 
great difference between the nature of the discussions that took place or the quality of data 
we acquired.

Length of interviews
The average length of a GP patient pre-consultation interview was 35.51 minutes and the 
average length of a post-consultation interview was 7.40 minutes. In contrast, the average 
length of a cardiology patient pre-consultation interview was 32.12 minutes and the average 
length of the post-consultation interview was 9.16 minutes. Within the latter interviews, those 
conducted face-to-face took an average of 33.35 minutes for the pre-consultation interview 
and 7.08 minutes for the post-consultation interview and those conducted by telephone took 
an average of 31.36 minutes for the pre-consultation interview and 10.10 minutes for the 
post-consultation interview.

Analysis
In total, 20 pre and post interviews with GP patients and 20 pre and post interviews from the 
hospital cardiology department were transcribed verbatim, as a word-for-word reproduction of 
the audio-recorded interview.7 For this study, the interviews were carried out by one researcher 
and transcribed, coded and qualitatively analysed by a second researcher. Although the 
interviews have been described as being transcribed verbatim, as Poland279 notes, transcription is 
an interpretative activity and how the transcriber hears and perceives the content can affect the 
accuracy of the transcription. It should also be noted that many of the research participants had 
distinctive regional accents and the direct transcription of some words as they sounded would 
have altered the meaning of what was said, for example ‘been’ tends to be pronounced as ‘bin’ but 
was transcribed as ‘been’.

On the transcripts brief pauses were indicated by ‘. . .’ and more pronounced pauses were noted 
as [pause]. These were not timed, rather they were subjectively defined by the transcriber. Words 
that were unclear were noted on the transcript alongside the time code, for example [unclear 
word: 04:45]. For the most part, unclear words such as ‘er’, ‘erm’ and ‘mm’ were not transcribed 
as the transcripts were to be used for thematic and not linguistic analysis. This also produced a 
more coherent and fluid transcript, although it is acknowledged that the absence of such words 
may affect another’s reading of the transcripts. Other audible sounds such as sighing or laughter 
were included in the transcript as [sigh] or [laugh], which can assist in providing a context for the 
spoken word.

On occasions when the interviewer’s and patient’s speech overlapped, this was transcribed as far 
as possible, distinguishing who was speaking. Names and specific places were anonymised during 
transcription, for example Dr [name]. When more than one doctor was talked about, this was 
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noted on the transcript. If individual doctors had been relevant to the study, a coding system such 
as Dr A, Dr B, etc. would have been used by the project team.

Each transcript was read through by the transcriber at the same time as listening to the interview 
to fill in any missed or unclear words and to ensure that the speech attributed to the interviewer 
(marked in italics in the quotes used in this report) and interviewee was correct. Although the 
need to produce verbatim transcripts has been discussed by some researchers,280 the production 
of verbatim transcripts enables all members of a research team to have access to the data.

For analysis of the transcripts, the decision was taken to treat the GP and cardiology transcripts 
as two data sets to reflect the different locations and aspects of health care that the patients 
received. In the analysis process it was also thought that this would aid the identification of codes 
and later the development of themes pertinent to each location as well as the identification of 
more nuanced similarities or differences.

A thematic approach was taken to the analysis of the transcripts.281 The transcription of the 
interviews formed part of the data analysis process282 and notes made during transcription were 
referred to at the initial coding stage. The transcripts were read through to aid familiarisation 
with the data and the files were imported into NVivo8 (qualitative data analysis software; QSR 
International, VIC, Austalia). Coding was open and inductive using Nvivo8’s ‘free nodes’ (the 
basic level of coding), hence the codes did not fit into a pre-existing coding framework;281 
instead, verbatim quotes from the patients or researcher-generated codes were used. Coding was 
contextual with the surrounding text forming part of what was coded, and at times a section of 
text was multi-coded to reflect different aspects of the data.

Once all the transcripts had been coded in NVivo8, these were checked through, and where codes 
overlapped, for example where slightly different phrasing had been used, these were merged. In 
total, the GP patient data set produced approximately 1100 ‘free nodes’ and the hospital patient 
data set produced approximately 950 ‘free nodes’.

After each data set had been coded, themes were developed as part of a recursive process taking 
an inductive or bottom-up approach. In order to manage the data after the coding, the most 
obvious free nodes were collated under broad tree nodes [the terminology used by NVivo8 
to denote the development of (hierarchical) themes], for example around a particular theme 
such as ‘space’ and more specifically ‘the waiting room’. This semantic approach drew on the 
explicit meanings of the data and produced a range of initial themes that were checked to see if 
they worked in relation to the coded transcript extracts. From this subthemes were developed 
through a continual process of searching for themes and then reviewing and refining the themes. 
Connections or linkages between the themes were developed to group themes under an umbrella 
theme until the point at which five such umbrella themes (the dominant ones) were formed from 
the cardiology data: doctors and patients, tests, treatment and medication, outcomes, spaces and 
time. A sixth theme labelled minor themes ensured that minor aspects arising from the data were 
not discarded. From the GP data, six umbrella themes were developed, namely doctors and how 
patients feel, the consultation, examination through to outcomes, personalised experiences, spaces 
and time. As with the cardiology data, a further seventh minor themes category was developed.

The analytical process was thus complex. Coding themes were informally discussed within the 
research team, although because the process relied on specialised use of particular software 
known to the coder no formal inter-rater reliability checks were made (and member checking 
was deemed infeasible for a number of pragmatic reasons). This limit to data trustworthiness 
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should thus be acknowledged, although the research team felt that the data were generally 
straightforward to interpret and the themes had a great deal of face validity.

Analysis of the expectation charts
As with the transcripts, separate analysis was undertaken for the GP and the cardiology 
patients’ expectation charts to enable each location to be considered as well as allowing for the 
identification of similarities and differences. As described in the methods section, during the 
course of the interview, the interviewer filled in a chart recording the patient’s responses and 
ratings. The patient was asked their reasons for their ratings (their rationale), but these were 
not noted on the chart. The charts were used to help systematically record the responses from 
patients – for their benefit and ours. Subsequently, so that the rationales could be analysed and 
for these to remain within context, two further columns were added to the chart: in one the 
rationales were added by referring back to the transcript and in the other the rationales were 
coded and themes developed by grouping similar codes together. An example of this can be seen 
in Table 4.

Results

GP patients
The GP patient results are presented to reflect the broadly chronological nature of the 
consultation process, from arriving at the practice through to the end of the consultation. 
First, patients’ views towards the doctors and how the patients feel, personalised experience, 
the consultation and the examination through to outcomes are discussed. This is followed by 
discussion of the two cross-cutting themes of spaces and time and then by a short summary of 
the minor themes arising from the data. When quotes are used, the normal text indicates the 
patient and the italic text the interviewer. The sex and age of the patient in 2008 are indicated 
after each quote.

Table 5 provides a summary of common GP patient expectations with associated ‘hopes’ 
and ‘fears’.

In relation to patients’ views about the doctor they expected to see when they visited the GP 
surgery, three main themes emerged. The first concerned the positive aspects of the doctor’s 

TABLE 4 Example of rationales and coding for cardiology patient’s rationales

Area Hopes Fears
Expect 
(0–10)

Reality 
(0–10)

Rationale for expectation 
from transcript Rationale

Wait in waiting room to 
be called

Be in with 
Dr within 
5–10 minutes

Waiting for 
2 hours

8 8 ‘just past experience’ Past experience (of 
waiting)

Weighed by a nurse Last < 2 minutes Not bothered to 
take my weight

10 10 Based on past experience Past experience (of 
being weighed)

Discussion about my 
weight

To have lost a bit 
of weight

To have put some 
weight on

10 10 Expecting to have lost a bit 
of weight

No rationale given

Expecting 
electrocardiography and 
echocardiography

These things will 
happen

These things 
won’t happen

10 10 Expecting 
electrocardiography

Echocardiography may or 
may not happen

No rationale given

Information on left 
ventricle

Got better It’s got worse 5 (no 
change)

5 ‘no change in other words’ Remain the same
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manner or character, the second the negative aspects and the third a number of other aspects 
associated with the doctor. After discussing these, this section moves on to consider how patients 
feel about going to see a doctor.

Theme 1: the doctor
The positive aspects of the doctor’s manner or character were for the doctor to be a professional 
who was an expert, had authority and was competent and confident. Alongside this, the doctor 
was also expected to be interested in the patient – established through the doctor engaging with 
the patient and exuding a positive manner (demonstrated by being helpful, courteous and polite). 
Patients also expected the doctor to be caring and sensitive about their particular health issue or 
reason for seeing them, and in doing so to appear empathetic and sympathetic to the patient:

Yeah, so I expect, I would hope that they again, it’s down to the thing of competence and 
sensitivity on their behalf isn’t it really in a way that they can, they make you feel relaxed 
rather than tense about the situation.

(Male, 58)

OK, right so the third expectation you have of this meeting is that you expect the GP to be 
sympathetic right . . . so what would be the best one?
Sympathetic.
So how would it manifest that sympathy?
Well, listen to what I say and sort of act as if he understands how I feel.
Right, so listens to what you say and acts as though he understands, so that you’re 
feeling heard
And listens yeah.
OK, so GP listens and understands to what I say OK. Any other things you can think of for 
the best case how would it manifest if it was an ideal situation for GP being sympathetic to 
you? So is there listening and understanding?
There’s listening and understanding, talking to me about problems.

(Male, 58)

TABLE 5 Common GP patients’ expectations with associated ‘hopes’ and ‘fears’

Common GP patient 
expectations

Number of 
expectations Generalised positive expectation/hopes Generalised negative expectation/fears

How patients expect 
to feel

13

(a) Anxious and 
nervous

9 To no longer feel anxious or for the anxiety to be 
reduced. To feel calm, relieved

To feel more anxious, to be told bad news, for 
the doctor to be indifferent, to lose control

(b) Relaxed and 
safe

3 To have an ice-breaking conversation, to feel relaxed, 
not to be under pressure

‘Military drill’, doctor not engaged, morbid, no 
confidence, wasted time and feel let down 

(c) Guilty 1 ‘Feel on top of the world’ ‘Feeling sick, shaken and tearful’

Time with GP/length 
of consultation

16 Patients tended to cite a specific length of time varying 
between 5 and 20 minutes

Patients did not want an appointment to 
last too much longer than their positive 
expectation or to be significantly shorter

Examination from a 
doctor

7 For the examination to be thorough, pain free, not 
rushed and carried out so that the patient feels 
comfortable and maintains their dignity

Not to be examined, or for the examination 
to be painful or for the patient to feel more 
anxious or uncomfortable. The doctor 
suggests that it is something different from 
the patient’s own beliefs

What the doctor is 
expected to be like 

25 The doctor to listen and to be warm, easy to talk 
to, to greet the patient and if necessary introduce 
themselves. Take the patient seriously and to explain

The doctor is rude either verbally or in their 
manner and does not listen to the patient
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But what manner in which would he talk to you?
Oh, very, very calm, very reasonable erm reassuring erm I’ve gotta say caring sort of like, 
like a caring sort of way as well.

(Male, 31)

In contrast, the negative aspects of the doctor’s manner or character that patients hoped not to 
face were for the doctor to be uncaring, indifferent and dismissive, and appearing unsure about 
what they were doing:

If they [doctors] didn’t care, that would be the worst.
(Female, 81)

If they [doctors] seemed disinterested in your situation or what you’re actually there for, 
that would be the worst.

(Male, 22)

I just wanted her to say [the doctor], yeah that’s fine, that fine, but she was a bit 
indecisive [and] that made me think, well have I got a problem or am I right, yeah I 
know I am, ’Cos she said to me, anyway, but just the way she seemed unsure it started to 
make me feel unsure.

(Female, 47)

A doctor’s poor communication skills was another issue that patients mentioned, for example a 
doctor who might be blunt in the way that they spoke or broke news to patients:

The worst would be where it’s either rushed through, them being blunt and you know 
almost to the point where it’s like sit down, what’s up, let me have a look at it, great, that’s 
your problem, clear off.

(Male, 36)

An area of concern arose with a number of patients suggesting that the actual doctor they saw 
may affect how they felt and the consultation process, for example patients cited certain doctors 
making them feel uneasy, defensive or inhibited, and consequently patients admitted feeling 
unable to tell the doctor what they needed to know. This appeared to be more significant for 
patients who would not or did not see their preferred doctor:

For me, from my point of view, the nightmare, I guess a nightmare would be . . . if they 
made me feel, if they made me feel defensive about my health you know if they made me 
feel if they made me feel that I would rather not open up and be honest about things, but 
just you know sweep stuff under the carpet, just to get out of it [laughs].

(Male, 58)

I was seeing a different doctor, so, no I just thought I’d keep everything quiet and wait 
until I see my doctor next then that’s what I’ve done, so pretty much all the stuff I come 
in to talk about, I haven’t.

(Male, 31)

I have been known to come, make an appointment and try to get my doctor, and I 
haven’t been able to get him and I’ve actually not bothered coming to the surgery and
Right
made another appointment, solely waiting for my doctor to come back again.

(Male, 31)
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If patients feel too inhibited to explain their symptoms or reasons for seeing the doctor, this 
can be viewed as having potentially dangerous ramifications for a diagnosis, treatment and 
health outcomes.

Although the ways in which doctors were talked about have been broadly described as positive 
or negative, other minor themes about doctors also arose. These related to the doctors’ sex: most 
often doctors were referred to as being male, unless the patient knew that they would be seeing 
or had seen a female doctor. A few of the patients regarded doctors as being people with their 
own lives and problems or referred to the doctor they had seen or might see as ‘being foreign’, 
‘from overseas’ or not having English as their first language, which could affect doctor–patient 
communication and understanding between the two parties:

I know people have experiences, not in this area, with doctors who haven’t got English as 
their first language. I haven’t had that experience, but I think that would be a real no no 
because I think you need to be really clear.
Yeah
About, you need to have, to have a feeling and an understanding that the doctor is clear 
about what you’re saying to them and need to understand what they’re saying to you.

(Female, 46)

I couldn’t understand her ’cos she was foreign.
(Female, 29)

For some patients, seeing the doctor was regarded as a last resort because they rarely needed to 
see a doctor and did so because they were unable to treat their own condition:

Yeah, yeah. I mean it’s obviously, I mean the rarity of seeing, that I made a point of 
wanting to see him then I’d hope that he would make me welcome knowing that there 
was something wrong to bring me there you know and he’d be understanding about that 
and there’d be a concerned welcome if you, if you get my drift on that.

(Male, 49)

I will only go and see the doctor when I’m really ill, I mean if I usually get a flu for 
example, I won’t actually see the doctor, I’ll just get myself a Lemsip or Strepsils.

(Male, 32)

As well as talking about what patients expected the doctor to be like, patients also discussed 
their expectations about how they expected to feel when they went to see a doctor. Before seeing 
the doctor, the way that patients felt was a significant factor, for example they spoke of feeling 
embarrassed, feeling pessimistic or having a sense of feeling better because a health issue could 
be treated:

I’d should feel embarrassed I think, I mean I shouldn’t be at my age, but
Being physically examined and . . .
I must be a prude.

(Female, 72)

Right, so which one are you expecting it’s going to be as it is or are you expecting to get an 
NHS prescription?
[Laughs] I’m going to be pessimistic to be honest.

(Male, 49)
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There’s something wrong with me, but I know that it’s going to be fixed.
(Female, 47)

One recurring theme concerned expectations of feeling anxious or experiencing anxiety, 
nervousness, worry and fear. Although one patient viewed anxiety as natural and expected under 
the circumstances, for another patient it was something they always felt around medical settings. 
Patients tended to describe experiencing anxiety while they were waiting to see the doctor or for 
a specific reason, for example they were expecting to receive test results in their consultation. 
Alongside the feelings of anxiety, three of the patients spoke about experiencing physical signs 
of anxiety prior to their consultation, for example having sweaty palms, feeling hot, sweaty and 
jittery and having butterflies in their stomach:

OK and what are you, how are you expecting to feel throughout that entire process
Well, I think I’ll feel nervous for about, because it’s just yourself, you also assume things 
are bigger than they are.
Yeah.
By the time you get in there you’re sort of like hot, sweaty you think and then the 
pain’s gone and you think, oh God, I’m coming here for nothing, I’m wasting his, this 
person’s time.
Yeah.
And by the time you get in there, there’s no pain at all, even though, you just think, you 
know, oh God, I’m wasting it and then I just I feel like, I say, you know, tell me I’m OK, 
but yeah, this anxiety you get, really nervous, it’s like going for an interview, not seeing 
a doctor.

(Female, 46)

Anxiety appeared to decrease if the patient had something to do or someone to talk to while 
waiting or when the patient was actually in the consultation with the doctor:

When I’ve got something to do or someone with me talking to me I’m fine, it’s when I’m 
actually on my own.
Right.
My mind just starts wandering and you just start thinking things.
Right.
So, other than that if I’m busy I’m fine.

(Female, 38)

Although not mentioned in this context, patients expected to have activities to occupy them 
while waiting, for example reading materials.

With regard to feeling nervous, the extent of this appeared to be affected by the situations in 
which patients found themselves, for example one patient suggested that they were less nervous 
if they saw a doctor of the same sex, and another suggested that they were more nervous at the 
hospital. Several of the patients described feeling worried about seeing the doctor, and two felt 
that it was the responsibility of the doctor not to worry the patients until all the facts of the 
patient’s condition were known:

the worst scenario would be that they presented me with un, that they presented me 
with an unnecessary over the top scenario, you know where they would tell you, where 
they actually make you feel paranoid about your health, where they you know blow it 
out of proportion, that would be the worst thing where I come out spooked [laughs] 
unnecessarily and that does, it has happened in the past.

(Male, 58)
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I’m trying to get from him something he can’t give me, but he’s got to be really 
sensitive, he’s got to actually reply, he’s got to be economical with the truth in that cert, 
certain ways.

(Male, 60)

Feelings of anxiety, nervousness and worry might be in part explained through patients also 
reporting feelings of uncertainty or not knowing what to expect in the contexts of either the 
actual consultation or what the doctor would do to treat a condition. From the analysis, although 
more patients reported expecting to feel anxious, nervous, worried and uncertain, a number of 
the patients spoke of feeling calm and relaxed and did not, at least for the specific consultation 
that was the focus of the interview, experience feelings associated with anxiety:

Yeah, I know that ’cos every time I go in there, you know, I’m always calm, you know 
and I feel calm and feel relaxed so I feel I can talk about anything so that’s, solely on 
that reason that’s why it’s a ten ’cos every time I go in there it’s, you, always for me you 
know it’s always a calming environment and everything for me and my doctor so that’s, 
that’s why.

(Male, 31)

How a patient felt was also affected by feeling (un)confident and (un)comfortable. The extent to 
which a patient felt confident was talked about in three ways: first, that the patient had confidence 
in the doctor; second, that the patient was confident in their self, for example being assertive in 
getting their point across to the doctor; and, third, that the patient lacked confidence, for example 
in telling the doctor their symptoms or seeing a doctor they did not know:

The best would be one where, the best where, where . . . the GP has a manner that 
makes to feel that, that makes you feel relaxed and confident in, relaxed in yourself and 
confident in their abilities to give you a, to give you a decent examination and come up 
with the right, I guess the word is prognosis isn’t it?

(Male, 58)

Doctors are usually quite confident and you’re looking for confidence. If you’re looking 
for confidence in someone and you find it.

(Male, 32)

Well I think I I’m confident enough to explain my symptoms to him.
Right.
And as I say then it’s entirely up to him.
Right, so for that expectation, for the best to happen you’d be confident to be able to
Yes, I think I am confident.
OK. And what’s the sort of rationale behind giving it an eight instead of a five or a ten?
Well, I think I could be forceful enough to
Yeah
Yeah, I can be pretty bolshie.

(Male, 49)

Feeling comfortable was briefly mentioned in the context of physical comfort, but tended to 
be referred to within an emotional context of feeling comfortable with the doctor, as the quote 
below exemplifies:
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So how are you expecting to feel during your consultation with the doctor?
I’d expect to feel relaxed, you know, to feel safe in my environment and to feel that the 
person who I’m having my consultation with understands who I am as an individual.
Right.
And ultimately to, you know, I’ll feel comfortable with them, do whatever it is that they 
need to do to help me feel better basically.

(Male, 22)

I suppose I would like to see my normal doctor ’cos I feel comfortable with him and he 
knows me.

(Female, 67)

Patients expected doctors to make them feel relaxed and comfortable, so that they would find it 
easy to talk to them about anything – and this was aided by having a familiarity with the doctor. 
The doctor, according to a number of patients, also had the potential to make them feel physically 
or emotionally uncomfortable, through their attitude, by not introducing themselves or by being 
a different doctor from the one who the patient usually saw:

Exactly, but again you know I mean obviously I was uncomfortable, obviously though 
because it was a different doctor.
The GP’s presence is part of the physical environment?
Exactly, but then at the same, at the same point it was a different doctor and she was, she 
wasn’t rude or anything like that erm she did ask like about the medication that I was on 
at the moment, she did ask which one, she weren’t rude or anything like that and as I said 
it was more of the shock
Yes
of not having my usual doctor erm so I think, I think I’ll put a five down for that 
[referring to the rating for the expectation chart].

(Male, 31)

That’s the main thing the worst would be for me to be very uncomfortable both 
physically or at all emotionally through their [the doctor’s] actions.

(Male, 36)

Yeah. I don’t, I’ve never seen the doctor before, she didn’t introduce herself, she just sat 
there and waited for me to speak.
Right.
And I’d find that a bit uncomfortable.

(Female, 47)

This section has discussed the expectations that patients have regarding the manner of their 
doctor and how patients expect to and indeed do feel before and while seeing their GP. The next 
section considers a specific aspect of the doctor–patient experience – the extent to which the 
consultation is a ‘personalised’ experience.

Theme 2: personalised experience
Patients placed a significant emphasis on what can be described as having a personalised 
experience when they see their doctor. This can affect how the patient feels in, and about, 
the consultation. To begin with, patients felt that it was important that they were greeted or 
welcomed by their doctor through an action such as a smile or handshake. When a patient sees a 
doctor for the first time it is important that the doctor introduces themselves, as patients said that 
they felt more comfortable knowing the name of the doctor:
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The best thing, a good handshake, calls me by my name and he’s sort of smiling. I don’t 
think I’d say happy to see me ’cos GPs probably prefer not to see anyone because then 
everybody was well, but you know, pleased to see me and you know just says hello, how 
are you, that kind of thing.

(Male, 36)

Ah, just like it is now I suppose, you sort of, one you can’t always see the same GP, so 
sometimes you see a stranger and when they come and greet you, that’s quite calming 
because you’re going in there ’cos you think or you have got something wrong, so when 
you’re greeted and he say I’m Dr Joe Bloggs.

(Female, 47)

Because they [doctors] are warm and friendly when they come out [of their office], 
smile.
Yeah.
They greet you, they usher you through to their room, they don’t just, Mrs [name] and 
stomp off and expect you to catch them up or anything.

(Female, 46)

It was noted by the patients when doctors did not greet them, with one worst-case scenario being 
that they were treated as an ‘inconvenience’:

[doctor says patient’s name], yes, and she just marched off.
Right.
So I was really disappointed and, and quite shocked.
Right
So, yeah.
So what are you going to give that then?
I don’t want to give it a zero because she didn’t look particularly irritated or cross or 
dismissive, it was just like [name of patient] and she was off.

(Female, 46)

Nightmare consultation is basically a doctor that erm, they don’t do it here fortunately 
here, but one of those doctors where they have a beeper where it just lights up outside 
and a red light comes on and you know that you need to go through, you open the door 
and they just sit and look at your notes without real lack, well without welcoming you 
so they’re sitting at a desk, they may look over to the door, sit down and just sit by their 
computer really, so they don’t treat you really like a person and they treat you more like 
an inconvenience.

(Male, 36)

Several of the patients expected to see or would ask to see a specific doctor. Patients tended 
to prefer to see the same doctor, one that they knew, each time they visited the surgery, and 
one patient suggested that this provided continuity of care for a specific health issue. When a 
patient’s preferred doctor was not available, some patients would wait until they could make an 
appointment with their preferred doctor. However, this is not to suggest that all the GP patients 
wanted to see specific doctors, as several were happy to see whichever doctor was available, and 
patients mentioned that they often did not know which doctor they would see:

I do prefer to see the same doctor, all through it’s better I think than [to] keep seeing 
different doctors in the surgery and having to go through a history and that.

(Female, 38)
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I always try, if I can, to see the same doctor.
(Female, 81)

I’ve been with my doctor for so long you know it’s sort of like more, more of a bond 
there and I feel a lot more comfortable, a lot more at ease to be able to talk to my 
doctor myself.

(Male, 31)

I haven’t built up a doctor–patient relationship with any individual here.
Right.
Which is something that I think possibly concerns me a bit about the practice that in 
four years I still, there isn’t anybody here who I can identify as being my doctor.

(Male, 58)

The personalised experience was enhanced when the patient knew the doctor and when they felt 
that the doctor knew them. It was in this context that the patients spoke of having a ‘personal 
experience’ with the doctor; the sense of knowing and being known by the doctor was highly 
valued, with lack of mutual recognition serving to detract from the experience for some patients:

But when you’ve been with a GP long enough and when he’s seen your notes, obviously 
he may recognise that certain people are going to have certain chronic problems or 
certain repetitive things that they tend to come in for . . .
Yeah.
. . . I haven’t been with this GP long enough or visited them often enough for them to 
have sort of accomplished that yet really so they’re probably not going to have any idea 
what I’m coming in for.

(Male, 36)

Just a generally warm welcome, just a sort of manner that’s going to put me at ease 
and just, I would expect that he’d actually seem interested in my problem sort of a 
more personal experience really that’s the sort of thing I’m hoping for, a more personal 
experience rather than a conveyor belt.

(Male, 36)

Alongside knowing the doctor and/or being known by the doctor, the personalised experience 
was enhanced by the doctor making eye contact and displaying positive body language as well as 
there being a good rapport between the doctor and patient. This was characterised by a chat or 
‘friendly banter’:

Sometimes we, you know we seem to have a bit of friendly banter and like between the 
two of us as well which is sort of, perks me up even more once I’ve been in, we don’t 
like always have a bit of banter, you know, but sometimes you know he’ll say something 
funny or I’ll say something funny sort of thing.
So someone you can have a laugh and a joke with?
Yeah, yeah exactly and then again that’s why, that’s why I’ve said about seeing my doctor, 
and ’cos sometimes I’ll walk out and sometimes I’ll walk out of here a damn sight better 
than when I’ve come in and it sets me up for the days, it’s weird but you know, that’s how 
it is you know.

(Male, 31)
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I shall ask him how his little dog is because [laughs] I’ve got a dog and they met up with 
sometime, so I ask him about his dog but that’s . . . 
So you have some friendly chit-chat?
Oh absolutely, yes.

(Male, 83)

I first met him [the doctor], he introduced his self, and I was pregnant at the time and 
that was my first child, and I was like, you know, and then through the years and I used 
to go and I used to speak to him like I spoke to my dad, and that was good, because I 
could tell him anything.

(Female, 47)

Another aspect of the consultation that can affect patients is how they feel that they are treated 
by the doctor. Several patients suggested that not being taken seriously by the doctor would be 
an issue, with one patient saying that they might feel that their integrity was being questioned. 
Patients also spoke of not being treated as a person, being ignored or being treated as a number 
or as an inconvenience by the doctor:

She don’t even look at me [laughs] because normally I go help my name’s and then that’s 
it, they just stare at their computer and then they go right you’ve had these tablets, you’ve 
had these, you had these, I’ll try these and they don’t even give me eye contact and they 
never ask me what’s the matter.

(Female, 29)

In contrast, patients identify being treated positively as being given the full attention of the 
doctor, the doctor regarding the patient as an individual and intelligent, and being treated 
with respect:

Yeah I suppose caring, you know a genuine sort of level of caring towards you as an 
individual there, they want to help you, to me that would make me feel relaxed and safe 
in knowing that they want to help me.

(Male, 22)

Feeling that he’s not wanting to push you out of the door to get to the next person in, 
that you’re actually this is your time and your space with him and he’s giving you one 
hundred percent of that, so there’s no pressure on, so you’re not feeling he’s just wanting 
to get you done and dusted.

(Male, 60)

Well say a comparison, you go in a shop and some shop assistants are very pleasant 
and some of them are grumpy and rude and not really polite and that’s not right, you 
shouldn’t treat the public like that, GPs don’t, they treat them [clears throat] as a patient 
and with courtesy.

(Male, 72)

The first two sections have highlighted what could be described as the emotional aspects of 
going to see the doctor and the importance of the doctor’s manner as well as the extent to which 
doctors know or can appear to know (about) the patient. Alongside this are the emotions of the 
patient, whether they feel anxious or relaxed, and the significance for some of knowing and being 
known by the doctor they see and the reality or the perception that the doctor knows about them 
as an individual. The following section moves onto the practical aspects of the consultation, 
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but the emotional aspects discussed above still play a significant role in the expectations and 
experience of the consultation.

Theme 3: the consultation
Before talking about the consultation, the appointment-making process was mentioned by 
a number of the patients, and, although this is outside the scope of the project, it is worth 
mentioning to highlight the difficulties that some patients reported having in either making an 
appointment to see a doctor of their own volition or making a (follow-up) appointment because 
they had been told to do so by the doctor or practice:

’Cos like if you’re making a first appointment it’s a bit of a chore and it’s a bit difficult to 
try and fit it in with your work, you getting an appointment that’s convenient, but if the 
doctor said to you I need to see you in a week’s time I would expect to go out of his room 
to the receptionist and make that appointment, I wouldn’t expect to have to ring up in a 
week’s time and try and fit it in again with my work.

(Female, 46)

The doctor said they wanted to see me in a week, not two weeks, that really annoys me, 
like I come in when I’m ill and I can’t get seen until the week I’m better [laughs] when 
I’ve got my appointment and I just cancel it to say I’m better now and I’ve fixed myself.
So you expect a follow-up fairly promptly.
Yeah if I need one, I expect one to be able to say, it don’t matter what time of day it is, 
you know, just don’t want to wait a week.

(Female, 29)

That can be a problem if you’ve got a follow-up appointment from your GP when I 
go away he says I want you to come and see me in four weeks time, I then go see the 
receptionist and I expect from the receptionist co-operation to actually book me an 
appointment, an early morning appointment to come in to see the GP rather than be 
told I’ve got to keep phoning in.

(Male, 60)

Patients referred to several aspects of the consultation: the reasons why they are seeing a doctor, 
the style of the consultation, the length of the consultation, doctor–patient communication 
within the consultation and what the doctor would be like in the consultation, including what the 
patients viewed as positive and negative things a doctor did in the consultation.

During their participation in the research, patients were not asked specifically why they 
were seeing a doctor; however, in the course of the interviews, it became clear that several 
of the patients had ongoing or recurring health issues and therefore were aware of the issues 
surrounding a particular health concern, or used their single appointment to raise multiple 
health issues with the doctor. Patients also felt that the doctor would ask about their previous 
health issues, and a few felt that they already knew what was wrong with them, and perhaps knew 
more than the doctor:

Well if I did it perfectly I’d probably be in there about half hour or more but you know 
in depth he’d ask me about the different aspects of my various problems one by one, and 
deal with each one, one by one.

(Male, 58)

Yeah duration I mean I generally don’t take very long because I’ve generally got an idea 
and an expectation of what the diagnosis could be and what potential follow-up to that 
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is, so I can usually go in fairly quickly and state symptoms and the history and things like 
that, let them know what I think something might be and then it’s really just a quick chat 
and a general examination so I generally don’t take very long.

(Male, 36)

Because I’ve had this problem so many times, I know the doctor like the back of my 
hand; I know exactly what he’s going to tell me and what he’s going to do.

(Male, 45)

The expectations and experiences of consultation style or the ambience varied between patients, 
such as being described as ‘a bit informal’ or of ‘a high standard’:

And she commented on how you feeling, she had a little bit of a joke as well you know 
that’s what I want, I don’t want to go in there and act all serious all the time, you know so 
it was a nice not to have that formal thing about it, it was a bit informal and I like that, 
that’s good.

(Male, 22)

A few of the interviewees suggested that the doctor was responsible for creating the ambience 
or atmosphere of the consultation. For example, one interviewee expected a warm environment 
created by the doctor, but the post-consultation interview revealed that this patient’s expectations 
had not been met:

The physical side, I’m don’t, I’m not quite sure what they’re gonna to be, the environment 
is going to be created by him [the doctor].

(Male, 49, pre-consultation interview)

Yeah, so cosy, warm environment you was expecting a nine.
I was warm.
Yeah.
But again, I think his [the doctor’s] personality, you know, I’ll knock it down to a 
seven again.
Right. Yeah.
But that’s personal demeanour, that’s him [the doctor].

(Male, 49 post-consultation interview)

Because they make you feel welcome here and, you know, not so you come, so you want 
to come everyday, but you’re made to feel, you are tried to make [made] to feel at ease.

(Female, 59)

The expected length of the consultation varied: one patient described it as needing to last for ‘as 
long as it takes’, whereas others preferred a straight in-out approach. When time was referred to, 
patients tended to want or expect the consultation to last between 10 and 15 minutes:

Well bearing in mind that the injection I have to unclothe, I have to put my trousers 
down, vest up, he then gives me the first injection and I then wait a couple of minutes for 
it to take affect.
Yeah.
And then while I’m redressing again, he is on his computer and I don’t expect to be in 
there more than fifteen minutes.

(Male, 83)
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A key aspect of the consultation was the communication between the patient and the doctor. This 
should be viewed in conjunction with the sections on how a patient feels and the personalised 
experience of the consultation. Patients expected that the doctor would talk to them and begin by 
asking why they were there (although for some patients this was a question they wanted to ask, as 
they had been requested to make appointments):

Well he’ll ask me how I’ve been and I’ll tell him and take it from there you know.
(Male, 58)

He’ll, I imagine he’ll greet me like he normally do, how are you, and then ask what the 
problem is and then if they’re not sure ask again and then obviously look at the problem.

(Female, 47)

You go in and they ask you to sit down don’t they?
Yeah.
[Pause] sometimes they ask you why why you’re there, but they already know why I’m 
going to be there this time as they actually sent for me.

(Female, 59)

In return the patient would explain to the doctor why they were there, outline their symptoms 
and perhaps expect to provide a context or timescale:

Tell them the symptoms I’ve got.
So, OK.
Explain how long it’s been going on for and hopefully we can get to the bottom of what 
the problem is.

(Female, 38)

Yeah, basically I’m going to tell him a brief history of what’s happened up to this point 
and the thing I’m particularly worried about, get him to have a quick look and hopefully, 
he’ll either to sort of allay my fears or what it potentially could be or just guide me to the 
right person to sort it out if it does need sorting out.

(Male, 36)

I need to explain my symptoms quick, in the shortest way possible and as accurate 
as possible.

(Male, 60)

At some point during the early stages of the consultation it was expected that the doctor would 
look at and, if appropriate, refer to the patient’s medical records to inform them about the 
patient’s medical history. Patients felt that looking at their medical history would provide the 
doctor with some contextual information that may or may not be useful in the diagnosis or 
ongoing treatment of their health issue, while also providing them with the opportunity to check 
up on the outcome of a previous health issue (which was appreciated by the patients):

The doctor didn’t know me personally and so didn’t know because I’ve had no previous 
dealings with her she couldn’t refer back to her own experience, but she obviously got 
my notes and had looked at them on the PC, I could see her referring to them whilst we 
were doing it and adding to them, but again she picked up on something, on an issue I’d 
had in September, right.
Right.
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And asked me how I was going and how I was feeling with that and how that was 
affecting me still, you know, was it still cropping up and things like that, so not only had 
she access to the notes, but she referred back, which I thought was excellent.

(Male, 36)

When I go into the room I want them to know who I am, because on records they’ve got 
what, what you’ve had done previously, you know, where you live and everything and, 
you know, when I go into a room I want to know that the doctor I’m seeing knows what 
they need to know about me.
So they’re aware of your history.
They’re aware of my history, yeah I want them to know what they should know about 
me, you know not anything else but you know so that by them knowing, well for me to 
think that I know that they know.
They’ve read your notes, they’ve read your notes.
They’ve read my notes, that makes me, going back to the old point that makes me feel 
comfortable in my surroundings and I know that I can feel comfortable which is why I’ve 
never left this practice really.

(Male, 22)

Having received this information from the patient and referred to the patient’s medical records, 
it was expected and hoped by the patient that the doctor would understand their situation and 
carry out appropriate actions that would lead to a diagnosis (this aspect of the consultation 
is discussed in greater depth in the following section on examination through to outcomes). 
Alongside this it was expected that the doctor would talk to the patient and provide an 
explanation of what they were going to do:

She [the doctor] explained, she explained things well.
Right.
She done it so I could understand, because I don’t understand medical terms.

(Female, 59)

Yeah she gave me advice on the first issue that I had [which] was very good. Second issue 
very quickly identified the problem and I sort of explained that I’d looked into it and 
had kind of gone through most of the things I thought it maybe without a need to be 
referred on and she agreed straight away, told me exactly who I’d probably need to see, 
not necessarily the doctor, but the department I’d be needing to go to, what the result 
probably would be and the treatment that I’d probably end up receiving and explained 
that very well.

(Male, 36)

And if he offered me treatment, drugs whatever, and I was unsure about it, I would want 
to, I would, if I asked him what alternatives are there, I would expect him to say, to be 
honest with me and say, well there are alternatives, but they aren’t as good, these are the 
reasons why or I would want him to say, no I’m sorry there are not alternatives, I would 
want him to be straightforward with me in that respect as well about treatment.
Right.
Just a thorough explanation.
And being honest and open.
And listening to my questions and answering them honestly and accurately and not 
fudging the issue.

(Female, 46)
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Two issues emerged from the data relating to doctor–patient communication during the 
consultation. First, patients expected doctors to take care over what they told patients, with one 
patient suggesting that sometimes doctors needed to be economical with the truth:

So he’s economical with the truth, he may have some suspicion that something serious is 
quite seriously wrong, yet he’s not going to actually express that suspicion until he knows 
from the test results exactly what is going on.

(Male, 22)

Second, and perhaps an area of greater concern, surrounds the active unwillingness of some 
patients to tell the doctor about aspects of their health that might be relevant to a diagnosis or 
treatment. Patients suggested that being in a position where they could not talk openly to their 
doctor would be a worst-case scenario, and for two of the patients this reflected reality – and 
they chose to withhold information about their symptoms. These actions would be influenced by 
seeing a doctor they did not know or feeling too inhibited to speak openly to the doctor (noted 
earlier in discussing the negative aspects of a doctor’s manner), but could also be influenced by 
patients’ past experiences:

I can tell the doctor what I come to tell him, but I don’t always do it.
Based on past experience, something you’ve had problems with and
Yeah.
And you get home and think oh I wish I’d said
And I’ve learnt to keep things quiet and secret.
Right.
I’ve learnt to through bad experiences I’ve learned to do that, I’ve learned that you don’t 
tell everybody everything . . .
Yes.
. . . and I’ve learned that you don’t trust everybody and I’m very wary and very cagey 
sometimes people around me and you keep it here and you think only I know that and 
no one else know that and that is how I do it.

(Female, 59)

Yeah . . . yeah I did get that, you know again as I said earlier she weren’t she weren’t rude 
or anything like that, she was there to do her job, so but it was just my choice not to, it 
was my choice not to tell her the things that I wanted to discuss.

(Male, 31)

The worst would be, if you go in and obviously sit down or take and seat and you sit 
down and there’s, they’ll look through your records and there’s a silence, they ain’t saying 
nothing and you’re worried about what you’re going to say, by the time they actually 
spoke to you, you’ve forgot what you went in for because you think there’s something 
wrong because they haven’t spoken to you, and then if you feel there’s something there 
and if you feel you’re not being taken seriously.

(Female, 47)

During the course of the consultation patients expected that the doctor would listen to what they 
had to say, but one fear was that the doctor would not listen to them. For example:

I’d feel relaxed [if the doctor listened] and I’d feel like the doctor was treating er my 
indigestion, I’ve got another word for it, it’s gastro something but and I’d expect him to 
sort of think that is serious matter instead of just thinking, she’s got indigestion again, 
you know. I always thought indigestion, you know poor old soul, you’re alright but that’s 
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worse than that, so I expect her to say you know I’ll listen to you, I’ll help you, you know 
and make you feel relaxed and comfortable and make me feel like I’ve been listened to 
and understood.

(Female, 29)

Aside from listening, patients identified other positive actions from the doctor including the 
doctor being interested in the patient and demonstrating understanding as well as providing 
the patient with information – whether this was a detailed explanation, guidance or explaining 
something in lay terms:

Rather than just go in and find out what’s wrong and away you go you know they do try 
to explain and talk to you you know it’s although may not understand all the medical 
things, but then you tell the doctor that you don’t understand what he’s saying and then 
they break it down into layman’s terms so you do, you know.

(Female, 59)

In contrast, the negative actions that a doctor could display were, for example, appearing 
disinterested, appearing unprofessional, not asking or answering questions and failing to explain 
to the patient about their health and possible future situations:

Yeah, ’cos they don’t even ask me about it no more, they don’t ask me about it, they just 
say got indigestion again have you? Yeah. They don’t ask me what or nothing.
So what would be the worst?
I’m in and out in two minutes.
And just like a conveyer belt really.
Just chuck you in, chuck you out.

(Female, 29)

The worst case, apart from the obvious of not receiving the sick note, would be, would be 
for them to just to say no you’re not having it, not, not give me an understanding of why 
they wouldn’t give me the sick note.
With no explanation.
Or not offering any alternative methods of recover for me.

(Male, 22)

The previous section considered the general aspects of the consultation. The following section 
focuses on specific aspects of the consultation from the examination through to the outcomes.

Theme 4: examination through to outcomes from the consultation
Five aspects of the consultation were identified, patients’ expectations relating to these features: 
an examination, tests, a diagnosis, treatment, prescriptions for medication, and outcomes.

Whether or not patients expected a physical examination depended on their symptoms and 
past experience; however, when they did they expected that the examination would be thorough 
and be considered from the patient’s perspective. It was important that the doctor explain to 
the patient how far they needed to undress to maintain and respect their dignity while being 
examined. Patients also wanted examinations to cause minimal discomfort, although the 
possibility of examinations being painful, uncomfortable or rushed was acknowledged:

And I think as well when you’re being examined, it’s nice that again that you’re treated 
respectfully and they, that, you know, they either explain what they’re doing or, you 
know, they make some kind of connection with you, because I think if you were just 
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examined in complete silence, that would be quite intimidating and quite, it’s quite a, 
even if it’s not an intimate examination it’s quite unnerving being touched by someone 
who you’re not familiar with or who you don’t know very well so I think, you know, just 
to try and put you at your ease.

(Female, 46)

The best consultation is one . . . one to be at, for me to be as comfortable as possible, both 
sort of physically and emotionally, for them to, if I needed to remove any clothing or 
make anything obvious, to keep that to a minimum.
Yeah.
Erm [pause] and just for them to be very professional about it, you know just treat me I 
would say delicately, but again I suppose professionally and just you know not obviously 
not leer or anything like that.
That that comes up in the next one.
Yeah, just be professional, keep it . . . any removal of clothing or any discomfort to a 
minimum, yeah that’s about it.

(Male, 36)

Yeah, whether it’s, you know, don’t hurt me too much.
Yes.
’Cos that can get to where, an exam can be painful and actually come out feeling worse 
than when you come in.

(Female, 38)

One female patient expected that if she needed an intimate examination by a male doctor then a 
female nurse would be asked to be present:

If it was an intimate examination and it was a male doctor, I’d hope that he’d call the 
nurse in.
Right.
And that he would have a screen that I could get undressed behind and he would explain 
to me what clothing he needed me to remove and what he needed me to do.

(Female, 46)

Unlike the cardiology patients, most of the GP patients did not expect to undergo any tests while 
at the surgery or with their doctor, expecting instead to receive test results:

Er, they normally take my blood pressure because I’ve had some blood tests took, 
because I get numbness all down my arm and tingling in my fingers, pins and needles 
so they took blood, so I’ve got the results in there, so I’ll expect to get my results back as 
well for that.

(Female, 29)

And how are you expecting to feel throughout the whole entire process?
Well that depends, all depends on what the result of the urine test is, but it doesn’t matter 
which way it is, either there’s going to be something done about it or something ain’t, 
either they can do something or they can’t.

(Female, 72)

Most hoped for good test results, although one hoped that her test results would prove that there 
was something wrong with her:
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The good thing about my blood tests is that they [the doctors] might take me more 
seriously ’cos they could see, like I could be anaemic and not have enough iron and 
things through lack of food, so I’m expecting, the best possible thing is that they see my 
blood results and think Jesus, I should have done something.

(Female, 29)

Patients expected to receive a diagnosis from their doctor based on the explanation of their 
symptoms and answers to any questions asked by the doctor, combined, when appropriate, 
with an examination and test results. In receiving a diagnosis patients wanted this to be honest 
and accurate:

He will examine me where I have the pain.
Right, OK right, so GP will physically examine [you] right.
And then he will give me his opinion on what he thinks it is.

(Female, 58)

I want an honest diagnosis.
(Male, 58)

So how would you know he was being straight with you?
Well he would tell you exactly the score of what is wrong.

(Female, 58)

However, patients were aware that they might not receive an immediate diagnosis as further 
tests might be required and the doctor would wait for the results rather than guessing at a 
diagnosis. Patients also raised issues of doubt about diagnoses (e.g. having previous experience of 
a misdiagnosis):

Because I have in the past, I once went into a GPs with, with a, I don’t know what they 
call it, viral hepatitis B, the one that was going around like flu and the doctor told me I 
had stomach ulcers and treated me for those, so you know [laughs] so, you know, they 
can be pretty shocking.

(Male, 58)

Patients commented on the impact of receiving a diagnosis and that it could affect how they 
felt and their emotions, but that they would be better able to cope and to plan once they had 
the diagnosis:

Yeah, knowing what the outcome is going to be, I think that’s was it is. I’m a person what 
likes to know and if I don’t know then I worry.

(Female, 72)

I’d feel great, top of the world, just think about, again, right I can go and get dinner on, 
feed the cat, so you can start planning again.
Yeah.
’Cos when you come in you’re dreading, you don’t know who’s going to do that planning 
for you, but when you’re leaving you know exactly where you’re going and what you’re 
going to be doing, even what you’re going to watch on telly because you’re more focused 
too, because that’s not bothering you, that’s gone.

(Female, 47)
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A positive diagnosis of a health condition appeared to make patients think beyond themselves 
to the implications it would have on the future and their family. As one patient put it, a positive 
diagnosis meant:

You’ve got to make decisions you don’t want to make.
(Female, 46).

Once a diagnosis was made or the state of an ongoing health issue was established, the next stage 
concerned how to treat the condition. Patients expected and/or received a form of treatment, 
with some expecting a specific treatment or an alternative treatment to their current one. As well 
as talking about treatment as a generic term, patients spoke more specifically about whether or 
not they expected a prescription. Some patients wanted medication and received this or wanted 
their current prescription altered:

As a prescription it’s easiest if the medication is, it counter the symptoms as powerfully 
as possibly so if you go to the doctors in the morning and feel down you go the, the 
pharmacy to pick up the medication by the evening that day you’re much better again 
and that’s really what you’re looking for.

(Male, 32)

Other patients did not want or expect medication because they did not feel that their existing 
medication helped, or they did not like taking medication:

So are you expecting a prescription at all?
No. No I’m not expecting a prescription at all.
OK.
Whether I will end up with one or not, I don’t know.

(Female, 59)

Issues of concern were raised about medication including side effects and having to pay for it:

some of the drugs have side effects that clash with other drugs and I’ve found myself 
recently being in that situation where they’ve introduced a third drug to counter balance 
and I don’t want to go down that route you know I just don’t like the whole idea that 
scares me.

(Male, 58)

Four main outcome expectations were identified from the data: general outcomes, referral, 
lifestyle advice and reassurance. General outcomes included positive outcomes for the patient, 
which tended to be what the patient hoped would happen (in short, that their health issue would 
be resolved so that there was nothing to worry about and they could leave the consultation feeling 
more positive):

I expect him to say right, I mean you know I’m your doctor and I’ve let this go on too 
long, I’m gonna to fix you because this makes you really ill and he’s my doctor so he 
should fix me, I’ve had it for like over two years, he should fix me [laughs] that’s what 
I expect.

(Female, 29)

OK, so you expected to go away feeling more positive, you was expecting a ten [rating] 
there?
Yeah, in a sense am I positive, yeah I am actually, ten [rating].
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That’s ten as well.
’Cos I’m happy that (a) I know my tests are cleared, so I know there’s nothing . . . going 
on underneath, underlying . . . and secondly I know that this problem is . . . not going to 
cause me a great distress in my day-to-day life, that’s the reason I came to ten really.

(Male, 60)

However, when a health issue was diagnosed, the positive outcomes were connected to the 
patient starting ‘a journey leading towards recovery’ (male, 60), with a course of action decided 
on and possibly a timescale.

For some patients a lack of resolution of their problem was either their worst-case scenario 
or the actual scenario they were faced with, which led to uncertainty. They had the possibility 
of returning to the doctor if the problem continued or they felt that one consultation was 
not enough:

As I say if he’s inconclusive at that point it that makes the worrying even worse doesn’t 
it if you if you have a pain or something wrong and he says ‘Well, I’m not sure what it is’ 
then you immediately think oh [mumbles], yeah.

(Male, 32)

Just getting really nowhere in the sense that you’re still in the same position as I came 
two weeks ago really, that’s not going to go any, you know, I’ve still got the symptoms and 
the problems, but there’s no, there doesn’t seem to be any ending of it.

(Male, 60)

The negative outcomes for the patient were not necessarily connected with receiving bad news 
about their health, rather with being left dissatisfied or disappointed with the doctor and their 
(lack of) action:

Not getting referred would be the worst and just to come out feeling that I’ve got to go 
and stick with this indigestion again for another couple of weeks because I’ve got it now 
and then that’ll be back in two more weeks and that. I know that I’ve got to come and 
moan at them again.

(Female, 29)

Yeah, obviously I’m disappointed because I didn’t get a definitive answer to what my 
query was that I went in with.

(Female, 46)

One specific outcome that patients mentioned was a referral. If a patient was to be referred, 
for example to a hospital for further tests, they wanted an explanation of the process but more 
significantly an indication of the timescale. Patients varied in their opinions towards referrals: 
some patients did not like or trust hospitals and wanted to avoid a referral whereas others did 
not mind:

I’ve got an appointment not for the doctors, I’ve just got an appointment with the 
hospital and I’ve got an appointment with a specialist about my numbness in my arm, 
so I won’t be seeing the doctor obviously, specialists at the hospital, so that’s fine, they’re 
going to send me appointments as well.

(Female, 29)
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Zero out of ten would be, ah I had to go the hospital, referred to the hospital, I come 
out, I wouldn’t be smiling, I wouldn’t be crying, I’d be a bit deflated and then all the way 
walking home, that’s just going to bother me and just think, why couldn’t he just do 
something, you know.

(Female, 47)

The doctor was viewed by patients as a source of (lifestyle) advice and in general this was viewed 
as a positive aspect of the doctor’s role. However, this positive view changed to a negative view 
if patients felt that the doctor was expected to or might actually advise them to change their 
lifestyle for the benefit of their health, for example by stopping smoking or moderating their 
alcohol intake:

I’m getting like a lecture [about smoking] from the doctor about what, so he’s like really 
going on about it sort of like what sort of damage it’s expecting to do to you, etc. etc. you 
know if he really starts dragging it out then to me that feel like a lecture and that would 
be the worst scenario for me.

(Male, 31)

Well if I get any lifestyle advice, I’m sure they’ll tell me . . . I’m sure they’ll tell me that I 
should take more exercise and to, to moderate for certain my alcohol intake, that will be 
the, that will be what they, I would be very surprised if they say anything beyond that 
really, my diet and stuff is pretty good, so I think that’s what they’ll, I think that’s what’s 
likely they’ll just, they will, they will advise me, they will advise me just to live a more 
healthy lifestyle.

(Male, 58)

The final outcome that patients expected was reassurance:

I’ve wasted ten minutes of his time, but the best ten minutes of my life, just to come out 
feeling a lot better.

(Female, 46)

What, I just, I really just come to see the GP, I think mainly for reassurance, I’ve got 
something that reoccurs, has done for the last five years, so it’s just really, I don’t think 
there’s really a problem there, but I want to find out, that it’s not what you think it is, 
it’s fine.
OK.
So that’s really what I want, I’ve come for reassurance.

(Female, 47)

Although not every patient expected to be or felt reassured by seeing the doctor, reassurance 
was an important outcome from having seen the doctor. This provided patients with a sense that 
everything was all right and that their particular concern or health issue was not more serious.

This section has considered the stages of the consultation and what could be broadly described as 
the expected good practice from the patients’ perspective, which would lead to the patient leaving 
the consultation satisfied. The next two sections consider underlying themes of spaces and time.

Theme 5: spaces
Three spaces were identified by the patients: the surgery or practice, the waiting room and 
the consultation room. Several issues were mentioned by patients in relation to the space of 
the surgery/practice. Most patients had been with the practice for a long time and rather than 
comment on the physical space of the practice it was the people within this space that mattered, 
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in particular the receptionists and the nurses. The receptionists, when mentioned, were mostly 
regarded as welcoming, and were expected to greet the patients, answer their questions and be 
pleasant. It was hoped that the receptionists would not be inattentive or show a lack of interest 
in them:

But I would expect her [the receptionist] to look up, smile, hello, how can I help you.
Right.
I’m Mrs [name] I’m here for my appointment at ten o’clock, oh yes you, the doctor will 
see you shortly, if you would like to take a seat and wait.

(Female, 46)

They’re very quick to answer when you come, unless they’re on the phone or anything, 
but most of the time there’s somebody there to answer and if you feel you want to have a 
talk you can go, if they’re not too busy and you can talk to them.

(Female, 72)

Well when I came in the receptionist was talking to a colleague behind the screen and 
she was aware that I was there and she didn’t (come over), she finished her conversation 
before she came over and I, I wasn’t irritated but she was, I noticed it.

(Female, 46)

Nurses were contextualised by the patients as carrying out a variety of routine or minor aspects of 
health care and might be seen if the doctor was unavailable:

I mean you go and see the nurse, she does syringes your ears, takes blood tests.
(Male, 58)

Well I saw the practice nurse Friday and she took my blood pressure and sample and 
everything was clear so I haven’t got that to go through today.

(Female, 72)

After arriving at reception, patients would wait in the waiting room. The expectations of the 
waiting room included the environment being well managed, comfortable, friendly, having an 
appropriate temperature (not too cold or too hot), being clean and tidy with comfy seats and 
having activities that a patient could take part in (e.g. reading materials, children’s toys):

How would describe your perfect GP waiting room?
Not too warm and not too cold.
Right.
Magazines.
Yeah.
Unobtrusive music perhaps playing.
Yeah.
If I had children with me I’d expect toys or something there to amuse the children, 
comfortable seating, light and airy.

(Female, 46)

It would feel like a sort warm area or atmosphere that you’re actually in, and not, when 
you walk in somewhere, the worst thing is having some like people staring at you see, 
if you’re coming into a room where everyone’s there for the same reason but everyone’s 
erm sort of pleasant and polite.

(Male, 22)
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I would expect to be able to sit down, have room to sit down and I would expect the 
seating to be relatively comfortable, I would expect the experience to be you know not to 
be sitting on dirty seats in a messy waiting.
This is in the waiting room?
Yeah yeah. I would expect it to be kind of ordered, not over the top to the point where 
you don’t feel comfortable with it [laughs].

(Male, 58)

As has previously been suggested, activities appear to reduce the anxiety of some patients. 
Patients also referred to listening to music while they waited as being a positive aspect. One 
patient regarded the waiting room purely in functional terms, as ‘simply a place that you would 
park your body’ (male, 83).

In contrast, the patients did not expect (or feared) the waiting room to be crowded, unkempt, 
dirty, too hot, with screaming children and with glum and miserable people lacking activities:

[W]hat would be your nightmare GP waiting room?
Overheated.
Yeah, OK.
So to me being too hot’s worse than being too cold.
Yeah.
Noisy.
Noisy.
No reading materials, peeling paint, scruffy, uncomfortable.

(Female, 46)

[W]hat would be the sort of nightmare waiting room, what would that look like and 
feel like?
Nightmare waiting room, I, oh, well it’d be small.
Right.
It’d be busy and I think the worst thing where as people got all different ailments and 
they’re coughing and spluttering over you and
Right.
And you get the odd person that has, not through their fault, but who’s got body odour 
and things and they’re sitting on top of you.
Yeah.
And then you’ve got families with children in prams that are, the kids are getting restless, 
screaming their heads off and then you’ve got the poor receptionist with the phone 
going and someone having a go at her, because they haven’t got an appointment to see 
the doctor on time, to what they thought, so and because she’s all flustered, this kid 
screaming, this guy smells and someone’s puking up in the corner [laughs].

(Female, 47)

Once in the consultation room, patients expected this space to be clean, cosy and a space in 
which they would feel calm and happy. With regard to the physical aspects of the room, it would 
be private, closed, a confidential space. A few of the patients emphasised the importance of the 
consultation room door being shut whilst they were with the doctor:

[A]re doors open or closed?
Well yeah they’re always closed so it’s always sort of private.

(Male, 58)
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That would be shut, I want that to be shut because you know I think that’s private you 
know although it’s not, just a suggestion if the door’s open then you know people keep 
walking past and coming in and out and you don’t get the attention of the doctor anyway, 
so I expect the door to be shut, is that what you mean.
Yeah, I just wondered whether you expected it to be, you know, left ajar, open, shut 
or what?
Shut, I like it shut ’cos I like to be full of attention [laughs], but I don’t seem to get it so I 
might try it open today, but no I expect it to be shut.

(Female, 29)

Patients expected the room to be functional as well as pleasant, and to be able to see that the 
room was clean, tidy and organised and had appropriate furniture, for example a bed, desk 
and computer:

Well, desk set out neatly obviously with this one you’ve got the examining table there and 
it’s tidy, scales sort of everything in it’s place you know no clutter, depending on what 
they do in this surgery I mean you go and see the nurse she does syringes your ears, 
takes blood tests if you go somewhere like that I suppose you expect everything to be out 
of the way no syringes and stuff lying around.

(Male, 58)

[W]hat makes a typical GP’s room for you?
Well the desk, the computer, the you know the stethoscopes and the, and the bed you 
know, with your screens and things like that, usually you know your usual things that 
you’d see.

(Male, 45)

The patients did not expect the consultation room to be impersonal or for this space to be dirty, 
smelly, unhygienic or cluttered:

Yeah a nightmare doctor’s office would be just sort of clutter everywhere, looking like it 
hadn’t been tidied up at all and maybe was just left the way it was from the last patient 
who’d been in, so a lot of evidence of the last consultation that they’d had. Maybe looking 
like it was a general workspace, again there’s no personal effects or anything in there or 
nothing that identifies it as being a particular doctor’s office, then it makes it a little bit 
less friendly and less personal. And obviously the other thing is obvious dirt or rubbish 
left around so if the sink was dirty or maybe there was some, you know, say some swabs 
or something that had another patient’s blood on them or something like that laying 
around, something just basically unhygienic.

(Male, 36)

I think it’d put you off if you sat in a doctors you know in their actual surgery bit with a 
grubby floor and you know or dirty carpets and finger marks all up the walls and all that 
sort of thing that would probably put you off a bit.

(Male, 45)

Although the patients commented on the spaces that they inhabited during their visit to the 
doctor’s surgery, it was apparent that a lack of attention was given to these spaces, even when the 
patients were specifically asked about them:

[W]hat things are you expecting to see in that time period?
Nothing really, just the doctor.
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Right, anything else about the physical environment?
No, I’ve been coming down here too long, I don’t even look around now.

(Female, 81)

That the room would be pretty plain and clinical with some
Well I didn’t take much notice of it as we were talking together so I didn’t really bother 
with that.

(Female, 72)

It wouldn’t bother me if that [the consultation room] was just painted white or black, 
that really don’t ’cos I’m there to see him and not the décor if you know what I mean, 
you’d expect it to be clean.

(Male, 45)

As with the cardiology patients (see later), a ‘taken for grantedness’ existed about the spaces of 
the surgery/practice, waiting room and consultation room, suggesting that patients did not feel 
that there was anything too wrong with these spaces and that they fitted their requirements.

Theme 6: time
Time was an oft-commented on expectation. As with the cardiology patients, patients in the GP 
surgery expected to wait before seeing the doctor. Most did not mind waiting as long as this was 
not for too long. However, waiting had an affect on some patients and they could begin to feel 
anxious or become fidgety. Although patients were aware that a delay could be the result of an 
emergency, they still wanted an explanation if they had to wait:

Because I’ve never, I mean all the time I’ve been here, everything has just, I’ve not had to 
wait long, even with appointments I haven’t had to wait long and to be quite honest.

(Female, 47)

I wouldn’t expect to be seen instantly because I know that patient’s appointments can 
vary in length.
Right so
So I wouldn’t have any great expectation to be seen instantly.

(Female, 46)

Really I was getting fidgety, tapping my nails, picking at my nails, tapping my watch, 
that’s me getting anxious and getting really, really getting ready to walk, if I hadn’t been 
going in the next patient, I would have said I’m going.

(Female, 38)

It was very uncomfortable about another ten minutes longer I’d have been gone, I 
wouldn’t have been here, that was how bad as it was getting because I was starting to 
get quite stressed out and quite sort of anxious and quite as I waited and I know, I know 
I’m getting to that point because I start I start sort of stretching and start sort of like 
flexing sort of thing you know, clicking all my bones and stuff and normally when I get 
to that point it’s not long after that point before my patience go you know and I start 
being rude and you know can be aggressive so yeah, a bit longer and I’d have been gone 
[laughs] yeah.

(Male, 31)
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Yeah. If they’re running behind times, something’s happened that’s quite acceptable, 
what I find difficult is sitting here, you think what the heck’s going on.

(Male, 60)

Yeah, the only time I can imagine if it was, is if there was an emergency, something like, 
someone that needed his time and then I’d be happy to sit back and wait, so but, I think 
the longest I’ve waited is fifteen minutes.

(Female, 47)

For some patients, having to wait was significant because they had only a limited amount of time, 
for example they had had to take time off work to see the doctor and did not want to waste this 
time waiting:

I get limited time off work so I like to get in and get it sorted and get out.
Right.
’Cos I have a lot of things to do and I don’t have a lot of time off work, so I have to fit a 
lot in.
Yeah.
So I have to get in, get out, get it sorted, you know, and get out, so that’s my main point.
Right.
That’s why I rang up yesterday for an appointment so it might sound weird or selfish but 
that’s just the way it is with me, you know.

(Female, 38)

In contrast, waiting time could also be beneficial, for example patients could use the time to 
compose themselves:

Yeah that would, because I think even when you get in, you don’t want to go straight in 
to see the GP because, you go to sit down and think about what you want to talk to him 
about and if you, he takes you straight in, you ain’t got time to think about what you 
want to say.

(Female, 46)

Patients expected the doctor to take their time and for the consultation to last for as long as it 
takes, allowing time to talk and not being rushed:

So but not rushed, so that everything so that they take their time over things and actually 
show an interest, but that they get the information that they need, examine anything that 
they need to examine without it taking too long really.

(Male, 36)

If I had a problem, I’d like to see him for as long as it took me to make my feelings felt if 
you know what I mean, to say how I feel, what’s wrong and for him to sit there and have 
the time to tell me, you know, it’s not that [name of interviewee], it’s not this, you know, 
we’ve looked at everything, what I think is this, this and this, maybe I need counselling 
or maybe I need some tablets, but to explain to me.
Right.
And what’s the best way forward to make me better or, you know, you’re fine but if you’ve 
a problem come back, so he’s got time to talk to me.
Yeah.
Instead of maybe having to look at who’s coming in next or what’s coming up next.

(Female, 47)
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Some patients aware of the time pressures on doctors tried not to take up too much time. Patients 
were keen not to waste the doctor’s time and were worried that they might be doing this, but, as 
noted earlier in discussing outcomes, reassurance was an important outcome for the patients, 
even if they ended up feeling that they had wasted the doctor’s time:

I mean I’m just thinking the ones that come after you know I don’t want to take up more 
of her [the doctor’s] time that I’ve got to.

(Female, 72)

It’s though he [the doctor] had no time for, he got no time at all.
But thinking about you and your feelings how would that make you feel?
I would not, I think I’d feel I’d wasted my time even coming here basically.
Right.
Yeah, a waste of time, that was a waste of my time and his and maybe a waste of my time 
and also I would feel quite let down.

(Male, 60)

Because you don’t want to waste his [the doctor’s] time, or well I don’t, I don’t want to 
waste his time unnecessarily because a lot of people may need that time than I do and 
when I go in, even though when he reassures you, yeah, that’s fine, that’s OK, go away, 
don’t bother me ‘til the next time, then I feel guilty when I leave, because I feel as though 
I’ve taken his time and I shouldn’t have done, somebody else might have needed it, I 
don’t know whether that’s just me or so I’ll go away feeling better, cos I know I’m alright, 
but I’ll feel a little bit guilty because I feel as though I took, sort of half an hour of his 
time and possibly didn’t need, maybe I would have seen the nurse, that might have saved 
his time, but, but I’m sure I’m going to go away and kick my heels and think, that’s me 
until next time.

(Female, 47)

Minor themes
A number of minor themes were referred to by the patients. These included age, the body, 
computers, other patients or other people, past experiences, the patient’s own manner or 
character and patients seeking the doctor’s help on non-medical issues.

Cardiology patients
The cardiology patient results, as with the GP patient results, are presented in roughly 
chronological order with regard to the process: doctors and patients, tests, treatments and 
medication, the outcomes and then the two cross-cutting themes of spaces and time. Minor 
themes arising from the data are again briefly discussed. When quotes are presented, the normal 
text indicates the patient and the italic text the interviewer. The sex and age of the patient in 2008 
are indicated after each quote.

Table 6 provides a brief summary of common expectations shared by cardiology patients and 
their ‘hopes’ and ‘fears’ for these expectations.

Theme 1: doctors and patients
This section considers the attributes that patients believe are positive and negative for doctors to 
display during consultations, patients’ views towards doctors and the expectation that patients 
would see a specific doctor when attending the cardiology clinic.

In the interviews, patients told of their respect and trust for doctors, viewing them as busy and 
with pressures on their time, while recognising them as people. Patients described what they 
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believed were the characteristics or attributes that they would expect the doctor who they saw to 
display, as well as those that would not be beneficial to the consultation. The positives attributes 
were for doctors to be interested in the patient, make them feel comfortable and at ease, know 
(something of) the patient’s history, respect and treat the patient as an individual as well as ask 
appropriate questions and answer the patient’s questions:

[S]he always makes me feel very comfortable.
OK and how does she make you feel very comfortable may I ask?
Erm . . . she listens.
Right, yeah.
She listens to what you have to say, she gives you time, she doesn’t put you under any 
pressure as regards to speed or gathering your thoughts or anything like that, if you can’t, 
because sometimes when you’re in a consult, a consulting room it’s sometimes difficult 
to remember the name of drugs and this kind of thing, and she’ll usually help to remind 
you if you can’t remember.

(Male, 68)

And her [the consultant’s] approach and, I got no reason to doubt, you know, I’ve only 
been treated with kindness and respect and she explained what she’s going to do fully 
and you know that I took as given.

(Male, 71)

Yes, normally she gives me a diagnosis on how things look medically and if there’s any 
problems that you want to put to me or and, and tries to sort of really sort of answer 
what you’ve, if you’ve got any queries so, that’s if I’ve got any.

(Male, 47)

In contrast, the negative attributes that patients identified would be for a doctor to show no 
interest in them, to appear to be incompetent, inconsiderate, impolite and to not listen to them:

TABLE 6 Common cardiology patient expectations with associated ‘hopes’ and ‘fears’

Common cardiology patient 
expectations

Number of 
expectations Generalised positive expectation/hopes Generalised negative expectation/fears

To have tests, e.g. 
electrocardiography, 
radiography, blood pressure

12 Good test results with tests carried out 
efficiently

Poor test results showing deterioration

To see a specific consultant 9 Patients would see the specific consultant Patients would see a junior doctor, who was 
unable to make decisions and who did not 
know the patient’s history

Total time in hospital/total 
length of appointment

6 A shorter amount of time in hospital than 
their expectation

A longer amount of time in hospital than their 
expectation

Waiting time 17 The ideal was not to have to wait, or to have 
a relatively short wait of a few minutes

A long wait, in general over an hour

How patients expect to feel 17

(a) Relaxed, calm and 
comfortable

12 To be calm, feel great, relaxed and 
unhurried

To be told that there is a serious medical 
problem, to lose confidence and control, to feel 
worried and anxious

(b) Apprehensive, tired, 
depressed and anxious

5 To feel OK and generally to receive good 
news

To be told bad news

Issues around treatment and 
medication

9 The doctor would be pleased or would 
reassure the patient. Medication would be 
left as it is, reduced or stopped and side 
effects would be explained

A lack of interest in or knowledge about the 
patient. To remain on medication or medication 
would be increased. To feel anxious or be told 
bad news
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If I had been seen by an incompetent or a consultant who’s running out of time, rushing 
it, or who, the whole idea of sending away to the hospital is a [sounds like: diagnosis] 
sometime, consultant.
Yeah, so the worst you could imagine is that you’d be seen by an incompetent doctor, who 
was in a rush?
An incompetent doctor, yes.
OK, so that’s, we’ll give that a marking of
That’s quite right because even you can be qualified, you could be incompetent.

(Male, 76)

OK, so if you imagine your nightmare consultant, how would they look like and behave?
Well if they’re not into you, you can usually tell by the mannerisms of them if they’re 
doing the job or up to the job, sometimes they’re not you know overly, we all have off 
days, but sometimes, in some departments, you can tell they’re not even listening to you, 
let along take any notice or bothered about your situation and that, that would be the 
worst thing is the very demoralising, you go up there to see these people and just do the 
end product with badness wouldn’t be too good.

(Male, 64)

One likes to think that they have an interest in your, in your health and well-being, 
so yeah worst-case scenario would be you know just a total disinterest, total lack of er 
history, situation I guess even knowledge, you know.

(Male, 60)

As all the cardiology patients were recruited through one consultant’s list, nearly all expected to 
see this specific consultant. This expectation was not without foundation: it was based on either 
receiving a letter confirming the appointment and stating that they would see that consultant, 
or the fact that their previous appointments had been with that consultant. Patient preference 
was to see the specific consultant and this was also based on what they viewed as a long-term 
professional relationship with that consultant. A more common reason to want to see the 
consultant was because of their seniority over the registrars. Some of the patients were aware that 
they would not necessarily see the specific consultant and regarded this with some scepticism, 
believing that it would not be the same, and those who had been treated by the consultant in the 
past were concerned that another doctor would not know them or their history as well as they 
believed that their consultant did. Although there was a strong expectation of being seen by the 
consultant, patients felt that they would be satisfied with the doctor they saw as long as they were 
dealt with professionally:

Well they tell me in my letter when they sent it to, you know from the hospital, that I’d 
see Dr [name of doctor].
Right, so that’s who you’re expecting to see, is it?
Yeah.

(Female, 73)

And the, I shall demand to see the consultant that I have been referred, usually you go to 
the junior or whoever’s available because, but normally the consultant, every third time, 
he or she is supposed to see you, so I hope this will be my third time, and Dr [name of 
doctor] will see me.

(Male, 76)
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I guess you do like to see the main person, you feel they’re the one who have got the 
handle on it and have experience going back rather than seeing someone who, just picks 
up your notes and you know that type of thing.

(Male, 60)

I’ve got to be honest with you, I wouldn’t mind who I saw, I’d prefer to see Dr [name of 
doctor] ’cos I’ve seen her ever since I first started going to hospital but I think I’ve only 
ever seen one other person, every time I go she seem as though she make it her business 
to see me.
Good, so the worst would be what then, to see somebody totally different or?
Somebody different ’cos the only reason is, if you see differents they have notes.
Yeah.
But that’s not the same is it?

(Male, 82)

Because she’s my consultant and, you know, she knows my past history.
(Female, 64)

Nothing really, I go up there ’cos I got an appointment, I just wait to get in to see the 
person who’s on the list to see rather than one of the lieutenants, if you know what I 
mean, I usually do see Dr [name of doctor].

(Male, 82)

The consultation between the doctor and the patient can be viewed as having a standard ‘script’ 
with patients recognising the roles that they and the doctor take. Patients tended to expect a 
‘normal’ or ‘straightforward’ consultation in which the doctor would talk to them rather than at 
them and ask relevant questions, for example about their heart, how they felt and whether or not 
they had any concerns. Patients would be able to answer these questions and the doctor would 
pick up on their answers:

Ask the obvious questions, do you feel any different to you did like from last year and if 
there’s anything you’re experiencing that you haven’t experienced before and you know 
questions like that, the obvious things that, if things aren’t right they would probably 
pick up on if you said something, oh I feel dizzy, or now and again, or can’t keep awake, 
or whatever you’d expect . . . you see them writing notes and things and they’ll possibly 
action on it either by reducing a certain drug or increasing a certain drug or doing away 
with one or giving you alternative one.

(Male, 64)

In return, patients expected to have the opportunity to ask the doctor questions or to raise 
any concerns, which they hoped to articulate clearly and, for some patients, with a degree of 
assertiveness. Patients expected that the doctor would listen and be able to explain in such a 
way that they could easily understand their situation and progress (or not). This would include 
an explanation of their symptoms and situation regarding their health and for the answers to be 
tailored to them rather than receiving a generic answer:

Doctors are much better nowadays than they ever used to be, with especially people like 
Dr [name] and others that I’ve had over my treatment over the last few years, they’ve 
been much better at talking to you and explaining to you what’s happening or what’s 
about to happen or you know what’s wrong whereas in the old days they used to just 
to use technical terms you didn’t understand and you came out of the surgery none 
the wiser.

(Male, 74)
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One patient specifically talked about wanting to know ‘the truth’, aware that doctors may not 
always tell patients the truth if this is particularly bad news. Patients revealed an expectation that 
their doctor would be happy, satisfied or pleased with their progress, and that they might also 
identify other health issues, which might or might not be related to their cardiac health. They also 
wanted to talk about other health issues and hoped that the doctor would be interested in these:

Yes it went very well, the examination determined that my blood pressure was normal 
and she seemed to think everything else was doing well, not, not normal obviously, but 
you know good from that point of view.

(Male, 74)

I know Dr [name] was very pleased, so and I felt pleased about it, so yeah I couldn’t have 
come away from it, I mean you do come away sometimes feeling depressed from them 
sort, you know if things, the news is not that good, but yesterday I expected it would be 
good because I’ve been feeling so well just lately, so it went absolutely well, yes.

(Male, 68)

Just to discuss the situation with her . . . I’d express my thanks to her as such because she’s 
brought it to attention which she, I mean they thought that the aorta was a bit swollen 
that’s why they had the scan done and then they found the aneurysm there.

(Male, 74)

Although the doctor–patient interaction has been here likened to a script, the patients were aware 
that the script could easily be disrupted, thus altering the experience of the consultation and its 
outcomes. Issues around communication were central and at times it was felt that doctors might 
not explain themselves clearly enough when talking to patients, which meant that the patients 
would not (fully) understand what doctors were saying about the state of their heart or their 
future prognosis:

I don’t know, my doctor say that that’s sort of my heart was a bit, now what did she say, a 
bit flabby.
Right.
So I don’t know what she meant by that.

(Female, 73)

[W]hat would be the worst that you could possibly imagine with respect to the doctors 
being professional, just being hypothetical?
Well to come away and not really know what was happening and, and what you can 
expect in the future.
So to be left in the dark totally?
Yes, not understand a word that they’ve said.
Yeah.
Or too technical or too . . .

(Female, 72)

The manner of the doctor might also have an effect. One patient described a doctor as being ‘a 
little bit forceful’ and another was aware that the doctor ‘will tell you off ’. After their consultation 
another patient described the doctor they saw as ‘not as severe as expected’:

Yeah, well I didn’t get quite as much stick as I thought I was going to.
Right.
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So probably, I mean she were obviously weren’t happy that I was smoking again and said, 
you know, OK you’ve proved yourself you can do it, so you can do it again sort of thing, 
because I did last eight months, so, so that’s probably, I didn’t, that weren’t quite as, she 
weren’t as severe as I expected her to be.

(Male, 51)

Patients also identified expectations of having difficulties in understanding what was said by, in 
their words, ‘foreign doctors’. The semi-structured interview style did not allow for this issue to 
be explored in greater depth, but it was clearly situated as a communication issue:

The worst doctor you could see?
Yeah, the worst person I would say is, sort of one of these foreign people you can’t 
understand when they talk to you.

(Female, 73)

Another interviewee also suggested that he wouldn’t be able to understand ‘somebody who’s 
foreign’, basing this on his past experience in another hospital department, but demonstrated 
greater reflexivity about this issue, acknowledging that his English regional accent might be just 
as difficult for the doctor to understand:

Well I suppose my worst bit would be again somebody who’s foreign who I couldn’t 
understand and don’t really understand me, you know.
Right.
So I have had that happen on a, not with the heart people but on another visit to the 
hospital following an operation I couldn’t understand what the man was saying and I’m a 
bit [regional] accent and I don’t think he could understand what I was saying.

(Male, 51)

As well as the verbal doctor–patient interactions, just under half of the patients expected a 
physical examination from the doctor they saw, aside from any tests or test results that they were 
expecting. If they were physically examined, the patients expected the doctor to explain why 
this was necessary and that it would be carried out correctly and thoroughly and that one of the 
purposes was to aid a decision about future treatment. In the post-consultation interviews, it was 
clear that, although a physical examination might have been expected by the patients, not all had 
received one:

She’ll probably just listen to my heart and my lungs and give me a short examination, she 
might take my blood pressure, but probably not, because my blood pressure is OK.

(Male, 68)

Well I don’t expect to see, but I expect them to take a check on the
The physical examination?
Yeah, the heart beat, etc., etc.
Right.
And then to decide [future treatment] on the outcome of that whether they’ll do me 
another one or whether I stay with what I’ve got.

(Male, 80)

Oh well, ten [rating], ’cos I was examined.
Right and it felt good did it?
Yes.
So . . . so what was it about it that felt good, what was, what made it?
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That someone was listening to it [heart] and we weren’t just sitting there talking.
(Female, 72)

She says that she doesn’t really need to examine me, it’ll be because she’s very well 
satisfied about how I am [laughs].

(Male, 68)

In the context of how the patients could expect to feel emotionally (or actually felt before their 
consultation), this could be argued to fit along a continuum from patients who felt anxious, 
apprehensive and worried through to others who felt relaxed, unworried or – as one interviewee 
described it – as though they had an ‘inner calmness’:

Yeah, a little bit apprehensive I think, but healthy so, I I feel pretty healthy I feel OK, so 
I’m not too worried about that erm I think that’s it really, I just hope to sort of come out 
in an hour’s time and all to be well.

(Male, 60)

I’d be worried sick I think.
(Female, 73)

Yeah, I, I’m, I’ll be quite calm and relaxed, I know I will.
(Male, 74)

Another interviewee, a 71-year-old male, suggested that he would not experience any emotions:

What sort of emotional things are going to be running though you?
There won’t be no emotions, there won’t be no emotions.

(Male, 71)

When patients talked about their expectations for their health and how they felt about this, they 
appeared aware of their state of health and the degree of seriousness around their particular 
cardiac condition and two broad themes emerged. The first was an optimistic theme. Patients 
in the pre interview suggested that they felt well and healthy and hoped to receive positive news 
from the doctor, for example that their pacemaker was working well or that their medication was 
having a beneficial effect:

Hopefully I’ll get a good report, I think everyone expects to hear better than, but you’ve 
to sort of wait and see really, but, yeah, I mean I feel comfortable and generally healthy, 
sort of in my progress from the op, so hopefully I’d expect some good, some sort of good 
follow-up report or confirmations from the ultrasounds and stuff like that.

(Male, 47)

No, no, I mean sitting here, I, I’ve had no chest pain since I’ve been on my medication 
and I, I feel A1 as far as I suppose a seventy-four year old can be, yeah.

(Male, 74)

I suppose if she said don’t plan a holiday or Christmas then it might jolt home that, at the 
moment she ain’t said that so I have to go in there with open mind.

(Male, 71)

The second theme that emerged was a fatalistic view. For some, this was the worst expectation 
that patients could identify:
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My worst expectation is that she would say, well it’s got so blooming bad now, you’ve got 
to get your affairs in order.

(Male, 74)

Obviously, the nightmare is to say that things have drastically gone downhill you know, I 
guess the worst-case scenario is that we’ve just found something that’s going to kill you in 
the next six months.

(Male, 60)

Yeah, but actually she said there’s nowhere to go really, you know, in the heart, ’cos 
they’ve already, you know, put two lots of graphs in like.
Right, so there’s not much, there’s not many options for them?
No, I’m just, actually I’m living on borrowed time [laughs].
[Edit]
Yeah, yeah, yeah, I knew that, I mean that, by going on last time they said they couldn’t 
do nothing for me and she just shrugged her shoulders, she didn’t know what to say like, 
you know.

(Male, 72)

This section has outlined the expectations that patients have about the doctors that treat them 
and the consultation, and how the patients expected to feel or actually felt in terms of both 
their emotions and their health. The next section draws together aspects that are part of the 
consultation: tests, treatment and medication.

Theme 2: tests, treatment and medication
Before their consultation with the doctor, most of the patients expected to be measured 
(sometimes including height) and to undergo one or more tests, for example an 
electrocardiography, radiography or blood pressure. A greater number expected to be weighed 
because this is what had happened on previous visits to cardiology. After arriving at cardiology 
and waiting in the waiting area, being weighed was the first stage of their appointment. Weight 
was an issue for some patients as they had been told to lose weight and expected that they had 
done so, but were concerned that this weight loss still might not be enough:

Yes, I mean you go in and ask or let them know you’ve arrived, they normally obviously 
er notify that you’ve arrived, normally it’s about five, five minutes or that you expect and 
then someone, a nurse will come out and say can we, Mr [name] can we come and weigh 
you and measure you, so it’s sort of a thing of I’m familiar with.

(Male, 47)

Vary, sometimes it’s long, sometimes it’s not so long, but its always a wait, it’s never 
straight in and then, one of the nurses will come out and want to weigh me and measure 
me, I don’t know, they don’t bother to measure you now, they’ll weigh me.

(Male, 74)

Right, so you’re expecting some sort of discussion are you about, about your weight?
Yes, yes, just a quick word, it won’t be a real discussion because it’s not really, it is just a 
conversation really rather than a discussion because it’s nothing to do with her really.

(Male, 74)

After being weighed, most patients expected to have their blood pressure taken and undergo at 
least one test relating to their particular heart condition. This was based on their appointment 
letter mentioning that they might undergo tests, or the patients’ past cardiology appointments. 
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They were aware that the results of the tests were used to follow the improvement or deterioration 
of their particular condition. However, whether a patient had any tests (or the tests that they 
were expecting) depended on whether the doctor felt that they were required. The patients 
did not receive and did not expect to receive the test results until they saw the doctor in the 
consultation, when these would be explained and discussed. Patients hoped that their test results 
would indicate an improvement in their particular condition (or at least that it would not have 
deteriorated) and that they and the doctor would be pleased with the results:

Well say you’ll just wait in the reception, you, you, you’re called, you’re weighed and 
blood pressure is done and that sort of thing and then go back to sit, wait again and 
you’re called when your consultant or you might go for a test, like I said earlier, I don’t 
know what they call it, an ECG or something they put a tape on you and wire you up and 
get these machines on you to test heart beat I assume and things like that, the time you’re 
called back again, they’ve got the results of them and then you go and see the consultant 
for the last bit of the appointment.

(Male, 64)

[S]he told me straight away that the echocardiogram was exactly the same had no change 
which was good because that was my only, that was the only thing that could have been 
really in my head could have got a bit worse or something, but it’s the same so that’s great 
yeah and the doctors who were very pleasant, yeah, we had a chat you know so yeah 
it’s fine.

(Male, 60)

Although treatment can be in the form of medication, for the purposes of this section it is 
considered separately. Patients tended to be unsure what, if any, treatment they would receive. 
Some patients did not necessarily expect to receive any treatment, as there were concerns from a 
few that their heart was too damaged, or that the risks compared with the benefits of undergoing 
a particular treatment were too great:

Well I think if they tell me now that my heart has been damaged in my terms that is, and 
no they can’t do anything else or they don’t reckon to do anything else and I’m left like 
this, what I’m feeling, that’s zero [rating].

(Male, 80)

During the course of the consultation, medication was an issue that both the patient and doctor 
were likely to talk about. Although patients expected to continue on the same medication, some 
specifically wanted to discuss their medication, with particular reference to the side effects they 
experienced. In general, patients either experienced side effects from taking the medication 
or noticed that other aspects of their body/health were affected by taking the medication. The 
patients expected the doctor to discuss their medication and side effects and offer appropriate 
advice, expecting to be told that they would have to cope with the side effects as it was more 
important that they continue taking the medication:

All, all those sort of questions I expect to be asked, I will, this time, be asking her about 
the medication, because one of the, one of the things I’m taking, the beta-blockers, 
which are a, a relatively recent addition, i.e. the last year or so, I seem to be feeling the 
cold much more than I ever did before and whether that is again, we’re back to that same 
old question, how much of that is the age of the beast.
Yeah.
And how much of it is the heart problem.
Yeah
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I shall ask her that, whether she’ll give me, I doubt she’ll be able to give me a 
definite answer.
So you’re not expecting a definite answer?
No. She will say, well the medication is more important than the, than the cold is, wear 
an extra pair of gloves you know.

(Male, 74)

You see I take quite a bit of prescription now for other things and I worry that some of 
this lethargic-ness is brought on by these drugs I’m taking, it may well be, I don’t know.

(Male, 80)

Patients hoped rather than expected that they might no longer need some of the medication that 
they were taking and that the range of medication, number of pills or dosages could be reduced. 
One patient’s ideal was to ‘scrap the drugs and carry on as normal’ (male, 74), while knowing 
that this outcome was very unlikely. Other patients expressed their expectation for further 
medication. This was not as an opposite of a patient hoping to no longer need some medication; 
rather, they hoped that a new drug might have been produced that would help their heart and 
prolong their life:

Yeah, because what it is, I went into Papworth last year to have me, they wanted to laser 
my heart out, to get more blood into it, so I could have me knees done, but the heart 
was too thin, and so they just had to come out of me heart and that, sent me home and 
just put me on medication and just hope that, they said that if something new comes out 
we’ll get in touch with you straight away like.
So are you expecting to be put on a new drug regime?
Well, well, well yeah I presume, you know, like if something comes up that’s like they 
can, that deals with the heart, that’s, it’s, it’s for my benefit and you know it will give me a 
bit more of a longer life [laughs].

(Male, 72)

Patients also discussed altering medication as an option, although, as one patient pointed out, 
when the doctor altered his medication he experienced practical difficulties:

I’ve tried to have words, not get angry, but try to say to them, look you’re changing these 
medicines from this, that and the other and the only thing is that I’m getting on a bit 
now, I think that the confusion part is that say for arguments sake that you know the 
shape of the pills and you know what you’re taking . . . The beggars change the shape and 
they change the name.

(Male, 71)

Patients are aware that, despite side effects, it is important to keep taking their 
prescribed medication:

You know and really the medication is sort of to keep everything on an even keel, that’s, 
you know, so, so that in future things won’t get worse.

(Male, 51)

Well yeah, because now there’s nothing to worry about, as long as I keep taking the 
tablets and I should be alright.

(Male, 72)
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A cause of concern was when a patient had been prescribed medication from more than one 
doctor – whether or not the doctor they saw would be aware of all of their medication. The 
concerns voiced were broadly related to communication within the health system, for example 
between the hospital and their GP and vice versa, and whether medications would ‘clash’, that is, 
not be compatible if taken together.

Theme 3: outcomes
This section summarises expectations about the ‘outcomes’ from the patient visits to the 
cardiology department – effectively what they expected to go away with and how this may 
or may not affect them. To begin with the positive and negative outcomes are discussed and 
then the effects on patients’ lifestyles and their views about the experience as a whole are 
considered, before discussing how the cardiology department appointments could act as a form 
of reassurance.

The outcomes that patients expect from their appointment in the cardiology department can 
be divided into broadly positive and broadly negative outcomes. On the positive side, patients 
expected that they would receive a clean bill of health from the doctor and be able to carry on as 
normal. Alongside this, patients also expected to be given a diagnosis and a cure or a solution for 
their particular cardiac issue:

No, no, no I feel fine so I can’t say they’ve told me to do anything, so I’m just expecting to 
get a clear, clear, clear bill of health.

(Male, 82)

Really I suppose in a way I’m expecting them to sort of say, all OK carry on as you are 
sort of thing.

(Male, 51)

I’m sure I’ll be cured or I’ll get the best treatment they can offer.
(Male, 76)

Other patients hoped that they would come away from the consultation having been given a ‘good 
bill of health’ and told that they could get on with their life as normal without needing further 
surgery, and, for one patient, with a new lease of life:

Knowing that when they come in and examine me that, you know, I was put, well not 
A1, but I was in a better condition than when I went in there.

(Male, 72)

Well I don’t know, I’d just like to go and, and hear her say, oh well that’s fine you can go 
home and get on with your life.
So how would you feel if you heard that news?
Oh, over the moon I think.

(Female, 73)

I will tell you is simple [laughs] that’s your heart is so improved that you can expect a 
full, full term, whatever that might be, in other words, your heart isn’t going to affect 
anything, that would be the best scenario.
Right.
You’re going to die a normal course of the usual things that kill you off; your heart isn’t 
going to be an issue.

(Male, 74)
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The negative outcomes ranged from patients’ awareness that the doctors could no longer do 
anything to help them, or being uncertain about what to expect in the future, through to patients 
hoping that they would not have to go into hospital or face further ‘work’ on their heart and be 
left vague, in the dark or ignorant:

What would be the worst you could possibly imagine for that particular?
That I needed further surgery.
That you need to
That I would need further surgery.
OK, right.
That would be the most scary thing and the worst.

(Male, 51)

Not to be told anything and left completely in doubt.
Right.
Complete or in complete ignorance.

(Male, 65)

Well to come away and not really know what was happening and, and what you can 
expect in the future.

(Female, 72)

What would be the worst you could possibly imagine with respect to the doctor and . . .?
My health was not as good as it was when I was last there.

(Male, 78)

The impacts of these outcomes on patients’ lifestyle raised an issue around the apparent lack of 
discussion about diet, which one patient was very surprised by, and smoking habits. Patients 
were able to live what they defined as a normal lifestyle, with their particular heart condition not 
affecting their lifestyle, with one patient appearing to have stabilised and another recognising that 
they were able to do things better after having been fitted with a pacemaker. The negative effects 
on patients’ lifestyle were awareness that they could no longer do things that they had been able 
to do, thus restricting their lives, and the likelihood of a shortened life expectancy:

I suppose if she said don’t plan a holiday or Christmas then it might jolt home that, at the 
moment she ain’t said that so I have to go in there with open mind.

(Male, 71)

Patients’ views towards the experience of their consultation varied, with some finding that there 
had been confusion around their attendance, voicing concern that the doctor who they saw was 
‘not up to speed with everything’ (male, 60) and that there was a lack of information about a 
follow-up appointment. Individual patients in other contexts had experienced being given the 
wrong diagnosis, no support, a lack of privacy and a lack of interest from the doctor:

The worst I can imagine is if things went wrong and I did contact [the hospital] and 
nobody called me back and I perhaps couldn’t get through to the secretary or if I did get 
through to her if she had a word with Dr [name] and Dr [name] didn’t phone, I don’t 
expect any of that to happen.
Oh no, sure yeah.
Didn’t phone me. I would be upset, I would probably go to my doctor and have to go 
through that procedure and yeah that would be the worst situation really.

(Male, 60)
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There were also some concerns about the NHS, with patients expressing a lack of trust in the 
system and being unimpressed with the administration, although generally patients tended to 
praise the NHS and were very happy and grateful for the treatment that they had received, with 
one patient saying that ‘I could have gone to Bupa [private health care provider in the UK] and I 
wouldn’t have got any better service’ (male, 65).

One of the outcomes that patients hoped to receive from their cardiology appointment was 
reassurance, but how this was achieved differed between patients. For some, reassurance was 
provided by a longer time period between hospital appointments (the opposite being greater 
concern attached to a shorter time period between hospital appointments) or being discharged 
and only needing to see their GP:

Yeah. That’s what it’s been so far and I thought that would continue, ’cos they would want 
to keep monitoring you, but obviously it’s going in the right direction and they don’t 
want to, you know there’s no need to do it every year, which I regard as a good sign.

(Male, 74)

Well I guess I come out, my expectation is that I’m going to be told that I . . . don’t need 
to come back basically . . . it’s back to the GP, so I mean if that happens, then that’s fine.

(Male, 60)

For other patients, having a hospital appointment and remaining on the consultant’s list with 
regular check-ups provided them with reassurance. As one patient put it, ‘It’s not the pills, it’s the 
five minutes’ reassurance’ (male, 60):

I, I don’t exactly enjoy is the wrong word, I don’t enjoy going to the hospital to be check 
up but at the same time it’s reassuring to see her about every 6 months.
Right, that’s interesting.
Because of my health problems that I’ve had in the past, it is a bit reassuring to be seen 
every 6 months so that’s my best scenario that she will say she’ll see me in 6 months time, 
the worst is that she’ll say she that doesn’t want to see me anymore.

(Male, 68)

Theme 4: spaces
In the course of the interviews, three main spaces were identified: the cardiology department 
as a whole, the waiting area/room and the consultation room. The cardiology department was 
regarded as busy yet smooth running as well as being quick and efficient:

Well I should imagine so, but when I’ve been before they’ve been amazingly efficient, I’ve 
always been surprised at the cardiology unit, they’re very quick and you don’t normally 
hang around much at all.

(Female, 64)

In talking about the waiting room/area, the patients discussed the positive and negative traits 
of such a space. The patients viewed a good waiting room/area as being clean, tidy, quiet and 
relaxed. It would also have activities including reading material and refreshments available, for 
example a vending machine. In general, the waiting room/area lived up to these expectations:

I’ve never felt as if I’ve been hanging around and waiting area’s normally relaxed, I 
haven’t been having to stand up and there’s things there to sort of help you relax like 
magazines and stuff like that.
Yeah.
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To help, help you forget that you are waiting really so it’s generally a sort of relaxed 
environment really, it’s not chit-chattery noisy sort of claustrophobic environment, it’s 
normally quite an open, quiet and relaxing sort of environment, so yes I’d say that I’ve 
never even, when it’s been, has been busy in the past I’ve never really felt . . . sort of 
restless or anything like that.

(Male, 47)

Best waiting room, I suppose, one with a television in it.
Yeah.
Yeah, like when me daughter goes to the dentist, there’s a great big television in a, you 
know the waiting room, so it relaxes you a little bit and
Anything else to describe this?
Book, you know, books to read.
Yeah.
You know, while you’re waiting.
Yeah, so anything else about this?
Machine, if you’re allowed a cup of tea.

(Male, 72)

In contrast, a poor waiting room/area would be crowded with misbehaving children, 
uncomfortable, silent, unclean, with no books to read and patients fighting:

Well I’m actually seen when, at the old [name of hospital] years ago, I’ve seen families 
come in there with kids and they go on the fruit machine, not the fruit machine, 
the coffee machine, the crisp and they’re throwing them all around and then in that 
environment they actually destroy the cleanliness of the, of the room just by bad 
manners and I think that, that I don’t know what the hospital do about people like them, 
that’s just the way they’ve been brought up and I just saw one once at the old [name of 
hospital], it was chocolate tipped over and there was crisps thrown on the floor and I 
thought that ain’t on.

(Male, 71)

Well uncomfortable in a way that you couldn’t sit down maybe and relax, wondering 
how long you’re going to be waiting, whether you get an explanation of why the wait 
or yeah.

(Male, 47)

The consultation room was likened to an office, with standard furniture, for example a desk, 
chairs, a table, a bed/couch and a computer. It would be a clean and private space in which 
patients would feel comfortable to talk:

Oh, well I just thought that’d be an ordinary sort of room where you just go and see the 
doctor, to hear your results.

(Female, 73)

Yeah, well when we got there I went in the consulting room, there was everything there 
for, blood pressure machine, couch and all they, you know, oh blimey, the old, not the 
video, the
Computer?
A computer was all there and she got it up on the computer and that, so yeah, it was, 
yeah, very, I’ll give that ten out of ten.

(Male, 72)
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There was a little room there with a desk and two chairs and nobody was there, so you 
could, you know, you could talk openly and get on if you needed to say anything sort of 
private, you could have done sort of thing.

(Male, 64)

Patients preferred the consultation room not to be cramped, crowded, dirty, scruffy or 
without privacy:

Well if it was people coming in and out and doing things, I suppose, a lot of distractions, 
yeah and a, a, cramped room, that wasn’t like that at all.

(Male, 74)

As long as it’s a room and it’s not full of the general public, I don’t mind.
(Female, 64)

Well in an open room where there’s no privacy and there’s people in and out and chasing 
round, noise and one thing and another where you don’t know where you’re coming 
or going.

(Male, 64)

The descriptions of the waiting and consultation rooms that the patients gave were relatively 
limited, but, as a couple of patients commented, what the rooms looked like was not their 
greatest concern:

I was more interested in what the nurse was doing than I was looking at the room.
(Male, 74)

As a patient I don’t have too much feelings about that [waiting room] because you aren’t 
here to look at the décor, you’re here to be treated.

(Male, 71)

Although many of the patients talked about the spaces they expected to be in, most reported 
that they did not take much interest in these spaces and, as the quotes above suggest, the reason 
for their appointment in the cardiology department was more significant than the spaces they 
inhabited and moved through during the course of their appointment.

Theme 5: time
Time and timing cut across other cardiology themes. In their interviews cardiology patients 
implied that they turn up for their appointment in good time and consequently expect to be seen 
on time or after a relatively short wait. What patients believed was a short wait was subjective and 
ranged from between 5 and 10 minutes to about half an hour. Many of the patients were used 
to being seen on time or having only a short wait. In contrast to a GP’s surgery where a patient 
would expect to arrive, wait and be called to see the GP, the cardiology unit followed a different 
pattern. Before patients had their consultation with the doctor (consultant or registrar) they had 
to go through several, albeit often short, waiting times before and in-between being measured, 
being weighed and having tests. Patients tended to expect that they would have to wait to see the 
doctor too. One patient described the flow of the different components of his appointment:

Well it was, I didn’t have to wait long at any time during the whole process, which was 
quite remarkable, it was a very good session actually, I think I waited about, I suppose 
five minutes before I went, was weighed, another maybe five, six minutes or whatever 
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before I had the next step and then I did have about twenty minutes wait to see the 
doctor finally, but you know very good indeed I thought, all round.

(Male, 74)

Waiting before the appointment and between the segments was expected and patients were aware 
that the appointment could flow relatively smoothly or become drawn out, depending on how 
long the tests took, whether or not they required treatment and the length of time that other 
patients took. As a result, patients either had experienced or were aware of delays that would 
lengthen their time at the hospital. Some patients appeared to allow for this, suggesting a length 
of time that they expected to be in the hospital for, estimated to be between 45 and 60 minutes:

[A]bout twenty minutes I suppose.
So you’re expecting the thing to last twenty minutes?
Yes, plus a bit of waiting in-between which I understand you know, so yeah generally I 
suppose the whole thing including waiting times, forty-five minutes maybe.

(Male, 60)

I mean I don’t want to, my appointment is 10:40, I don’t want to be there until 12:00.
(Male, 76)

In the post-consultation interviews, the length of time that patients reported spending in the 
hospital appeared to be much less. For some, however, the opposite was true, for example a 
73-year-old female patient in her pre-consultation interview stated that a wait of 15–20 minutes 
would be acceptable. In her post-consultation interview she explained that she had had to wait 
for over 1 hour before it was explained that her notes had been mislaid, and in total she had been 
in the hospital for over 2 hours (estimate based on interview). Although waiting is expected by 
hospital patients, when a short wait turns into a significant delay, as in this case, patients want to 
be informed that there is a delay, as well as be provided with an explanation and an apology:

Well I suppose if it gets into long waiting times, you know if it gets over an hour or 
something like that, I suppose . . . I would expect someone to come and say, awfully sorry, 
the doctor hasn’t turned up or she’s been delayed somewhere, it’s going to take a little 
while, can we get you a cup of tea or something.

(Male, 60)

The time delays were not always explained but when they were patients’ reactions varied. 
If the delay was caused through a fault in a system, for example the NHS as a whole, or the 
appointment system, or not having enough staff available, patients tended to be less forgiving, 
believing that the system should be better (several patients noted that they became frustrated by 
these time delays). Two rather savvy patients who were aware that later appointments were more 
likely to experience delays opted for early appointments:

I suppose as I’m going early in the morning, if that was later in the day then you’d expect 
to get delays, yeah, yeah, I would have thought an hour.

(Male, 74)

That’s right, right, I do try and get early, early appointments, then I can get up there 
early and I can get back to work, you see, as I said, I’m self employed and if I don’t work, 
I don’t get work, so, I’m left like three parts of the day, three-quarters of the day left to 
do something.

(Male, 64)
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In contrast, patients also appeared to be happy just to sit and wait for ‘their turn’, and likewise an 
acceptable delay was one in which a doctor took slightly longer with a particular patient:

I mean it was immaterial I mean you know you have to wait your turn, I was not 
bothered, I just sat and waited and that was it, but Dr [name] did call me.

(Male, 68)

But if some patient takes a bit longer time and, and we are going behind, running late, 
I’m not worried about that.

(Male, 76)

You can, you can expect the obvious really if there’s a few people there that you’ve got to 
wait your turn really.

(Male, 47)

Delays caused by emergencies in which the doctors or other medical staff are called away to 
deal with another patient were also accepted. It could be argued that the patients’ acceptance of 
this is because, for some, it is a situation that they either have been in themselves or could be in 
the future:

Because sometimes they get called out on emergency and they, you know, especially if 
they’re in the crash team, they just get, and you just have to wait.

(Male, 72)

Like I say I was in the waiting room getting more stressed, definitely getting more 
stressed than I was like the sort of delay, but erm, you know I think you’ve got to say, I 
think you have to understand, I mean hearts are sort of front line thing in’t it.
Oh for sure yeah.
You know and people do get dragged in on a [sounds like nah-nah] I myself, I can 
imagine when I went in there I would probably, because I went in as an emergency, I 
probably delayed other people that were routinely going there.

(Male, 51)

In summary, aside from the medical aspects of the cardiology appointment, time is a significant 
factor because it can affect a patient’s emotional state. If everything runs (more or less) to time, 
patients appear to be happy with how they have been treated. If the appointment does not 
run to time or there are delays and unacceptable explanations are provided this can negatively 
affect the patient, which may make them feel frustrated, fed up, or increase existing feelings of 
apprehensiveness or anxiety about their appointment.

Minor themes
A range of minor themes that emerged from the data are briefly discussed below.

Self-description and age
A few of the patients positioned themselves very clearly as patients by emphasising that they were 
not a doctor or a medical expert. However, one patient suggested that they were a ‘bit of a pro on 
the medical side’, based on their experiences. Another patient constructed themselves as being a 
‘really good patient, because I don’t complain’.

Age was broadly mentioned in several ways: patients described their health relative to their 
age – often that their health was relatively good for someone of their age – or speculated about 
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how much of their decline was down to their age. Although cardiac health tended to be seen as 
an older person’s issue, it was recognised that younger people can also have problems with their 
heart and that the cardiology department did not treat anyone in a lesser way because of their 
age. Age was also mentioned in the context of life expectancy and the prognosis for the patient.

How patients expect to be treated (generally rather than by 
the doctor)
Patients expected to be treated as intelligent people, civilly and as adults; they did not want to be 
treated as a number.

Issues beyond the specific scope of the project
During their interviews the patients raised a number of issues beyond the focus and scope of 
the project. Patients had concerns about arriving on time for their appointment, being late and 
car parking. A few patients mentioned the possibility of a referral on to a specialist hospital for 
further treatment. Alongside this, patients mentioned general hospital experiences, for example 
one patient appeared to have a tendency to get lost in the hospital.

Other patients
The patients who were interviewed referred to other patients in three ways. It should be noted 
that they drew on experiences that went beyond the cardiology department. First, other patients 
and their behaviour were a source of annoyance or concern for the patients interviewed. Some 
other patients were described as moaning or complaining, displaying poor behaviour or being 
argumentative or bringing an excessive number of other people with them to the appointment 
and thus crowding the waiting area. Second, patients suggested that it was important to respect 
other patients and to treat other people as they would expect to be treated themselves and to 
be aware that other patients might have ‘more grumbles than what I’ve got’ (male, 68). Third, 
patients recognised the priority of other patients and acknowledged that this was because these 
patients had a poorer state of health.

Internet/education
A minority of the patients had either received or found information themselves about their 
particular condition, either from booklets or on the internet; however, one patient was aware that 
it could raise more concerns:

When you don’t know exactly what’s going to go wrong you can get onto the internet 
and, it’s probably a bit too dangerous because you look at that and you start building up 
all sorts of problems you didn’t really exist.

(Male, 74)

Staff at the hospital
Aside from the doctors, who are discussed in the section on theme 1, patients commented 
on the other staff that they were likely to encounter at the hospital. Patients either specifically 
mentioned nurses or tended to refer to hospital staff without being more specific. They identified 
the positive attributes of hospital staff as being professional, kind, courteous, ‘whizzing about’, 
jovial and happy, polite, efficient and pleasant and as treating patients as equals. In contrast, 
they identified the negative attributes of hospital staff as being blunt, off-hand, flustered, 
unprofessional, unhelpful, unco-operative and miserable and talking down to patients. When 
nurses were specifically mentioned, patients had only positive things to say, and viewed nurses as 
professionals, being straight to the point, helpful and polite. The patients’ interactions with nurses 
came from them carrying out tests or being present at their clinic visit.
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Uncertainty
Uncertainty was something that several of the interviewees felt, because they were not sure what 
was going to happen on a practical level or because they did not know which doctor they would 
be seeing or what was going to happen in the consultation or because they were uncertain about 
their health, for example what their test results would show.

Summary of the cardiology outpatient and GP patient expectations
The data have shown that there are many broad similarities between the expectations of the 
cardiology clinic patients and those of the GP patients, although there are also some differences 
of emphasis. In Table 7, the number of times that the different expectations emerged from the 
interviews is recorded, including expectations that were uniquely coded in one or other of the 
sets of patients.

TABLE 7 Summary of patient expectations

Expectation Hospital patients GP patients All

To be seen on time/short wait 12 5 17

To have a long wait or delays 5 5 10

To see a specific doctor 18 4 22

To feel nervous 4 9 13

To feel relaxed 12 5 17

For the waiting rooms to be pleasant 1 6 7

To have medical tests 13 1 14

For the doctor to be professional 4 12 16

To receive a diagnosis 5 7 12

To get treatment/medication/prescription 9 9

For the doctor to ask the reason for the appointment 1 1 2

To explain symptoms/reason for visit to the doctor 3 13 16

For the consultation to last a certain length of time 1 14 15

To receive an examination from the doctor 5 7 12

To be in surgery or hospital for a certain length of time 6 1 7

To discuss medication, treatments, etc. 7 1 8

To see a doctor in a consultation room 7 11 18

To be given results 2 3 5

To be welcomed/greeted/put at ease by the doctor 6 6

To receive advice/information 3 3

For staff (excluding doctors) to be professional 1 1 2

For lifestyle issues to be discussed 3 2 5

For the doctor to ask how the patient is 2 3 5

To have a private consultation 2 2

To receive a prognosis/indication about the future 3 3

To receive a referral or follow-up appointment 2 2

To wait in the waiting room (before seeing doctor) 4 1 5

To not see the doctor until the next appointment 3 3

To be treated with respect 1 1 2

To trust the doctor 1 1

To get a good outcome 3 7 10

That the doctor will know my medical history 2 2

To be polite to the doctor 2 2

To be uncertain what the doctor will say 1 1

Number of responses 127 147 274
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This table gives a sense of which expectations were most common in each set of patients and 
overall. As can be seen, the expectation to ‘see a specific doctor’ was most common (noted by 
over half of all patients), although it was more common in hospital patients than GP patients – 
reflecting the realities of the different types of consultation experiences for these patients. Thus, 
the cardiology patients expected to see a specific consultant who they believed knew their history 
and was a senior medic; although GP patients tended to have a preferred doctor, they were aware 
that they might see one of several at their practice. Likewise, ‘to have medical tests’ and ‘to discuss 
medication, treatments’ were significantly more common expectations for hospital patients. In 
contrast, ‘to get treatment/medication/prescription’, ‘to explain symptoms or reason for visit to 
the doctor’, ‘for consultation to last certain length of time’ and ‘to be welcomed/greeted/put at 
ease by the doctor’ were more frequent expectations of GP patients. Again, these differences 
are largely understandable, reflecting, for example, the fact that the GP will not necessarily be 
aware of the nature of the patient’s complaint beforehand. These results indicate the need for a 
caveat with regard to the design of a universal ‘patient expectations’ instrument, as it is likely that 
different types of patient will have different expectations.

Cardiology and GP patients both spoke of experiencing and expecting to experience a range 
of feelings and emotions before their appointment, from anxiety through to calmness, and GP 
patients also spoke of experiencing physical signs of anxiety (see Table 7). Both patient groups 
expected to be treated for their health issues with an eventual outcome of improved health; 
however, for the cardiology patients and their often serious heart conditions, some felt more 
optimistic about their consultation whereas others took a fatalistic view, because they either felt 
or were aware that little more could be done for them.

Both sets of patients were generally aware of the pattern that their consultation would take, with 
cardiology patients expecting to undergo one or more tests or examinations during their time 
at the hospital and GP patients more likely to receive test results and be examined than undergo 
tests. Medication was more of an issue for the cardiology patients, of whom most already 
appeared to take one or more drugs. Depending on their reason for seeing the GP, patients 
varied in their expectations around tests, treatments and medication that they might or might 
not receive. Unlike the GP patients, the cardiology patients appeared to have very little choice in 
whether or not to take medication or in what medication they took, given the seriousness of their 
cardiac condition. In contrast, given the relatively less serious health issues of the GP patients, 
they appeared to have greater agency over whether or not to take medication and whether to 
consider alternatives to medication.

The positive outcome for cardiology patients was that the state of their heart had not deteriorated; 
for GP patients positive outcomes were that whatever was wrong could be treated, that they 
received appropriate advice or that they would be referred for further tests. The negative outcome 
for the cardiology patients was knowing that nothing more could be done for them; for the GP 
patients it was a sense that little had been resolved and that they left feeling disappointed with 
the doctor. One common outcome for both the GP and the cardiology patients was to leave their 
appointment feeling reassured. For the GP patients this was about knowing that their health issue 
was not more serious; for the cardiology patients, paradoxically, reassurance for some came from 
knowing that they would have future appointments with the consultant whereas for others it 
came from knowing that they would not see the consultant again.

Some of the patients had the expectation that they may not be seen on time and then would 
have to wait, but hoped that this would not be for too long. If the wait was for a longer period of 
time they expected to be given an explanation. For both sets of patients, waiting could increase 
anxiety, but having activities in the waiting room could somewhat ameliorate this, for example 
having reading materials available.
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The spaces that the patients moved through in the course of their appointments were identified in 
the interviews. The cardiology patients noted the smooth running of the department, whereas the 
GP patients commented on the receptionists and the nurses within the space of the surgery. Both 
sets of patients broadly agreed that they expected waiting rooms to be comfortable, relatively 
quiet and with activities, and not to be unkempt, crowded or uncomfortable. Likewise, views 
about the consultation rooms highlighted expectations for these spaces to be clean, private with 
standard furniture and not cramped or crowded. In general, patients had little to say about these 
spaces, perhaps because they usually met expectations and fulfilled their purpose.

Table 8 suggests that the hospital patients were slightly more hopeful about their consultation 
than the GP patients, as they were more positive in how they rated their expectations beforehand. 
For both sets of patients, the consultations essentially matched their expectations or indeed 
slightly exceeded them.

Table 9 shows whether the ratings that patients gave after the consultation met, exceeded or did 
not meet the pre-consultation expectation ratings. Similar percentages of expectations were met, 
exceeded or not met for each location. A small number of expectations did not take place, for 
example tests, and so patients were unable to provide a rating. GP patients reported that 81% of 
their expectations had been either met or exceeded after the consultation, which was true for 77% 
of hospital patients.

A small number of selected patient expectations that broadly share similar hopes and fears in 
the data sets were compared to see whether the post-consultation reality ratings met, exceeded 
or did not meet the patients’ expectations. It should be noted that most of the pre-consultation 
expectation ratings were quite high, leaning towards the ‘best’ expectation. Table 10 shows 
that GP patients appear to have mostly had their expectations met or exceeded rather than 
expectations not being met. For hospital patients, two of their generic expectations were mostly 
either met or exceeded; however, two of the expectations – the total time patients expected to 
spend in the hospital and waiting time to see the doctor – were as equally met or exceeded as not 
met. Although these ratings are acknowledged to be subjective, this may have highlighted an area 
that could be improved for patients.

TABLE 8 Expectation ratings for the hospital and GP patients: pre- and post-consultation

Expectations Hospital patients GP patients Difference t-value (df = 38) p-value

Before 8.301 7.533 0.768 2.01 0.052

After 8.433 8.055 0.378 0.81 0.425

Difference 0.132 0.522 0.389 –0.93 0.356

TABLE 9 Per cent of post-consultation expectation ratings that met, exceeded or did not meet pre-consultation 
expectation ratings 

Expectation ratings GP patient expectations Hospital patient expectations

Met 43.6 44.5

Exceeded 37.8 32.6

Not met 15.5 17.4

Did not happen 3.1 5.5

Total 100 100
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Expectation rationales
What informs patient expectations was also sought during the interview process. Patients were 
asked to provide a rationale for each of the expectations they identified. The top three rationales 
for each data set are provided in Table 11.

Overwhelmingly, the main rationales that patients gave for their expectations were related 
to ‘past experience’: what the patient had experienced previously was what they expected to 
experience again during their impending consultation. This is not unsurprising as most of the 
patients appeared to see a doctor on a fairly regular basis, meaning that they held a degree of 
certainty that their forthcoming consultation would follow a similar pattern. In both data sets, 
when asked about their rationales across a range of different expectations, patients replied saying 
that it was just what they expected to happen and they were unable to provide a rationale. The 
second-ranked rationale for the cardiology patients was either how they felt about their health 
at the time or how they had felt since their last appointment. The third-ranked GP rationale 
of ‘could go either way’ was associated with the patients being unsure about whether or not 
their expectations would be met, and some characterised a visit to the GP with an aspect of the 
unknown or being unsure about what was going to happen: it could be good news or it could be 
bad news. As noted earlier in the Methods section, during the interview process several of the 
patients had difficulties in understanding what was being asked of them and in identifying their 
expectations; likewise several patients had difficulties in providing rationales. The dissection of 
what is to many patients a habitual process and the teasing out of the component parts to develop 
expectations was a challenge in itself. Patients do not tend to reflect on the constituent aspects of 
the process of seeing a doctor. Indeed, people rarely reflect on the habitual or mundane aspects 
of everyday life, which tend to follow a similar routine or patterns, so much so that they are 
often taken for granted. It is therefore perhaps not surprising that patients referred back to their 
past experience(s) in the specific health-care setting to inform both their expectations and their 
rationales about their forthcoming consultation.

TABLE 10 GP and hospital patients’ expectations that were exceeded, met, not met or did not happen

Type and number of generic expectations Exceeded Met Not met
Did not 
happen Total

GP patients

Expect to wait to see the doctor 6 3 4 0 13

Expect a certain amount of time with the doctor 9 5 2 0 16

Expect an examination from the doctor 5 1 1 0 7

Expect the doctor to be, for example, polite, welcoming 6 13 5 1 25

Hospital patients 

Expect to spend a certain amount of time in hospital 1 2 3 0 6

Expect to wait to see the doctor 2 4 6 0 12

How a patient expects to feel before or during the consultation 8 4 1 0 13

Expect to undergo test(s) 5 1 2 4 12

TABLE 11 The top three expectation rationales by patient group

Rank  Cardiology patient rationales Tally GP patient rationales Tally

1 Past experience of the patient 46 Past experience of the patient 51

2 How a patient felt about their health (at the time or had felt 
recently)

33 Unable to verbalise a rationale 29

3 Unable to verbalise a rationale 26 Could go either way – unsure of the outcome 9
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Discussion

In this study we took two different samples of patients and, using a semi-structured approach, 
attempted to elicit their expectations for forthcoming treatments. We attempted to assess patients’ 
attitudes towards their expectations, along a dimension of hopes versus fears, and we have 
measured the extent to which their expectations were met.

The use of qualitative data in health research provides a perspective that goes beyond the 
information that a purely quantitative approach can produce. The results presented in this report 
reflect the ways in which people think and, more specifically, show that relatively minor aspects 
of a medical consultation can have a significant impact on the patient and their experience, 
for example the simple action of a doctor greeting the patient and if necessary introducing 
themselves can make the patient feel welcomed and more comfortable with the doctor. Without 
using a semi-structured interview approach, such detail could be easily overlooked as well as the 
more idiosyncratic ways in which patients use terminology to express themselves, which provide 
a lay perspective to expectations, health-care structures, processes and outcomes, which can all 
too easily be categorised within broad academic terminology.

The themes arising from the patient interviews can be grouped under health-care structures, 
processes and outcomes. Patient references to health-care structures strongly relate to the spaces 
that they inhabit during their time in either the GP practice or the cardiology outpatient unit. 
For the GP patients this was the waiting room and the consultation room and for the cardiology 
patients this was the department as a whole, the waiting area/room and the consultation room. 
However, much of what patients talked about in the context of their expectations related to 
processes. Doctor–patient interaction was an important process for both GP and cardiology 
patients, including aspects such as the doctor’s manner or character, the ways in which the 
doctor and the patient communicated with each other, the style and length of the consultation, 
any tests, examinations or treatment and the extent to which the patients felt that they had had 
a personalised experience, for example the doctor taking an interest in the patient. Waiting time 
was another process that both GP and cardiology patients commented on. In terms of outcomes, 
these varied between the two health-care settings. GP patient outcomes leant towards receiving 
a diagnosis and/or knowing that something could be done for their particular health issue, for 
example a referral. Reassurance was also important for GP patients. For cardiology patients the 
outcomes leant towards a prognosis, with the hope that this would be good relative to their state 
of health. Both patients referred to lifestyle advice as another outcome of seeing a doctor. Overall, 
the patients’ expectations tended to reflect processes within their health-care settings, which 
is not unsurprising as the interviews tended to ask patients to think about their time from the 
waiting room until they left their appointment with the doctor, so there was perhaps less scope 
for them to comment on structures or outcomes. However, this does begin to address the value 
that people place on processes.

The analyses revealed the nature of the expectations that patients had about their interactions 
with the doctor. GP patients tended to want to be greeted and welcomed by the doctor and some 
liked knowing and being known by their doctor for continuity of care. The way that patients 
expected to be treated by their doctor had underlying emotional aspects affecting how the patient 
felt. Both patient groups wanted caring, empathetic and sympathetic doctors who treated them 
with respect and communicated clearly. However, what is of concern appears to be the way that 
some GP patients felt too uneasy or inhibited to explain fully to their doctor why they were there. 
Although this may be idiosyncratic to the patient, this has potentially serious implications for the 
health of the patient. The issue of ‘time’ was also an important one but expressed contextually – 
the amount of time that patients had to wait before their consultation. Patients generally hoped 
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not to have to wait too long, but how this was defined depended on the individual patient, 
how much time they spent with the doctor and the length of time they had had their health 
condition, and, for a few of the cardiology patients, time was referred to in the context of their 
life expectancy.

Although expectations about the spaces that the patients passed through in the course of their 
appointment were elicited, this was less important to the patients (patients could generate 
expectations when prompted but, as several noted, the space was ultimately less important than 
the nature of the doctor and the processes and consequences of the consultation). The generic 
space of the waiting room was expected to be clean and tidy with seating and reading materials 
and the consultation room was expected to be clean, tidy and functional and to have appropriate 
contents. Both of these spaces appeared to live up to these expectations. There were some 
differences between the two patient samples that were understandable given their respective 
contexts – for example the important expectation of hospital patients to see their own consultant, 
which was based on greater trust in the seniority of the consultant than in the registrars and 
the fact that they appeared to see the consultant for their regular outpatient appointments; this 
was generally less important for GP patients. Many of the patients reported feeling anxious 
or nervous about their impending appointment, although this was more likely among the GP 
patients than the cardiology patients, many of whom reported feeling calm or relaxed about 
their appointment. This might be because most of these patients were expecting to go through a 
repeat of their previous appointments in the cardiology outpatient clinic. Clearly, more research 
is needed to look at the expectations of a wider set of patient types, identifying commonalities but 
also additional important expectations.

In undertaking research about expectations there are theoretical difficulties, largely because the 
concept of ‘expectation’ appears to be broad and multidimensional, with expectations seeming 
to have both cognitive/calculative components (probability/likelihood of something occurring) 
and emotional components, and expectations may be held by individuals about a wide array 
of processes and outcomes, from the nature of the consultation to the behaviour of the doctor 
to the physical diagnosis. This was a small-scale pilot study in a limited number of settings, 
in a single geographical area, which limits the transferability of the study data. Patients were 
generally aware of, or familiar with, the setting and processes. It was clear from the interviews 
that, for many patients, a visit to the GP or the cardiology department was a relatively routine or 
habitual process. This was something that patients tended not to have spent much time thinking 
about in-depth before their participation in the study. For most patients, the rationales for the 
identified expectations meant drawing on their past experiences. The majority of the ‘hopes’ 
lay within what might be termed the normal boundaries for the primary health-care settings. 
Patients’ expectations rarely exceeded these boundaries and some found it difficult to identify and 
hypothesise ‘worst’ outcomes, often because they did not believe that they would ever happen and 
they were not something they had previously experienced.

Note: A small proportion of this chapter (GP patient data) has been published as Kenten C, 
Bowling A, Lambert N, Howe A, Rowe G. A study of patient expectations in a Norfolk general 
practice. Health Expect 2010;13:273–84.
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Chapter 4 

Survey aims, methods and response rates

Aims

The aims of the overall study were to examine existing models and definitions of patient 
expectations in the literature; to explore expectations with patients; and to develop and test an 
expectations questionnaire, informed by both approaches.

The survey aimed to address multiple questions, including the following:

 ■ How do expectations for different health-care settings compare?
 ■ What are the most common types of met and unmet expectations expressed by patients, and 

do these vary by health-care setting?
 ■ Are expectations influenced by respondents’ characteristics, behaviours and circumstances?
 ■ What are the psychometric properties of the developed expectations questionnaire (in 

different health-care settings)?
 ■ How does mode of questionnaire administration (face-to-face interview or self-

administration) affect the expectations elicited?
 ■ What is the relationship between pre-visit expectation type and post-visit met expectations 

and patient satisfaction?

A mixed-method approach was used to address these research questions, including a narrative 
review of the social, health and clinical literature, exploratory interviews and the development 
of patient expectations pre-visit and post-visit questionnaires and their psychometric testing. 
This chapter details how the results from the earlier described research elements led to the 
development of a pilot questionnaire, which was refined following field testing. The method of 
the main survey and response rates are then detailed.

Methods

The pilot study of the questionnaire
As previously described, we conducted semi-structured interviews with 20 GP patients and 
20 cardiology clinic patients in Norwich, UK, to ascertain patterns in expectations. The most 
commonly occurring themes were included as items in a pilot questionnaire, together with 
findings from the literature review (which considered additional conceptual and measurement 
issues). The additional items from the literature included measures of global expectations, 
perceived influences on expectations, health service use over the past 12 months, global patient 
satisfaction, preferences for shared decision-making,283 self-efficacy and control, psychological 
outlook (to control for any biasing effects of optimism bias),284 psychological morbidity [Short 
Form questionnaire-36 items (SF-36) items on anxiety/depression],285 health status, quality of life, 
healthy lifestyles,284 and sociodemographic and socioeconomic items – including age, sex, ethnic 
group, marital status, household size, socioeconomic status and level of education.

The resultant expectations questionnaire aimed to measure pre-visit ideal and realistic 
expectations, and post-visit experiences (met expectations). It was decided to retain questions on 
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ideal rather than deserved and importance ratings as the literature review indicated that the bulk 
of the conceptual literature focused on these (the empirical literature was generally conceptually 
weak – see Chapter 2).

The questionnaire was piloted on a small number of patients (described in the next section), 
refined and then tested on 833 patients before and after their consultations in GP and hospital 
outpatient departments (described at the end of this chapter). The data also provided information 
on whether expectations varied between GP and hospital outpatient populations and whether 
pre-visit ideal and/or realistic expectations predicted post-visit experiences (met expectations) 
and patient satisfaction. Caution is needed as the patients were not randomly sampled – which is 
acceptable for psychometric testing, although the survey distributions may not be generalisable.

Pilot (field trial)
A questionnaire comprising the items most commonly mentioned by patients, and items from 
existing studies from the narrative review, was developed and tested on 45 patients in London, 
UK, before and after their medical consultations. (The original intent was to field test the 
questionnaire on 100 adult patients in GP surgeries and hospitals; however, this proved unfeasible 
as it took 9 months from applying to obtain consent to conduct the hospital interviews – as 
discussed below.)

Patients were approached in waiting rooms and invited to take part and sign a consent form, then 
to complete the pre-visit questionnaire while they waited for their consultation and the post-visit 
questionnaire afterwards. It was explained that the questionnaire was long as we needed to test 
which items worked best before designing the main study questionnaire. Feedback about the 
questionnaire was also sought.

The questionnaire listed over 50 items relating to the structure, process and outcomes of the 
health-care episode. At pre visit we asked patients to rate their ideal hopes and their realistic 
(probabilistic) expectations, as well as how important each item was to them (values), and finally 
whether or not they felt that they deserved their expectations to be met in practice (entitlements). 
At post visit they were asked to rate the extent to which their expectations were met. The 
responses to the questionnaires were entered into SPSS version 15 (SPSS Inc., Chicago, IL, USA) 
and analysed for item completion, acceptability, reliability and validity. Poorly performing and 
redundant items were eliminated.

The analyses showed that each value expectation, as well as deserved expectation, was highly 
correlated (correlation coefficient > 0.98) with the ideal expectations, indicating their overlap 
and redundancy. A decision was thus made to include ideal and realistic expectations only in the 
final pre-visit questionnaire and to remove the individual items on values and deserves – which 
also reduced the burden of the questionnaire. Global items for assessment of overall importance 
(values) and deserves (entitlements) of respondents’ ideal expectations were included instead in 
the main study.

The post-visit questionnaire simply asked patients if each expectation item was met. Both 
questionnaires included 5-point response scales for each item (‘strongly agree’ to ‘strongly 
disagree’). The five post-visit items on procedures performed at the consultation were changed 
from ranked agreement to dichotomous ‘yes/no’ responses following strong pilot feedback from 
patients that rating scales made no sense for these items. The final (as well as pilot) questionnaire 
was given to Sally Brearley, who represented patients’ organisations, and her feedback was taken 
into account in the final questionnaire design.
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Main study recruitment and response rates
The study of patients’ expectations for their health care was based on interview and self-
administered surveys of patients before and after they consulted their doctors in primary care 
and hospital outpatient departments. The pre- and post-visit expectations questionnaires are 
included in Appendices 4 and 5 respectively.

The survey was conducted using two modes of questionnaire administration for the purpose 
of comparing the reliability of alternative methods of administering the same questionnaire: 
self-completion and face-to-face interview. Using these approaches it was intended to recruit a 
wide range of adults (i.e. varying in age, sex, ethnic status) into the study to test the psychometric 
properties of the expectations measures across a diverse population.

As most of the NHS hospital and primary care trust research honorary contracts took between 
6 and 9 months to arrive (and research staff could not have any patient contact without these), 
and sites preferred to follow their own procedures, in addition to the (delayed) NHS research 
passport scheme, the fieldwork was severely hampered and this hindered the flexibility needed 
to recruit new sites as speedily as possible to compensate for slower/smaller/cancelled clinics. 
This required a funded and unfunded extension to complete the fieldwork and the adoption of a 
pragmatic (two-pronged) approach to data collection. The investigators were pre-prepared to be 
flexible in approach, as this was explicitly requested by the funding body.

The clinic patient surveys
Two hospital cardiology clinics and six primary care centres were approached, agreed to 
participate and were included in the study. Laminated posters with information about the study 
were provided to practices to display in their waiting areas. The study sites were situated in 
Norwich, north London and Essex in the UK. The clinic patients were approached consecutively 
by a member of the research team and invited to participate, read the information sheet and 
complete the consent form. These patients then completed the pre-visit questionnaire while 
they waited to consult the doctor and the post-visit questionnaire afterwards. The short time 
interval between questionnaires was selected for practicality, in order to enhance response 
rates, reduce memory bias and enhance return rates. This approach led to some item non-
response on the post-visit questionnaires as patients wanted to leave. The agreed approach was 
pragmatic given the lack of access to a sampling frame of (a list of) patients attending because of 
patient confidentiality. The clinic patient study further suffered because of prolonged delays in 
researchers’ honorary contracts being received, several train strikes on clinic days and cancelled 
clinics when clinic staff were on study leave or during holiday periods. Hence, the second arm of 
the study was initiated to enable the study to be successfully completed, which is described in the 
following section.

The population patient surveys
The Ethnibus survey is a monthly nationwide face-to-face interview survey of the main 
ethnic minority communities living in the UK (and white British people when requested). 
It is mounted by Ethnifocus (a research organisation), and governments, researchers and 
commercial companies can buy modules of questions on the survey. Ethnifocus included the 
self-administration mode of the expectations questionnaires in two waves of their ongoing 
Omnibus surveys of adults in Greater London, UK (spring 2010), after sifting their respondents 
for those with a pending GP or outpatient appointment within the next 4 weeks. This two-
pronged approach had several advantages: to increase the sample numbers for self-administration 
modes of the questionnaires, especially for respondents with pending hospital appointments, for 
whom our hospital clinic recruitment was slowest; to increase the number of clinics that patients 
attended, reducing the likelihood of site-specific findings (the danger with our small number of 
participating clinics).
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The Ethnibus survey is based on focused enumeration and stratified random sampling 
to ensure that samples are representative of the population. For sampling, Ethnibus uses 
census information on ethnicity across postal sectors and lists the postal sectors according to 
concentration. Standard indicators of ethnic status are used. Systematic random sampling is used 
to ensure an even spread of postal sectors with differing concentrations. The number of addresses 
that are selected within the sector is proportional to the size of the ethnic concentration, for 
example high concentration sector yielding high number of interviews. These addresses form the 
starting point of the focused enumeration procedure, with interviews obtained until the target 
is achieved.

In the current case, the Ethnibus survey was conducted in 53 distinct sampling points across 
London, UK. The postal districts were ordered and systematic random sampling was conducted. 
The process of systematic random sampling, applied to the ordered list, automatically enabled the 
distribution of the sampling points to be selected according to their relative ethnic population 
size, ensuring that participants represented ethnic minority groups, as well as white British 
members of the population. The aim of the sampling strategy was to ensure that a wide range of 
adults were included in the study (ethnic status). The Ethnibus responders represented a further 
19 hospitals and 16 primary care centres.

Interviews were conducted by Ethnibus using trained, multilingual field workers. In the 
interviews, interviewers invited responders who had an outpatient appointment within the next 
4 weeks to participate in the study. They asked them to complete the pre-visit self-administration 
questionnaire immediately before their clinic visit and the post-visit questionnaire immediately 
afterwards. The interviewers revisited them soon after the date of the clinic visit and collected 
the questionnaires.

Measures
The measure of patients’ expectations used in the surveys was developed using information on 
expectation constructs, relevant items from the narrative review and the results of the exploratory 
study. As mentioned, additional items included measures of global expectations, perceived 
influences on expectations, health service use over the past 12 months, global patient satisfaction, 
preferences for shared decision-making,283 self-efficacy and control, psychological outlook (to 
control for any biasing effects of optimism bias),284 psychological morbidity (SF-36 items on 
anxiety/depression),285 health status, quality of life, healthy lifestyles,284 and sociodemographic 
and socioeconomic items – including age, sex, ethnic group, marital status, household size, 
socioeconomic status and level of education. The psychometric properties of the questionnaires 
were tested.

Patients’ expectations of the structure, process and outcomes of their health care were measured 
by 27 visit-specific items in both the pre- and post-consultation questionnaires. Against each 
item, patients were asked to rate their:

 ■ pre-visit:
(a) ideal hopes about what would happen during the consultation
(b) realistic expectations of what would happen (‘in reality’)

 ■ post-visit:
(c) actual experiences (expectations met).

The domains included were structure of health care (four items), process of health care (four 
items), doctor–patient communication style (five items), consultation and treatment/procedures 
performed (five items), doctor’s approach to information (six items) and treatment outcomes 
(three items) (Box 1). In addition, two items requested by the ethics committee (to reflect 
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government policies on patient choice) were included in the questionnaire: a choice of doctors to 
consult if more than one and choice of hospital if referred onwards. As these did not apply to all 
respondents they were excluded from the summed expectations scales. All items carried a 5-point 
response scale [‘strongly agree’ (1) to ‘strongly disagree’ (5)] with the exception of the five post-
visit items on procedures performed, which had ‘yes/no’ (1/0) response choices.

The expectations items were analysed individually by pre-visit ideal and realistic expectations and 
post-visit experiences (met expectations). The items were also summed within these constructs 
to form a pre-visit ideal expectations subscale, a pre-visit realistic expectations subscale and a 
post-visit experienced (met expectations) subscale. Each of the six expectation domains within 
each subscale was also summed. The psychometric properties of the subscales and domains were 
tested by mode of questionnaire administration and site (GP, hospital).

1. Structure of health care
Easy to find where to go when there
Easy to get around inside building
Clean inside
Enough space in waiting room

2. Process of health care
Clear information about where to go
Given an appointment for a convenient date/time
Seen on time
Reception staff helpful

3. Doctor-patient communication style
Doctor helpful
Doctor respectful and treats me with dignity
Doctor knowledgeable about/understands my health condition/problem
Doctor clear and easy to understand
Doctor involves me in decisions about my treatment

4. Consultation and treatment/procedures performed
Physical examination
Tests/investigations
Given diagnosis or have a previous diagnosis confirmed
New, changed or repeat prescription
Referral to another doctor/specialist/therapist

5. Doctors’ approach to information
Reassurance about condition
Advice about health/condition
Full explanation, in clear language, about:

What caused condition/problem
How to manage condition/symptoms/pain
The benefits/side effects or complications/risks of treatment
Opportunity to discuss problems in life

6. Treatment outcomes
Improved quality of life
A reduction in symptoms/problems
Increased chances of improvements to health/staying healthy

BOX 1 Pre-visit ideal and realistic expectations and post-visit experiences (met expectations) scale items (minus 8, 9) 
by domain
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Analyses
Reliability testing of items within subscales and domains, by mode of administration and site, 
included measures of internal consistency, including Cronbach’s alpha, using an acceptability 
threshold of α = 0.70. For homogeneity, items should also correlate more highly with items 
within their own subscale than with items within other subscales. Item–item correlations should 
be > 0.20, and items should intercorrelate with the total score by at least 0.30 (some use 0.20). 
If item–total correlations of < 0.3 are achieved, this suggests that the scale may be measuring 
something other than that intended. In addition, exploratory factor analysis requires loading of 
< 0.8 on all factors and cross-loading of > 0.8 on more than one factor, with a difference between 
loadings of < 0.4. Analyses included tests for item redundancy based on endorsement frequencies 
(maximum endorsement frequency > 80%). The distribution of same-sample responses to the 
different forms of the questionnaire (self-administration and interviewer administration) was 
compared to assess the reliability of alternative methods of administering the same questionnaire.

In the absence of a gold standard, tests of validity were based on whether items correlated at 
least moderately with expected or similar items. SPSS286 was used to examine the psychometric 
properties of the expectations questionnaire and associations with expectation type and patient 
satisfaction.287–289

The study hypotheses were assessed initially by using descriptive statistics. The independence 
of any associations was further examined using multivariable analysis (multiple regression 
analyses). Convergent validity was tested by analysing correlations between expectations and key 
survey measures (e.g. patient satisfaction). Modest to strong statistically significant correlations 
are generally judged to be acceptable for validity testing when concepts overlap but are not 
identical. Criterion validity is more complex to assess in the absence of a gold standard for 
expectations. Predictive validity (i.e. can the measure predict future changes in key variables 
in expected directions?) was assessed by examining whether or not post-visit experiences (met 
expectations) were independently associated with evaluations of satisfaction.

The subscale reliability statistics required complete sets of the items (with no item non-response 
for the 27 items tested). To assess any resulting item–response bias, the descriptive statistics were 
conducted twice – on all respondents to an item and on those with complete items only. 

The level of acceptable statistical significance was set at the 0.05 level; however, because of the 
large number of statistical tests conducted, caution is required as chance significance is increased.

Response rates

The numbers of responders (total 833) recruited to the study by each approach and by mode of 
questionnaire administration are shown in Table 12.

Using this mixed-method approach to patient recruitment, 833 pre-visit and post-visit 
questionnaires were returned completed. An additional five pre-visit questionnaires were 
returned without the post-visit questionnaire; these five incomplete pairs were excluded from 
analysis. Full clinic lists were not accessible to us for the GP surgery and hospital clinic site 
patient recruitment (because of patient confidentiality); thus, response rates could not be 
calculated. The response rate could be calculated for the Ethnibus survey: 1413 London (inner 
and outer) households were contacted out of which 318 were eligible (e.g. had a hospital or GP 
appointment within 4 weeks); 255 agreed to participate and completed both questionnaires (80% 
response rate) and 63 refused.
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The sociodemographic characteristics of the respondents by study site are shown in Table 13, 
suggesting that the different samples of respondents were comparable.

Tables 14 and 15, however, which present data by site and mode of questionnaire administration, 
show more variation, although the subsample numbers are smaller and hence such variation 
is more likely. These tables indicate that comparisons of results of analyses of subsamples by 
mode of administration need to be regarded with caution in relation to descriptive analyses. All 
multivariable analyses need to be adjusted for the effects of age, sex and ethnic status.

A higher rate of item non-response than expected for the post-visit questionnaire was due to 
the request that patients complete and return the questionnaire immediately after the clinic 
visit, although freepost envelopes were given to patients who left without returning their 
questionnaire. Item non-response is described further in Chapter 7, as the subscale reliability 
statistics required complete sets of items (with no item non-response for the 27 items tested) 
for each respondent. To assess any resulting item–response bias, the descriptive statistics were 
conducted twice – on all respondents to an item and on those with complete items only. The 
results were similar; there were no differences between respondents with complete cases and 
those without by age, sex, tenure or ethnicity.

For psychometric assessment, the distributions of items are presented for all respondents in order 
to display the amount of item non-response for the items (items with low response are considered 
for improvement or removal).

TABLE 12 Numbers of respondents by source and mode of administration 

Sample type % (n)

GP patients (n = 434; 52%)

GP surgery patients: interview questionnaire 9 (74)

GP surgery patients: self-administered questionnaire 37 (306)

GP survey patients: self-administered questionnaire 
(Ethnibus)

6 (54)

Hospital patients (n = 399; 48%)

Hospital clinic patients: interview questionnaire 6 (54)

Hospital clinic patients: self-administered 
questionnaire

17 (144)

Hospital survey patients: self-administered 
questionnaire (Ethnibus) 

24 (201)

Total interview questionnaire 128

Total self-administered questionnaire 705

Total respondents 833
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TABLE 13 Respondent characteristics by study site

Characteristic GP patients, % (n) Hospital patients, % (n) Total, % (n)

Housing tenure

 Homeowner/mortgage 55 (223) 58 (224) 56 (447)

 Rents/other 45 (184) 42 (163) 44 (347)

(407) (387) (794)

Age left school

 < 14 years 4 (17) 16 (62) 10 (79)

 14 to < 16 years 21 (85) 27 (105) 24 (190)

 16 to < 18 years 30 (124) 33 (127) 31 (251)

 18+ years 45 (187) 24 (93) 35 (280)

(413) (387) (800)

Marital status

 Married/cohabiting 58 (238) 64 (247) 61 (485)

 Divorced/separated 11 (46) 10 (39) 11 (85)

 Widowed 8 (32) 13 (51) 10 (83)

 Single 23 (97) 12 (47) 18 (144)

(413) (384) (797)

Household size

 Lives alone 21 (82) 19 (72) 20 (154)

 Lives with others 79 (305) 81 (308) 80 (613)

(387) (380) (767)

Employment status

 Employed/self-employed 38 (155) 34 (130) 36 (285)

 Full-time 17 (70) 10 (40) 14 (110)

 Part-time 6 (25) 8 (31) 7 (56)

 Unable to work because of medical condition 5 (19) 9 (33) 7 (52)

 Unemployed 6 (26) 7 (28) 7 (54)

 Homemaker 25 (103) 30 (115) 27 (218)

 Retired 4 (15) 2 (7) 3 (22)

(413) (384) (797)

Sex

 Female 63 (262) 53 (207) 58 (469)

 Male 37 (152) 47 (181) 42 (333)

(414) (388) (802)

Age group (years)

 ≤ 39 34 (141) 38 (148) 36 (289)

 40–59 32 (133) 34 (131) 33 (264)

 60+ 33 (136) 30 (108) 31 (244)

(410) (387) (797)

Mean (continuous variable) (SD) 50.962 (18.419) 52.717 (17.561) 51.821 (18.016)

Ethnic status

 White English, Scottish, Welsh, Irish 65 (263) 59 (219) 62 (482)

 White other 14 (57) 8 (30) 11 (87)

 Indian, Pakistani, Bangladeshi (includes British Asian IPB) 11 (45) 17 (65) 14 (110)

 Black Caribbean/African/British/other 6 (24) 14 (54) 10 (78)

 Other 4 (17) 1 (5) 3 (22)

(406) (373) (779)

IPB, Indian, Pakistani, Bangladeshi; SD, standard deviation.
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TABLE 14 Age and sex of respondents by site and mode of questionnaire administration

Sample type Age (years), mean (SD)a (n = 791b)
Sex: female (n = 469), male (n = 333), 
% (n)

GP surgery patients: interview questionnaire 52.89 (18.24) 65 (46), 35 (25)

GP surgery patients: self-administered questionnaire 51.76 (18.78) 64 (185), 36 (104)

GP survey patients: self-administered questionnaire 
(Ethnibus)

44.35 (15.38) 57 (31), 43 (23)

Total GP self-administered questionnaire 50.57 (18.46) 63 (216), 37 (127)

Hospital clinic patients: interview questionnaire 45.15 (13.34) 69 (37), 31 (17)

Hospital clinic patients: self-administered questionnaire 63.01 (18.25) 54 (72), 46 (61)

Hospital survey patients: self-administered questionnaire 
(Ethnibus)

48.04 (14.93) 49 (98), 51 (103)

Total hospital self-administered questionnaire 53.95 (17.87) 51 (170), 49 (164)

Total all samples 51.82 (18.02); female 48.49 (18.00), 
male 56.38 (17.04)

58 (469), 42 (333)

Total GP patients all samples (414–434) 50.97 (18.01) 63 (262) 37 (152)

Total hospital patients all samples (388–399) 52.72 (17.56) 53 (207) 47 (181)

df, degrees of freedom; SD, standard deviation.
a Age was calculated from date of birth using the Yrmoda compute function in SPSS version 16.
b 791 participants had complete records for day, month, year of birth (797 gave incomplete details, with the rest missing).
Age (recoded into < 40, 40 to < 60, 60+ years) by source of sample chi-square 22.364, 6 df, p = 001; sex by source of sample chi-square 
15.936, 5 df, p < 0.007.

TABLE 15 Ethnic status of respondents by site and mode of questionnaire administration

Sample type

White 
British, % 
(n)

White 
other, % 
(n)

Indian, Pakistani, 
Bangladeshi, British 
Asian, % (n)

Black African, Afro-
Caribbean, black 
British, % (n)

Other, % 
(n) Total, % (n)

GP surgery patients: interview 
questionnaire

11 (53) 7 (6) 5 (6) 1 (1) 23 (5) 9 (71)a

GP surgery patients: self-
administered questionnaire

44 (210) 59 (51) 36 (39) 29 (23) 55 (12) 43 (335)

Hospital clinic patients: 
interview questionnaire

8 (41) 2 (2) – 6 (5) 5 (1) 6 (49)

Hospital clinic patients: self-
administered questionnaire

37 (178) 32 (28) 59 (65) 63 (49) 18 (4) 42 (324)

Total GP patients 55 (263) 66 (57) 41 (45) 31 (24) 77 (17) 52 (406)a

Total hospital patients 45 (219) 34 (30) 59 (65) 69 (54) 23 (5) 48 (373)

No. of respondents 62 (482) 11 (87) 14 (110) 10 (78) 3 (22) 779

a p < 0.001.
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Chapter 5 

Psychometric properties and factor analysis 
of expectations questionnaires by mode 
of administration

Research questions

 ■ What are the psychometric properties of the developed expectations questionnaire?
 ■ How does mode of questionnaire administration (face-to-face interview or self-

administration) affect the expectations elicited?

In this chapter we detail the psychometric properties of the questionnaire. After discussing 
questionnaire burden and item non-response, the chapter considers the reliability of the 
questionnaire, in particular the reliability of the pre-consultation ‘real’ and ‘ideal’ elements and 
the post-consultation ‘expectations met’ element. Within each of these elements, there were a 
number of subscales related to specific expectation aspects (e.g. concerned with space, process, 
outcomes) and this chapter assesses the reliability of these subscales. Furthermore, the chapter 
specifically considers the issue of mode of administration (face-to-face or self-administration) 
and finds little difference – meaning that in further analysis the data acquired through the two 
modes may be merged.

Psychometric testing

Gold standard psychometric tests were used to assess the properties of the expectations 
measures.287 As previously discussed, the patient expectations pre- and post-visit questionnaires 
were designed and then refined using results from the exploratory interviews and initial field 
testing, comparisons with results of the narrative review and existing models and consultations 
with patients’ representatives. The face and content validity of the resulting questionnaire were 
subsequently assessed by members of the advisory group and the lay representative.

Patients were asked to complete the pre-visit questionnaire immediately before their consultation 
followed by the post-visit questionnaire immediately afterwards. The expectation item 
distributions are shown in Chapter 8 [maximum endorsement criteria were satisfied (>0.80), 
suggesting no item redundancy].

Questionnaire burden

Although the post-visit questionnaire took only about 10 minutes to complete, the mean length 
of time taken to complete the pre-visit questionnaire for the total sample was 21.07 [standard 
deviation (SD) 53.10] minutes. The length of time taken to complete the pre-visit questionnaire 
by mode of administration for the primary care (GP) and hospital samples was 20.76 (SD 3.807) 
minutes for GP interview patients, 21.74 (SD 81.047) minutes for GP self-administered patients, 
20.82 (SD 4.489) minutes for hospital interview patients, 20.50 (SD 9.759) minutes for hospital 
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self-administered patients, 21.54 (SD 74.37) minutes for total GP patients and 20.54 (SD 9.232) 
minutes for total hospital patients.

Item non-response

Complete sets of items (with no item non-response) were required for the reliability statistics. 
Item non-response to the pre-visit questionnaire ranged from 1% to 10% of the 833 matched 
pre and post samples. The criterion for acceptability is up to 5% item non-response, or up to 
and including 10% for sensitive or difficult topics. The pre-visit item response rate reached 
acceptability according to this criterion. However, the post-visit questionnaire item non-response 
rate, at 22–24% of the sample, failed the acceptability criterion. As the post-visit questionnaire 
was relatively short, the high item non-response rate at post visit reflected the burden of the 
request to complete the questionnaire immediately (although respondents in surgeries and clinics 
were given freepost envelopes for the return of questionnaires in case they left without handing 
them in to the fieldworker), as well as the burden of administering two questionnaires within a 
very short time frame.

As stated earlier, the subscale reliability statistics required complete sets of the items (with 
no item non-response for the 27 items tested). To assess any resulting item–response bias, 
the descriptive statistics were conducted twice – on all respondents to an item and on those 
with complete items only. The results were comparable. There were no differences between 
respondents with complete cases and those without – by age, sex, tenure or ethnicity. The 
distributions of respondents, by characteristics, are given in Chapters 7 and 8.

Pre- and post-visit reliability statistics

Mode of administration: interviews compared with self-completion for 
both groups

The reliability statistics are shown in Boxes 2–6. The Cronbach’s alphas for the items forming 
the ideal, realistic and post-visit expectations subscales (27 items each) exceeded the threshold 
of α = 0.70 in each administration mode. Some of the small subscale domain alphas fell slightly 
below the acceptability threshold (0.70), which is likely to reflect their smaller number of items 
(alpha is sensitive to the number of items). The split-half reliability statistics met threshold 
criteria. For the different expectation type subscales (see Box 4), we tested whether reliability 
could be improved by removing items (generally there were few improvements and any 
improvements were small).

Reliability intercorrelation matrices
The expectation items were also summed by the six expectation type domains. These were:

1. structure of health care (1–4)
2. process of health care (5–10)
3. doctor–patient communication style (11–15)
4. treatment process – clinical procedures performed (16–20; 22–26 for post-visit 

questionnaire, dichotomised as 0/1 ‘yes/no’)
5. doctor–patient approach to information (21–26; 16–21 for post-visit questionnaire)
6. health outcome expectancies (27–29).

The numbers in brackets following each expectation type domain indicate the question numbers 
in the pre-visit and post-visit questionnaires.
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Total sample

(a) Pre-visit ideal expectations subscale: α 0.882 (n = 714)
(b) Pre-visit realistic expectations subscale: α 0.907 (n = 698)
(c) Post-visit expectations: α 0.877 (n = 629)

Type of expectation by sample type

Pre-visit ideal expectations subscale

GP interview: α 0.749
GP self-administration: α 0.933
Hospital interview: α 0.750
Hospital self-administration: α 0.885

Pre-visit realistic expectations subscale

GP interview: α 0.795
GP self-administration: α 0.933
Hospital interview: α 0.810
Hospital self-administration: α 0.917

Post-visit expectations

GP interview: α 0.817
GP self-administration: α 0.931
Hospital interview: α 0.795
Hospital self-administration: α 0.868

BOX 2 Reliability statistics: Cronbach’s alphas by expectation type [pre-visit ideal and realistic expectations and post-
visit experiences (expectations met) (27 items each)] and by sample

In the following analysis, the psychometric properties of these subscales are explored.

Pre-visit questionnaire

Ideal expectations subscales
The item–item correlations within ideal expectation types and by mode of questionnaire 
administration are shown in Tables 16A–F.

Table 16A shows that items 1a and 2a (easy to find where to go and easy to get around) had 
item–item correlations that approached or slightly exceeded the 0.75 threshold for item 
redundancy (except for the hospital interview sample). However, as these items tapped different 
aspects of structure it was decided to retain them. Table 16C shows that items 12a and 14a 
(doctor respectful/treats with dignity and doctor clear/easy to understand) and items 13a and 
14a (doctor knowledgeable/understands my problem and doctor clear/easy to understand) also 
slightly exceeded the 0.75 threshold, but only among the hospital interview sample, and hence it 
was decided to retain these items as the patient interviews suggested that these were important 
to patients.

Within the ideal expectation subscales, most item–item correlations exceeded the 0.20 threshold 
supporting their homogeneity. The exceptions are shown in Table 16D (about the various 
procedures expected during the consultation), mainly among the GP interview sample, perhaps 
because of the small numbers interviewed or the small number of sites they represented.
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Pre-visit

Total sample (n = 695–714/833 valid for this analysis)

Ideal

Structure (four items: 1–4): α 0.732
Process (four items: 5–10): α 0. 695
Doctor–patient communication style (five items: 11–15): α 0.804
Procedures undertaken (five items: 16–20): α 0.748
Doctor–patient approach to information (six items: 21–26): α 0.764 (if item 26 removed – ‘opportunity to 
discuss problems in life’ – α increases very slightly to 0.794)
Outcomes (three items: 27–29): α 0.739

Realistic

Structure (four items: 1–4): α 0.739
Process (four items: 5–10): α 0.668
Doctor–patient communication style (five items: 11–15) α 0.810
Procedures undertaken (five items: 16–20) α 0.769
Doctor–patient approach to information (six items: 21–26): α 0.797
Outcomes (three items: 27–29): α 0.781

Post visit

Total sample (n = 731–747/833 valid for this analysis)

Structure (four items: 1–4): α 0.749
Process (four items: 5–10): α 0.694 (if item 7 removed – ‘seen on time’ – α increases to 0.745)
Doctor–patient communication style (five items: 11–15): α 0.875 (if item 15 removed – ‘doctor involved me in 
decisions’ – α increases very slightly to 0.880)
Doctor–patient approach to information (six items: 16–21): α 0.851 (if item 19 removed – ‘given opportunity to 
discuss problems in life’ – α increases marginally to 0.857)
Procedures undertaken (five items: 22–26): not applicable as items dichotomised ‘yes/no’ (0/1) at post visit
Outcomes (three items: 27–29): α 0.840

Note: Expectations items had a 5-point response scale: ‘strongly agree’ (1), ‘agree’ (2), ‘neither agree nor disagree’ (3), ‘disagree’ (4), 
‘strongly disagree’ (5); lower scores indicate positive expectations and higher scores indicate negative expectations (except for post-
visit items on procedures, which were dichotomised ‘yes/no’; % calculated separately as dichotomous)

BOX 3 Reliability statistics: Cronbach’s alphas for expectation type subscales: total sample 27 items (subscale alphas 
reported along with any improvements from item removal)
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Items 1a–29a minus 8 + 9 (27 items, 5-point response scale)

GP interview

n = 74 (68 valid for analysis): mean 45.50, SD 10.32; α 0.749 (split-half reliability: part 1, 14 items, part 2, 13 
items: correlation between forms 0.270)

GP self-administration

n = 360 (286 valid for analysis): mean 39.66, SD 11.32; α 0.933 (split-half reliability: correlation between 
forms 0.736)

Hospital interview

n = 54 (all valid for analysis): mean 45.15, SD 9.26; α 0.840 (split-half reliability: correlation between forms 0.248)

Hospital self-administration

n = 345 cases (306 valid for analysis): mean 41.85, SD 9.85; α 0.885 (split-half reliability: correlation between 
forms 0.669)

Total sample

n = 833 (714 valid for analysis): mean 41.57, SD 10.63; α 0.917 (split-half reliability: correlation between 
forms 0.543)

Note: cases with missing items were not included in reliability statistics

BOX 4 Pre-visit ideal subscale reliability statistics by mode of administration

Items 1b–29b minus 8 + 9 (27 items, 5-point response scale)

GP interview

n = 74 (68 valid for analysis): mean 59.44, SD 13.30; α 0.795 (split-half reliability: part 1, 14 items, part 2, 13 
items: correlation between forms 0.306)

GP self-administration

n = 360 (277 valid for analysis): mean 51.74, SD 14.68; α 0.933 (split-half reliability: correlation between 
forms 0.733)

Hospital interview

n = 54 (all valid for analysis): mean 61.46, SD 12.95; α 0.810 (split-half reliability: correlation between 
forms 0.424)

Hospital self-administration

n = 345 (300 valid for analysis): mean 56.27, SD 14.88; α 0.917 (split-half reliability: correlation between 
forms 0.758)

Total sample

n = 833 (695 valid for analysis): mean 54.72, SD 14.49; α 0.902 (split-half reliability: correlation between 
forms 0.688)

Note: cases with missing items were not included in reliability statistics

BOX 5 Pre-visit realistic subscale reliability statistics by mode of administration
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Items 1c–29c minus 8 + 9 (27 items, 5-point response scale)

GP interview

n = 74 (71 valid for analysis): mean 42.30, SD 10.81; α 0.817 (split-half reliability: part 1, 14 items, part 2, 13 
items: correlation between forms 0.528)

GP self-administration

n = 360 (229 valid for analysis): mean 44.61, SD 14.37; α 0.931 (split-half reliability: correlation between 
forms 0.670)

Hospital interview

n = 54 (all valid for analysis): mean 43.61, SD 10.88; α 0.795 (split-half reliability: correlation between 
forms 0.541)

Hospital self-administration

n = 345 (275 valid for analysis): mean 48.51, SD 10.77; α 0.868 (split-half reliability: correlation between 
forms 0.530)

Total sample:

Post-visit 27-item scale (including the five ‘yes/no’ procedures)

n = 833 (629 valid for analysis): mean 45.97, SD 12.42; α 0.890 (split-half reliability: correlation between 
forms 0.595)

Post-visit 22-item scale (excluding five ‘yes/no’ procedures)

n = 833 (653 valid for analysis): mean 43.26, SD 12.21; α 0.901 (split-half reliability: correlation between 
forms 0.595)

Thus, inclusion or exclusion of the five ‘yes/no’ dichotomous procedure items made little difference to the 
reliability statistics of the scale, and the reliability table showing Cronbach’s alpha if items removed showed that 
their removal did not improve the total scale alpha either

Note: cases with missing items for the subscale were not included in reliability statistics

BOX 6 Post-visit experiences (expectations met) subscale reliability statistics by mode of administration
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TABLE 16A Structure of health care: ideal expectations items 1a–4a – interitem correlation matrix for subscales

Expectation item
1a. Easy to find where to 
go when there

2a. Easy to get around 
inside building 3a. Clean inside

4a. Enough space in 
waiting room

1a. Easy to find where to go when there

GP interview – 0.776 0.419 0.419

GP self-administered 0.726 0.322 0.459

Hospital interview 0.567 0.298 0.365

Hospital self-
administered

0.736 0.360 0.272

Total sample 0.727 0.357 0.364

2a. Easy to get around inside building

GP interview 0.776 – 0.425 0.440

GP self-administered 0.726 0.296 0.451

Hospital interview 0.567 0.204 0.238

Hospital self-
administered

0.736 0.303 0.212

Total sample 0.727 0.315 0.330

3a. Clean inside

GP interview 0.419 0.425 – 0.501

GP self-administered 0.322 0.296 0.411

Hospital interview 0.298 0.204 0.529

Hospital self-
administered

0.360 0.303 0.262

Total sample 0.357 0.315 0.352

4a. Enough space in waiting room

GP interview 0.419 0.440 0.501 –

GP self-administered 0.459 0.451 0.411

Hospital interview 0.365 0.238 0.529

Hospital self-
administered

0.272 0.212 0.262

Total sample 0.364 0.330 0.352

Item correlations with rest of full scale: GP interview: –0.156 to 0.656; GP self-administered: 0.031 to 0.625; hospital interview: –0.073 to 
0.800; hospital self-administered: –0.032 to 0.443; total: 0.046 to 0.407.
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TABLE 16B Process of health care: ideal expectations items 5a–7a and 10a – interitem correlation matrix for subscales

Expectation item
 5a. Clear information 
about where to go

6a. Given an appointment 
for a convenient date/time 7a. Seen on time 10a. Reception staff helpful

5a. Clear information about where to go

GP interview – 0.420 0.497 0.351

GP self-administered 0.284 0.263 0.279

Hospital interview 0.600 0.357 0.632

Hospital self-
administered

0.357 0.314 0.285

Total sample 0.342 0.298 0.309

6a. Given appointment for convenient date/time

GP interview 0.420 – 0.208 0.222

GP self-administered 0.284 0.432 0.435

Hospital interview 0.600 0.313 0.451

Hospital self-
administered

0.357 0.480 0.322

Total sample 0.342 0.445 0.376

7a. Seen on time

GP interview 0.497 0.208 – 0.389

GP self-administered 0.263 0.432 0.448

Hospital interview 0.357 0.313 0.405

Hospital self-
administered

0.314 0.480 0.252

Total sample 0.298 0.445 0.333

10a. Reception staff helpful

GP interview 0.351 0.222 0.389 –

GP self-administered 0.279 0.435 0.448

Hospital interview 0.632 0.451 0.405

Hospital self-
administered

0.285 0.322 0.252

Total sample 0.309 0.376 0.333

Item correlations with rest of full scale: GP interview: –0.065 to 0. 602; GP self-administered: 0.159 to 0.568; hospital interview: –0.307 to 
0.714; hospital self-administered: 0.052 to 0.443; total: 0.101 to 0.383.
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TABLE 16C Doctor–patient communication style: ideal expectations items 11a–15a – interitem correlation matrix 
for subscales

Expectation 
item

11a. 
Doctor 
helpful

12a. Doctor respectful 
and treats me with 
dignity

13a. Doctor 
knowledgeable about/
understands my health 
condition/problem

14a. Doctor clear and 
easy to understand

15a. Doctor involves me 
in decisions about my 
treatment

11a. Doctor helpful

GP interview – 0.583 0.571 0.383 0.369

GP self-
administered

0.753 0.607 0.629 0.469

Hospital 
interview

1 0.559 0.780 0.269

Hospital self-
administered

0.367 0.457 0.210 0.220

Total sample 0.569 0.539 0.433 0.334

12a. Doctor respectful and treats me with dignity

GP interview 0.583 – 0.574 0.543 0.159

GP self-
administered

0.753 0.670 0.668 0.592

Hospital 
interview

1 0.559 0.780 0.269

Hospital self-
administered

0.367 0.508 0.210 0.237

Total sample 0.569 0.589 0.444 0.379

13a. Doctor knowledgeable about/understands my health condition/problem

GP interview 0.571 0.574 – 0.362 0.141

GP self-
administered

0.607 0.670 0.526 0.618

Hospital 
interview

0.559 0.559 0.780 0.166

Hospital self-
administered

0.457 0.508 0.356 0.281

Total sample 0.539 0.589 0.451 0.402

14a. Doctor clear and easy to understand

GP interview 0.383 0.543 0.362 – 0.408

GP self-
administered

0.629 0.668 0.526 0.599

Hospital 
interview

0.780 0.780 0.780 0.269

Hospital self-
administered

0.210 0.210 0.356 0.318

Total sample 0.433 0.444 0.451 0.431

15a. Doctor involves me in decisions about treatment

GP interview 0.369 0.159 0.141 0.408 –

GP self-
administered

0.469 0.592 0.618 0.599

Hospital 
interview

0.269 0.269 0.166 0.269

Hospital self-
administered

0.220 0.237 0.281 0.318

Total sample 0.334 0.379 0.402 0.431

Item correlations with rest of full scale: GP interview: –0.116 to 0.543; GP self-administration: 0.174 to 0.573; hospital interview: –0.022 to 
0.602; hospital self-administration: 0.059 to 0.382; total: 0.098 to 0.516.
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TABLE 16D Consultation and treatment procedures: ideal expectations items 16a–20a – interitem correlation matrix 
for subscales

Expectation 
item

16a. Physical 
examination

17a. Tests/
investigations

18a. Given diagnosis or 
have previous diagnosis 
confirmed

19a. A new, changed 
or repeat prescription

20a. A referral to 
another doctor/
specialist/therapist

16a. Physical examination

GP interview – 0.169 0.441 0.033 0.271

GP self-
administered

0.576 0.411 0.380 0.335

Hospital 
interview

0.524 0.496 0.333 0.170

Hospital self-
administered

0.249 0.191 0.201 0.140

Total sample 0.444 0.447 0.33 0.311

17a. Tests/investigations

GP interview 0.169 – 0.002 –0.041 0.216

GP self-
administered

0.576 0.549 0.430 0.536

Hospital 
interview

0.524 0.439 0.253 0.272

Hospital self-
administered

0.249 0.587 0.228 0.206

Total sample 0.444 0.452 0.316 0.372

18a. Given diagnosis or have previous diagnosis confirmed

GP interview –0.083 0.441 – 0.163 0.218

GP self-
administered

0.411 0.549 0.511 0.470

Hospital 
interview

0.496 0.439 0.280 0.136

Hospital self-
administered

0.191 0.587 0.190 0.200

Total sample 0.447 0.452 0.365 0.332

19a. A new, changed or repeat prescription

GP interview 0.033 0.041 0.163 – –0.110

GP self-
administered

0.380 0.430 0.511 0.439

Hospital 
interview

0.333 0.253 0.280 0.317

Hospital self-
administered

0.201 0.228 0.190 0.425

Total sample 0.330 0.316 0.365 0.389

20a. A referral to another doctor/specialist/therapist

GP interview 0.271 0.216 0.218 –0.110 –

GP self-
administered

0.335 0.536 0.470 0.439

Hospital 
interview

0.170 0.272 0.136 0.317

Hospital self-
administered

0.140 0.206 0.200 0.425

Total sample 0.311 0.372 0.332 0.389

Item correlations with rest of full scale: GP interview: –0.212 to 0.602; GP self-administered: 0.135 to 0.57; hospital interview: –0.312 to 0.387; 
hospital self-administered: 0.056 to 0.417; total: 0.059 to 0.539.
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TABLE 16E Doctor–patient approach to information: ideal expectations items 21a–26a – interitem correlation matrix 
for subscales

Expectation 
item

21a. 
Reassurance 
about my 
condition

22a. Advice 
about my health/
condition

23a. What caused 
my condition/
problem

24a. How to 
manage the 
condition/
symptoms/pain 

25a.The benefits/
side effects or 
complications/
risks of treatment

26a. Given the 
opportunity 
to discuss 
problems in 
my life

21a. Reassurance about my condition

GP interview – 0.416 0.337 0.441 0.171 –0.011

GP self-
administered

0.444 0.417 0.489 0.380 0.293

Hospital 
interview

0.490 0.194 0.333 –0.006 0.287

Hospital self-
administered

0.362 0.381 0.369 0.345 0.170

Total sample 0.414 0.359 0.418 0.274 0.214

22a. Advice about health/condition

GP interview 0.416 – 0.332 0.503 0.385 0.172

GP self-
administered

0.444 0.594 0.660 0.570 0.416

Hospital 
interview

0.490 0.312 0.451 0.218 0.172

Hospital self-
administered

0.362 0.493 0.492 0.371 0.077

Total sample 0.414 0.448 0.539 0.433 0.229

23a. What caused my condition/problem

GP interview 0.337 0.332 – 0.459 0.274 0.081

GP self-
administered

0.417 0.594 0.590 0.515 0.383

Hospital 
interview

0.194 0.312 0.375 0.257 0.294

Hospital self-
administered

0.381 0.493 0.687 0.546 0.248

Total sample 0.359 0.448 0.545 0.412 0.290

24a. How to manage condition/symptoms/pain

GP interview 0.441 0.503 0.459 – 0.414 0.008

GP self-
administered

0.489 0.660 0.590 0.751 0.451

Hospital 
interview

0.333 0.451 0.375 0.433 0.344

Hospital self-
administered

0.369 0.492 0.687 0.520 0.173

Total sample 0.418 0.539 0.545 0.555 0.266

25a. The benefits/side effects or complications/risks of treatment

GP interview 0.171 0.385 0.274 0.414 – 0.092

GP self-
administered

0.380 0.570 0.515 0.751 0.463

Hospital 
interview

–0.006 0.218 0.257 0.433 –0.089

Hospital self-
administered

0.345 0.371 0.546 0.520 0.306

Total sample 0.274 0.433 0.412 0.555 0.279

continued
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Expectation 
item

21a. 
Reassurance 
about my 
condition

22a. Advice 
about my health/
condition

23a. What caused 
my condition/
problem

24a. How to 
manage the 
condition/
symptoms/pain 

25a.The benefits/
side effects or 
complications/
risks of treatment

26a. Given the 
opportunity 
to discuss 
problems in 
my life

26a. Given the opportunity to discuss problems in my life

GP interview –0.011 0.172 0.081 0.008 0.092 –

GP self-
administered

0.293 0.416 0.383 0.451 0.463

Hospital 
interview

0.287 0.172 0.294 0.344 –0.089

Hospital self-
administered

0.170 0.077 0.248 0.173 0.306

Total sample 0.214 0.229 0.290 0.266 0.279

Item correlations with rest of full scale: GP interview: –0.219 to 0.543; GP self-administration: 0.031 to 0.491; hospital interview: –0.312 to 0.476; 
hospital self-administration: 0.054 to 0.383; total: 0.054 to 0.416.

TABLE 16F Treatment outcomes: ideal expectations items 27a–29a – interitem correlation matrix for subscales

Expectation item
27a. Improved quality 
of life

28a. A reduction in my symptoms/
problems

29a. Increased chances of improvements 
to my health/staying healthy

27a. Improved quality of life

GP interview – 0.529 0.328

GP self-administered 0.645 0.612

Hospital interview 0.374 0.430

Hospital self-
administered

0.421 0.579

Total sample 0.509 0.544

28a. A reduction in my symptoms/problems

GP interview 0.529 – 0.264

GP self-administered 0.645 0.400

Hospital interview 0.347 0.309

Hospital self-
administered

0.421 0.450

Total sample 0.509 0.378

29a. Increased chances of improvements to my health/staying healthy

GP interview 0.328 0.264 –

GP self-administered 0.612 0.400

Hospital interview 0.430 0.309

Hospital self-
administered

0.579 0.450

Total sample 0.544 0.378

Item correlations with rest of full scale: GP interview: –0.063 to 0.407; GP self-administration: 0.213 to 0.711; hospital interview: –0.127 to 
0.602; hospital self-administration: 0.076 to 0.412; total: 0.073 to 0.395.

TABLE 16E Doctor–patient approach to information: ideal expectations items 21a–26a – interitem correlation matrix for 
subscales (continued)
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Realistic expectations subscales
Tables 17A–F show the item–item correlations within the realistic expectation types and by mode 
of questionnaire administration. None of the item–item correlations exceeded the threshold 
for item redundancy. The item–item correlations exceeded the 0.20 threshold supporting their 
homogeneity, except for some of the items within the subscales for GP interview patients, again 
perhaps because of the small numbers interviewed or the small number of sites they represented.

TABLE 17A Structure of health care: realistic expectations items 1b–4b – interitem correlation matrix for subscales

Expectation item
1b. Easy to find where to 
go when there

2b. Easy to get around inside 
building

3b. Clean 
inside

4b. Enough space in 
waiting room

1b. Easy to find where to go when there

GP interview – 0.212 0.036 0.134

GP self-administered 0.639 0.346 0.378

Hospital interview 0.548 0.109 0.316

Hospital self-
administered

0.546 0.273 0.338

Total sample 0.572 0.289 0.389

2b. Easy to get around inside building

GP interview 0.212 – 0.394 0.393

GP self-administered 0.639 0.419 0.472

Hospital interview 0.548 0.279 0.164

Hospital self-
administered

0.546 0.356 0.320

Total sample 0.572 0.401 0.407

3b. Clean inside

GP interview 0.036 0.394 – 0.523

GP self-administered 0.346 0.419 0.418

Hospital interview 0.109 0.279 0.112

Hospital self-
administered

0.273 0.356 0.285

Total sample 0.289 0.401 0.364

4b. Enough space in waiting room

GP interview 0.134 0.393 0.523 –

GP self-administered 0.378 0.472 0.418

Hospital interview 0.316 0.164 0.112

Hospital self-
administered

0.338 0.320 0.285

Total sample 0.389 0.407 0.364

Item–item correlations with rest of full scale: GP interview: 0.019 to 0.523; GP self-administration: 0.092 to 0.639; hospital interview: –0.058 to 
0.449; hospital self-administration: 0.179 to 0.412; total: 0.115 to 0.374.
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TABLE 17B Process of health care: realistic expectations items 5b–7b and 10b – interitem correlation matrix 
for subscales

Expectation item
5b. Clear information about where 
to go

6b. Given an appointment for 
a convenient date/time

7b. Seen on 
time

10b. Reception staff 
helpful

5b. Clear information about where to go

GP interview – 0.313 0.288 0.340

GP self-administered 0.341 0.289 0.426

Hospital interview 0.310 0.189 0.405

Hospital self-
administered

0.220 0.284 0.233

Total sample 0.251 0.262 0.316

6b. Given appointment for convenient date/time

GP interview 0.313 – 0.644 0.433

GP self-administered 0.341 0.504 0.465

Hospital interview 0.310 0.006 0.289

Hospital self-
administered

0.220 0.494 0.298

Total sample 0.251 0.471 0.373

7b. Seen on time

GP interview 0.288 0.644 – 0.361

GP self-administered 0.289 0.504 0.351

Hospital interview 0.189 0.066 0.127

Hospital self-
administered

0.284 0.494 0.314

Total sample 0.262 0.471 0.300

10b. Reception staff helpful

GP interview 0.340 0.433 0.361 –

GP self-administered 0.426 0.465 0.351

Hospital interview 0.405 0.289 0.127

Hospital self-
administered

0.233 0.298 0.314

Total sample 0.316 0.373 0.300

Item correlations with rest of full scale: GP interview: 0.033 to 0.665; GP self-administration: 0.111 to 0.554; hospital interview: 0.011 to 0.405; 
hospital self-administration: 0.182 to 0.511; total: 0.157 to 0.320.
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TABLE 17C Doctor–patient communication style: realistic expectations items 11b–15b – interitem correlation matrix 
for subscales

Expectation 
item

11b. 
Doctor 
helpful

12b. Doctor respectful 
and treats me with 
dignity

13b. Doctor knowledgeable 
about/understands my 
health condition/problem

14b. Doctor clear and 
easy to understand

15b. Doctor involves 
me in decisions about 
my treatment

11b. Doctor helpful

GP interview – 0.593 0.665 0.342 0.547

GP self-
administered

0.797 0.561 0.429 0.449

Hospital 
interview

0.398 0.498 0.333 0.469

Hospital self-
administered

0.477 0.612 0.511 0.290

Total sample 0.59 0.588 0.447 0.385

12b. Doctor respectful and treats me with dignity

GP interview 0.593 – 0.508 0.451 0.430

GP self-
administered

0.797 0.613 0.458 0.446

Hospital 
interview

0.398 0.560 0.369 0.278

Hospital self-
administered

0.477 0.550 0.273 0.275

Total sample 0.590 0.557 0.361 0.325

13b. Doctor knowledgeable about/understands my health condition/problem

GP interview 0.665 0.508 – 0.385 0.567

GP self-
administered

0.561 0.613 0.432 0.555

Hospital 
interview

0.498 0.560 0.223 0.203

Hospital self-
administered

0.612 0.550 0.494 0.327

Total sample 0.588 0.557 0.431 0.438

14b. Doctor clear and easy to understand

GP interview 0.342 0.451 0.385 – 0.179

GP self-
administered

0.429 0.458 0.432 0.677

Hospital 
interview

0.333 0.369 0.223 0.243

Hospital self-
administered

0.511 0.273 0.494 0.337

Total sample 0.447 0.361 0.431 0.442

15b. Doctor involves me in decisions about my treatment

GP interview 0.547 0.430 0.567 0.179 –

GP self-
administered

0.449 0.446 0.555 0.677

Hospital 
interview

0.469 0.278 0.203 0.243

Hospital self-
administered

0.290 0.275 0.327 0.337

Total sample 0.385 0.325 0.438 0.442

Item correlations with rest of full scale: GP interview: 0.029 to 0.468; GP self-administration: 0.111 to 0.797; hospital interview: 0.059 to 0.469; 
hospital self-administration: 0.114 to 0.531; total: 0.094 to 0.432.
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TABLE 17D Consultation and treatment procedures: realistic expectations items 16b–20b – interitem correlation matrix 
for subscales

Expectation 
item

16b. Physical 
examination

17b. Tests/
investigations

18b. Given diagnosis 
or have a previous 
diagnosis confirmed

19b. A new, changed 
or repeat prescription

20b. A referral to 
another doctor/
specialist/therapist

16b. Physical examination

GP interview – 0.137 0.344 0.077 0.238

GP self-
administered

0.511 0.333 0.459 0.463

Hospital 
interview

0.501 0.393 0.233 0.238

Hospital self-
administered

0.416 0.415 0.321 0.234

Total sample 0.422 0.418 0.316 0.347

17b.Tests/investigations

GP interview 0.137 – 0.195 0.107 0.232

GP self-
administered

0.511 0.486 0.498 0.588

Hospital 
interview

0.501 0.453 0.327 0.217

Hospital self-
administered

0.416 0.459 0.247 0.283

Total sample 0.422 0.373 0.321 0.403

18. Given diagnosis or have a previous diagnosis confirmed

GP interview 0.344 0.195 – 0.119 0.179

GP self-
administered

0.333 0.486 0.423 0.372

Hospital 
interview

0.393 0.453 0.380 0.235

Hospital self-
administered

0.415 0.459 0.257 0.263

Total sample 0.418 0.373 0.366 0.333

19b. A new, changed or repeat prescription

GP interview 0.077 0.107 0.119 – 0.214

GP self-
administered

0.459 0.498 0.423 0.566

Hospital 
interview

0.233 0.327 0.380 0.474

Hospital self-
administered

0.321 0.247 0.257 0.423

Total sample 0.316 0.321 0.366 0.419

20b. A referral to another doctor/specialist/therapist

GP interview 0.238 0.232 0.179 0.214 –

GP self-
administered

0.463 0.588 0.372 0.566

Hospital 
interview

0.238 0.217 0.235 0.474

Hospital self-
administered

0.234 0.283 0.263 0.423

Total sample 0.347 0.403 0.333 0.419

Item correlations with rest of full scale: GP interview: –0.116 to 0.335; GP self-administration: 0.171 to 0.588; hospital interview: –0.045 to 
0.501; hospital self-administration: 0.157 to 0.401; total: 0.094 to 0.310.
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TABLE 17E Doctor–patient approach to information: realistic expectations items 21b–26b – interitem correlation matrix 
for subscales

Expectation item

21b. 
Reassurance 
about my 
condition

22b. Advice 
about my 
health/
condition

23b. What caused 
my condition/
problem

24b. How to 
manage the 
condition/
symptoms/pain 

25b. The 
benefits/side 
effects or 
complications/
risks of 
treatment

26b. 
Given the 
opportunity 
to discuss 
problems in 
my life

21b. Reassurance about my condition

GP interview – 0.370 0.336 0.248 0.062 0.047

GP self-administered 0.481 0.470 0.522 0.542 0.397

Hospital interview 0.400 0.121 0.196 0.243 0.281

Hospital self-administered 0.490 0.407 0.482 0.322 0.305

Total sample 0.455 0.374 0.434 0.347 0.294

22b. Advice about my health/condition

GP interview 0.370 – 0.299 0.497 0.353 0.138

GP self-administered 0.481 0.531 0.582 0.531 0.371

Hospital interview 0.400 0.246 0.383 0.448 0.210

Hospital self-administered 0.490 0.520 0.468 0.330 0.250

Total sample 0.455 0.448 0.499 0.41 0.266

23b. What caused my condition/problem

GP interview 0.336 0.299 – 0.407 0.218 0.146

GP self-administered 0.470 0.531 0.570 0.538 0.427

Hospital interview 0.121 0.246 0.471 0.305 0.309

Hospital self-administered 0.407 0.520 0.637 0.388 0.366

Total sample 0.374 0.448 0.541 0.384 0.356

24b. How to manage the condition/symptoms/pain

GP interview 0.248 0.497 0.407 – 0.421 0.185

GP self-administered 0.522 0.582 0.570 0.603 0.313

Hospital interview 0.196 0.383 0.471 0.530 0.174

Hospital self-administered 0.482 0.468 0.637 0.459 0.315

Total sample 0.434 0.499 0.541 0.503 0.276

25b. The benefits/side effects or complications/risks of treatment

GP interview 0.062 0.353 0.218 0.421 – 0.083

GP self-administered 0.542 0.531 0.538 0.603 0.433

Hospital interview 0.243 0.448 0.305 0.530 –0.063

Hospital self-administered 0.322 0.330 0.388 0.459 0.441

Total sample 0.347 0.410 0.384 0.503 0.326

26b. Given the opportunity to discuss problems in my life

GP interview 0.047 0.138 0.146 0.185 0.083 –

GP self-administered 0.397 0.371 0.427 0.313 0.433

Hospital interview 0.281 0.210 0.309 0.174 –0.063

Hospital self-administered 0.305 0.250 0.366 0.315 0.441

Total sample 0.294 0.266 0.356 0.276 0.326

Item correlations with rest of full scale: GP interview: –0.007 to 0.42; GP self-administration: 0.157 to 0.542; hospital interview: –0.066 to 
0.318; hospital self-administration: 0.138 to 0.553; total: 0.097 to 0.440.
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TABLE 17F Treatment outcomes: realistic expectations items 27b–29b – interitem correlation matrix for subscales

Expectation item 27b. Improved quality of life
28b. A reduction in my symptoms/
problems

29b. Increased chances of improvements 
to my health/staying healthy

27b. Improved quality of life

GP interview – 0.614 0.619

GP self-administered 0.702 0.571

Hospital interview 0.432 0.627

Hospital self-
administered

0.367 0.392

Total sample 0.541 0.506

28b. A reduction in my symptoms/problems

GP interview 0.614 – 0.539

GP self-administered 0.702 0.477

Hospital interview 0.432 0.381

Hospital self-
administered

0.367 0.685

Total sample 0.541 0.586

29b. Increased chances of improvements to my health/staying healthy

GP interview 0.619 0.539 –

GP self-administered 0.571 0.477

Hospital interview 0.627 0.381

Hospital self-
administered

0.392 0.685

Total sample 0.506 0.586

Item correlations with rest of full scale: GP interview: –0.063 to 0.407; GP self-administration: –0.186 to 0.401; hospital interview: –0.086 to 
0.408; hospital self-administration: 0.104 to 0.502; total: 0.013 to 0.513.
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Post-visit subscales
Tables 18A–E show that most of the item–item correlations for post-visit subscales met the 
minimum and maximum threshold criteria for reliability, except for some items within the 
interview samples (probably reflecting these small sample sizes).

TABLE 18A Structure of health care: post-visit met expectations items 1c–4c – interitem correlation matrix 
for subscales

Expectation item
1c. Easy to find where to 
go when there

2c. Easy to get around 
inside building 3c. Clean inside

4c. Enough space in 
waiting room

1c. Easy to find where to go when there

GP interview – 0.449 0.420 0.427

GP self-administered 0.608 0.469 0.496

Hospital interview 0.190 0.068 0.239

Hospital self-
administered

0.409 0.324 0.253

Total sample 0.484 0.353 0.364

2c. Easy to get around inside building

GP interview 0.449 – 0.338 0.267

GP self-administered 0.608 0.628 0.657

Hospital interview 0.190 0.322 0.287

Hospital self-
administered

0.409 0.289 0.233

Total sample 0.484 0.416 0.398

3c. Clean inside

GP interview 0.420 0.338 – 0.506

GP self-administered 0.469 0.628 0.757

Hospital interview 0.068 0.322 0.292

Hospital self-
administered

0.324 0.289 0.448

Total sample 0.353 0.416 0.489

4c. Enough space in waiting room

GP interview 0.427 0.267 0.506 –

GP self-administered 0.496 0.657 0.757

Hospital interview 0.239 0.287 0.292

Hospital self-
administered

0.253 0.233 0.448

Total sample 0.364 0.398 0.489

Item correlations with rest of full scale: GP interview: –0.62 to 0.484; GP self-administration: –0.152 to 0.607; hospital interview: –0.050 to 
0.331; hospital self-administration: –0.025 to 0.514; total: –0.004 to 0.445.
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TABLE 18B Process of health care: post-visit met expectations items 5c–7c and 10c – interitem correlation matrix 
for subscales

Expectation item
5c. Clear information 
about where to go

6.c Given an appointment 
for a convenient date/
time 7c. Seen on time

10c. Reception staff 
helpful

5c. Clear information about where to go

GP interview – 0.261 0.038 0.429

GP self-administered 0.618 0.337 0.572

Hospital interview 0.354 –0.030 0.303

Hospital self-
administered

0.416 0.281 0.440

Total sample 0.481 0.225 0.493

6c. Given an appointment for a convenient date/time

GP interview 0.261 – 0.304 0.495

GP self-administered 0.618 0.404 0.576

Hospital interview 0.354 0.056 0.197

Hospital self-
administered

0.416 0.354 0.374

Total sample 0.481 0.32 0.473

7c. Seen on time

GP interview 0.038 0.304 – 0.026

GP self-administered 0.337 0.404 0.345

Hospital interview –0.030 0.056 0.263

Hospital self-
administered

0.281 0.354 0.370

Total sample 0.225 0.320 0.277

10c. Reception staff helpful

GP interview 0.429 0.495 0.026 –

GP self-administered 0.572 0.576 0.345

Hospital interview 0.303 0.197 0.263

Hospital self-
administered

0.440 0.374 0.370

Total sample 0.493 0.473 0.277

Item correlations with rest of full scale: GP interview: –0.023 to 0.668; GP self-administration: –0.040 to 0.572; hospital interview: –0.135 to 
0.397; hospital self-administration: –0.006 to 0.514; total: 0.002 to 0.417.
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TABLE 18C Doctor–patient communication style: post-visit met expectations items 11c–15c – interitem correlation 
matrix for subscales

Expectation 
item

11c. 
Doctor 
helpful

12c. Doctor respectful 
and treats me with 
dignity

13c. Doctor knowledgeable 
about/understands my 
health condition/problem

14c. Doctor clear and 
easy to understand

15c. Doctor involves 
me in decisions about 
my treatment

11c. Doctor helpful

GP interview – 0.665 0.668 0.627 0.426

GP self-
administered

0.882 0.754 0.783 0.682

Hospital 
interview

0.675 0.784 0.460 0.493

Hospital self-
administered

0.659 0.429 0.373 0.273

Total sample 0.759 0.634 0.596 0.486

12c. Doctor respectful/treated me with dignity

GP interview 0.295 – 0.614 0.769 0.507

GP self-
administered

0.882 0.704 0.825 0.698

Hospital 
interview

0.675 0.504 0.372 0.368

Hospital self-
administered

0.659 0.436 0.316 0.310

Total sample 0.759 0.593 0.577 0.486

13c. Doctor knowledgeable about/understands my health condition/problem

GP interview 0.668 0.614 – 0.612 0.398

GP self-
administered

0.754 0.704 0.766 0.621

Hospital 
interview

0.784 0.504 0.383 0.341

Hospital self-
administered

0.429 0.436 0.494 0.441

Total sample 0.634 0.593 0.635 0.514

14c. Doctor clear and easy to understand

GP interview 0.627 0.769 0.612 – 0.563

GP self-
administered

0.783 0.825 0.766 0.691

Hospital 
interview

0.460 0.372 0.383 0.180

Hospital self-
administered

0.373 0.316 0.494 0.472

Total sample 0.596 0.577 0.635 0.546

15c. Doctor involves me in decisions about my treatment

GP interview 0.426 0.507 0.398 0.563 –

GP self-
administered

0.682 0.698 0.621 0.691

Hospital 
interview

0.493 0.368 0.341 0.180

Hospital self-
administered

0.273 0.310 0.441 0.472

Total sample 0.486 0.486 0.514 0.546

Post-visit: Item correlations with rest of full scale: GP interview: –0. 025 to 0.489; GP self-administration: –0. 029 to 0.643; hospital interview: 
–0.004 to 0.435; hospital self-administration: –0.004 to 0.445; total: –0.015 to 0.414.
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TABLE 18D Doctor–patient approach to information: post-visit met expectations items 16c–21c – interitem correlation 
matrix for subscales

Expectation 
item

16c. What caused 
my condition/
problem 

17c. How to manage 
the condition/
symptoms/pain 

18c. The benefits/
side effects or 
complications/
risks of treatment

19c. Given the 
opportunity 
to discuss 
problems in 
my life

20c. 
Reassurance 
about my 
condition

21c. Advice 
about my 
health/
condition

16c. What caused my condition/problem

GP interview – 0.500 0.286 0.077 0.503 0.308

GP self-
administered

0.789 0.638 0.428 0.658 0.598

Hospital 
interview

0.307 0.224 0.348 0.281 0.267

Hospital self-
administered

0.715 0.598 0.353 0.363 0.494

Total sample 0.624 0.510 0.324 0.455 0.45

17c. How to manage the condition/symptoms

pain 0.500 – 0.302 0.246 0.616 0.410

GP interview 0.789 0.703 0.475 0.706 0.691

GP self-
administered

0.307 0.457 0.063 0.053 0.588

Hospital 
interview

0.715 0.675 0.332 0.291 0.607

Hospital self-
administered

0.624 0.569 0.319 0.468 0.592

18c The benefits/side effects or complications/risks of treatment

GP interview 0.286 0.302 – 0.095 0.249 0.287

GP self-
administered

0.638 0.703 0.501 0.656 0.696

Hospital 
interview

0.224 0.457 –0.056 0.015 0.320

Hospital self-
administered

0.598 0.675 0.460 0.409 0.747

Total sample 0.510 0.569 0.334 0.414 0.590

19c. Given the opportunity to discuss problems in my life

GP interview 0.077 0.246 0.095 – 0.465 0.380

GP self-
administered

0.428 0.475 0.501 0.573 0.573

Hospital 
interview

0.348 –0.063 –0.056 0.406 0.201

Hospital self-
administered

0.353 0.332 0.460 0.392 0.426

Total sample 0.324 0.319 0.334 0.464 0.429

20c Reassurance about my condition

GP interview 0.503 0.616 0.249 0.465 – 0.530

GP self-
administered

0.658 0.706 0.656 0.573 0.829

Hospital 
interview

0.281 0.053 0.015 0.406 0.156

Hospital self-
administered

0.363 0.291 0.409 0.392 0.447

Total sample 0.455 0.468 0.414 0.464 0.569
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Expectation 
item

16c. What caused 
my condition/
problem 

17c. How to manage 
the condition/
symptoms/pain 

18c. The benefits/
side effects or 
complications/
risks of treatment

19c. Given the 
opportunity 
to discuss 
problems in 
my life

20c. 
Reassurance 
about my 
condition

21c. Advice 
about my 
health/
condition

21c. Advice about my health/condition

GP interview 0.308 0.410 0.287 0.380 0.530 –

GP self-
administered

0.598 0.691 0.696 0.573 0.829

Hospital 
interview

0.267 0.588 0.320 0.201 0.156

Hospital self-
administered

0.494 0.607 0.747 0.426 0.447

Total sample 0.450 0.592 0.590 0.429 0.569

Item correlations with rest of full scale: GP interview: –0.001 to 0.403; GP self-administration: –0.083 to 0.570; hospital interview: –0.014 to 
0.517; hospital self-administration: –0.032 to 0.448; total: –0.001 to 0.409.

TABLE 18E Treatment outcomes: post-visit met expectations items 27c–29c – interitem correlation matrix for subscales

Expectation item 27c. Improved quality of life
28c. A reduction in my symptoms/
problems

29c. Increased chances of improvements 
to my health/staying healthy

27c. Improved quality of life

GP interview – 0.502 0.292

GP self-administered 0.676 0.700

Hospital interview 0.667 0.767

Hospital self-
administered

0.492 0.525

Total sample 0.575 0.595

28c. A reduction in my symptoms/problems

GP interview 0.502 – 0.276

GP self-administered 0.676 0.661

Hospital interview 0.667 0.757

Hospital self-
administered

0.492 0.76

Total sample 0.575 0.659

29c. Increased chances of improvements to my health/staying healthy

GP interview 0.292 0.276 –

GP self-administered 0.700 0.661

Hospital interview 0.767 0.757

Hospital self-
administered

0.525 0.76

Total sample 0.595 0.659

Item correlations with rest of full scale: GP interview: –0.045 to 0.421; GP self-administration: –0.015 to 0.462; hospital interview: –0.046 to 
0.490; hospital self-administration: –0.035 to 0.262; total: –0.003 to 0.336.

TABLE 18D Doctor–patient approach to information: post-visit met expectations items 16c–21c – interitem correlation 
matrix for subscales (continued)
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Item–total correlations and Cronbach’s alphas if item deleted

Table 19 shows the corrected item–total correlations for the ideal and realistic expectations and 
the post-visit experiences (expectations met) questionnaire. The Cronbach’s alphas for subscales 
are shown for each item if removed; alphas are not consistently or substantially improved by 
any removals.

If item–total correlations of < 0.2 (or some use < 0.3) are achieved, this suggests that the scale 
may be measuring something other than that intended. The overall majority met the threshold 
criteria, with just a small number in one of the subsamples failing to reach 0.3, probably because 
of small subsample sizes.

Mode of administration

Table 20 shows the mean (and SD) responses to the expectations scale items by mode of 
administration. [Lower means equate with stronger agreement with the items (‘strongly agree’ = 1, 
‘strongly disagree’ = 5).] The table also shows, for information, the responses to the original 
items 8 and 9 (given choice of hospitals, given choice of doctors) that the ethics committee 
had suggested for inclusion given current government health policy promoting patient choice. 
However, these items were excluded from scaled responses as they did not apply to all patients 
(i.e. those who were not referred on and in cases in which there was only one doctor so choice 
was not applicable).

Total sample

For each item, the means for the ideal expectations were consistently lower than the means for 
the realistic expectations, indicating, as would be expected, that ideal expectations were higher 
than expectations of what would take place in reality.

Post-visit item means were either in-between those for ideal and realistic expectations or slightly 
higher, indicating some unmet expectations, particularly for items 22–25 (advice about health/
condition, cause of condition, how to manage condition, benefits/side effects).

GP patient sample

Most of the means for the GP sample were comparable by mode of administration, although the 
interview sample had a markedly higher mean (lower expectation) than the self-administration 
sample for the realistic expectation about whether they would be seen on time and whether the 
reception staff would be helpful; the interview sample also had higher ideal and realistic means 
(lower expectations) for whether they would be given any of the five listed procedures (physical 
examination, tests/investigations, diagnosis, prescription or referral).

With the exception of item 2 (easy to get around inside the building), all means for realistic 
expectations were higher than those for ideal expectations, indicating that patients’ expectations 
of what would happen in reality were lower than their ideals or hopes about what would happen.
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TABLE 19 Reliability: item–total subscale statistics and Cronbach’s alphas if item deleted, by mode of administration, 
type of patient and totals

Expectation item

(a) Ideal expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(b) Realistic expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(c) Post-visit experiences (expectations 
met): corrected item–total correlation 
(Cronbach’s alpha if item deleted)a,b

Structure of health care

1. Easy to find where to go when there

GP interview 0.139 (0.748) 0.178 (0.794) 0.352 (0.813)

GP self-
administered

0.380 (0.933) 0.359 (0.931) 0.469 (0.929)

Hospital interview 0.159 (0.748) 0.328 (0.805) 0.514 (0.778)

Hospital self-
administered

0.454 (0.881) 0.438 (0.915) 0.254 (0.867)

Total 0.365 (0.879) 0.389 (0.900) 0.390 (0.877)

2. Easy to get around inside building

GP interview 0.157 (0.748) 0.226 (0.792) 0.387 (0.811)

GP self-
administered

0.348 (0.933) 0.468 (0.930) 0.505 (0.929)

Hospital interview 0.026 (0.753) 0.254 (0.808) 0.179 (0.796)

Hospital self-
administered

0.449 (0.881) 0.489 (0.915) 0.439 (0.863)

Total 0.333 (0.880) 0.440 (0.899) 0.444 (0.886)

3. Clean inside

GP interview 0.309 (0.746) 0.427 (0.785) 0.401 (0.811)

GP self-
administered

0.520 (0.932) 0.526 (0.929) 0.557 (0.928)

Hospital interview 0.137 (0.749) 0.233 (0.808) 0.270 (0.791)

Hospital self-
administered

0.449 (0.879) 0.432 (0.916) 0.417 (0.863)

Total 0.456 (0.878) 0.462 (0.899) 0.456 (0.886)

4. Enough space in waiting room

GP interview 0.347 (0.743) 0.487 (0.784) 0.499 (0.811)

GP self-
administered

0.415 (0.933) 0.402 (0.931) 0.562 (0.928)

Hospital interview 0.156 (0.748) 0.338 (0.804) 0.141 (0.802)

Hospital self-
administered

0.322 (0.884) 0.498 (0.915) 0.421 (0.863)

Total 0.329 (0.880) 0.446 (0.899) 0.386 (0.887)

Process of health care

5. Clear information about where to go

GP interview 0.076 (0.750) 0.218 (0.792) 0.282 (0.814)

GP self-
administered

0.474 (0.932) 0.510 (0.929) 0.636 (0.927)

Hospital interview 0.206 (0.747) 0.395 (0.802) 0.445 (0.786)

Hospital self-
administered

0.440 (0.881) 0.389 (0.916) 0.508 (0.861)

Total 0.386 (0.879) 0.402 (0.900) 0.527 (0.884)

continued
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Expectation item

(a) Ideal expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(b) Realistic expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(c) Post-visit experiences (expectations 
met): corrected item–total correlation 
(Cronbach’s alpha if item deleted)a,b

6. Given an appointment for a convenient date/time

GP interview 0.226 (0.746) 0.439 (0.782) 0.366 (0.811)

GP self-
administered

0.638 (0.930) 0.494 (0.930) 0.649 (0.927)

Hospital interview 0.408 (0.742) 0.289 (0.806) 0.282 (0.791)

Hospital self-
administered

0.434 (0.881) 0.490 (0.915) 0.466 (0.862)

Total 0.467 (0.877) 0.453 (0.899) 0.514 (0.884)

7. Seen on time

GP interview 0.128 (0.749) 0.431 (0.783) 0.110 (0.831)

GP self-
administered

0.449 (0.933) 0.410 (0.931) 0.393 (0.932)

Hospital interview 0.174 (0.747) 0.260 (0.807) 0.172 (0.801)

Hospital self-
administered

0.318 (0.884) 0.530 (0.914) 0.375 (0.866)

Total 0.326 (0.880) 0.463 (0.899) 0.311 (0.892)

10. Reception staff helpful

GP interview 0.351 (0.744) 0.363 (0.786) 0.327 (0.813)

GP self-
administered

0.586 (0.931) 0.617 (0.928) 0.590 (0.928)

Hospital interview 0.281 (0.745) 0.296 (0.806) 0.248 (0.792)

Hospital self-
administered

0.453 (0.881) 0.455 (0.915) 0.457 (0.862)

Total 0.445 (0.878) 0.477 (0.898) 0.475 (0.885)

Doctor–patient communication style

11. Doctor helpful

GP interview 0.414 (0.745) 0.490 (0.783) 0.645 (0.805)

GP self-
administered

0.602 (0.931) 0.700 (0.927) 0.762 (0.925)

Hospital interview 0.329 (0.745) 0.398 (0.803) 0.573 (0.781)

Hospital self-
administered

0.340 (0.883) 0.607 (0.913) 0.522 (0.860)

Total 0.420 (0.879) 0.600 (0.897) 0.652 (0.881)

12. Doctor respectful and treats me with dignity

GP interview 0.299 (0.746) 0.435 (0.787) 0.566 (0.810)

GP self-
administered

0.681 (0.930) 0.651 (0.928) 0.768 (0.925)

Hospital interview 0.329 (0.745) 0.284 (0.806) 0.529 (0.788)

Hospital self-
administered

0.468 (0.881) 0.545 (0.914) 0.466 (0.862)

Total 0.489 (0.877) 0.532 (0.898) 0.600 (0.883)

TABLE 19 Reliability: item–total subscale statistics and Cronbach’s alphas if item deleted, by mode of administration, 
type of patient and totals (continued)
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TABLE 19 Reliability: item–total subscale statistics and Cronbach’s alphas if item deleted, by mode of administration, 
type of patient and totals (continued)

Expectation item

(a) Ideal expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(b) Realistic expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(c) Post-visit experiences (expectations 
met): corrected item–total correlation 
(Cronbach’s alpha if item deleted)a,b

13. Doctor knowledgeable about/understands my health condition/problem

GP interview 0.417 (0.743) 0.530 (0.780) 0.524 (0.806)

GP self-
administered

0.677 (0.930) 0.619 (0.928) 0.768 (0.925)

Hospital interview 0.358 (0.745) 0.435 (0.801) 0.588 (0.781)

Hospital self-
administered

0.514 (0.880) 0.649 (0.912) 0.574 (0.859)

Total 0.529 (0.877) 0.592 (0.896) 0.667 (0.881)

14. Doctor clear and easy to understand

GP interview 0.219 (0.747) 0.408 (0.786) 0.606 (0.810)

GP self-
administered

0.632 (0.930) 0.548 (0.929) 0.778 (0.925)

Hospital interview 0.301 (0.746) 0.388 (0.802) 0.361 (0.790)

Hospital self-
administered

0.492 (0.880) 0.543 (0.914) 0.558 (0.860)

Total 0.480 (0.878) 0.498 (0.891) 0.654 (0.882)

15. Doctor involves me in decisions about my treatment

GP interview 0.131 (0.749) 0.234 (0.792) 0.476 (0.806)

GP self-
administered

0.722 (0.929) 0.545 (0.929) 0.731 (0.925)

Hospital interview 0.000 (0.754) 0.248 (0.807) 0.502 (0.778)

Hospital self-
administered

0.497 (0.880) 0.447 (0.915) 0.541 (0.860)

Total 0.493 (0.877) 0.423 (0.900) 0.618 (0.882)

Consultation and treatment procedures

16. Physical examination

GP interview 0.359 (0.738) 0.219 (0.796) Not applicable as scores were 
dichotomised: ‘yes/no’ (0/1)GP self-

administered
0.502 (0.932) 0.561 (0.929)

Hospital interview 0.387 (0.734) 0.380 (0.802)

Hospital self-
administered

0.340 (0.885) 0.465 (0.915)

Total 0.399 (0.880) 0.458 (0.899)

17.Tests/investigations

GP interview 0.075 (0.765) –0.161 (0.816) Not applicable as scores were 
dichotomised: ‘yes/no’ (0/1)GP self-

administered
0.621 (0.930) 0.599 (0.928)

Hospital interview 0.351 (0.738) 0.295 (0.806)

Hospital self-
administered

0.553 (0.878) 0.543 (0.914)

Total 0.441 (0.878) 0.557 (0.899)

continued
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Expectation item

(a) Ideal expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(b) Realistic expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(c) Post-visit experiences (expectations 
met): corrected item–total correlation 
(Cronbach’s alpha if item deleted)a,b

18. Given diagnosis or have a previous diagnosis confirmed

GP interview 0.474 (0.726) 0.384 (0.785) Not applicable as scores were 
dichotomised: ‘yes/no’ (0/1)GP self-

administered
0.671 (0.929) 0.545 (0.929)

Hospital interview 0.468 (0.726) 0.586 (0.790)

Hospital self-
administered

0.559 (0.878) 0.521 (0.914)

Total 0.541 (0.875) 0.552 (0.897)

19. A new, changed or repeat prescription

GP interview 0.122 (0.761) 0.098 (0.803) Not applicable as scores were 
dichotomised: ‘yes/no’ (0/1)GP self-

administered
0.532 (0.932) 0.588 (0.928)

Hospital interview 0.296 (0.744) 0.307 (0.806)

Hospital self-
administered

0.382 (0.884) 0.423 (0.916)

Total 0.395 (0.881) 0.438 (0.900)

20. A referral to another doctor/specialist/therapist

GP interview 0.234 (0.749) 0.221 (0.794) Not applicable as scores were 
dichotomised: ‘yes/no’ (0/1)GP self-

administered
0.523 (0.932) 0.566 (0.929)

Hospital interview 0.246 (0.750) 0.192 (0.812)

Hospital self-
administered

0.378 (0.885) 0.457 (0.915)

Total 0.413 (0.880) 0.459 (0.899)

Doctor–patient approach to information

21. Reassurance about my condition

GP interview 0.460 (0.731) 0.319 (0.788) 0.463 (0.806)

GP self-
administered

0.505 (0.932) 0.642 (0.928) 0.719 (0.925)

Hospital interview 0.411 (0.732) 0.404 (0.801) 0.435 (0.784)

Hospital self-
administered

0.547 (0.898) 0.648 (0.912) 0.511 (0.860)

Total 0.492 (0.876) 0.585 (0.896) 0.559 (0.883)

22. Advice about my health/condition

GP interview 0.559 (0.723) 0.321 (0.788) 0.463 (0.806)

GP self-
administered

0.722 (0.029) 0.672 (0.927) 0.697 (0.926)

Hospital interview 0.412 (0.736) 0.278 (0.806) 0.332 (0.789)

Hospital self-
administered

0.517 (0.880) 0.619 (0.913) 0.594 (0.858)

Total 0.575 (0.875) 0.560 (0.897) 0.540 (0.884)

TABLE 19 Reliability: item–total subscale statistics and Cronbach’s alphas if item deleted, by mode of administration, 
type of patient and totals (continued)
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TABLE 19 Reliability: item–total subscale statistics and Cronbach’s alphas if item deleted, by mode of administration, 
type of patient and totals (continued)

Expectation item

(a) Ideal expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(b) Realistic expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(c) Post-visit experiences (expectations 
met): corrected item–total correlation 
(Cronbach’s alpha if item deleted)a,b

23. What caused my condition/problem

GP interview 0.560 (0.717) 0.412 (0.783) 0.567 (0.800)

GP self-
administered

0.650 (0.930) 0.561 (0.929) 0.743 (0.925)

Hospital interview 0.430 (0.730) 0.420 (0.800) 0.347 (0.788)

Hospital self-
administered

0.577 (0.878) 0.615 (0.912) 0.596 (0.858)

Total 0.545 (0.875) 0.543 (0.897) 0.637 (0.881)

24. How to manage the condition/symptoms/pain

GP interview 0.528 (0.724) 0.400 (0.784) 0.292 (0.816)

GP self-
administered

0.728 (0.929) 0.688 (0.927) 0.645 (0.927)

Hospital interview 0.551 (0.721) 0.360 (0.803) 0.284 (0.792)

Hospital self-
administered

0.581 (0.878) 0.616 (0.912) 0.577 (0.858)

Total 0.609 (0.873) 0.578 (0.896) 0.488 (0.885)

25. The benefits/side effects or complications/risks of treatment

GP interview 0.347 (0.737) 0.290 (0.790) 0.306 (0.817)

GP self-
administered

0.696 (0.929) 0.712 (0.927) 0.536 (0.929)

Hospital interview 0.361 (0.738) 0.423 (0.800) 0.260 (0.795)

Hospital self-
administered

0.571 (0.878) 0.518 (0.914) 0.394 (0.864)

Total 0.561 (0.874) 0.534 (0.897) 0.416 (0.888)

26. Given the opportunity to discuss problems in my life

GP interviews 0.117 (0.760) 0.279 (0.792) 0.718 (0.793)

GP self-
administered

0.535(0.933) 0.513 (0.930) 0.720 (0.925)

Hospital interview 0.281 (0.745) 0.240 (0.809) 0.452 (0.782)

Hospital self-
administered

0.283 (0.888) 0.482 (0.915) 0.451 (0.862)

Total 0.376 (0.881) 0.442 (0.900) 0.584 (0.883)

Treatment outcomes

27. Improved quality of life

GP interviews 0.486 (0.732) 0.643 (0.774) 0.258 (0.815)

GP self-
administered

0.685 (0.929) 0.618 (0.928) 0.566 (0.928)

Hospital interview 0.330 (0.740) 0.392 (0.802) 0.537 (0.777)

Hospital self-
administered

0.479 (0.880) 0.416 (0.916) 0.376 (0.865)

Total 0.536 (0.876) 0.467 (0.899) 0.462 (0.886)

continued
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Expectation item

(a) Ideal expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(b) Realistic expectations: corrected 
item–total correlation (Cronbach’s 
alpha if item deleted)a

(c) Post-visit experiences (expectations 
met): corrected item–total correlation 
(Cronbach’s alpha if item deleted)a,b

28. A reduction in my symptoms/problems

GP interview 0.507 (0.730) 0.494 (0.781) 0.295 (0.814)

GP self-
administered

0.520 (0.932) 0.560 (0.929) 0.594 (0.928)

Hospital interview 0.257 (0.743) 0.348 (0.804) 0.400 (0.785)

Hospital self-
administered

0.422 (0.881) 0.581 (0.913) 0.324 (0.866)

Total 0.443 (0.878) 0.506 (0.898) 0.432 (0.886)

29. Increased chances of improvements to my health/staying healthy

GP interview 0.422 (0.734) 0.465 (0.782) 0.563 (0.802)

GP self-
administered

0.559 (0.931) 0.560 (0.929) 0.625 (0.927)

Hospital interview 0.339 (0.742) 0.393 (0.803) 0.529 (0.779)

Hospital self-
administered

0.517 (0.880) 0.620 (0.913) 0.419 (0.863)

Total 0.490 (0.877) 0.233 (0.902) 0.537 (0.884)

a See Boxes 2–6 for subscale domain alphas and by sample.
b Post-visit 27-item scale: α 0.890; post-visit 22-item scale (with the five dichotomous ‘yes/no’ procedure items removed): α 0.901.
Items 8 and 9 excluded from subscales because they did not apply to all patients.

TABLE 19 Reliability: item–total subscale statistics and Cronbach’s alphas if item deleted, by mode of administration, 
type of patient and totals (continued)

TABLE 20 Pre- and post-visit reliability of items by mode of administration and total samplea,b

Expectation item
GP interview, 
mean (SD)

GP self-
administered, 
mean (SD)

Hospital interview, 
mean (SD)

Hospital self-
administered, 
mean (SD)

Total, mean 
(SD)

Skew, kurtosis 
(total sample)c

Structure of health care

1. Easy to find where to go when there

(a) Hope for this ideally 1.28 (0.45) 1.29 (0.49) 1.28 (0.45) 1.47 (0.62) 1.36 (0.55) 1.41, 2.37

(b) Expect this in reality 1.99 (0.97) 1.50 (0.64) 2.46 (1.36) 1.92 (0.89) 1.78 (0.89) 1.28, 1.60

(c) It was (post) 1.23 (0.46) 1.41 (0.72) 1.78 (1.21) 1.78 (0.80) 1.57 (0.80) 1.77, 3.63

2. Easy to get around inside building

(a) Hope for this ideally 1.26 (0.47) 1.34 (0.55) 1.31 (0.61) 1.50 (0.59) 1.40 (0.57) 1.31, 1.84

(b) Expect this in reality 1.15 (0.95) 1.57 (0.77) 2.41 (1.37) 2.02 (1.03) 1.84 (0.98) 1.15, 0.63

(c) It was (post) 1.30 (0.61) 1.44 (0.74) 1.81 (1.13) 1.98 (0.85) 1.68 (0.85) 1.41, 1.87

3. Clean inside

(a) Hope for this ideally 1.10 (0.30) 1.30 (0.56) 1.07 (0.26) 1.42 (0.63) 1.31 (0.57) 2.13, 5.94

(b) Expect this in reality 1.75 (0.94) 1.45 (0.67) 2.00 (0.89) 1.81 (0.94) 1.67 (0.86) 1.29, 1.23

(c) It was (post) 1.32 (0.60) 1.41 (0.58) 1.54 (0.79) 1.59 (0.74) 1.49 (0.67) 1.47, 2.67

4. Enough space in waiting room

(a) Hope for this ideally 1.30 (0.49) 1.34 (0.59) 1.22 (0.42) 1.52 (0.73) 1.40 (0.64) 1.89, 4.73

(b) Expect this in reality 1.81 (0.84) 1.60 (0.79) 2.56 (1.33) 2.24 (1.06) 1.95 (1.01) 0.92, 0.06

(c) There was (post) 1.23 (0.43) 1.44 (0.65) 2.59 (1.45) 1.88 (0.96) 1.68 (0.92) 1.55, 2.20
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Expectation item
GP interview, 
mean (SD)

GP self-
administered, 
mean (SD)

Hospital interview, 
mean (SD)

Hospital self-
administered, 
mean (SD)

Total, mean 
(SD)

Skew, kurtosis 
(total sample)c

Process of health care

5. Clear information about where to go

(a) Hope for this ideally 1.25 (0.47) 1.33 (0.58) 1.11 (0.32) 1.40 (0.65) 1.34 (0.59) 1.91, 4.33

(b) Expect this in reality 1.75 (1.00) 1.59 (0.73) 1.72 (0.96) 1.98 (1.04) 1.78 (0.93) 1.14, 0.63

(c) There was (post) 1.59 (0.96) 1.65 (0.87) 1.43 (0.66) 1.65 (0.73) 1.63 (0.81) 1.48, 2.37

6. Given appointment for a convenient date/time

(a) Hope for this ideally 1.19 (0.43) 1.46 (0.76) 1.15 (0.41) 1.45 (0.78) 1.41 (0.74) 2.32, 6.48

(b) Expect this in reality 2.81 (1.27) 2.23 (1.06) 2.33 (1.33) 2.17 (0.96) 2.27 (1.07) 0.69, –0.26

(c) I was (post) 1.72 (1.20) 1.83 (1.05) 1.56 (0.98) 11.68 (0.86) 1.80 (0.99) 1.28, 1.15

7. Seen on time

(a) Hope for this ideally 1.33 (0.50) 1.50 (0.75) 1.30 (0.54) 1.39 (0.70) 1.43 (0.70) 1.98, 4.60

(b) Expect this in reality 3.11 (1.30) 2.52 (1.13) 3.52 (1.23) 2.69 (1.10) 2.72 (1.17) 0.24, –0.97

(c) I was (post) 2.80 (1.63) 2.34 (1.24) 2.85 (1.52) 2.59 (1.27) 2.53 (1.33) 0.40, –1.11

8. Given a choice of hospitals to go to if referred on (not included in scale)

(a) Hope for this ideally 1.57 (0.95) 1.48 (0.67) 1.56 (0.97) 1.72 (0.89) 1.60 (0.82) 1.43, 2.07

(b) Expect this in reality 2.34 (1.10) 2.10 (0.96) 2.35 (1.35) 2.47 (1.07) 2.29 (1.06) 0.59, –0.26

(c) I was (post) 2.83 (1.56) 2.53 (1.15) 3.30 (1.38) 2.29 (1.11) 2.46 (1.19) 0.41, –0.75

9. Given a choice of doctors to consult (not included in scale)

(a) Hope for this ideally 1.56 (1.02) 1.61 (0.77) 2.17 (1.15) 1.99 (0.97) 1.80 (0.93) 1.13, 0.81

(b) Expect this in reality 2.58 (1.35) 2.28 (1.05) 3.13 (1.13) 2.75 (1.10) 2.56 (1.14) 0.32, –0.78

(c) I was (post) 2.89 (1.70) 2.68 (1.25) 3.87 (1.26) 2.95 (1.04) 2.90 (1.26) –0.02, –1.02

10. Reception staff helpful

(a) Hope for this ideally 1.17 (0.38) 1.35 (0.59) 1.17 (0.38) 1.48 (0.73) 1.38 (0.63) 2.10, 6.33

(b) Expect this in reality 2.31 (1.21) 1.89 (0.98) 1.61 (0.83) 2.05 (1.06) 1.97 (1.04) 1.03, 0.37

(c) They were (post) 1.93 (1.17) 1.81 (0.95) 1.46 (0.69) 1.90 (0.86) 1.84 (0.93) 1.21, 1.47

11. Doctor helpful

(a) Hope for this ideally 1.07 (0.26) 1.24 (0.48) 1.09 (0.29) 1.30 (0.49) 1.24 (0.47) 2.81, 6.78

(b) Expect this in reality 1.55 (0.89) 1.60 (0.75) 1.65 (0.76) 1.73 (0.81) 1.66 (0.79) 1.34, 2.05

(c) Doctor was (post) 1.32 (0.58) 1.55 (8.42) 1.31 (0.75) 1.89 (0.88) 1.65 (0.85) 1.44, 1.93

12. Doctor respectful and treats me with dignity

(a) Hope for this ideally 1.10 (0.68) 1.29 (0.53) 1.09 (0.29) 1.44 (0.60) 1.32 (0.55) 1.87, 5.27

(b) Expect this in reality 1.38 (0.68) 1.49 (0.71) 1.63 (0.88) 1.85 (0.86) 1.64 (0.81) 1.40, 2.05

(c) Doctor was (post) 1.24 (0.43) 1.49 (0.78) 1.22 (0.42) 2.06 (0.96) 1.67 (0.88) 1.35, 1.39

13. Doctor knowledgeable about/understands my health condition/problem

(a) Hope for this ideally 1.17 (0.41) 1.28 (0.56) 1.09 (0.29) 1.35 (0.62) 1.29 (0.56) 2.12, 4.89

(b) Expect this in reality 1.81 (1.02) 1.75 (0.94) 1.80 (0.96) 1.83 (0.87) 1.79 (0.92) 1.19, 1.01

(c) Doctor was (post) 1.42 (0.74) 1.61 (0.82) 1.28 (0.69) 1.94 (0.79) 1.70 (0.82) 1.16, 1.29

14. Doctor clear and easy to understand

(a) Hope for this ideally 1.17 (0.41) 1.34 (0.54) 1.09 (0.29) 1.35 (0.55) 1.31 (0.52) 1.55, 2.45

(b) Expect this in reality 1.58 (0.82) 1.72 (0.82) 1.89 (1.04) 1.81 (0.87) 1.76 (0.86) 1.10, 0.82

(c) Doctor was (post) 1.19 (0.39) 1.51 (0.74) 1.28 (0.56) 1.76 (0.78) 1.57 (0.74) 1.42, 2.31

continued

TABLE 20 Pre- and post-visit reliability of items by mode of administration and total samplea,b (continued)
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Expectation item
GP interview, 
mean (SD)

GP self-
administered, 
mean (SD)

Hospital interview, 
mean (SD)

Hospital self-
administered, 
mean (SD)

Total, mean 
(SD)

Skew, kurtosis 
(total sample)c

15. Doctor involves me in decisions about my treatment

(a) Hope for this ideally 1.26 (0.53) 1.35 (0.60) 1.28 (0.63) 1.51 (0.77) 1.40 (0.68) 1.96, 4.35

(b) Expect this in reality 1.85 (1.10) 1.93 (0.98) 1.96 (1.13) 1.84 (0.89) 1.88 (0.96) 1.35, 0.46

(c) Doctor did (post) 1.55 (0.90) 1.61 (0.82) 1.87 (1.29) 2.15 (0.91) 1.89 (0.96) 0.97, 0.51

Consultation and treatment procedures

16. Physical examination

(a) Hope for this ideally 2.65 (1.75) 1.69 (0.82) 3.07 (1.44) 1.74 (0.92) 1.90 (1.11) 1.32, 1.09

(b) Expect this in reality 2.79 (1.68) 2.18 (1.04) 3.15 (1.39) 2.09 (0.95) 2.27 (1.15) 0.73, –0.22

(c) I was given (post)d 51 (38), 
49 (36)

41 (125), 
59 (179)

31 (17), 69 (37) 35 (107), 65 (198) 39 (287), 
61 (450)

N/A, see % (n)

17. Tests/investigations 

(a) Hope for this ideally 2.79 (1.69) 1.58 (0.74) 2.54 (1.42) 1.54 (0.69) 1.74 (1.00) 1.71, 2.82

(b) Expect this in reality 2.89 (1.59) 1.85 (0.89) 2.65 (1.35) 2.08 (1.01) 2.10 (1.10) 0.99, 0.40

(c) I was given (post)d 53 (39), 
47 (35)

50 (147), 
50 (148)

24 (13), 76 (41) 56 (170), 44 (135) 51 (369), 
49 (359)

N/A, see % (n)

18. Given diagnosis or have a previous diagnosis confirmed

(a) Hope for this ideally 2.34 (1.58) 1.53 (0.73) 2.44 (1.51) 1.55 (0.66) 1.68 (0.94) 1.80, 3.38

(b) Expect this in reality 2.69 (1.56) 1.88 (1.00) 2.96 (1.49) 1.81 (0.84) 2.00 (1.10) 1.69, 6.10

(c) I was given (post)d 49 (36), 
51 (38)

38 (114), 
62 (188)

46 (25), 54 (29) 41 (123), 59 (180) 41 (298), 
59 (435)

N/A, see % (n)

19. A new, changed or repeat prescription

(a) Hope for this ideally 2.93 (1.73) 1.77 (0.88) 2.28 (1.57) 2.14 (1.03) 2.14 (1.19) 0.91, –0.08

(b) Expect this in reality 3.07 (1.68) 1.88 (0.89) 3.37 (1.46) 2.25 (1.03) 2.25 (1.17) 0.7, –0.19

(c) I was given (post)d 32 (23), 
68 (50)

43 (129), 
57 (171)

69 (37), 31 (17) 56 (170), 44 (132) 49 (359), 
51 (370)

N/A, see % (n)

20. A referral to another doctor/specialist/therapist

(a) Hope for this ideally 2.85 (1.64) 1.91 (0.99) 3.31 (1.60) 2.31 (1.11) 2.27 (1.23) 0.58, –0.76

(b) Expect this in reality 3.03 (1.50) 2.08 (0.94) 3.44 (1.45) 2.56 (1.00) 2.46 (1.14) 0.42, –0.56

(c) I was given (post)d 53 (39), 
47 (34)

64 (191), 
36 (107)

54 (29), 46 (25) 69 (211), 31 (93) 65 (470), 
35 (259)

N/A, see % (n)

Total procedures 
performed at post visit % (n) % (n) % (n) % (n) % (n)

0 1 (1) 3 (9) 4 (2) 5 (14) 4 (26)

1 23 (17) 20 (54) 7 (4) 21 (60) 20 (135)

2 20 (15) 29 (79) 31 (17) 28 (84) 28 (195)

3 27 (20) 29 (79) 28 (15) 28 (83) 28 (197)

4 23 (17) 11 (30) 26 (14) 13 (39) 14 (100)

All 5 performed 4 (3) 9 (24) 4 (2) 5 (13) 6 (42)

21. Reassurance about my condition

(a) Hope for this ideally 1.64 (1.01) 1.43 (0.66) 1.74 (1.15) 1.42 (0.61) 1.46 (0.73) 1.93, 4.71

(b) Expect this in reality 2.04 (1.12) 1.93 (0.93) 2.20 (1.17) 2.09 (0.95) 2.03 (0.98) 0.83, 0.11

(c) I was given (post) 1.85 (1.12) 2.04 (1.04) 1.89 (1.21) 2.07 (0.98) 2.02 (1.04) 0.95, 0.42

TABLE 20 Pre- and post-visit reliability of items by mode of administration and total samplea,b (continued)
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TABLE 20 Pre- and post-visit reliability of items by mode of administration and total samplea,b (continued)

Expectation item
GP interview, 
mean (SD)

GP self-
administered, 
mean (SD)

Hospital interview, 
mean (SD)

Hospital self-
administered, 
mean (SD)

Total, mean 
(SD)

Skew, kurtosis 
(total sample)c

22. Advice about my health/condition

(a) Hope for this ideally 1.70 (1.13) 1.39 (0.58) 1.37 (0.71) 1.40 (0.55) 1.42 (0.65) 2.80, 6.55

(b) Expect this in reality 1.91 (1.16) 1.66 (0.78) 1.57 (0.79) 1.72 (0.85) 1.70 (0.85) 1.38, 2.02

(c) I was given (post) 2.24 (1.37) 2.00 (1.01) 1.63 (0.98) 2.04 (0.96) 2.01 (1.03) 0.98, 0.46

23. What caused my condition/problem

(a) Hope for this ideally 2.34 (1.61) 1.46 (0.71) 2.24 (1.55) 1.51 (0.72) 1.62 (0.96) 1.942, 3.71

(b) Expect this in reality 2.69 (1.55) 2.01 (1.03) 2.65 (1.44) 1.93 (1.04) 2.08 (1.15) 0.89, –0.18

(c) I was given (post) 2.73 (1.42) 2.07 (1.06) 2.72 (1.41) 2.31 (0.88) 2.28 (1.08) 0.64, –0.19

24. How to manage condition/symptoms/pain

(a) Hope for this ideally 1.76 (1.19) 1.41 (0.65) 1.65 (1.18) 1.54 (0.71) 1.51 (0.79) 1.99, 4.80

(b) Expect this in reality 2.04 (1.20) 1.80 (0.84) 1.87 (1.18) 1.98 (1.05) 1.90 (1.00) 1.71, 0.61

(c) I was given (post) 2.03 (1.19) 1.98 (1.01) 2.00 (1.18) 2.33 (0.89) 2.13 (1.01) 0.71, –0.06

25. The benefits/side effects or complications/risks of treatment

(a) Hope for this ideally 1.83 (1.26) 1.47 (0.75) 1.41 (0.84) 1.59 (0.79) 1.55 (0.84) 1.90, 3.90

(b) Expect this in reality 2.10 (1.38) 1.85 (0.92) 1.74 (1.12) 1.99 (1.06) 1.92 (1.05) 1.07, 0.34

(c) I was given (post) 2.68 (1.34) 2.19 (1.10) 2.37 (1.29) 2.16 (0.90) 2.24 (1.08) 0.64, –0.22

26. Given the opportunity to discuss problems in my life

(a) Hope for this ideally 2.60 (1.63) 2.03 (1.07) 2.81 (1.51) 2.18 (1.05) 2.20 (1.18) 0.69, –0.48

(b) Expect this in reality 3.00 (1.65) 2.53 (1.16) 3.07 (1.33) 2.60 (1.14) 2.64 (1.22) 0.17, –1.04

(c) I was given (post) 2.60 (1.57) 2.63 (1.23) 3.09 (1.52) 2.78 (1.07) 2.72 (1.23) 0.11, –0.98

Treatment outcomes

27. Improved quality of life

(a) Hope for this ideally 1.52 (0.86) 1.54 (0.74) 1.33 (0.70) 1.46 (0.64) 1.49 (0.71) 1.52, 2.43

(b) Expect this in reality 1.91 (1.10) 2.04 (0.92) 1.80 (1.02) 1.91 (0.95) 1.95 (0.96) 0.74, –0.16

(c) I expect (post) 1.82 (0.94) 1.97 (0.87) 1.87 (1.15) 2.24 (0.95) 2.06 (0.95) 0.64, –0.13

28. A reduction in my symptoms/problems

(a) Hope for this ideally 1.49 (0.89) 1.42 (0.62) 1.46 (0.91) 1.37 (0.64) 1.41 (0.68) 2.79, 5.79

(b) Expect this in reality 2.01 (1.14) 1.98 (0.87) 1.89 (1.02) 2.12 (0.91) 2.04 (0.93) 0.75, 0.26

(c) I expect (post) 1.93 (1.10) 1.94 (0.85) 2.04 (1.21) 2.14 (0.91) 2.03 (0.94) 0.76, 0.22

29. Increased chances of improvements to my health/staying healthy

(a) Hope for this ideally 1.51 (0.92) 1.51 (0.65) 1.22 (0.50) 1.47 (0.61) 1.48 (0.66) 1.43, 2.48

(b) Expect this in reality 1.94 (1.14) 1.92 (0.82) 1.56 (0.74) 2.14 (0.92) 1.99 (0.91) 0.71, 0.06

(c) I expect (post) 1.91 (0.95) 2.00 (0.87) 1.78 (1.06) 2.25 (0.88) 2.08 (0.91) 0.63, 0.12

No. of all pre and post 
respondents

71–74 285–332 54 285–345 695–805

N/A, not applicable.
a Expectations items used a five-point response scale: ‘strongly agree’ (1), ‘agree’ (2), ‘neither agree nor disagree’ (3), ‘disagree’ (4), ‘strongly 

disagree’ (5); lower scores indicate positive expectations, higher scores indicate negative expectations (except for post-visit items on 
procedures received, which were dichotomised as ‘yes/no’; % calculated separately as dichotomous).

b Items 8 and 9 (given choice of hospital and given choice of doctor) excluded from scale because they did not apply to all patients.
c Skew: distribution of scores at high end indicates distribution is peaked; 0 represents a perfectly normal distribution, although this is rarely 

achieved in patient-based research. Kurtosis: if distribution is flat this indicates too many cases at the extremes. Although there are methods 
of reducing skew and kurtosis, with large samples skew and kurtosis make little difference to analyses.288

d Data expressed as yes [% (n)], no [% (n)].



122 Psychometric properties and factor analysis of expectations questionnaires by mode of administration

Most means for the post-visit scaled items fell between those for the ideal and realistic 
expectations. The most marked exceptions to this for both the GP interview and the GP self-
administration questionnaire samples were at items 22, 23 and 25 (advice about health/condition, 
causes of condition, benefits/side effects) for which means were higher post visit indicating 
unmet expectations.

Hospital patient sample

Most of the means for the hospital sample were also comparable by mode of administration, 
although the means were notably higher post visit for the interview sample for items 4, 8 and 
9 (enough space in the waiting room, given a choice of hospitals and given a choice of doctors; 
items 8 and 9 not included in scaling because they did not apply to all patients), indicating that 
expectations were less likely to be met. Also, the interview sample had a higher mean for the 
realistic expectation (i.e. lower expectations) about being seen on time (item 7).

Most means for the post-visit scaled items fell between those for the ideal and realistic 
expectations, with consistent exceptions for items 9, 22–25 and 27–29 (choice of doctors, advice 
about health/condition, causes of condition, how to manage condition, benefits/side effects, 
improved quality of life, reduction in symptoms, improvements to health) for which post means 
were very slightly higher for both modes of administration, suggesting unmet expectations. The 
skew was judged acceptable for all items (± 1.00).

Summary

Although the smaller numbers of interviewees and their clinic sites appeared to affect the 
strength of their item–item correlations, in contrast to self-administration respondents, the 
setting itself (clinic or home) of the self-administration mode did not significantly influence 
responses within hospital or primary care groups. The reliability of the expectations measures by 
mode of questionnaire administration met criteria of acceptability overall. This provides more 
evidence for the validity of the instrument, and its utility across a variety of settings and contexts.
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Chapter 6 

Psychometric properties by patient type and 
exploratory factor analysis

Research questions

 ■ What are the psychometric properties of the developed expectations questionnaire?
 ■ How do the psychometric properties of the expectations measures compare in different 

health-care settings?

In this chapter we continue to examine the psychometric properties of the questionnaires. In 
particular, we consider the impact of different health-care settings (GP vs hospital), finding good 
reliability across the different settings for the questionnaires and their specific subscales. The 
chapter concludes with an exploratory factor analysis.

Reliability statistics: pre- and post-visit questionnaires

Chapter 5 reported in detail on reliability by mode of questionnaire administration and site. The 
three expectations subscales all met the Cronbach’s alpha threshold of 0.70 for acceptability by 
expectation type: pre-visit ideal expectations 0.917, pre-visit realistic expectations 0.902 and 
post-visit experiences (met expectations) 0.890. All subscale alphas met the threshold criteria.

GP compared with hospital patient questionnaires
As stated earlier, there were 27 items in each of the ideal expectations, realistic expectations and 
post-visit experiences (expectations met) measures. Table 21 shows that the split-half reliability 
correlation statistics, by subscale and by patient sample (GP, hospital, total), were acceptable. 
Scale Cronbach’s alphas all met the 0.70 threshold for acceptability by expectation type and by 
patient sample. This supports the internal consistency of the measures.

Means (standard deviations) and summaries of item–item and 
item correlations
Table 22 shows the item means (and SDs) and summaries of the item correlation statistics for the 
GP, hospital and total patient samples.

Table 23 shows the item–total correlations and alphas for item removal. Item–total correlations 
of < 0.2 (some use < 0.3 as the threshold) suggest that the scale may be measuring something 
other than that intended. The item–total correlations were moderately strong, except in the case 
of three items in one of the three samples tested, which exceeded the minimum acceptability 
criteria of 0.3 for homogeneity. The remaining three items were all well above 0.2 and were 
retained. None of the item–item correlations approached or exceeded the 0.75 threshold for item 
redundancy. Cronbach’s alphas (internal consistency) were not improved overall by item removal.
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TABLE 21 Reliability statistics (internal consistency and split-half) by patient sample and type of expectation

GP patients Hospital patients Total sample

Ideal: n = 354/434 valid for analysis

Mean 46.78, SD 11.36; Cronbach’s alpha, 27 
items: 0.900 (split-half reliability: part 1, 14 
items, part 2, 13 items, correlation between 
forms 0.566)

Ideal: n = 344/399 valid for analysis

Mean 42.35, SD 9.82; Cronbach’s alpha, 27 
items: 0.859 (split-half reliability: part 1, 14 
items, part 2, 13 items, correlation between 
forms 0.519)

Ideal: n = 714/833 valid for analysis

Mean 41.57, SD 10.63; Cronbach’s alpha, 27 
items: 0.917 (split-half reliability: part 1, 14 
items, part 2, 13 items, correlation between 
forms 0.543)

Realistic: n = 345/434 valid for analysis

Mean 53.26, SD 14.73; Cronbach’s alpha, 27 
items: 0.911 (split-half reliability: correlation 
between forms 0.649)

Realistic: n = 354/399 valid for analysis

Mean 57.06, SD 14.71; Cronbach’s alpha, 27 
items: 0.902 (split-half reliability: correlation 
between forms 0.714)

Realistic: n = 695/833 valid for analysis

Mean 54.72, SD 14.49; Cronbach’s alpha, 27 
items: 0.902 (split-half reliability: correlation 
between forms 0.688)

Post visit: n = 300

Mean 44.06, SD 13.63; Cronbach’s alpha, 27 
items: 0.917 (split-half reliability: correlation 
between forms 0.643)

Post visit: n = 329

Mean 47.71, SD 10.93; Cronbach’s alpha, 27 
items: 0.902 (split-half reliability: correlation 
between forms 0.540)

Post visit: n = 629

Mean 45.97, SD 12.42; Cronbach’s alpha, 27 
items: 0.890 (split-half reliability: correlation 
between forms 0.595)

TABLE 22 Means (SDs) and summaries of item–item correlations by expectation items for the GP, hospital and total 
patient samples

Expectation item GP patients Hospital patients Total sample

Structure of health care (items 1–4)

Item–item correlations within 
subscale

Ideal: 0.311 to 0.732

Realistic: 0.267 to 0.513

Post: 0.458 to 0.708

Subscale item correlations with other 
subscale items

Ideal: –0.017 to 0.618

Realistic: 0.037 to 0.482

Post: 0.193 to 0.536

Item–item correlations within 
subscale

Ideal: 0.224 to 0.715

Realistic: 0.291 to 0.552

Post: 0.216 to 0.384

Subscale item correlations with other 
subscale items

Ideal: –0.048 to 0.378

Realistic: 0.096 to 0.377

Post: 0.010 to 0.388

Item–item correlations within 
subscale

Ideal: 0.315 to 0.727

Realistic: 0.289 to 0.407

Post: 0.353 to 0.489

Subscale item correlations with other 
subscale items

Ideal: 0.046 to 0.407

Realistic: 0.115 to 0.374

Post: –0.004 to 0.445

1. Easy to find where to go when there

(a) Hope for this ideally 1.27 (0.48) 1.43 (0.60) 1.36 (0.55)

(b) Expect this in reality 1.57 (0.74) 2.05 (1.00) 1.78 (0.89)

(c) It was (post) 1.41 (0.73) 1.82 (0.87) 1.57 (0.80)

2. Easy to get around inside building

(a) Hope for this ideally 1.30 (0.52) 1.47 (0.59) 1.40 (0.57)

(b) Expect this in reality 1.59 (0.82) 2.14 (1.11) 1.84 (0.98)

(c) It was (post) 1.43 (0.74) 2.00 (0.90) 1.68 (0.85)

3. Clean inside

(a) Hope for this ideally 1.26 (0.54) 1.36 (0.59) 1.31 (0.57)

(b) Expect this in reality 1.54 (0.75) 1.87 (0.95) 1.67 (0.86)

(c) It was (post) 1.42 (0.62) 1.60 (0.76) 1.49 (0.67)

4. Enough space in waiting room

(a) Hope for this ideally 1.31 (0.56) 1.47 (0.70) 1.40 (0.64)

(b) Expect this in reality 1.64 (0.81) 2.34 (1.12) 1.95 (1.01)

(c) There was (post) 1.41 (0.64) 1.98 (1.08) 1.68 (0.92)
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Expectation item GP patients Hospital patients Total sample

Process of health care (items 5–7, 10)

Item–item correlations within 
subscale

Ideal: 0.291 to 0.618

Realistic: 0.329 to 0.468

Post: 0.239 to 0.551

Subscale item correlations with other 
subscale items

Ideal: 0.094 to 0.667

Realistic: 0.073 to 0.478

Post: 0.156 to 0.397

Item–item correlations within 
subscale

Ideal: 0.262 to 0.466

Realistic: 0.226 to 0.277

Post: 0.215 to 0.437

Subscale item correlations with other 
subscale items

Ideal: 0.036 to 0.461

Realistic: 0.062 to 0.387

Post: 0.069 to 0.423 

Item–item correlations within 
subscale

Ideal: 0.298 to 0.445

Realistic: 0.251 to 0.471

Post: 0.225 to 0.493

Subscale item correlations with other 
subscale items

Ideal: 0.101 to 0.383

Realistic: 0.157 to 0.320

Post: 0.002 to 0.417

5. Clear information about where to go

(a) Hope for this ideally 1.30 (0.56) 1.35 (0.63) 1.34 (0.59)

(b) Expect this in reality 1.64 (0.80) 2.00 (1.05) 1.78 (0.93)

(c) was (post) 1.71 (0.93) 1.63 (0.74) 1.63 (0.81)

6. Given an appointment for a convenient date/time

(a) Hope for this ideally 1.40 (0.74) 1.39 (0.73) 1.41 (0.74)

(b) Expect this in reality 2.39 (1.11) 2.23 (1.02) 2.27 (1.07)

(c) I was (post) 1.89 (1.13) 1.806 (0.89) 1.80 (0.99)

7. Seen on time

(a) Hope for this ideally 1.45 (0.69) 1.35 (0.65) 1.43 (0.70)

(b) Expect this in reality 2.68 (1.17) 2.84 (1.16) 2.72 (1.17)

(c) I was (post) 2.57 (1.37) 2.66 (1.29) 2.53 (1.33)

10. Reception staff helpful

(a) Hope for this ideally 1.31 (0.55) 1.44 (0.71) 1.38 (0.63)

(b) Expect this in reality 2.03 (1.06) 2.04 (1.06) 1.97 (1.04)

(c) They were (post) 1.97 (0.04) 1.88 (0.86) 1.84 (0.93)

Doctor–patient communication style (items 11–15)

Item–item correlations within 
subscale

Ideal: 0.460 to 0.750

Realistic: 0.408 to 0.592

Post: 0.583 to 0.864

Subscale item correlations with other 
subscale items

Ideal: 0.131 to 0.424

Realistic: 0.150 to 0.399

Post: 0.121 to 0.536 

Item–item correlations within 
subscale

Ideal: 0.325 to 0.680

Realistic: 0.270 to 0.594

Post: 0.306 to 0.699

Subscale item correlations with other 
subscale items

Ideal: 0.008 to 0.449

Realistic: 0.107 to 0.474

Post: 0.005 to 0.428 

Item–item correlations within 
subscale

Ideal: 0.334 to 0.589

Realistic: 0.325 to 0.588

Post: 0.486 to 0.759

Subscale item correlations with other 
subscale items

Ideal: 0.059 to 0.539

Realistic: 0.094 to 0.432

Post: –0.015 to 0.414

11. Doctor helpful

(a) Hope for this ideally 1.21 (0.46) 1.27 (0.48) 1.24 (0.47)

(b) Expect this in reality 1.59 (0.77) 1.74 (0.81) 1.66 (0.79)

(c) Doctor was (post) 1.59 (0.86) 1.83 (0.88) 1.65 (0.85)

continued

TABLE 22 Means (SDs) and summaries of item–item correlations by expectation items for the GP, hospital and total 
patient samples (continued)



126 Psychometric properties by patient type and exploratory factor analysis

Expectation item GP patients Hospital patients Total sample

12. Doctor respectful and treats me with dignity

(a) Hope for this ideally 1.26 (0.51) 1.39 (0.59) 1.32 (0.55)

(b) Expect this in reality 1.48 (0.72) 1.85 (0.88) 1.64 (0.81)

(c) Doctor was (post) 1.51 (0.79) 1.98 (0.95) 1.67 (0.88)

13. Doctor knowledgeable about/understands my health condition/problem

(a) Hope for this ideally 1.26 (0.55) 1.32 (0.59) 1.29 (0.56)

(b) Expect this in reality 1.78 (0.97) 1.85 (0.89) 1.79 (0.92)

(c) Doctor was (post) 1.64 (0.85) 1.88 (0.81) 1.70 (0.82)

14. Doctor clear and easy to understand

(a) Hope for this ideally 1.29 (0.52) 1.32 (0.52) 1.31 (0.52)

(b) Expect this in reality 1.73 (0.85) 1.83 (0.90) 1.76 (0.86)

(c) Doctor was (post) 1.51 (0.75) 1.70 (0.75) 1.57 (0.74)

15. Doctor involves me in decisions about my treatment

(a) Hope for this ideally 1.33 (0.59) 1.48 (0.76) 1.40 (0.68)

(b) Expect this in reality 1.99 (1.04) 1.88 (0.93) 1.88 (0.96)

(c) Doctor did (post) 1.75 (0.96) 2.12 (0.99) 1.89 (0.96)

Consultation and treatment procedures (items 16–20) [post-visit not shown due to dichotomous coding ‘yes/no’ (0/1), see % (n)]

Item–item correlations within 
subscale

Ideal: 0.314 to 0.488

Realistic: 0.279 to 0.502

Subscale item correlations with other 
subscale items

Ideal: 0.017 to 0.277

Realistic: 0.058 to 0.370

Item–item correlations within 
subscale

Ideal: 0.124 to 0.586

Realistic: 0.328 to 0.486

Subscale item correlations with other 
subscale items

Ideal: 0.021 to 0.423

Realistic: 0.082 to 0.368

Item–item correlations within 
subscale

Ideal: 0.311 to 0.447

Realistic: 0.316 to 0.422

Subscale item correlations with other 
subscale items

Ideal: 0.054 to 0.416

Realistic: 0.094 to 0.310

16. Physical examination

(a) Hope for this ideally 1.90 (1.13) 1.96 (1.13) 1.90 (1.11)

(b) Expect this in reality 2.37 (1.22) 2.31 (1.09) 2.27 (1.15)

(c) I was given (post)a 43 (163), 57 (215) 35 (124), 65 (235) 39 (287), 61 (450)

17. Tests/investigations

(a) Hope for this ideally 1.84 (1.12) 1.69 (0.92) 1.74 (1.00)

(b) Expect this in reality 2.11 (1.15) 2.22 (1.09) 2.10 (1.10)

(c) I was given (post)a 50 (186), 50 (183) 51 (183), 49 (176) 51 (369), 49 (359)

18. Given diagnosis or have a previous diagnosis confirmed

(a) Hope for this ideally 1.69 (1.02) 1.69 (0.90) 1.68 (0.94)

(b) Expect this in reality 2.08 (1.19) 2.02 (1.05) 2.00 (1.10)

(c) I was given (post)a 40 (150), 60 (226) 41 (148), 59 (209) 41 (298), 59 (435)

19. A new, changed, or repeat prescription

(a) Hope for this ideally 2.01 (1.20) 2.32 (1.20) 2.14 (1.19)

(b) Expect this in reality 2.17 (1.19) 2.47 (1.16) 2.25 (1.17)

(c) I was given (post)a 41 (152), 59 (221) 58 (207), 42 (149) 58 (207), 42 (149)

TABLE 22 Means (SDs) and summaries of item–item correlations by expectation items for the GP, hospital and total 
patient samples (continued)
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TABLE 22 Means (SDs) and summaries of item–item correlations by expectation items for the GP, hospital and total 
patient samples (continued)

Expectation item GP patients Hospital patients Total sample

20. A referral to another doctor/specialist/therapist

(a) Hope for this ideally 2.12 (1.21) 2.49 (1.25) 2.27 (1.23)

(b) Expect this in reality 2.23 (1.12) 2.74 (1.11) 2.46 (1.14)

(c) I was given (post)a 62 (230), 38 (141) 67 (240), 33 (118) 65 (470), 35 (259)

Total procedures 
performed at post visit

Mean (SD) (n = 348): 2.53 (1.25) Mean (SD) (n = 347): 2.44 (1.21) Mean (SD) (n = 695): 2.48 (1.23)

0 3 (10)b 5 (16)b 4 (26)b

1 20 (27)b 19 (64)b 20 (135)b

2 27 (94)b 29 (101)b 28 (195)b

3 28 (99)b 28 (98)b 28 (197)b

4 14 (47)b 15 (53)b 14 (100)b

All 5 performed 8 (27)b 4 (15)b 6 (42)b

Doctor–patient approach to information (items 21–26)

Item–item correlations within 
subscale

Ideal: 0.310 to 0.621

Realistic: 0.278 to 0.558

Post: 0.296 to 0.721

Subscale item correlations with other 
subscale items

Ideal: 0.081 to 0.457

Realistic: 0.052 to 0.478

Post: 0.121 to 0.536

Item–item correlations within 
subscale

Ideal: 0.231 to 0.477

Realistic: 0.230 to 0.574

Post: 0.210 to 0.620

Subscale item correlations with other 
subscale items

Ideal: 0.104 to 0.369

Realistic: 0.119 to 0.511

Post: 0.057 to 0.381 

Item–item correlations within 
subscale

Ideal: 0.214 to 0.555

Realistic: 0.266 to 0.503

Post: 0.319 to 0.624

Subscale item correlations with other 
subscale items

Ideal: 0.098 to 0.516

Realistic: 0.097 to 0.440

Post: –0.001 to 0.409

21. Reassurance about my condition

(a) Hope for this ideally 1.47 (0.75) 1.47 (0.73) 1.46 (0.73)

(b) Expect this in reality 1.99 (0.99) 2.15 (0.99) 2.03 (0.98)

(c) I was given (post) 2.10 (1.10) 2.05 (1.01) 2.02 (1.04)

22. Advice about my health/condition

(a) Hope for this ideally 1.45 (0.74) 1.39 (0.58) 1.42 (0.65)

(b) Expect this in reality 1.74 (0.89) 1.72 (0.85) 1.70 (0.85)

(c) I was given (post) 2.14 (1.13) 1.98 (0.97) 2.01 (1.03)

23. What caused my condition/problem

(a) Hope for this ideally 1.65 (1.02) 1.62 (0.93) 1.62 (0.96)

(b) Expect this in reality 2.20 (1.20) 2.06 (1.15) 2.08 (1.15)

(c) I was given (post) 2.34 (1.18) 2.383 (0.98) 2.28 (1.08)

24. How to manage the condition/symptoms/pain

(a) Hope for this ideally 1.49 (0.81) 1.56 (0.80) 1.51 (0.79)

(b) Expect this in reality 1.88 (0.93) 1.99 (1.09) 1.90 (1.00)

(c) I was given (post) 2.11 (1.09) 2.30 (0.95) 2.13 (1.01)

25. The benefits/side effects or complications/risks of treatment

(a) Hope for this ideally 1.55 (0.89) 1.56 (0.81) 1.55 (0.84)

(b) Expect this in reality 1.96 (1.05) 1.97 (1.08) 1.92 (1.05)

(c) I was given (post) 2.38 (1.19) 2.18 (0.97) 2.24 (1.08)

continued
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Expectation item GP patients Hospital patients Total sample

26. Given the opportunity to discuss problems in my life

(a) Hope for this ideally 2.17 (1.23) 2.31 (1.16) 2.20 (1.18)

(b) Expect this in reality 2.72 (1.26) 2.71 (1.17) 2.64 (1.22)

(c) I was given (post) 2.72 (1.13) 2.86 (1.15) 2.72 (1.23)

Treatment outcomes (items 27–29)

Item–item correlations within 
subscale

Ideal: 0.356 to 0.609

Realistic: 0.295 to 0.676

Post: 0.547 to 0.624

Subscale item correlations with other 
subscale items

Ideal: 0.173 to 0.456

Realistic: 0.115 to 0.455

Post: 0.156 to 0.450

Item–item correlations within 
subscale

Ideal: 0.398 to 0.560

Realistic: 0.380 to 0.641

Post: 0.533 to 0.751

Subscale item correlations with other 
subscale items

Ideal: 0.079 to 0.413

Realistic: 0.096 to 0.472

Post: 0.027 to 0.389

Item–item correlations within 
subscale

Ideal: 0.378 to 0.544

Realistic: 0.506 to 0.586

Post: 0.575 to 0.659

Subscale item correlations with other 
subscale items

Ideal: 0.073 to 0.395

Realistic: 0.013 to 0.513

Post: 0.003 to 0.336

27. Improved quality of life

(a) Hope for this ideally 1.54 (0.76) 1.45 (0.66) 1.49 (0.71)

(b) Expect this in reality 2.06 (0.96) 1.89 (0.97) 1.95 (0.96)

(c) I expect (post) 1.98 (0.90) 2.19 (1.00) 2.06 (0.95)

28. A reduction in my symptoms/problems

(a) Hope for this ideally 1.44 (0.69) 1.39 (0.69) 1.41 (0.68)

(b) Expect this in reality 2.02 (0.93) 2.10 (0.93) 2.04 (0.93)

(c) I expect (post) 1.99 (0.93) 2.13 (0.97) 2.03 (0.94)

29. Increased chances of improvements to my health/staying healthy

(a) Hope for this ideally 1.52 (0.72) 1.43 (0.59) 1.48 (0.66)

(b) Expect this in reality 1.96 (0.89) 2.07 (0.93) 1.99 (0.91)

(c) I expect (post) 2.03 (0.92) 2.19 (0.93) 2.08 (0.91)

a Data expressed as yes [% (n)], no [% (n)].
b Data expressed as % (n).
Items 8 and 9 not included in scales as they did not apply to all patients.

TABLE 22 Means (SDs) and summaries of item–item correlations by expectation items for the GP, hospital and total 
patient samples (continued)
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TABLE 23 Reliability: corrected item–total subscale statistics and Cronbach’s alphas if item deleted by patient sample.

Expectation 
item

(a) Ideal hope: corrected item–total 
correlation (Cronbach’s alpha if item 
deleted)

(b) Expect in reality: corrected item–
total correlation (Cronbach’s alpha if 
item deleted)

(c) Post-visit experiences 
(expectations met): corrected item–
total correlation (Cronbach’s alpha if 
item deleted)

Structure of health care

1. Easy to find where to go when there

GP 0.329 (0.899) 0.338 (0.909) 0.457 (0.911)

Hospital 0.397 (0.845) 0.420 (0.900) 0.305 (0.854)

Total 0.365 (0.879) 0.389 (0.900) 0.390 (0.887)

2. Easy to get around inside building

GP 0.295 (0.899) 0.421 (0.908) 0.490 (0.910)

Hospital 0.362 (0.846) 0.452 (0.899) 0.390 (0.851)

Total 0.333 (0.880) 0.440 (0.899) 0.444 (0.886)

3. Clean inside

GP 0.441 (0.897) 0.510 (0.907) 0.528 (0.910)

Hospital 0.466 (0.843) 0.410 (0.900) 0.392 (0.851)

Total 0.456 (0.878) 0.462 (0.899) 0.456 (0.886)

4. Enough space in waiting room

GP 0.385 (0.898) 0.419 (0.908) 0.555 (0.909)

Hospital 0.280 (0.848) 0.473 (0.899) 0.282 (0.855)

Total 0.329 (0.880) 0.446 (0.899) 0.386 (0.887)

Process of health care

5. Clear information about where to go

GP 0.391 (0.898) 0.438 (0.908) 0.562 (0.909)

Hospital 0.379 (0.845) 0.368 (0.901) 0.508 (0.848)

Total 0.386 (0.879) 0.402 (0.900) 0.527 (0.884)

6. Given an appointment for a convenient date/time

GP 0.531 (0.895) 0.496 (0.907) 0.586 (0.908)

Hospital 0.393 (0.844) 0.448 (0.899) 0.443 (0.849)

Total 0.467 (0.877) 0.453 (0.899) 0.514 (0.884)

7. Seen on time

GP 0.368 (0.898) 0.433 (0.908) 0.306 (0.916)

Hospital 0.291 (0.847) 0.498 (0.898) 0.317 (0.856)

Total 0.326 (0.880) 0.463 (0.899) 0.311 (0.892)

10. Reception staff helpful

GP 0.504 (0.896) 0.569 (0.905) 0.522 (0.909)

Hospital 0.400 (0.844) 0.402 (0.900) 0.445 (0.849)

Total 0.445 (0.878) 0.477 (0.898) 0.475 (0.885)

Doctor–patient communication style

11. Doctor helpful

GP 0.519 (0.897) 0.627 (0.905) 0.745 (0.906)

Hospital 0.301 (0.847) 0.568 (0.898) 0.544 (0.846)

Total 0.420 (0.879) 0.600 (0.897) 0.652 (0.881)

continued
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Expectation 
item

(a) Ideal hope: corrected item–total 
correlation (Cronbach’s alpha if item 
deleted)

(b) Expect in reality: corrected item–
total correlation (Cronbach’s alpha if 
item deleted)

(c) Post-visit experiences 
(expectations met): corrected item–
total correlation (Cronbach’s alpha if 
item deleted)

12. Doctor respectful and treats me with dignity

GP 0.573 (0.895) 0.582 (0.906) 0.738 (0.906)

Hospital 0.401 (0.845) 0.487 (0.899) 0.474 (0.848)

Total 0.489 (0.877) 0.532 (0.898) 0.600 (0.883)

13. Doctor knows about/understands my health condition/problem

GP 0.597 (0.895) 0.583 (0.905) 0.727 (0.906)

Hospital 0.461 (0.843) 0.607 (0.897) 0.586 (0.846)

Total 0.529 (0.877) 0.592 (0.896) 0.667 (0.881)

14. Doctor clear and easy to understand

GP 0.523 (0.896) 0.485 (0.907) 0.745 (0.906)

Hospital 0.429 (0.845) 0.515 (0.898) 0.545 (0.847)

Total 0.480 (0.878) 0.498 (0.891) 0.654 (0.882)

15. Doctor involves me in decisions about treatment

GP 0.594 (0.895) 0.453 (0.908) 0.685 (0.906)

Hospital 0.419 (0.844) 0.417 (0.900) 0.535 (0.846)

Total 0.493 (0.877) 0.423 (0.900) 0.618 (0.882)

Consultation and treatment procedures

16. Physical examination

GP 0.450 (0.898) 0.476 (0.906) N/A

Hospital 0.346 (0.848) 0.448 (0.899)

Total 0.399 (0.880) 0.458 (0.899)

17. Tests/investigations

GP 0.435 (0.898) 0.401 (0.909) N/A

Hospital 0.452 (0.842) 0.504 (0.898)

Total 0.441 (0.878) 0.557 (0.899)

18. Given diagnosis or have a previous diagnosis confirmed

GP 0.583 (0.894) 0.516 (0.906) N/A

Hospital 0.480 (0.841) 0.509 (0.898)

Total 0.541 (0.875) 0.552 (0.897)

19. A new, changed or repeat prescription

GP 0.417 (0.899) 0.452 (0.908) N/A

Hospital 0.364 (0.847) 0.406 (0.900)

Total 0.395 (0.881) 0.438 (0.900)

20. A referral to another doctor/specialist/therapist

GP 0.459 (0.898) 0.482 (0.907) N/A

Hospital 0.349 (0.849) 0.413 (0.900)

Total 0.413 (0.880) 0.459 (0.899)

TABLE 23 Reliability: corrected item–total subscale statistics and Cronbach’s alphas if item deleted by patient sample. 
(continued)
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Expectation 
item

(a) Ideal hope: corrected item–total 
correlation (Cronbach’s alpha if item 
deleted)

(b) Expect in reality: corrected item–
total correlation (Cronbach’s alpha if 
item deleted)

(c) Post-visit experiences 
(expectations met): corrected item–
total correlation (Cronbach’s alpha if 
item deleted)

21. Reassurance about my condition

GP 0.489 (0.896) 0.563 (0.905) 0.714 (0.905)

Hospital 0.492 (0.842) 0.602 (0.896) 0.454 (0.849)

Total 0.492 (0.876) 0.585 (0.896) 0.584 (0.883)

22. Advice about my health/condition

GP 0.647 (0.893) 0.579 (0.905) 0.634 (0.907)

Hospital 0.474 (0.843) 0.559 (0.898) 0.511 (0.847)

Total 0.575 (0.875) 0.560 (0.897) 0.559 (0.883)

23. What caused my condition/problem

GP 0.581 (0.894) 0.534 (0.906) 0.534 (0.908)

Hospital 0.326 (0.849) 0.580 (0.897) 0.580 (0.848)

Total 0.545 (0.875) 0.543 (0.897) 0.543 (0.884)

24. How to manage the condition/symptoms/pain

GP 0.654 (0.892) 0.612 (0.905) 0.697 (0.906)

Hospital 0.551 (0.839) 0.563 (0.897) 0.551 (0.846)

Total 0.609 (0.873) 0.578 (0.896) 0.637 (0.881)

25. The benefits/side effects or complications/risks of treatment

GP 0.595 (0.893) 0.597 (0.905) 0.534 (0.909)

Hospital 0.514 (0.840) 0.484 (0.899) 0.480 (0.848)

Total 0.561 (0.874) 0.534 (0.897) 0.488 (0.885)

26. Given the opportunity to discuss problems in my life

GP 0.442 (0.899) 0.458 (0.908) 0.472 (0.911)

Hospital 0.300 (0.850) 0.450 (0.900) 0.337 (0.854)

Total 0.376 (0.881) 0.442 (0.900) 0.416 (0.888)

Treatment outcomes

27. Improved quality of life

GP 0.623 (0.893) 0.587 (0.907) 0.502 (0.910)

Hospital 0.435 (0.844) 0.402 (0.900) 0.418 (0.850)

Total 0.536 (0.876) 0.467 (0.899) 0.462 (0.886)

28. A reduction in my symptoms/problems

GP 0.502 (0.896) 0.525 (0.906) 0.515 (0.910)

Hospital 0.379 (0.845) 0.523 (0.898) 0.339 (0.853)

Total 0.443 (0.878) 0.506 (0.898) 0.432 (0.886)

29. Increased chances of improvements to my health/staying healthy

GP 0.506 (0.896) 0.514 (0.906) 0.609 (0.908)

Hospital 0.465 (0.843) 0.537 (0.898) 0.455 (0.849)

Total 0.490 (0.877) 0.233 (0.902) 0.537 (0.884)

N/A, not applicable.
Cronbach’s alpha, 27 items per subscale: (a) ideal: GP 0.900, hospital 0.859, total 0.917; (b) realistic: GP 0.911, hospital 0.902, total 0.902; (c) 
post visit: GP 0.917, hospital 0.902, total 0.890.
Items 8 and 9 excluded from scales because they did not apply to all patients.
Values of < 0.3 suggest that the scale may be measuring something other than that intended.

TABLE 23 Reliability: corrected item–total subscale statistics and Cronbach’s alphas if item deleted by patient sample. 
(continued)
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Reliability statistics: subscales

Table 24 examines the subscale reliability statistics by GP and hospital sample. It shows means of 
items within subscales, item–total correlations and Cronbach’s alphas if item is deleted. The item 
means within subscales were again generally similar between samples. The item–total correlations 
all well exceeded the acceptability threshold. Cronbach’s alpha was not improved, or more than 
slightly improved (e.g. item 27 pre-visit realistic expectations), by item removal.

The interitem correlations for pre-visit ideal and realistic expectations and post-visit experiences 
(expectations met) by subscale domain are shown in Tables 25A–Q. These show that all 
correlations were moderate to strong, supporting the internal consistency (reliability) of the 
domains. (Note that correlations were not conducted for post-visit procedures performed as 
dichotomous coding – i.e. items 16–20.)

TABLE 24 Reliability within subscales: GP and hospital patients

Expectation item

GP, mean 
(SD) within 
subscale 

Hospital, mean 
(SD) within 
subscale

GP, corrected 
item–total 
correlation 
within 
subscale 

Hospital, 
corrected 
item–total 
correlation 
within 
subscale

GP, Cronbach’s 
alpha if item 
deleted within 
subscale

Hospital, 
Cronbach’s 
alpha if item 
deleted within 
subscale

Structure of health care (items 1–4)

Ideal: 5.17 
(1.61)

Realistic: 6.33 
(2.31)

Post visit: 5.61 
(2.18)

Ideal: 5.76 
(1.80)

Realistic: 8.27 
(2.97)

Post visit: 7.31 
(2.47)

Ideal: α 0.767

Realistic: 
α 0.740

Post visit: 
α 0.849

Ideal: α 0.688

Realistic: 
α 0.686

Post visit: 
α 0.615

1. Easy to find where to go when there

(a) Hope for this ideally 1.28 (0.48) 1.44 (0.60) 0.647 0.609 0.674 0.537

(b) Expect this in reality 1.58 (0.73) 2.02 (0.99) 0.497 0.542 0.700 0.575

(c) It was (post) 1.39 (0.69) 1.78 (0.87) 0.632 0.401 0.833 0.541

2. Easy to get around inside building

(a) Hope for this ideally 1.32 (0.52) 1.48 (0.59) 0.640 0.558 0.672 0.570

(b) Expect this in reality 1.59 (0.81) 2.10 (1.10) 0.631 0.556 0.621 0.559

(c) It was (post) 1.42 (0.72) 1.96 (0.90) 0.717 0.398 0.796 0.542

3. Clean inside

(a) Hope for this ideally 1.26 (0.53) 1.37 (0.60) 0.433 0.410 0.781 0.661

(b) Expect this in reality 1.52 (0.74) 1.85 (0.94) 0.468 0.382 0.716 0.671

(c) It was (post) 1.40 (0.62) 1.59 (0.75) 0.704 0.459 0.796 0.513

4. Enough space in waiting room

(a) Hope for this ideally 1.31 (0.56) 1.48 (0.70) 0.568 0.345 0.712 0.715

(b) Expect this in reality 1.64 (0.81) 2.30 (1.11) 0.540 0.405 0.677 0.664

(c) There was (post) 1.40 (0.62) 1.99 (1.08) 0.712 0.354 0.798 0.592
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Expectation item

GP, mean 
(SD) within 
subscale 

Hospital, mean 
(SD) within 
subscale

GP, corrected 
item–total 
correlation 
within 
subscale 

Hospital, 
corrected 
item–total 
correlation 
within 
subscale

GP, Cronbach’s 
alpha if item 
deleted within 
subscale

Hospital, 
Cronbach’s 
alpha if item 
deleted within 
subscale

Process of health care (items 5–7, 10)

Ideal: 5.49 
(1.88)

Realistic: 8.67 
(3.10)

Post visit: 7.74 
(3.23)

Ideal: 5.53 
(1.96)

Realistic: 9.05 
(2.88)

Post visit: 7.92 
(2.69)

Ideal: α 0.709

Realistic: 
α 0.731

Post visit: 
α 0.729

Ideal: α 0.686

Realistic: 
α 0.601

Post-visit: 
α 0.642

5. Clear information about where to go

(a) Hope for this ideally 1.31 (0.56) 1.35 (0.62) 0.400 0.458 0.699 0.629

(b) Expect this in reality 1.65 (0.79) 1.98 (1.04) 0.418 0.329 0.727 0.568

(c) There was (post) 1.64 (0.88) 1.63 (0.73) 0.563 0.455 0.657 0.570

6. Given an appointment for a convenient date/time

(a) Hope for this ideally 1.40 (0.72) 1.40 (0.75) 0.518 0.544 0.634 0.569

(b) Expect this in reality 2.37 (1.11) 2.22 (1.02) 0.612 0.431 0.614 0.494

(c) I was (post) 1.82 (1.08) 1.79 (0.88) 0.644 0.458 0.593 0.552

7. Seen on time

(a) Hope for this ideally 1.47 (0.71) 1.36 (0.66) 0.536 0.473 0.621 0.618

(b) Expect this in reality 2.64 (1.18) 2.82 (1.16) 0.544 0.411 0.661 0.507

(c) I was (post) 2.43 (1.34) 2.64 (1.30) 0.370 0.368 0.788 0.666

10. Reception staff helpful

(a) Hope for this ideally 1.32 (0.56) 1.43 (0.70) 0.550 0.408 0.621 0.661

(b) Expect this in reality 2.02 (1.05) 2.02 (1.05) 0.536 0.358 0.663 0.547

(c) They were (post) 1.85 (1.00) 1.85 (0.86) 0.580 0.502 0.637 0.526

Doctor–patient communication style (items 11–15)

Ideal: 6.36 
(2.14)

Realistic: 8.48 
(3.37)

Post visit: 7.71 
(3.49)

Ideal: 6.75 
(2.03)

Realistic: 9.07 
(3.16)

Post visit: 9.43 
(3.29)

Ideal: α 0.878

Realistic: 
α 0.845

Post visit: 
α 0.922

Ideal: α 0.717

Realistic: 
α 0.770

Post visit: 
α 0.802

11. Doctor helpful

(a) Hope for this ideally 1.21 (0.46) 1.27 (0.47) 0.726 0.494 0.851 0.669

(b) Expect this in reality 1.59 (0.77) 1.72 (0.80) 0.692 0.654 0.805 0.696

(c) Doctor was (post) 1.51 (0.81) 1.82 (0.89) 0.850 0.657 0.894 0.742

12. Doctor respectful/treats me with dignity

(a) Hope for this ideally 1.25 (0.50) 1.38 (0.58) 0.790 0.516 0.834 0.653

(b) Expect this in reality 1.47 (0.71) 1.83 (0.87) 0.700 0.529 0.807 0.732

(c) Doctor was (post) 1.45 (0.74) 1.94 (0.95) 0.864 0.625 0.893 0.752

continued

TABLE 24 Reliability within subscales: GP and hospital patients (continued)
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Expectation item

GP, mean 
(SD) within 
subscale 

Hospital, mean 
(SD) within 
subscale

GP, corrected 
item–total 
correlation 
within 
subscale 

Hospital, 
corrected 
item–total 
correlation 
within 
subscale

GP, Cronbach’s 
alpha if item 
deleted within 
subscale

Hospital, 
Cronbach’s 
alpha if item 
deleted within 
subscale

13. Doctor knowledgeable about/understand my health condition/problem

(a) Hope for this ideally 1.26 (0.54) 1.32 (0.59) 0.702 0.599 0.854 0.618

(b) Expect this in reality 1.76 (0.94) 1.83 (0.89) 0.678 0.648 0.808 0.690

(c) Doctor was (post) 1.59 (0.82) 1.86 (0.81) 0.774 0.653 0.910 0.746

14. Doctor clear and easy to understand

(a) Hope for this ideally 1.30 (0.51) 1.32 (0.53) 0.710 0.451 0.852 0.679

(b) Expect this in reality 1.70 (0.82) 1.82 (0.90) 0.590 0.506 0.831 0.741

(c) Doctor was (post) 1.46 (0.71) 1.70 (0.77) 0.850 0.577 0.897 0.769

15. Doctor involves me in decisions about my treatment

(a) Hope for this ideally 1.34 (0.59) 1.47 (0.76) 0.646 0.382 0.871 0.728

(b) Expect this in reality 1.95 (1.01) 1.86 (0.91) 0.655 0.401 0.818 0.777

(c) Doctor did (post) 1.70 (0.91) 2.11 (0.97) 0.694 0.451 0.930 0.811

Consultation and treatment procedures (items 16–20)

Ideal: 9.50 
(4.04)

Realistic: 10.85 
(4.13)

Post visit: N/A

Ideal: 10.13 
(3.77)

Realistic: 11.60 
(3.95)

Post visit: N/A

Ideal: α 0.765

Realistic: 
α 0.756

Post visit: N/A

Ideal: α 0.732

Realistic: 
α 0.768

Post visit: N/A

16. Physical examination

(a) Hope for this ideally 1.89 (1.13) 1.95 (1.12) 0.560 0.481 0.714 0.691

(b) Expect this in reality 2.32 (1.21) 2.28 (1.09) 0.524 0.559 0.712 0.719

(c) I was given (post) – – – – – –

17. Tests/investigations

(a) Hope for this ideally 1.82 (1.10) 1.70 (0.91) 0.554 0.570 0.716 0.664

(b) Expect this in reality 2.08 (1.13) 2.19 (1.08) 0.549 0.533 0.703 0.728

(c) I was given (post) – – – – – –

18. Given diagnosis or have a previous diagnosis confirmed

(a) Hope for this ideally 1.68 (1.01) 1.69 (0.90) 0.580 0.521 0.710 0.681

(b) Expect this in reality 2.05 (1.17) 2.00 (1.04) 0.496 0.581 0.722 0.712

(c) I was given (post) – – – – – –

19. A new, changed or repeat prescription

(a) Hope for this ideally 2.00(1.19) 2.32(1.20) 0.456 0.509 0.751 0.680

(b) Expect this in reality 2.13 (1.17) 2.44 (1.16) 0.462 0.539 0.734 0.726

(c) I was given (post) – – – – – –

20. A referral to another doctor/specialist/therapist

(a) Hope for this ideally 2.10 (1.20) 2.47 (1.25) 0.535 0.431 0.723 0.716

(b) Expect this in reality 2.28 (1.19) 2.70 (1.12) 0.587 0.484 0.690 0.745

(c) I was given (post) – – – – – –

Total procedures 
performed at post-visit 
(range 0–5)

2.52 (1.25) 2.44 (1.21)

TABLE 24 Reliability within subscales: GP and hospital patients (continued)
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TABLE 24 Reliability within subscales: GP and hospital patients (continued)

Expectation item

GP, mean 
(SD) within 
subscale 

Hospital, mean 
(SD) within 
subscale

GP, corrected 
item–total 
correlation 
within 
subscale 

Hospital, 
corrected 
item–total 
correlation 
within 
subscale

GP, Cronbach’s 
alpha if item 
deleted within 
subscale

Hospital, 
Cronbach’s 
alpha if item 
deleted within 
subscale

Doctor–patient approach to information (items 21–26)

Ideal: 9.75 
(3.83)

Realistic: 12.36 
(4.51)

Post visit: 13.37 
(5.46)

Ideal: 9.87 
(3.31)

Realistic: 12.48 
(4.40)

Post visit: 13.72 
(4.33)

Ideal: α 0.792

Realistic: 
α 0.807

Post visit: 
α 0.879

Ideal: α 0.727

Realistic: 
α 0.787

Post visit: 
α 0.810

21. Reassurance about my condition

(a) Hope for this ideally 1.47 (0.74) 1.47 (0.73) 0.480 0.441 0.775 0.697

(b) Expect this in reality 1.98 (1.00) 2.12 (0.99) 0.551 0.519 0.781 0.759

(c) I was given (post) 2.05 (1.07) 2.06 (1.02) 0.777 0.475 0.844 0.801

22. Advice about my health/condition

(a) Hope for this ideally 1.45 (0.73) 1.39 (0.57) 0.651 0.480 0.743 0.695

(b) Expect this in reality 1.73 (0.88) 1.71 (0.84) 0.620 0.550 0.769 0.756

(c) I was given (post) 2.07 (1.10) 1.99 (0.97) 0.751 0.680 0.847 0.756

23. What caused my condition/problem

(a) Hope for this ideally 1.64 (1.01) 1.61 (0.93) 0.576 0.590 0.753 0.647

(b) Expect this in reality 2.17 (1.18) 2.04 (1.14) 0.614 0.593 0.766 0.741

(c) I was given (post) 2.24 (1.18) 2.37 (0.98) 0.671 0.577 0.86 0.778

24. How to manage the condition/symptoms/pain

(a) Hope for this ideally 1.49 (0.80) 1.56 (0.80) 0.701 0.619 0.728 0.645

(b) Expect this in reality 1.87 (0.93) 1.97 (1.08) 0.654 0.641 0.760 0.728

(c) I was given (post) 2.04 (1.07) 2.28 (0.94) 0.767 0.615 0.846 0.771

25. The benefits/side effects or complications/risks of treatment

(a) Hope for this ideally 1.54 (0.88) 1.50 (0.80) 0.606 0.478 0.746 0.685

(b) Expect this in reality 1.94 (1.04) 1.97 (1.08) 0.602 0.511 0.769 0.761

(c) I was given (post) 2.31 (1.17) 2.19 (0.97) 0.661 0.654 0.862 0.762

26. Given the opportunity to discuss problems in my life

(a) Hope for this ideally 2.16 (1.22) 2.29 (1.15) 0.394 0.302 0.817 0.765

(b) Expect this in reality 2.67 (1.26) 2.68 (1.17) 0.427 0.440 0.817 0.781

(c) I was given (post) 2.66 (1.30) 2.84 (1.16) 0.532 0.454 0.888 0.811

Treatment outcomes (items 27–29)

Ideal: 4.49 
(1.78)

Realistic: 5.98 
(2.38)

Post visit: 5.90 
(2.33)

Ideal: 4.27 
(1.54)

Realistic: 6.04 
(5.25)

Post visit: 6.49 
(2.51)

Ideal: α 0.760

Realistic: 
α 0.823

Post visit: 
α 0.834

Ideal: α 0.708

Realistic: 
α 0.742

Post visit: 
α 0.841

continued
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Expectation item

GP, mean 
(SD) within 
subscale 

Hospital, mean 
(SD) within 
subscale

GP, corrected 
item–total 
correlation 
within 
subscale 

Hospital, 
corrected 
item–total 
correlation 
within 
subscale

GP, Cronbach’s 
alpha if item 
deleted within 
subscale

Hospital, 
Cronbach’s 
alpha if item 
deleted within 
subscale

27. Improved quality of life

(a) Hope for this ideally 1.54 (0.77) 1.44 (0.65) 0.694 0.567 0.550 0.566

(b) Expect this in reality 2.04 (0.96) 1.89 (0.96) 0.742 0.458 0.688 0.782

(c) I expect (post) 1.96 (0.89) 2.19 (0.99) 0.722 0.622 0.741 0.861

28. A reduction in my symptoms/problems

(a) Hope for this ideally 1.44 (0.68) 1.39 (0.68) 0.575 0.459 0.696 0.707

(b) Expect this in reality 2.00 (0.93) 2.09 (0.93) 0.683 0.615 0.750 0.599

(c) I expect (post) 1.95 (0.91) 2.13 (0.96) 0.692 0.730 0.772 0.754

29. Increased chances of improvements to my health/staying healthy

(a) Hope for this ideally 1.52 (0.71) 1.44 (0.60) 0.514 0.562 0.762 0.581

(b) Expect this in reality 1.94 (0.89) 2.06 (0.93) 0.613 0.637 0.817 0.573

(c) I expect (post) 1.99 (0.90) 2.18 (0.92) 0.668 0.771 0.795 0.717

N/A, not applicable.
Items 8 and 9 excluded from scales because they did not apply to all patients.

TABLE 25A Reliability: interitem correlation matrix for subscales: ideal expectations items 1a–4a, structure of 
health care

Expectation item
1a. Easy to find where to 
go when there

2a. Easy to get around 
inside building 3a. Clean inside

4a. Enough space in 
waiting room

1a. Easy to find where to go when there

GP – 0.726 0.328 0.461

Hospital 0.701 0.366 0.282

Total 0.727 0.357 0.364

2a. Easy to get around inside building

GP 0.726 – 0.322 0.470

Hospital 0.701 0.303 0.256

Total 0.727 0.315 0.330

3a. Clean inside

GP 0.328 0.322 – 0.428

Hospital 0.366 0.303 0.288

Total 0.357 0.315 0.352

4a. Enough space in waiting room

GP 0.461 0.470 0.428 –

Hospital 0.282 0.256 0.288

Total 0.364 0.330 0.352

TABLE 24 Reliability within subscales: GP and hospital patients (continued)
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TABLE 25B Reliability: interitem correlation matrix for subscales: realistic expectations items 1b–4b, structure of 
health care

Expectation 
item

1b. Easy to find where to 
go when there

2b. Easy to get around 
inside building 3b. Clean inside

4b. Enough space in 
waiting room

1b. Easy to find where to go when there

GP – 0.543 0.273 0.354

Hospital 0.562 0.258 0.359

Total 0.572 0.289 0.389

2b. Easy to get around inside building

GP 0.543 – 0.411 0.475

Hospital 0.562 0.357 0.310

Total 0.572 0.401 0.407

3b. Clean inside

GP 0.273 0.411 – 0.427

Hospital 0.258 0.357 0.272

Total 0.289 0.401 0.364

4b. Enough space in waiting room

GP 0.354 0.475 0.427 –

Hospital 0.359 0.310 0.272

Total 0.389 0.407 0.364

TABLE 25C Reliability: interitem correlation matrix for subscales: post-visit experiences (expectations met) items 1c–4c, 
structure of health care

Expectation 
item

1c. Easy to find where to 
go when there

2c. Easy to get around 
inside building 3c. Clean inside

4c. Enough space in 
waiting room

1c. Easy to find where to go when there

GP – 0.619 0.500 0.514

Hospital 0.383 0.283 0.224

Total 0.484 0.353 0.364

2c. Easy to get around inside building

GP 0.619 – 0.595 0.602

Hospital 0.383 0.310 0.203

Total 0.484 0.416 0.398

3c. Clean inside

GP 0.500 0.595 – 0.709

Hospital 0.283 0.310 0.381

Total 0.353 0.416 0.489

4c. Enough space in waiting room

GP 0.514 0.602 0.709 –

Hospital 0.224 0.203 0.381

Total sample 0.364 0.398 0.489
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TABLE 25D Reliability: interitem correlation matrix for subscales: ideal expectations items 5a–7a and 10a, process of 
health care

Expectation item
5a. Clear information 
about where to go

6a. Given an appointment 
for a convenient date/
time 7a. Seen on time

10a. Reception staff 
helpful

5a. Clear information on where to go

GP – 0.311 0.319 0.327

Hospital 0.387 0.326 0.325

Total 0.342 0.278 0.309

6a. Given an appointment for a convenient date/time

GP 0.311 – 0.431 0.439

Hospital 0.387 0.465 0.347

Total 0.342 0.445 0.376

7a. Seen on time

GP 0.319 0.431 – 0.467

Hospital 0.326 0.465 0.271

Total 0.298 0.445 0.333

10a. Reception staff helpful

GP 0.327 0.439 0.467 –

Hospital 0.325 0.347 0.271

Total 0.309 0.376 0.333

TABLE 25E Reliability: interitem correlation matrix for subscales: realistic expectations items 5b–7b and 10b, process 
of health care

Expectation item
5b. Clear information 
about where to go

6b. Given an appointment 
for a convenient date/
time 7b. Seen on time

10b. Reception staff 
helpful

5b. Clear information about where to go

GP – 0.323 0.294 0.398

Hospital 0.220 0.234 0.271

Total 0.251 0.262 0.316

6b. Given convenient appointment

GP 0.323 – 0.555 0.473

Hospital 0.220 0.407 0.275

Total 0.251 0.471 0.373

7b. Seen on time

GP 0.294 0.555 – 0.384

Hospital 0.234 0.407 0.237

Total 0.262 0.471 0.300

10b. Reception staff helpful

GP 0.398 0.473 0.384 –

Hospital 0.271 0.275 0.237

Total 0.316 0.373 0.300
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TABLE 25F Reliability: interitem correlation matrix for subscales: post-visit experiences (expectations met) items 5c–7c 
and10c, process of health care

Expectation item
5c. Clear information 
about where to go

6c. Given convenient 
appointment 7c. Seen on time

10c. Reception staff 
helpful

5c. Clear information about where to go

GP – 0.552 0.257 0.554

Hospital 0.415 0.219 0.448

Total 0.481 0.225 0.493

6c. Given convenient appointment

GP 0.552 – 0.382 0.568

Hospital 0.415 0.294 0.359

Total 0.481 0.320 0.473

7c. Seen on time

GP 0.257 0.382 – 0.282

Hospital 0.219 0.294 0.336

Total 0.225 0.320 0.277

10c. Reception staff helpful

GP 0.554 0.568 0.282 –

Hospital 0.448 0.359 0.336

Total 0.493 0.473 0.277



140 Psychometric properties by patient type and exploratory factor analysis

TABLE 25G Reliability: interitem correlation matrix for subscales: ideal expectations items 11a–15a, doctor–patient 
communication style

Expectation item 11a. Doctor helpful

12a. Doctor 
respectful and 
treats me with 
dignity

13a. Doctor 
knowledgeable 
about/understands 
my health condition/
problem

14a. Doctor clear 
and easy to 
understand

15a. Doctor involves 
me in decisions 
about my treatment

11a. Doctor helpful

GP – 0.756 0.599 0.616 0.471

Hospital 0.426 0.484 0.280 0.246

Total 0.569 0.539 0.433 0.334

12a. Doctor respectful and treats me with dignity

GP 0.756 – 0.660 0.654 0.549

Hospital 0.426 0.532 0.278 0.263

Total 0.569 0.589 0.444 0.379

13a. Doctor knowledgeable about/understands my health condition/problem

GP 0.599 0.660 – 0.522 0.575

Hospital 0.484 0.532 0.403 0.293

Total 0.539 0.589 0.451 0.402

14a. Doctor clear and easy to understand

GP 0.616 0.654 0.522 – 0.594

Hospital 0.280 0.278 0.403 0.335

Total 0.433 0.444 0.451 0.431

15a. Doctor involves me in decisions about my treatment

GP 0.471 0.549 0.575 0.594 –

Hospital 0.246 0.263 0.293 0.335

Total 0.334 0.379 0.402 0.431
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TABLE 25H Reliability: interitem correlation matrix for subscales: realistic expectations items 11b–15b, doctor–patient 
communication style

Expectation item 11b. Doctor helpful

12b. Doctor 
respectful and 
treats me with 
dignity

13b. Doctor 
knowledgeable 
about/understands 
my health condition/
problem

14b. Doctor clear 
and easy to 
understand

15b. Doctor involves 
me in decisions 
about my treatment

11b. Doctor helpful

GP – 0.760 0.590 0.418 0.491

Hospital 0.480 0.587 0.481 0.322

Total 0.590 0.588 0.447 0.385

12b. Doctor respectful and treats me with dignity

GP 0.760 – 0.589 0.462 0.461

Hospital 0.480 0.544 0.290 0.278

Total 0.590 0.557 0.361 0.325

13b. Doctor knowledgeable about/understands my health condition/problem

GP 0.590 0.589 – 0.439 0.566

Hospital 0.587 0.544 0.434 0.320

Total 0.588 0.557 0.431 0.438

14b. Doctor clear and easy to understand

GP 0.418 0.462 0.439 – 0.582

Hospital 0.481 0.290 0.434 0.324

Total 0.447 0.361 0.431 0.442

15b. Doctor involves me in decisions about my treatment

GP 0.491 0.461 0.566 0.582 –

Hospital 0.322 0.278 0.320 0.324

Total 0.385 0.325 0.438 0.442
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TABLE 25I Reliability: interitem correlation matrix for subscales: post-visit experiences (expectations met) items 
11c–15c, doctor–patient communication style

Expectation 
item 11c. Doctor helpful

12c. Doctor 
respectful and treats 
me with dignity

13c. Doctor 
knowledgeable 
about/understands 
my health condition/
problem

14c. Doctor clear and 
easy to understand

15c. Doctor involves 
me in decisions 
about my treatment

11c. Doctor helpful

GP – 0.874 0.731 0.779 0.624

Hospital 0.699 0.522 0.442 0.318

Total 0.759 0.634 0.596 0.486

12c. Doctor respectful and treats me with dignity

GP 0.874 – 0.694 0.824 0.649

Hospital 0.699 0.509 0.398 0.306

Total 0.759 0.593 0.577 0.486

13c. Doctor knowledgeable about/understands my health condition/problem

GP 0.731 0.694 – 0.744 0.608

Hospital 0.522 0.508 0.535 0.421

Total 0.634 0.593 0.635 0.514

14c. Doctor clear and easy to understand

GP 0.779 0.824 0.744 – 0.652

Hospital 0.442 0.398 0.535 0.417

Total 0.596 0.577 0.635 0.546

15c. Doctor involves me in decisions about my treatment

GP 0.624 0.649 0.608 0.652 –

Hospital 0.318 0.306 0.421 0.417

Total 0.486 0.486 0.514 0.546
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TABLE 25J Reliability: interitem correlation matrix for subscales: ideal expectations items 16a–20a, procedures

Expectation 
item 

16a. Physical 
examination

17a. Tests/
investigations

18a. Given diagnosis 
or have a previous 
diagnosis confirmed

19a. A new, changed 
or repeat prescription

20a. A referral to 
another doctor/
specialist/therapist

16a. Physical examination

GP – 0.460 0.489 0.324 0.388

Hospital 0.448 0.401 0.345 0.247

Total 0.444 0.447 0.330 0.311

17a. Tests/investigations

GP 0.460 – 0.363 0.333 0.470

Hospital 0.448 0.585 0.335 0.305

Total 0.444 0.452 0.316 0.372

18. Given diagnosis or have a previous diagnosis confirmed

GP 0.489 0.363 – 0.423 0.422

Hospital 0.401 0.585 0.316 0.254

Total 0.447 0.452 0.365 0.332

19a. A new, changed or repeat prescription

GP 0.324 0.333 0.423 – 0.313

Hospital 0.345 0.335 0.316 0.448

Total 0.330 0.316 0.365 0.389

20a. A referral to another doctor/specialist/therapist

GP 0.388 0.470 0.422 0.313 –

Hospital 0.247 0.305 0.254 0.448

Total 0.311 0.372 0.332 0.389
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TABLE 25K Reliability: interitem correlation matrix for subscales: realistic expectations items 16b–20b, procedures

Expectation item
16b. Physical 
examination

17b. Tests/
investigations

18b. Given diagnosis 
or have a previous 
diagnosis confirmed

19b. A new, 
changed or repeat 
prescription

20b. A referral to 
another doctor/
specialist/therapist

16b. Physical examination

GP interview – 0.417 0.386 0.298 0.437

Hospital 0.472 0.487 0.388 0.310

Total 0.422 0.418 0.316 0.347

17b. Tests/investigations

GP 0.417 – 0.314 0.348 0.524

Hospital 0.472 0.487 0.324 0.312

Total 0.422 0.373 0.321 0.403

18b. Given diagnosis or have a previous diagnosis confirmed

GP 0.386 0.314 – 0.383 0.382

Hospital 0.487 0.487 0.394 0.339

Total 0.418 0.373 0.366 0.333

19b. A new, changed or repeat prescription

GP 0.298 0.348 0.383 – 0.352

Hospital 0.388 0.324 0.394 0.488

Total 0.316 0.321 0.366 0.419

20b. A referral to another doctor/specialist/therapist

GP 0.437 0.524 0.382 0.352 –

Hospital 0.310 0.312 0.339 0.448

Total 0.347 0.403 0.333 0.419
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TABLE 25L Reliability: interitem correlation matrix for subscales: ideal expectations items 21a–26a, doctor–patient 
approach to information

Expectation item

21a. 
Reassurance 
about my 
condition

22a. Advice 
about my 
health/condition

23a. What 
caused my 
condition/
problem

24a. How 
to manage 
condition/
symptoms/pain

25a.The 
benefits/side 
effects or 
complications/
risks of 
treatment

26a. Given the 
opportunity 
to discuss 
problems in 
my life

21a. Reassurance about my condition

GP – 0.441 0.390 0.482 0.324 0.211

Hospital 0.398 0.334 0.370 0.244 0.227

Total 0.414 0.359 0.418 0.274 0.214

22a. Advice about my health/condition

GP 0.441 – 0.490 0.603 0.505 0.340

Hospital 0.398 0.404 0.484 0.348 0.098

Total 0.414 0.448 0.539 0.433 0.229

23a. What caused my condition/problem

GP 0.390 0.490 – 0.543 0.427 0.301

Hospital 0.334 0.404 0.550 0.398 0.304

Total sample 0.359 0.448 0.545 0.412 0.290

24a. How to manage the condition/symptoms/pain

GP 0.482 0.603 0.543 – 0.625 0.303

Hospital 0.370 0.484 0.550 0.493 0.223

Total 0.418 0.539 0.545 0.555 0.266

25a. The benefits/side effects/complications/risks of treatment

GP 0.324 0.505 0.427 0.625 – 0.347

Hospital 0.244 0.348 0.398 0.493 0.197

Total 0.274 0.433 0.412 0.555 0.279

26a. Given the opportunity to discuss problems in my life

GP 0.211 0.340 0.301 0.303 0.347 –

Hospital 0.227 0.098 0.304 0.223 0.197

Total 0.214 0.229 0.290 0.266 0.279
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TABLE 25M Reliability: interitem correlation matrix for subscales: realistic expectations items 21b–26b, doctor–patient 
approach to information

Expectation item

21b. 
Reassurance 
about my 
condition

22b. Advice 
about my 
health/condition

23b. What 
caused my 
condition/
problem

24b. How 
to manage 
condition/
symptoms/pain 

25b. The 
benefits/side 
effects or 
complications/
risks of 
treatment

26b. Given the 
opportunity 
to discuss 
problems in 
my life

21b. Reassurance about my condition

GP – 0.451 0.438 0.453 0.407 0.308

Hospital 0.478 0.354 0.432 0.311 0.318

Total 0.455 0.374 0.434 0.347 0.294

22b. Advice about my health/condition

GP 0.451 – 0.471 0.565 0.484 0.317

Hospital 0.478 0.446 0.459 0.349 0.243

Total 0.455 0.448 0.499 0.410 0.266

23b. What caused my condition/problem

GP 0.438 0.471 – 0.533 0.450 0.365

Hospital 0.354 0.446 0.571 0.339 0.383

Total 0.374 0.448 0.541 0.384 0.356

24b. How to manage the condition/symptoms/pain

GP 0.453 0.565 0.533 – 0.557 0.294

Hospital 0.432 0.459 0.571 0.483 0.297

Total 0.434 0.499 0.541 0.503 0.276

25b. The benefits/side effects or complications/risks of treatment

GP 0.407 0.484 0.450 0.557 – 0.335

Hospital 0.311 0.349 0.339 0.483 0.352

Total 0.347 0.410 0.384 0.503 0.326

26b. Given the opportunity to discuss problems in my life

GP 0.308 0.317 0.365 0.294 0.335 –

Hospital 0.318 0.243 0.383 0.297 0.352

Total 0.294 0.266 0.356 0.276 0.326
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TABLE 25N Reliability: interitem correlation matrix for subscales: post-visit experiences (expectations met) items 
21c–26c, doctor–patient approach to information

Expectation item

21c. 
Reassurance 
about my 
condition

22c. Advice 
about my 
health/condition

23c. What 
caused my 
condition/
problem

24c. How to 
manage the 
condition/
symptoms/pain

25c. The 
benefits/side 
effects or 
complications/
risks of 
treatment

26c. Given the 
opportunity 
to discuss 
problems in 
my life

21c. Reassurance about my condition

GP 0.580 0.689 0.528 0.542 – 0.737

Hospital 0.327 0.267 0.330 0.408 0.433

Total 0.455 0.468 0.414 0.464 0.569

22c. Advice about my health/condition

GP 0. 536 0.629 0.578 0.511 0.737 –

Hospital 0.401 0.613 0.636 0.372 0.433

Total 0.450 0.592 0.590 0.429 0.569

23c. What caused my condition/problem

GP – 0.712 0.573 0.337 0.580 0.536

Hospital 0.555 0.491 0.355 0.327 0.401

Total 0.624 0.510 0.324 0.455 0.450

24c. How to manage the condition/symptoms/pain

GP 0.712 – 0.598 0.422 0.689 0.629

Hospital 0.555 0.597 0.241 0.267 0.613

Total 0.624 0.569 0.319 0.468 0.592

25c. The benefits/side effects or complications/risks of treatment

GP 0.573 0.598 – 0.408 0.528 0.578

Hospital 0.491 0.597 0.331 0.330 0.636

Total 0.510 0.569 0.334 0.414 0.590

26c. Given the opportunity to discuss problems in my life

GP 0.337 0.422 0.408 – 0.542 0.511

Hospital 0.355 0.241 0.331 0.408 0.372

Total 0.324 0.319 0.334 0.464 0.429
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TABLE 25O Reliability: interitem correlation matrix for subscales: ideal expectations items 27a–29a, 
treatment outcomes

Expectation item 27a. Improved quality of life
28a. A reduction in my symptoms/
problems

29a. Increased chances of 
improvements to my health/
staying healthy

27a. Improved quality of life

GP – 0.620 0.535

Hospital 0.409 0.549

Total 0.509 0.544

28a. A reduction in my symptoms/problems

GP 0.620 – 0.380

Hospital 0.409 0.398

Total 0.509 0.378

29a. Increased chances of improvements to my health/staying healthy

GP 0.535 0.380 –

Hospital 0.549 0.398

Total 0.544 0.378

TABLE 25P Reliability: interitem correlation matrix for subscales: realistic expectations items 27b–29b, 
treatment outcomes

Expectation item 27b Improved quality of life
28b A reduction in my symptoms/
problems

29b Increased chances of 
improvements
to my health/staying healthy

27b. Improved quality of life

GP – 0.692 0.602

Hospital 0.402 0.428

Total 0.541 0.506

28b. A reduction in my symptoms/problems

GP 0.692 – 0.525

Hospital 0.402 0.642

Total 0.541 0.586

29b. Increased chances of improvements to my health/staying healthy

GP 0.602 0.525 –

Hospital 0.428 0.642

Total 0.506 0.586
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TABLE 25Q Reliability: interitem correlation matrix for subscales: post-visit experiences (expectations met) items 
27c–29c, treatment outcomes

Expectation item 27c. Improved quality of life
28c. A reduction in my symptoms/
problems

29c. Increased chances of 
improvements
to my health/staying healthy

27c. Improved quality of life

GP – 0.659 0.628

Hospital 0.559 0.607

Total 0.575 0.595

28c. A reduction in my symptoms/problems

GP 0.659 – 0.589

Hospital 0.559 0.757

Total 0.575 0.659

29c. Increased chances of improvements to my health/staying healthy

GP 0.628 0.589 –

Hospital 0.607 0.757

Total 0.595 0.659

Intersubscale reliability

Table 26 shows the intersubscale reliability correlations by site. This shows that all achieved a 
value of at least 0.200 except for the ideal–met expectations correlation for hospital patients only, 
which fell slightly short of this criterion (0.156). The remaining correlations were all moderate to 
strong. However, the table supports the finding that, as expected, pre-visit realistic expectations 
correlated significantly more highly than ideal expectations with post-visit experiences, 
supporting validity.

The means that for the total sample for the summed ideal, realistic and post-visit expectations 
were 41.570 (SD 10.633), 55.185 (SD 14.828) and 45.970 (SD 12.415) respectively. This confirms 
most of the item mean findings that post-visit met expectation means were higher than pre-visit 
ideal expectation means but lower than pre-visit realistic expectation means, indicating that not 
all patients’ ideal expectations were met during the visit, although their realistic expectations 
were on average exceeded.
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Summed subscale domain reliability

The reliability scores for the pre-visit ideal, realistic and post-visit met expectations subscales 
were summed within their domains. Table 27 shows the means (SDs) for these by site. Although 
many of the subscale domain means were similar between GP and hospital patients, hospital 
patients had very slightly higher mean scores than GP patients for their ideal treatment 
procedures (i.e. procedures carried out during the consultation), suggesting that their 
expectations were slightly lower. They also had slightly higher mean scores (lower expectations) 
for most of the realistic expectations, particularly for the structure of health care. The post-visit 
mean scores were notably higher for hospital than for GP patients for the structure of health 
care and for doctor–patient communication style. These mean differences are consistent with the 
differences in distributions between these groups, particularly for ideal, realistic and post-visit 
structure of health care and doctor–patient communication style, reported in earlier chapters.

Table 28 shows the reliability intercorrelations between the pre-visit ideal and realistic domains. 
Most correlations were > 0.3, with the most notable exceptions being the weaker correlations 
between ideal and realistic treatment processes (procedures performed) and the structure of 
health care and the process of health care.

Table 29 shows the reliability intercorrelations between the post-visit domains. All except 
treatment process met the acceptability criteria of a minimum of 0.20 for consistency (probably 
reflecting the more clinical assessment – but caution is also needed because of its dichotomous-
ranked coding). None of the comparisons was overcorrelated.

Table 30 shows the intersubscale reliability correlations between the pre-visit ideal and realistic 
domains and the overall post-visit summed subscale for the total sample. As expected, the 
correlations were higher between realistic and post-visit expectations than between ideal and 
post-visit expectations. The strongest correlation was between realistic expectations and post-visit 
experiences for structure of health care.

TABLE 26 Reliability: total scale intercorrelations by sample type 

Expectation type Pre-visit ideal expectations Pre-visit realistic expectations Post-visit expectations met

Pre-visit ideal expectations

GP patient – 0.549 0.240

Hospital patient – 0.539 0.156

Total patient – 0.543 0.206

Pre-visit realistic expectations

GP patient 0.549 – 0.448

Hospital patient 0.539 – 0.335

Total patient 0.543 – 0.397

Post visit expectations met

GP patient 0.240 0.448 –

Hospital patient 0.156 0.335 –

Total patient 0.206 0.397 –

Ideal, realistic and post-visit expectations are all minus items 8 and 9 as these did not apply to all patients.
Post-test total included five procedures dichotomised as ‘yes/no’ (0/1).
No. of complete cases: GP, 268/434; hospital, 312/399; total, 580/833.
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TABLE 27 Subscale reliability scores

Subscales

Pre-visit ideal expectations 
total score, mean (SD)

Pre-visit realistic expectations 
total score, mean (SD)

Post-visit experiences total 
score, mean (SD)

GP Hospital Total GP Hospital Total GP Hospital Total

Structure of health care [items 
1–4 × 5-point response scale 
(lowest = highest expectations/met)]

5.17 
(1.61)

5.76 
(1.80)

5.46 
(1.73)

6.33 
(2.31)

8.27 
(2.97)

7.28 
(2.82)

5.61 
(2.18)

7.32 
(2.47)

6.44 
(2.47)

Process of health care [5–7 
and 10 × 5-point response scale 
(lowest = highest expectations/met)]

5.50 
(1.88)

5.53 
(1.96)

5.51 
(1.92)

8.67 
(3.10)

9.06 
(2.88)

8.86 
(3.00)

7.74 
(3.23)

7.92 
(2.69)

7.83 
(2.98)

Doctor–patient communication 
style [items 11–15 × 5-point 
response scale (lowest = highest 
expectations/met)]

6.36 
(2.14)

6.75 
(2.03)

6.55 
(2.09)

8.48 
(3.37)

9.07 
(3.16)

8.77 
(3.28)

7.71 
(3.49)

9.44 
(3.29)

8.53 
(3.50)

Consultation and treatment 
procedures [items 16–20 × 5-point 
response scale (lowest = highest 
expectations/met); post visit items 
22–26, dichotomised responses: 
‘yes’ 0, ‘no’ 1]

9.50 
(4.04)

10.13 
(3.77)

9.81 
(3.92)

10.86 
(4.13)

11.60 
(3.95)

11.23 
(4.06)

2.53 
(1.25)

2.44 
(1.21)

2.48 
(1.23)

Doctor–patient approach to 
information [items 21–26 (post 
visit items 16–21) × 5-point 
response scale (lowest = highest 
expectations/met)]

9.75 
(3.83)

9.87 
(3.31)

9.81 
(3.58)

12.36 
(4.51)

12.48 
(4.40)

12.42 
(4.45)

13.37 
(5.46)

13.72 
(4.33)

13.54 
(4.93)

Outcome expectations [items 
27–29 × 5-point response scale 
(lowest = highest expectations/met)]

4.49 
(1.78)

4.27 
(1.54)

4.38 
(1.66)

5.98 
(2.38)

6.04 
(2.29)

6.01 
(2.34)

5.90 
(2.33)

6.49 
(2.51

9.19 
(2.44)

SD, standard deviation.
Total n = 735–767.

Exploratory factor analysis

Exploratory factor analysis was used to assess the factor structure of the 27-item subscales 
– ideal expectations, realistic expectations and experiences (met expectations) – to consider 
the underlying attidude dimensions, the need for further item reduction, whether the items 
are correctly grouped into subscales, the number of dimensions represented and whether the 
items in each subscale tap the same construct. The pre-visit ideal and realistic subscales and the 
post-visit experiences (met expectations) subscales of the questionnaire were all examined. The 
exercise presented is exploratory. Box 7 shows the assumptions underlying this technique that 
need to be satisfied.

Sample size
The total sample of over 800 cases meets the criteria for factor analysis.

Correlation matrix
For each subscale, the exploratory analyses showed that the largest proportion of 
intercorrelations was > 0.30, indicating that the use of the procedure is appropriate.288 (The 
exceptions, as anticipated, were generally with the five post-visit dichotomised – rather than 
scaled – ‘procedures performed’ items. Factor analysis is not strictly appropriate for dichotomous 
items, although it is frequently used by statisticians with such items and appears robust.)
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TABLE 28 Pre-visit intersubscale reliability correlations: total sample

Pre-visit 
expectations

Structure of 
health care 
(items 1–4), 
ideal/realistic

Process of health 
care (items 
5–7, 10), ideal/
realistic

Doctor–patient 
communication 
style (items 
11–15), ideal/
realistic

Consultation 
and treatment 
procedures 
(items 16–20), 
ideal/realistic

Doctor–patient 
approach to 
information 
(items 21–26), 
ideal/realistic

Treatment 
outcomes (items 
27–29), ideal/
realistic

Structure of health care (items 1–4)

Ideal –/0.439 0.554/0.234 0.502/0.243 0.115/0.090 0.297/0.233 0.274/0.179

Realistic 0.439/– 0.248/0.534 0.251/0.403 0.264/0.373 0.226/0.381 0.063/0.327

Process of health care (items 5–7, 10)

Ideal 0.554/0.248 –/0.304 0.557/0.284 0.186/0.095 0.377/0.207 0.351/0.145

Realistic 0.234/0.534 0.304/– 0.203/0.490 0.213/0.398 0.202/0.455 0.126/0.384

Doctor–patient communication style (items 11–15)

Ideal 0.502/0.251 0.557/0.203 –/0.480 0.267/0.191 0.419/0.276 0.461/0.250

Realistic 0.243/0.403 0.284/0.490 0.480/– 0.149/0.413 0.218/0.592 0.212/0.450

Consultation and treatment procedures (items 16–20)

Ideal 0.115/0.264 0.186/0.213 0.267/0.149 –/0.761 0.575/0.319 0.339/0.102

Realistic 0.090/0.373 0.095/0.398 0.191/0.413 0.761/– 0.402/0.554 0.224/0.351

Doctor–patient approach to information (items 21–26)

Ideal 0.294/0.226 0.377/0.202 0.419/0.218 0.575/0.402 –/0.606 0.511/0.252

Realistic 0.233/0.381 0.207/0.455 0.276/0.592 0.319/0.554 0.606/– 0.287/0.586

Treatment outcomes (items 27–29)

Ideal 0.274/0.063 0.351/0.126 0.461/0.212 0.339/0.224 0.511/0.287 –/0.411

Realistic 0.179/0.327 0.145/0.384 0.250/0.450 0.102/0.351 0.252/0.586 0.411/–

TABLE 29 Post-visit experiences (met expectations) intersubscale reliability correlations: total samplea

Post-visit experiences (met 
expectations)

Structure of 
health care 
(items 1–4), post 
visit met

Process of health 
care (items 5–7, 
10), post visit 
met

Doctor–patient 
communication 
style (items 
11–15), post visit 
met

Doctor–patient 
approach to 
information 
(items 16–21), 
post visit met

Treatment 
outcomes (items 
27–29), post visit 
met

Structure of health care (items 1–4), 
post visit met

– 0.468 0.521 0.295 0.230

Process of health care (items 5–7, 
10), post visit met

0.468 – 0.603 0.376 0.321

Doctor–patient communication style 
(items 11–15), post visit met

0.521 0.503 – 0.563 0.429

Doctor–patient approach to 
information (items 16–21), post 
visit met

0.295 0.376 0.563 – 0.384

Treatment outcomes (items 27–29), 
post visit met

0.230 0.321 0.429 0.384 –

a Table excludes treatment procedures (items 22–26) as post visit these items were coded as dichotomous ‘yes/no’ items.
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TABLE 30 Intersubscale correlations between the pre-visit domains and the post-visit subscalea

Pre-visit subscale Post-visit experiences subscale

Structure of health care

Ideal 0.232

Realistic 0.453

Process of health care

Ideal 0.182

Realistic 0.340

Doctor–patient communication style

Ideal 0.261

Realistic 0.390

Doctor–patient approach to information

Ideal 0.157

Realistic 0.304

Treatment outcomes

Ideal 0.180

Realistic 0.273

a Table excludes treatment procedures (items 16–21 pre visit, 
items 22–26 post visit) as post visit these items were coded as 
dichotomous ‘yes/no’ items.

Sampling adequacy
For each subscale, the Kaiser–Meyer–Olkin measure of sampling adequacy was > 0.900 (0.904 
ideal, 0.921 realistic, 0.907 experiences – met expectations) (threshold 0.6), and Bartlett’s test 
of sphericity was significant at 0.001, supporting the appropriatness of the use of the technique. 
Components for extraction: eigenvalues (> 1.0).

Pre-visit ideal expectations
The first six of the 27 components of the ideal expectations subscale achieved eigenvalues of > 1.0 
[between 1.010 (6) and 7.674 (1)], and components 7–27 ranged between 0.911 (7) and 0.260 
(27). These six components explained 57.62% of the variance. Component 1 explained most of 
the variance at 28.42%.

For the ideal subscale, there was a slight break between components 2 and 3, and also a clearer 
break between the third and fourth components, indicating that components 1 and 2 captured 
more variance than other components. The data suggest, then, that two components at most 
should be extracted.

The loadings of the subscale items on all six components are shown in Table 31.

All of the items loaded quite strongly on the first component and most were acceptable (well 
above the 0.40 threshold); the remainder were over 0.30.

Just one item loaded under 0.40 on all components (item 26). Given the opportunity to discuss 
problems in my life). This could be considered for revision of wording, rather than removal, given 
its importance to patients based on the results of the pre-pilot and pilot research.
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Pre-visit realistic expectations
The first five of the 27 components of the realistic expectations subscale achieved eigenvalues 
of > 1.0 [between 1.126 (5) and 8.224 (1)] and the remainder ranged between 0.919 and 0.305. 
These five components explained 54.59% of the variance. Component 1 explained most of the 
variance (31.631%).

For the realistic subscale, there was a break between components 2 and 3, and a slight break 
between the fifth and sixth components, indicating that components 1 and 2 again captured more 
variance than other components. The data suggest again, then, that one component – or two 
components at most – should be extracted for this subscale.

The loadings of the subscale items on all five components are shown in Table 32.

All of the items loaded strongly on the first component and the majority were acceptable 
according to standard criteria (well above the 0.40 threshold); the remainder were over 0.30.

Post-visit experiences (met expectations)
The first seven of the 27 components of the experiences (met expectations) subscale achieved 
eigenvalues of > 1.0 [between 1.032 (7) and 8.044 (1)] and components 8–27 ranged between 
0.938 (8) and 0.197 (27). These seven components explained 61.92% of the variance. 
Component 1 explained most of the variance (29.79%).

For this subscale, there was a break between components 2 and 3 and again between 4 and 5, 
indicating that components 1 and 2 capture more variance than other components. The data 
suggest, then, that two components at most should be extracted.

The loadings of the subscale items on all seven components are shown in Table 33. The items 
loaded quite strongly on the first two components, although procedures performed loaded 

At least 10 cases per item are required for factor analysis,287,289 although at least five cases per item has also 
been judged to be acceptable.288 A minimum of 300 cases is required for full factor analysis. As well as sample 
size, the data should meet several assumptions required to justify the use of factor analysis, namely that:

1. The intercorrelation matrix is a measure of association among the variables to be analysed. The correlation 
coefficient is used as a measure of conceptual similarity of the variables. The correlation matrix should reveal 
many coefficients > 0.30

2. The Kaiser–Meyer–Olkin measure of sampling adequacy should exceed 0.60.286,290,291 The test of sphericity 
should be statistically significant at p = 0.001 to support the factorability of the correlation matrix (suggesting 
factor analysis is appropriate)

3. Using Kaiser’s criterion, the components for extraction should have an eigenvalue of ≥ 1.0 to support the 
construct validity of the scale. As too many components are usually extracted using Kaiser’s criterion, it is 
also necessary to examine the scree plot of the data. Components above the point of change in the pattern 
of the plot (‘elbow’) are retained in theory, although judgement is permitted depending on the aims of 
the research

It should be noted that, in the social sciences, it is uncommon for variables to meet these assumptions. 
Moreover, lower order, ordinal and dichotomous variables, rather than more powerful interval and ratio data, are 
frequently submitted to a factor analysis in social science research. Unless the distributions of the variables are 
strongly non-normal, factor analysis seems to be robust to minor violations of these assumptions

BOX 7 Assumptions underlying use of factor analysis
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TABLE 31 Component matrix: ideal subscale components 1–6

Ideal expectations items

Component

1 2 3 4 5 6

Structure of health care

1. Easy to find where to go when there 0.461 –0.418 0.574

2. Easy to get around inside building 0.448 –0.422 0.546

3. Clean inside 0.569 –0.373

4. Enough space in waiting room 0.445 –0.349 0.320

Process of health care

5. Clear information about where to go 0.514 –0.422

6. Given an appointment for a convenient date/time 0.580 –0.471

7. Seen on time 0.436 –0.372 0.590

10. Reception staff helpful 0.567 –0.303

Doctor–patient communication style

11. Doctor helpful 0.560 –0.303

12. Doctor respectful/treats me with dignity 0.629 –0.302 –0.301

13. Doctor knowledgeable about/understands my health condition/problem 0.657 –0.388

14. Doctor clear and easy to understand 0.612

15. Doctor involves me in decisions about my treatment 0.592

Consultation and treatment procedures

16. Physical examination 0.376 0.494

17. Tests/investigations 0.433 0.445 0.306

18. Given diagnosis or have a previous diagnosis confirmed 0.529 0.463

19. A new, changed or repeat prescription 0.377 0.459

20. A referral to another doctor/specialist/therapist 0.396 0.421 0.325

Doctor–patient approach to information

21. Reassurance about my condition 0.537

22. Advice about my health/condition 0.635

23. What caused my condition/problem 0.543 0.476

24. How to manage the condition/symptoms/pain 0.648 –0.316

25. The benefits/side effects or complications/risks of treatment 0.617

26. Given the opportunity to discuss problems in my life 0.382 0.318

Treatment outcomes

27. Improved quality of life 0.595 –0.495

28. A reduction in my symptoms/problems 0.507 –0.430

29. Increased chances of improvements to my health/staying healthy 0.557 –0.425

across components, as expected, reflecting their factual rather than attitudinal structure and 
dichotomised response categories. Most were acceptable (well above the 0.40 threshold), with 
the remainder being > 0.30. Just one item loaded under 0.40 on all components (item 18). Given 
diagnosis or have a previous diagnosis confirmed). This could be considered for revision of 
wording, rather than removal, given its importance to patients based on the results of the pre-
pilot and pilot research.
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TABLE 32 Component matrix: realistic subscale components 1–5

Realistic expectations items

Component

1 2 3 4 5

Structure of health care

1. Easy to find where to go when there 0.449 0.528

2. Easy to get around inside building 0.495 0.573

3. Clean inside 0.519 0.364

4. Enough space in waiting room 0.511 0.462

Process of health care

5. Clear information about where to go 0.473 0.475

6. Given an appointment for a convenient date/time 0.528 0.542

7. Seen on time 0.522 0.555

10. Reception staff helpful 0.546

Doctor–patient communication style

11. Doctor helpful 0.656

12. Doctor respectful and treats me with dignity 0.616 –0.307 –0.344

13. Doctor knowledgeable about/understands my health condition/
problem

0.647 –0.358

14. Doctor clear and easy to understand 0.569 –0.367

15. Doctor involves me in decisions about my treatment 0.510 –0.449

Consultation and treatment procedures

16. Physical examination 0.521 0.449

17. Tests/investigations 0.526 0.467

18. Given diagnosis or have a previous diagnosis confirmed 0.571 0.386

19. A new, changed or repeat prescription 0.508 0.464

20. A referral to another doctor/specialist/therapist 0.521 0.479

Doctor–patient approach to information

21. Reassurance about my condition 0.661

22. Advice about my health/condition 0.640 –0.320

23. What caused my condition/problem 0.618 –0.357

24. How to manage the condition/symptoms/pain 0.663

25. The benefits/side effects or complications/risks of treatment 0.603

26. Given the opportunity to discuss problems in my life 0.527 0.356

Treatment outcomes

27. Improved quality of life 0.556 0.335

28. A reduction in my symptoms/problems 0.599 0.487

29. Increased chances of improvements to my health/staying healthy 0.600 –0.306 0.412
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TABLE 33 Component matrix: experiences (met expectations) subscale components 1–7

Met expectations items

Component

1 2 3 4 5 6 7

Structure of health care

1. Easy to find where to go when there 0.504 –0.457

2. Easy to get around inside building 0.549 –0.417 0.310

3. Clean inside 0.540 –0.436

4. Enough space in waiting room 0.448 –0.387 0.338

Process of health care

5. Clear information about where to go 0.606 –0.333

6. Given an appointment for a convenient date/time 0.575 0.330 –0.315

7. Seen on time 0.390 0.427

10. Reception staff helpful 0.565

Doctor–patient communication style

11. Doctor helpful 0.736 –0.364

12. Doctor respectful and treats me with dignity 0.704 –0.444

13. Doctor knowledgeable about/understands my health condition/
problem

0.755

14. Doctor clear and easy to understand 0.733

15. Doctor involves me in decisions about my treatment 0.688

Consultation and treatment procedures 

16. Physical examination 0.581

17. Tests/investigations 0.539 0.547

18. Given diagnosis or have a previous diagnosis confirmed 0.314 0.371 0.328

19. A new, changed or repeat prescription 0.622

20. A referral to another doctor/specialist/therapist 0.372 0.584

Doctor–patient approach to information

21. Reassurance about my condition 0.652

22. Advice about my health/condition 0.633 0.406 –0.340

23. What caused my condition/problem 0.618 0.340

24. How to manage the condition/symptoms/pain 0.712 0.304

25. The benefits/side effects or complications/risks of treatment 0.555 0.423 –0.343

26. Given the opportunity to discuss problems in my life 0.499

Treatment outcomes

27. Improved quality of life 0.500 0.556

28. A reduction in my symptoms/problems 0.468 0.308 0.621

29. Increased chances of improvements to my health/staying healthy 0.570 0.564
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Summary

The item means within subscales were again generally similar between samples. The item–total 
correlations all well exceeded the acceptability threshold. Cronbach’s alpha was not improved, 
or more than slightly improved (e.g. item 27 pre-visit realistic expectations), by item removal. 
None of the item–item correlations approached or exceeded the 0.75 threshold for item 
redundancy. Cronbach’s alphas (internal consistency) were not improved overall by item 
removal. In sum, the reliability of the expectations measures for GP and hospital patients met 
criteria of acceptability. Chapters 7 and 8, which present the survey results, provide further data 
supporting the validity of the measures (as will be discussed). As confirmed in earlier analyses, 
the intercorrelations were higher between realistic and post-visit expectations than between ideal 
and post-visit expectations.
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Chapter 7 

Survey results: pre- and 
post-visit expectations

Research questions

 ■ What are the most common types of met and unmet expectations expressed by patients, and 
do these vary by health-care setting?

 ■ How do expectations for different health-care settings compare?
 ■ What is the relationship between pre-visit expectation type and post-visit met expectations 

and patient satisfaction?
 ■ Are expectations influenced by respondents’ characteristics, behaviours and circumstances?

Patients’ expectations for health care by sample site

Having established the good psychometric properties of the survey instrument, this chapter 
details the results from the survey in terms of the types of expectations generally held. It begins 
by looking at the impact of site on expectations (comparing different health-care settings) 
and then looks at differences due to characteristics such as age and sex as well as patients’ 
other circumstances.

Tables 34A–F show the distributions of expectation items by site (GP or hospital patient sample, 
the tables showing responses to questions related to the different expectation types). There 
were many similarities between sites, although some differences also emerged. There were no 
frequencies > 80% indicating no item redundancy (as noted briefly in Chapter 5). Most ‘strongly 
disagree’ to ‘disagree’ responses attracted very small numbers; this reflects the desirability of items 
and the positive direction of question wording (e.g. it is unlikely that anyone would disagree 
about ideally expecting the doctor to be respectful). The pilot study had indicated that some 
respondents became confused by double-negative meanings if wording was reversed, or sceptical 
about the logic of the questionnaire; hence, positive wording was retained throughout.

Tables 34A–F also show that item response varied from 726 to 808 out of the 833 pairs of pre- and 
post-visit questionnaires. As stated in Chapters 4 and 5, most item non-response occurred in 
the post-visit questionnaires completed in clinics/surgeries, as patients rushed to complete and 
return them to the fieldworker.

The GP patients had higher ideal and realistic expectations than hospital patients about it being 
easy to get around inside the building (item 2) and that there would be enough space in the 
waiting room (item 4).

GP patients also had higher realistic expectations about the site of the consultation being easy 
to find (item 1), it being clean inside (item 3) and the doctor treating them with respect and 
dignity (item 12) and higher ideal expectations about having a choice of doctors to consult when 
more than one was on site (not included in scaling because it did not apply to all patients). These 
differences would be expected as GP patients would be more familiar with their consultation site 
(local GP surgery).
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GP patients were also more likely than hospital patients to have their expectations met about the 
site being easy to find (item 1), finding the doctor helpful (item 11), the doctor treating them 
with respect and dignity (item 12), the doctor being knowledgeable/understanding about their 
condition (item 13), the doctor being clear and easy to understand (item 14), the doctor involving 
them in decisions about their treatment (item 15) and being given full, clear information about 
how to manage their condition (item 24/17).

TABLE 34A Expectation items by GP, hospital and total patient respondents: structure of health care items

Expectation item

GP patients, % (n) Hospital patients, % (n) Total, % (n)

Pre-visit 
ideally

Pre-visit
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit
reality

Post-visit 
met

1. Easy to find where to go when there

Strongly agree 73 (289) 53 (214) 70 (278) 60 (228) 34 (132) 42 (153) 66 (517) 44 (346) 56 (431)

Agree 26 (103) 40 (161) 25 (98) 37 (143) 44 (168) 47 (171) 32 (246) 42 (329) 35 (269)

Neither 1 (5) 5 (21) 3 (12) 2 (6) 12 (45) 5 (17) 1 (11) 8 (66) 4 (29)

Disagree 0 2 (8) 2 (7) 1 (5) 9 (33) 5 (20) 1 (5) 5 (41) 4 (27)

Strongly disagree 0 0 (2) 1 (2) 0 2 (7) 1 (5) 0 1 (9) 1 (7)

Total n 397 406 397 382 385 366 779 791 763

2. Easy to get around inside building

Strongly agree 71 (283) 55 (222) 68 (266) 56 (213) 36 (141) 32 (117) 64 (496) 46 (363) 51 (383)

Agree 27 (107) 34 (136) 25 (96) 40 (151) 37 (142) 50 (181) 33 (258) 35 (278) 37 (277)

Neither 2 (8) 6 (24) 4 (17) 3 (10) 13 (50) 9 (33) 2 (18) 9 (74) 7 (50)

Disagree 0 (2) 5 (20) 2 (8) 1 (3) 12 (47) 8 (29) 1 (5) 8 (67) 5 (37)

Strongly disagree 0 0 1 (2) 0 2 (9) 1 (3) 0 1 (9) 1 (5)

Total n 400 402 389 377 389 363 777 791 752

3. Clean inside

Strongly agree 77 (305) 60 (245) 65 (258) 68 (258) 45 (173) 54 (199) 73 (563) 53 (418) 60 (457)

Agree 21 (82) 31 (126) 32 (126) 28 (104) 35 (136) 35 (129) 24 (186) 33 (262) 33 (255)

Neither 1 (5) 5 (22) 3 (11) 3 (10) 13 (50) 8 (31) 2 (15) 9 (72) 5 (42)

Disagree 1 (2) 3 (12) 0 (3) 1 (5) 6 (25) 1 (5) 1 (7) 5 (37) 1 (8)

Strongly disagree 0 (1) 0 0 0 1 (3) 1 (2) 0 (1) 0 (3) 0 (2)

Total n 395 405 398 377 387 366 772 792 764

4. Enough space in waiting room

Strongly agree 71 (282) 52 (211) 66 (256) 61 (230) 28 (108) 40 (145) 66 (512) 41 (319) 53 (401)

Agree 27 (107) 35 (139) 29 (113) 32 (121) 35 (135) 37 (134) 29 (228) 35 (274) 33 (247)

Neither 2 (6) 10 (40) 3 (13) 4 (16) 18 (69) 11 (41) 3 (22) 14 (109) 7 (54)

Disagree 1 (3) 2 (10) 1 (5) 2 (8) 16 (62) 9 (31) 1 (11) 9 (72) 5 (36)

Strongly disagree 0 (1) 0 (2) 0 0 (1) 2 (8) 3 (12) 0 (2) 1 (10) 2 (12)

Total n 399 402 387 376 382 363 775 784 750



© Queen’s Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a commissioning contract issued by the 
Secretary of State for Health.

161 Health Technology Assessment 2012; Vol. 16: No. 30DOI: 10.3310/hta16300

TABLE 34B Expectation items by GP, hospital and total patient respondents: process of health care items

Expectation item

GP patients, % (n) Hospital patients, % (n) Total sample, % (n)

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

5. Clear information about where to go

Strongly agree 73 (288) 53 (213) 56 (220) 70 (266) 42 (162) 49 (180) 71 (554) 48 (375) 53 (400)

Agree 24 (94) 36 (145) 30 (117) 25 (94) 34 (129) 43 (157) 24 (188) 35 (274) 36 (274)

Neither 3 (13) 7 (30) 8 (32) 4 (14) 13 (50) 5 (18) 3 (27) 10 (80) 7 (50)

Disagree 0 4 (15) 4 (17) 1 (5) 10 (40) 2 (9) 1 (5) 7 (55) 3 (26)

Strongly disagree 0 (1) 0 1 (4) 0 1 (4) 0 (1) 0 (1) 1 (4) 1 (5)

Total n 396 403 390 379 385 365 775 788 755

6. Given an appointment for a convenient date/time

Strongly agree 68 (278) 26 (102) 54 (211) 70 (269) 25 (95) 44 (157) 69 (547) 25 (197) 49 (368)

Agree 26 (106) 37 (144) 25 (99) 23 (88) 47 (177) 38 (136) 25 (194) 42 (321) 31 (235)

Neither 3 (12) 19 (76) 12 (46) 4 (16) 15 (56) 12 (42) 4 (28) 17 (132) 12 (88)

Disagree 2 (7) 15 (58) 6 (25) 2 (7) 11 (41) 5 (16) 2 (14) 13 (99) 5 (41)

Strongly disagree 1 (4) 4 (14) 3 (13) 1 (4) 3 (10) 1 (3) 1 (8) 3 (24) 2 (16)

Total n 407 394 394 384 379 354 791 773 748

7. Seen on time

Strongly agree 62 (257) 17 (64) 32 (125) 70 (275) 14 (50) 25 (90) 66 (532) 15 (114) 29 (215)

Agree 32 (132) 39 (148) 29 (112) 25 (100) 31 (113) 27 (98) 29 (232) 35 (261) 28 (210)

Neither 3 (11) 16 (62) 14 (53) 2 (9) 24 (88) 15 (55) 2 (20) 20 (150) 14 (108)

Disagree 3 (14) 22 (85) 16 (64) 2 (8) 25 (94) 24 (88) 3 (22) 24 (179) 20 (152)

Strongly disagree 0 7 (25) 9 (37) 1 (2) 7 (25) 8 (29) 0 (2) 7 (50) 9 (66)

Total n 414 384 391 394 370 360 808 754 751

8. Given a choice of hospitals to go to if referred on

Strongly agree 62 (251) 29 (115) 26 (60) 53 (206) 21 (79) 26 (80) 58 (457) 25 (194) 26 (140)

Agree 28 (111) 38 (151) 18 (41) 28 (110) 36 (134) 36 (111) 28 (221) 37 (285) 28 (152)

Neither 9 (35) 23 (90) 35 (79) 16 (61) 25 (93) 19 (59) 12 (96) 24 (183) 26 (138)

Disagree 1 (5) 8 (30) 14 (33) 1 (4) 13 (50) 15 (46) 1 (9) 10 (80) 15 (79)

Strongly disagree 0 (1) 2 (7) 7 (15) 2 (7) 5 (18) 5 (16) 1 (8) 3 (25) 6 (31)

Total n 403 393 228 388 374 312 791 767 540

9. Given a choice of doctors to consult (if more than one doctor)

Strongly agree 56 (228) 26 (101) 25 (91) 37 (145) 12 (46) 10 (33) 47 (373) 19 (147) 18 (124)

Agree 32 (131) 36 (140) 20 (73) 36 (140) 30 (111) 20 (70) 34 (271) 33 (251) 20 (143)

Neither 8 (33) 21 (80) 22 (78) 18 (72) 29 (106) 33 (113) 13 (105) 24 (186) 27 (191)

Disagree 2 (10) 14 (53) 21 (74) 8 (31) 23 (86) 27 (93) 5 (41) 18 (139) 24 (167)

Strongly disagree 1 (4) 4 (15) 11 (41) 1 (5) 6 (22) 11 (37) 1 (9) 5 (37) 11 (78)

Total n 406 389 357 393 371 346 799 760 703

10. Reception staff helpful

Strongly agree 71 (279) 39 (158) 46 (181) 65 (246) 40 (151) 39 (145) 68 (525) 39 (309) 43 (326)

Agree 26 (103) 39 (157) 34 (134) 29 (108) 37 (142) 42 (153) 27 (211) 38 (299) 38 (287)

Neither 2 (6) 12 (47) 13 (51) 5 (18) 11 (42) 15 (54) 3 (24) 11 (89) 14 (105)

Disagree 1 (2) 7 (28) 4 (14) 1 (3) 12 (46) 3 (10) 1 (5) 9 (74) 3 (24)

Strongly disagree 0 (1) 3 (13) 3 (12) 1 (3) 1 (4) 1 (4) 1 (4) 2 (17) 2 (16)

Total n 391 403 392 378 385 366 769 788 758
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TABLE 34C Expectation items by GP, hospital and total patient respondents: doctor–patient communication style items

Expectation 
item

GP patients, % (n) Hospital patients, % (n) Total sample, % (n)

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

11. Doctor helpful

Strongly agree 80 (318) 55 (217) 64 (250) 74 (282) 44 (169) 43 (154) 77 (600) 49 (386) 54 (404)

Agree 19 (76) 36 (142) 26 (103) 25 (97) 44 (168) 41 (147) 22 (173) 40 (310) 33 (250)

Neither 1 (2) 7 (26) 6 (23) 1 (2) 8 (29) 11 (39) 1 (4) 7 (55) 8 (62)

Disagree 0 (1) 3 (11) 4 (14) 0 4 (14) 4 (16) 0 (1) 3 (25) 4 (30)

Strongly disagree 0 1 (2) 1 (2) 0 (1) 1 (2) 1 (4) 0 (1) 1 (4) 1 (6)

Total n 397 398 392 382 382 360 779 780 752

12. Doctor respectful and treats me with dignity

Strongly agree 77 (306) 63 (248) 67 (263) 65 (249) 41 (155) 38 (136) 71 (555) 52 (403) 53 (399)

Agree 21 (85) 31 (121) 26 (101) 31 (119) 44 (168) 41 (147) 26 (204) 37 (289) 33 (248)

Neither 2 (6) 5 (18) 5 (18) 3 (13) 9 (36) 12 (44) 2 (19) 7 (54) 8 (62)

Disagree 0 2 (8) 3 (11) 0 5 (20) 8 (29) 0 4 (28) 5 (40)

Strongly disagree 0 (1) 0 (1) 0 (1) 0 (1) 1 (3) 1 (3) 0 (2) 1 (4) 1 (4)

Total n 398 396 394 382 382 359 780 778 753

13. Doctor knowledgeable about/understands my health condition/problem

Strongly agree 77 (312) 50 (198) 58 (231) 74 (279) 41 (159) 38 (139) 76 (591) 46 (357) 49 (370)

Agree 20 (80) 32 (128) 31 (125) 21 (81) 42 (162) 42 (154) 21 (161) 37 (290) 37 (279)

Neither 2 (7) 9 (37) 7 (28) 4 (15) 10 (39) 17 (61) 3 (22) 10 (76) 12 (89)

Disagree 1 (4) 7 (27) 3 (12) 1 (3) 5 (21) 2 (7) 1 (7) 6 (48) 2 (19)

Strongly disagree 0 1 (4) 1 (3) 0 1 (3) 1 (2) 0 1 (7) 1 (5)

Total n 403 394 399 378 384 363 781 778 762

14. Doctor clear and easy to understand

Strongly agree 71 (284) 49 (195) 65 (257) 71 (269) 43 (162) 45 (164) 71 (553) 46 (357) 55 (421)

Agree 26 (105) 37 (146) 27 (107) 28 (105) 40 (150) 44 (160) 27 (210) 38 (296) 35 (267)

Neither 2 (8) 10 (41) 7 (27) 1 (5) 11 (42) 7 (26) 2 (13) 11 (83) 7 (53)

Disagree 0 (1) 4 (15) 1 (5) 1 (2) 6 (23) 3 (10) 0 (3) 5 (38) 2 (15)

Strongly disagree 0 0 (1) 0 (1) 0 1 (2) 1 (2) 0 0 (3) 0 (3)

Total n 398 398 397 381 379 362 779 777 759

15. Doctor involves me in decisions about my treatment

Strongly agree 71 (277) 43 (173) 54 (210) 64 (242) 40 (153) 31 (113) 68 (519) 41 (326) 43 (323)

Agree 25 (99) 35 (141) 30 (118) 28 (107) 43 (163) 35 (127) 27 (206) 39 (304) 33 (245)

Neither 2 (8) 12 (49) 11 (44) 4 (15) 10 (37) 26 (94) 3 (23) 11 (86) 18 (138)

Disagree 1 (5) 10 (40) 4 (15) 3 (13) 6 (24) 5 (17) 2 (18) 8 (64) 4 (32)

Strongly disagree 0 1 (3) 1 (5) 0 (1) 1 (4) 2 (8) 0 (1) 1 (7) 2 (13)

Total n 389 406 392 378 381 359 767 787 751
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TABLE 34D Expectation items by GP, hospital and total patient respondents: consultation and treatment procedures

Expectation item GP patients, % (n) Hospital patients, % (n) Total sample, % (n)

Total procedures performed at post visit (physical examination + test/investigations + diagnosis + prescription + referral)

0 3 (10) 5 (16) 4 (26)

1 20 (71) 18 (64) 19 (135)

2 27 (94) 29 (101) 28 (195)

3 28 (99) 28 (98) 28 (197)

4 14 (47) 15 (53) 14 (100)

All 5 performed 8 (27) 4 (15) 6 (42)

Total n 348 347 695

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
meta

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
meta

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
meta

16. Given a physical examination

Strongly agree 49 (195) 33 (129) 43 (163), 
57 (215)

44 (167) 26 (99) 35 (124), 
65 (235)

47 (362) 30 (228) 39 (287), 
61 (450)Agree 29 (113) 27 (104) 34 (128) 42 (162) 31 (241) 35 (266)

Neither 14 (54) 23 (89) 10 (38) 18 (70) 12 (92) 21 (159)

Disagree 3 (11) 11 (42) 7 (25) 8 (31) 5 (36) 9 (73)

Strongly disagree 6 (22) 6 (23) 5 (18) 5 (20) 5 (40) 6 (43)

Total n (395) (387) (378) (376) (382) (359) (771) (769) (737)

17. Given tests/investigations

Strongly agree 51 (198) 38 (151) 50 (186), 
50 (183)

51 (192) 31 (119) 51 (183), 
49 (176)

51 (390) 35 (270) 51 (369), 
49 (359)Agree 32 (124) 36 (140) 38 (141) 39 (148) 35 (265) 37 (288)

Neither 9 (35) 16 (65) 6 (23) 17 (65) 8 (58) 17 (130)

Disagree 2 (8) 3 (13) 3 (10) 10 (38) 2 (18) 7 (51)

Strongly disagree 6 (23) 6 (25) 3 (10) 3 (13) 4 (33) 5 (38)

Total n (388) (394) (369) (376) (383) (359) (764) (777) (728)

18. Given diagnosis or have a previous diagnosis confirmed

Strongly agree 57 (219) 39 (149) 40 (150), 
60 (226)

51 (193) 38 (143) 41 (148), 
59 (209)

54 (412) 38 (292) 41 (298), 
59 (435)Agree 30 (115) 36 (141) 38 (146) 41 (156) 34 (261) 39 (297)

Neither 7 (28) 16 (60) 6 (22) 12 (46) 7 (50) 14 (106)

Disagree 3 (10) 5 (20) 2 (9) 6 (21) 2 (19) 5 (41)

Strongly disagree 4 (15) 4 (17) 3 (10) 4 (15) 3 (25) 4 (32)

Total n (387) (387) (376) (380) (381) (357) (767) (768) (733)

19. Given a new, changed or repeat prescription

Strongly agree 46 (177) 39 (153) 41 (152), 
59 (221)

29 (109) 24 (92) 58 (207), 
42 (149)

38 (286) 32 (245) 49 (359), 
51 (370)Agree 27 (103) 31 (122) 36 (134) 37 (140) 31 (237) 34 (262)

Neither 17 (67) 20 (80) 15 (57) 19 (72) 16 (124) 20 (152)

Disagree 3 (13) 3 (13) 14 (52) 15 (56) 9 (65) 9 (69)

Strongly disagree 7 (26) 7 (28) 6 (21) 6 (21) 6 (47) 6 (49)

Total n (386) (396) (373) (373) (381) (356) (759) (777) (729)

20. Given a referral to another doctor/specialist/therapist

Strongly agree 43 (166) 31 (121) 62 (230), 
38 (141)

31 (117) 17 (63) 67 (240), 
33 (118)

37 (283) 24 (184) 64 (470), 
36 (259)Agree 25 (95) 31 (124) 20 (75) 27 (101) 22 (170) 29 (225)

Neither 19 (73) 25 (100) 26 (98) 34 (128) 22 (171) 30 (228)

Disagree 9 (33) 8 (30) 17 (65) 16 (62) 13 (98) 12 (92)

Strongly disagree 5 (20) 5 (20) 5 (20) 6 (23) 5 (40) 6 (43)

Total n (387) (395) (371) (375) (377) (358) (762) (772) (729)

a Data presented as no [% (n)], yes [% (n)].
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TABLE 34E Expectation items by GP, hospital and total patient respondents: doctor–patient approach to 
information items

Expectation item

GP patients, % (n) Hospital patients, % (n) Total sample, % (n)

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

21. Reassurance about my condition

Strongly agree 65 (254) 39 (153) 40 (157) 63 (239) 29 (111) 34 (120) 64 (493) 34 (264) 37 (277)

Agree 27 (104) 37 (145) 31 (122) 31 (118) 44 (167) 40 (144) 29 (222) 40 (312) 36 (266)

Neither 7 (27) 16 (62) 18 (70) 3 (12) 16 (62) 18 (66) 5 (39) 16 (124) 18 (136)

Disagree 1 (4) 7 (29) 8 (31) 2 (7) 9 (36) 4 (14) 1 (11) 8 (65) 6 (45)

Strongly disagree 1 (3) 1 (4) 2 (9) 1 (3) 2 (6) 4 (14) 1 (6) 1 (10) 3 (23)

Total n 392 393 389 379 382 358 771 775 747

22. Advice about my health/condition

Strongly agree 65 (250) 49 (196) 38 (144) 64 (243) 48 (184) 36 (129) 64 (493) 49 (380) 37 (273)

Agree 30 (115) 37 (145) 35 (134) 34 (130) 40 (151) 40 (142) 32 (245) 38 (296) 37 (276)

Neither 3 (11) 10 (38) 15 (59) 1 (5) 7 (27) 16 (59) 2 (16) 8 (65) 16 (118)

Disagree 2 (6) 3 (13) 8 (30) 1 (2) 4 (16) 6 (21) 1 (8) 4 (29) 7 (51)

Strongly disagree 1 (4) 1 (5) 4 (14) 0 (1) 1 (3) 2 (7) 1 (5) 1 (8) 3 (21)

Total n 386 397 381 381 381 358 767 778 739

23. What caused my condition/problem

Strongly agree 61 (236) 37 (147) 36 (139) 57 (219) 42 (160) 17 (62) 59 (455) 40 (307) 27 (201)

Agree 27 (103) 33 (128) 27 (104) 32 (121) 30 (115) 43 (155) 29 (224) 31 (243) 35 (259)

Neither 5 (20) 14 (55) 22 (84) 6 (22) 13 (51) 28 (99) 5 (42) 14 (106) 25 (183)

Disagree 4 (14) 12 (46) 10 (39) 2 (7) 11 (42) 8 (27) 3 (21) 11 (88) 9 (66)

Strongly disagree 4 (14) 4 (17) 4 (17) 3 (12) 3 (12) 4 (14) 3 (26) 4 (29) 4 (31)

Total n 387 393 383 381 380 357 768 773 740

24. How to manage the condition/symptoms/pain

Strongly agree 65 (250) 42 (167) 41 (158) 58 (220) 43 (164) 20 (70) 61 (470) 42 (331) 31 (228)

Agree 28 (107) 39 (155) 31 (121) 34 (128) 31 (119) 45 (161) 31 (235) 35 (274) 38 (282)

Neither 4 (14) 13 (53) 19 (72) 6 (21) 14 (53) 23 (82) 5 (35) 14 (106) 21 (154)

Disagree 2 (9) 4 (15) 7 (26) 2 (7) 10 (37) 10 (36) 2 (16) 7 (52) 8 (62)

Strongly disagree 1 (5) 2 (7) 3 (10) 1 (5) 2 (8) 1 (5) 1 (10) 2 (15) 2 (15)

Total n 385 397 387 381 381 354 766 778 741

25. The benefits/side effects/complications/risks of treatment

Strongly agree 63 (243) 43 (173) 32 (119) 57 (216) 43 (165) 26 (91) 60 (459) 43 (338) 29 (210)

Agree 26 (101) 36 (143) 28 (104) 35 (131) 33 (128) 41 (146) 30 (232) 35 (271) 34 (250)

Neither 5 (20) 11 (44) 25 (93) 4 (14) 10 (38) 23 (81) 4 (34) 10 (82) 24 (174)

Disagree 4 (14) 8 (30) 10 (38) 3 (12) 12 (46) 8 (28) 3 (26) 10 (76) 9 (66)

Strongly disagree 2 (6) 2 (9) 5 (19) 1 (4) 2 (6) 2 (7) 1 (10) 2 (15) 4 (26)

Total n 384 399 373 377 383 353 (61 782 726

26. Given the opportunity to discuss problems in my life

Strongly agree 40 (160) 24 (94) 28 (108) 33 (127) 21 (80) 14 (50) 37 (287) 23 (174) 21 (158)

Agree 28 (110) 25 (97) 16 (60) 26 (100) 24 (92) 27 (97) 27 (210) 25 (189) 21 (157)

Neither 17 (67) 24 (92) 30 (113) 25 (97) 25 (96) 28 (100) 21 (164) 25 (188) 29 (213)

Disagree 10 (39) 18 (69) 17 (65) 12 (45) 26 (97) 24 (84) 11 (84) 22 (166) 20 (149)

Strongly disagree 6 (22) 9 (34) 9 (34) 4 (14) 4 (14) 7 (26) 5 (36) 6 (48) 8 (60)

Total n 398 386 380 383 379 357 781 765 737
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TABLE 34F Expectation items by GP, hospital and total respondents: treatment outcomes items

Expectation 
item

GP patients, % (n) Hospital patients, % (n) Total sample, % (n)

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

Pre-visit 
ideally

Pre-visit 
reality

Post-visit 
met

27. Improved quality of life

Strongly agree 60 (237) 36 (139) 36 (137) 64 (246) 44 (164) 28 (101) 62 (483) 40 (303) 32 (238)

Agree 30 (118) 35 (135) 39 (147) 29 (113) 31 (115) 37 (133) 30 (231) 33 (250) 38 (280)

Neither 8 (32) 23 (90) 20 (76) 6 (22) 18 (69) 25 (89) 7 (54) 21 (159) 22 (165)

Disagree 2 (7) 5 (20) 4 (17) 1 (4) 6 (24) 8 (30) 1 (11) 6 (44) 6 (47)

Strongly disagree 1 (2) 1 (5) 1 (2) 0 1 (2) 2 (6) 0 (2) 1 (7) 1 (8)

Total n 396 389 379 385 374 359 781 763 738

28. A reduction in my symptoms/problems

Strongly agree 64 (255) 33 (128) 36 (135) 70 (267) 30 (113) 29 (104) 67 (522) 32 (241) 32 (239)

Agree 30 (118) 43 (167) 41 (155) 25 (97) 40 (150) 40 (144) 28 (215) 42 (317) 41 (299)

Neither 4 (17) 18 (68) 17 (65) 3 (13) 22 (84) 23 (81) 4 (30) 20 (152) 20 (146)

Disagree 1 (4) 4 (15) 5 (18) 1 (4) 7 (28) 7 (25) 1 (8) 6 (43) 6 (43)

Strongly disagree 1 (2) 2 (8) 1 (4) 1 (3) 1 (2) 2 (6) 1 (5) 1 (10) 1 (10)

Total n 396 386 377 384 377 360 780 763 737

29. Increased chances of improvements to my health/staying healthy

Strongly agree 59 (238) 36 (139) 33 (127) 61 (233) 31 (119) 25 (89) 60 (471) 34 (258) 29 (216)

Agree 33 (133) 41 (158) 42 (161) 36 (138) 40 (151) 41 (148) 34 (271) 40 (309) 41 (309)

Neither 6 (26) 18 (69) 20 (76) 2 (9) 21 (81) 27 (98) 4 (35) 20 (150) 23 (174)

Disagree 1 (6) 4 (15) 4 (16) 1 (4) 7 (26) 6 (21) 1 (10) 5 (41) 5 (37)

Strongly disagree 0 (1) 1 (4) 1 (4) 0 1 (2) 1 (5) 0 (1) 1 (6) 1 (9)

Total n 404 385 384 384 379 361 788 764 745

Patients’ expectations for health care by age and sex

Table 35 shows the item means (and SDs) for the pre-visit ideal and realistic expectations and 
post-visit experiences (expectations met) by age and sex of respondent and total sample. This 
shows that ideal expectations scores were generally lower, indicating higher expectations, than 
realistic expectations scores. These figures also support the validity of the measures as one would 
expect ideal expectations to be higher than reality.

Overall, mean scores for post-visit experiences (expectations met) were, in most cases, higher 
than those for pre-visit ideal expectations but lower than those for pre-visit realistic expectations, 
indicating that met expectations fell below ideal but exceeded realistic expectations. Most 
of the remaining scores were similar to, or slightly higher (worse) than, realistic but not 
ideal expectations.

Mean expectations were similar for men and women. The only item with more than 1 mean 
point difference between men and women was item 7. Women’s ideal expectation means were 
slightly lower (higher expectations) than those for men, although the sex difference was reversed 
for realistic expectations. Mean realistic and post-visit met expectations were frequently lower 
among people aged 60+ years than among lower younger age groups, indicating that older people 
had higher realistic and met expectations. There were fewer differences with ideal expectations.
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TABLE 35 Pre- and post-visit reliability (mean, SD) by age, sex of respondent and total sample

Expectation item ≤ 39 years 40–59 years 60+ years Female Male Total sample

Structure of health care

1. Easy to find where to go when there

(a) Hope for this ideally 1.33 (0.56) 1.37 (0.58) 1.38 (0.51) 1.37 (0.57) 1.35 (0.52) 1.36 (0.55)

(b) Expect this in reality 1.70 (0.79) 1.84 (0.98) 1.83 (0.90) 1.80 (0.90) 1.78 (0.89) 1.78 (0.89)

(c) It was (post) 1.59 (0.74) 1.65 (0.95) 1.48 (0.71) 1.57 (0.84) 1.57 (0.76) 1.57 (0.80)

2. Easy to get around inside building

(a) Hope for this ideally 1.43 (0.63) 1.40 (0.58) 1.36 (0.50) 1.40 (0.60) 1.39 (0.54) 1.40 (0.57)

(b) Expect this in reality 1.78 (0.91) 1.99 (1.09) 1.77 (0.94) 1.85 (1.02) 1.84 (0.96) 1.84 (0.98)

(c) It was (post) 1.72 (0.90) 1.71 (0.89) 1.59 (0.17) 1.65 (0.89) 1.69 (0.81) 1.68 (0.85)

3. Clean inside

(a) Hope for this ideally 1.34 (0.62) 1.32 (0.60) 1.28 (0.49) 1.31 (0.58) 1.31 (0.56) 1.31 (0.57)

(b) Expect this in reality 1.74 (0.90) 1.72 (0.89) 1.58 (0.80) 1.65 (0.86) 1.71 (0.87) 1.67 (0.86)

(c) It was (post) 1.58 (0.73) 1.46 (0.68) 1.42 (0.61) 1.49 (0.68) 1.46 (0.67) 1.49 (0.67)

4. Enough space in waiting room

(a) Hope for this ideally 1.32 (0.59) 1.45 (0.68) 1.43 (0.65) 1.36 (0.63) 1.47 (0.67) 1.40 (0.64)

(b) Expect this in reality 2.02 (1.05) 2.00 (1.07) 1.86 (0.94) 1.89 (1.00) 2.06 (1.04) 1.95 (1.01)

(c) There was (post) 1.78 (0.97) 1.64 (0.97) 1.62(0.82) 1.68 (0.92) 1.68 (0.93) 1.68 (0.92)

Process of health care

5. Clear information about where to go

(a) Hope for this ideally 1.33 (0.58) 1.34 (0.66) 1.33 (0.58) 1.32 (0.59) 1.35 (0.59) 1.34 (0.59)

(b) Expect this in reality 1.74 (0.85) 1.88 (1.01) 1.74 (0.92) 1.78 (0.93) 1.79 (0.93) 1.78 (0.93)

(c) There was (post) 1.83 (0.95) 1.57 (0.76) 1.49 (0.67) 1.62 (0.82) 1.63 (0.78) 1.63 (0.81)

6. Given an appointment for a convenient date/time

(a) Hope for this ideally 1.37 (0.71) 1.44 (0.77) 1.38 (0.68) 1.36 (0.68) 1.46 (0.79) 1.41 (0.74)

(b) Expect this in reality 2.44 (1.09) 2.32 (1.12) 2.05 (0.96) 2.23 (1.09) 2.33 (1.06) 2.27 (1.07)

(c) I was (post) 1.99 (1.05) 1.77 (1.00) 1.65 (0.88) 1.75 (0.97) 1.85 (1.00) 1.80 (0.99)

7. Seen on time

(a) Hope for this ideally 1.42 (0.71) 1.43 (0.73) 1.40 (0.61) 1.39 (0.62) 2.74 (1.16) 1.43 (0.70)

(b) Expect this in reality 2.81 (1.22) 2.75 (1.19) 2.61 (1.09) 2.71 (1.18) 1.68 (0.88) 2.72 (1.17)

(c) I was (post) 2.64 (1.32) 2.59 (1.34) 2.39 (1.30) 2.51 (1.35) 2.56 (1.29) 2.53 (1.33)

8. Given a choice of hospitals to go to if referred ona

(a) Hope for this ideally 1.57 (0.81) 1.63 (0.83) 1.58 (0.83) 1.54 (0.77) 1.68 (0.88) 1.60 (0.82)

(b) Expect this in reality 2.33 (1.06) 2.29 (1.06) 2.25 (1.06) 2.22 (1.04) 2.40 (1.07) 2.29 (1.06)

(c) I was (post) 2.59 (1.19) 2.39 (1.20) 2.39 (1.16) 2.45 (1.22) 2.46 (1.14) 2.46 (1.19)

9. Given a choice of doctors to consultb

(a) Hope for this ideally 1.82 (0.91) 1.82 (0.98) 1.77 (0.92) 1.74 (0.87) 1.90 (1.01) 1.80 (0.93)

(b) Expect this in reality 2.64 (1.09) 2.55 (1.20) 2.52 (1.11) 2.51 (1.14) 2.65 (1.12) 2.56 (1.14)

(c) I was (post) 3.05 (1.24) 2.92 (1.30) 2.74 (1.22) 2.85 (1.32) 2.97 (1.18) 2.90 (1.26)

10. Reception staff helpful

(a) Hope for this ideally 1.37 (0.67) 1.38 (0.67) 1.38 (0.56) 1.33 (0.61) 1.43 (0.65) 1.38 (0.63)

(b) Expect this in reality 2.10 (1.05) 2.02 (1.13) 1.82 (0.90) 1.99 (1.05) 1.97 (1.03) 1.97 (1.04)

(c) They were (post) 2.01 (0.99) 1.88 (0.93) 1.66 (0.85) 1.84 (0.95) 1.84 (0.91) 1.84 (0.93)
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Expectation item ≤ 39 years 40–59 years 60+ years Female Male Total sample

Doctor–patient communication style

11. Doctor helpful

(a) Hope for this ideally 1.23 (0.44) 1.25 (0.53) 1.23 (0.42) 1.20 (0.42) 1.30 (0.51) 1.24 (0.47)

(b) Expect this in reality 1.30 (0.88) 1.61 (0.78) 1.56 (0.69) 1.63 (0.78) 1.70 (0.79) 1.66 (0.79)

(c) Doctor was (post) 1.78 (0.87) 1.68 (0.89) 1.52 (0.79) 1.63 (0.89) 1.68 (0.80) 1.65 (0.85)

12. Doctor respectful and treats me with dignity

(a) Hope for this ideally 1.35 (0.59) 1.34 (0.58) 1.27 (0.46) 1.29 (0.54) 1.36 (0.56) 1.32 (0.55)

(b) Expect this in reality 1.77 (0.89) 1.59 (0.79) 1.58 (0.73) 1.62 (0.81) 1.68 (0.81) 1.64 (0.81)

(c) Doctor was (post) 1.76 (0.85) 1.67 (0.90) 1.62 (0.89) 1.60 (0.85) 1.78 (0.91) 1.67 (0.88)

13. Doctor knowledgeable about/understands my health condition/problem

(a) Hope for this ideally 1.33 (0.57) 1.27 (0.58) 1.27 (0.55) 1.24 (0.52) 1.35 (0.62) 1.29 (0.56)

(b) Expect this in reality 1.93 (0.97) 1.77 (0.92) 1.68 (0.84) 1.79 (0.95) 1.80 (0.86) 1.79 (0.92)

(c) Doctor was (post) 1.82 (0.90) 1.71 (0.82) 1.60 (0.90) 1.66 (0.85) 1.76 (0.77) 1.70 (0.82)

14. Doctor clear and easy to understand

(a) Hope for this ideally 1.34 (0.56) 1.31 (0.53) 1.29 (0.48) 1.27 (0.49) 1.37 (0.56) 1.31 (0.52)

(b) Expect this in reality 1.77 (0.85) 1.77 (0.91) 1.71 (0.80) 1.72 (0.83) 1.80 (0.89) 1.76 (0.86)

(c) Doctor was (post) 1.67 (0.80) 1.53 (0.70) 1.52 (0.73) 1.56 (0.77) 1.59 (0.71) 1.57 (0.74)

15. Doctor involves me in decisions about my treatment

(a) Hope for this ideally 1.37 (0.63) 1.43 (0.73) 1.41 (0.67) 1.37 (0.67) 1.45 (0.70) 1.40 (0.68)

(b) Expect this in reality 2.00 (1.02) 1.91 (1.03) 1.77 (0.820) 1.89 (1.00) 1.89 (0.96) 1.88 (0.96)

(c) Doctor did (post) 1.95 (0.94) 1.93 (1.01) 1.81 (0.94) 1.82 (0.94) 1.98 (1.00) 1.89 (0.96)

Consultation and treatment procedures 

16. Physical examination

(a) Hope for this ideally 1.94 (1.10) 2.07 (1.23) 1.71 (0.98) 1.98 (1.14) 1.81 (1.07) 1.90 (1.11)

(b) Expect this in reality 2.41 (1.15) 2.44 (1.21) 1.99 (1.03) 2.33 (1.17) 2.20 (1.13) 2.27 (1.15)

(c) I was given (post)c 40 (91), 60 (137) 53 (142), 
57 (142)

35 (87), 65 (164) 40 (166), 
60 (254)

38 (144), 
62 (189)

39 (287), 
61 (450)

17. Tests/investigations

(a) Hope for this ideally 1.83 (0.99) 1.87 (1.13) 1.57 (0.88) 1.79 (1.05) 1.69 (0.95) 1.74 (1.00)

(b) Expect this in reality 2.27 (1.10) 2.19 (1.18) 1.89 (1.00) 2.15 (1.13) 2.05 (1.07) 2.10 (1.10)

(c) I was given (post)c 58 (132), 42 (94) 52 (124), 
48 (115)

44 (108), 
56 (140)

48 (198), 
52 (213)

55 (167), 
45 (136)

51 (369), 
49 (359)

18. Given diagnosis or have a previous diagnosis confirmed

(a) Hope for this ideally 1.75 (0.96) 1.79 (1.06) 1.48 (0.76) 1.75 (1.02) 1.58 (0.84) 1.68 (0.94)

(b) Expect this in reality 2.18 (1.12) 2.08 (1.11) 1.72 (0.86) 2.10 (1.13) 1.85 (0.92) 2.00 (1.10)

(c) I was given (post)c 54 (123), 
46 (103)

45 (103), 
55 (128)

27 (68), 73 (182) 42 (177), 
58 (241)

39 (117), 
61 (183)

41 (298), 
59 (435)

19. A new, changed or repeat prescription

(a) Hope for this ideally 2.10 (1.14) 2.32 (1.28) 2.00 (1.13) 2.16 (1.21) 2.13 (1.18) 2.14 (1.19)

(b) Expect this in reality 2.36 (1.19) 2.39 (1.24) 2.01 (1.06) 2.30 (1.19) 2.19 (1.16) 2.25 (1.17)

(c) I was given (post)c 51 (115), 
49 (111)

57 (135), 
43 (103)

42 (105), 
58 (146)

52 (216), 
48 (201)

46 (139), 
54 (160)

49 (359), 
51 (370)

continued

TABLE 35 Pre- and post-visit reliability (mean, SD) by age, sex of respondent and total sample (continued)
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Expectation item ≤ 39 years 40–59 years 60+ years Female Male Total sample

20. A referral to another doctor/specialist/therapist

(a) Hope for this ideally 2.26 (1.23) 2.38 (1.27) 2.17 (1.19) 2.27 (1.24) 2.27 (1.22) 2.27 (1.23)

(b) Expect this in reality 2.57 (1.15) 2.53 (1.19) 2.32 (1.08) 2.51 (1.18) 2.42 (1.09) 2.46 (1.14)

(c) I was given (post)c 64 (145), 36 (82) 63 (152), 37 (89) 67 (165), 33 (80) 65 (272), 
35 (144)

64 (191), 
36 (108)

64 (470), 
36 (259)

Total procedures performed at post visit (695 complete procedure responses), % (n)

0 5 (10) 4 (10) 3 (6) 5 (19) 2 (70) 4 (26)

1 27 (62) 19 (44) 12 (28) 20 (80) 19 (54) 20 (135)

2 27 (60) 30 (69) 28 (63) 27 (108) 30 (85) 28 (195)

3 23 (53) 30 (69) 31 (70) 26 (103) 31 (89) 28 (197)

4 9 (19) 16 (39) 18 (40) 16 (63) 12 (35) 14 (100)

All 5 performed 9 (19) 1 (3) 8 (19) 6 (25) 6 (16) 6 (42)

Doctor–patient approach to information

21. Reassurance about my condition

(a) Hope for this ideally 1.47 (0.71) 1.46 (0.80) 1.44 (0.67) 1.40 (0.68) 1.55 (0.79) 1.46 (0.73)

(b) Expect this in reality 2.12 (1.05) 2.07 (0.90) 1.91 (0.90) 1.95 (0.98) 2.14 (0.97) 2.03 (0.98)

(c) I was given (post) 2.24 (1.10) 2.04 (1.09) 1.82 (0.89) 2.05 (1.08) 1.98 (0.98) 2.02 (1.04)

22. Advice about my health/condition

(a) Hope for this ideally 1.45 (0.64) 1.41 (0.69) 1.40 (0.64) 1.43 (0.66) 1.41 (0.65) 1.42 (0.65)

(b) Expect this in reality 1.82 (0.91) 1.66 (0.86) 1.62 (0.78) 1.76 (0.90) 1.62 (0.77) 1.70 (0.85)

(c) I was given (post) 2.14 (1.08) 2.02 (1.09) 1.87 (0.90) 2.05 (1.08) 1.95 (0.96) 2.01 (1.03)

23. What caused my condition/problem

(a) Hope for this ideally 1.69 (1.03) 1.62 (0.98) 1.55 (0.85) 1.69 (1.03) 1.53 (0.85) 1.62 (0.96)

(b) Expect this in reality 2.21 (1.24) 2.09 (1.17) 1.95 (1.03) 2.16 (1.21) 1.97 (1.07) 2.08 (1.15)

(c) I was given (post) 2.38 (1.11) 2.34 (1.06) 2.12 (1.08) 2.29 (1.13) 2.26 (1.04) 2.28 (1.08)

24. How to manage the condition/symptoms/pain

(a) Hope for this ideally 1.57 (0.80) 1.54 (0.86) 1.44 (0.71) 1.54 (0.83) 1.49 (0.74) 1.51 (0.79)

(b) Expect this in reality 2.01 (1.02) 1.91 (1.06) 1.80 (0.91) 1.93 (1.01) 1.88 (0.99) 1.90 (1.00)

(c) I was given (post) 2.29 (1.08) 2.14 (1.01) 1.97 (0.93) 2.11 (1.04) 2.15 (0.97) 2.13 (1.01)

25. The benefits/side effects or complications/risks of treatment

(a) Hope for this ideally 1.57 (0.80) 1.52 (0.85) 1.56 (0.87) 1.57 (0.87) 1.53 (0.80) 1.55 (0.84)

(b) Expect this in reality 1.99 (1.03) 1.95 (1.09) 1.90 (1.03) 1.92 (1.03) 1.95 (1.08) 1.92 (1.05)

(c) I was given (post) 2.32 (1.083) 2.29 (1.114) 2.13 (1.05) 2.30 (1.13) 2.16 (1.01) 2.24 1.08)

26. Given the opportunity to discuss problems in my life

(a) Hope for this ideally 2.21 (1.17) 2.26 (1.27) 2.12 (1.11) 2.10 (1.17) 2.34 (1.18) 2.20 (1.18)

(b) Expect this in reality 2.76 (1.25) 2.73 (1.25) 2.47 (1.15) 2.60 (1.25) 2.72 (1.19) 2.64 (1.22)

(c) I was given (post) 2.82 (1.24) 2.75 (1.31) 2.63 (1.16) 2.70 (1.29) 2.77 (1.16) 2.72 (1.23)

Treatment outcomes

27. Improved quality of life

(a) Hope for this ideally 1.58 (0.76) 1.43 (0.70) 1.45 (0.67) 1.53 (0.74) 1.43 (0.66) 1.49 (0.71)

(b) Expect this in reality 2.13 (1.02) 1.87 (0.93) 1.89 (0.91) 2.05 (1.00) 1.84 (0.89) 1.95 (0.96)

(c) I expect (post) 2.14 (1.01) 2.03 (0.92) 2.03 (0.92) 2.02 (0.95) 2.08 (0.94) 2.06 (0.95)

TABLE 35 Pre- and post-visit reliability (mean, SD) by age, sex of respondent and total sample (continued)
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TABLE 35 Pre- and post-visit reliability (mean, SD) by age, sex of respondent and total sample (continued)

Expectation item ≤ 39 years 40–59 years 60+ years Female Male Total sample

28. A reduction in my symptoms/problems

(a) Hope for this ideally 1.50 (0.78) 1.39 (0.67) 1.34 (0.56) 1.45 (0.70) 1.35 (0.65) 1.41 (0.68)

(b) Expect this in reality 2.15 (1.02) 2.00 (0.91) 2.00 (0.85) 2.05 (0.96) 2.04 (0.89) 2.04 (0.93)

(c) I expect (post) 2.10 (0.93) 2.00 (0.96) 1.99 (0.93) 2.02 (0.95) 2.04 (0.94) 2.03 (0.94)

29. Increased chances of improvements to my health/staying healthy

(a) Hope for this ideally 1.58 (0.75) 1.45 (0.61) 1.42 (0.60) 1.51 (0.67) 1.43 (0.63) 1.48 (0.66)

(b) Expect this in reality 2.05 (0.99) 1.98 (0.90) 1.95 (0.85) 1.98 (0.92) 2.02 (0.90) 1.99 (0.91)

(c) I expect (post) 2.15 (0.93) 2.11 (0.93) 2.00 (0.87) 2.05 (0.92) 2.12 (0.90) 2.08 (0.91)

a Not included in scaling as did not apply if not referred on.
b Not included in scaling as did not apply if only one doctor.
c Data expressed as yes [% (n)], no [% (n)].
Means (SDs) not calculated for dichotomous items.

The highest ideal expectations, particularly among the GP sample, included expectations about 
cleanliness, information about where to go, convenient appointments, being seen on time, 
helpfulness of reception staff and knowledge of doctor, clear and easy to understand doctor, 
involvement in treatment decisions and reduction in symptoms/problems. The lowest ideal 
expectations related to the five clinical procedures (physical examination, tests/investigators, 
diagnosis, prescription and referral on) and being given the opportunity to discuss problems 
in life.

The lowest met expectations, particularly among the hospital sample, included being seen on 
time and the two items requested by the ethics committee: being given a choice of hospitals 
if referred and a choice of doctors to consult (not included in scaling as not applicable to all 
patients). Other items that had low met expectations were the helpfulness of reception staff, 
doctor being respectful and treating with dignity (hospital sample), doctor knowledgeable 
about condition (hospital), being given reassurance, advice about health/condition, information 
on cause of condition, advice on how to manage condition, information about benefits/side 
effects of treatment and the opportunity to discuss problems in life and the three items on 
outcome expectancies.

Expectation subscale score distributions by sample

Although the questionnaire had 29 items, items 8 and 9 were excluded from scaling as they did 
not apply to all respondents (these were additional items requested by the ethics committee). 
A scale was produced from scores to 27 items that had responses 1–5 (accepting post-visit 
‘yes/no’ items, which were scored dichotomously). This produced a scoring range of 27–135 
(recorded as 1–135 to account for missing responses) for each subscale [pre-visit ideal and 
realistic expectations and post-visit experiences (met expectations)]. As is usual practice, the 
score groupings reported in Tables 36A and B (1–41, 42–51, 52–61, 62–71, 72–135) were decided 
after examining the distribution of the data to ensure that sufficient numbers for analysis 
were included in each group, and testing for ability to discriminate key variables (e.g. by site). 
Although many authors do present means of such response scores, and it is generally acceptable 
now with scored (yet not interval-level) data, we wished to be precise here as the study is largely 
a psychometric one. Here, the frequencies are retained as they represent the spread of the data, 
so one can see floor and ceiling effects, which is essential in psychometric presentations (i.e. 
potential users need this information).
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Tables 36A and B show score distributions by subscale (ideal, realistic and post visit) and by 
sample type respectively. Relatively few respondents fell into the ‘lowest expectations/met’ 
category, and more respondents achieved the highest scores for ideal (54%) than for realistic 
(18%) or met (35%) expectations. Table 36B also shows that GP patients were slightly more likely 
than hospital patients to have the highest ideal and realistic expectations, and somewhat more 
likely to have the highest expectations met scores.

Table 36C shows that correlations between the three subscales were all highly significant, and 
correlations between ideal and met expectations were lower than those between realistic and met 
expectations, supporting their validity.

TABLE 36A Expectations subscale score distributions: total sample

Scorea
Pre-visit ideal total score,  
% (n)

Pre-visit realistic total score, 
% (n)

Post-visit experiences 
(expectations met) score, % (n)b

1–41 (highest expectations/met) 54 (384) 18 (128) 35 (219)

42–51 30 (213) 19 (136) 35 (222)

52–61 13 (90) 31 (215) 21 (129)

62–71 3 (18) 19 (136) 6 (39)

72–135 (post = 115) (lowest 
expectations/met)

1 (9) 12 (84) 3 (20)

Total complete items 714 699 629

a Pre-visit ideal and realistic expectations subscales both consisted of 27 items, each item was scored from 1 to 5; scale range: 1 to 135. Post-
visit experiences (expectations met) subscale consisted of 22 items, each item was scored from 1 to 5, plus five items each scored 0 or 1; 
scale range: 1 to 115.

b Treatment procedures (five items) were coded post-visit as dichotomous ‘yes’ performed/‘no’ not performed (recorded in same direction here 
as scale scores ‘yes’ = 0, ‘no’ = 1).

TABLE 36B Expectations subscale score distributions by sample type 

Scorea

Pre-visit ideal total score,  
% (n)

Pre-visit realistic total score, 
% (n)

Post-visit experiences 
(expectations met) score, % (n)b

GP Hospital Total GP Hospital Total GP Hospital Total

1–41 (highest expectations/met) 58 (207) 49 (177) 54 (384) 23 (81) 16 (56) 18 (128) 46 (137) 25 (82) 35 (219)

42–51 25 (87) 35 (126) 30 (213) 22 (77) 17 (59) 19 (136) 29 (88) 41 (134) 35 (222)

52–61 12 (43) 13 (47) 13 (90) 26 (90) 33 (116) 31 (215) 14 (42) 26 (87) 21 (129)

62–71 3 (12) 2 (6) 3 (18) 17 (60) 21 (76) 19 (136) 7 (21) 5 (18) 6 (39)

72–135 (post = 115) (lowest 
expectations/met)

1 (5) 1 (4) 1 (9) 11 (37) 13 (47) 12 (84) 4 (12) 2 (8) 3 (20)

Total 354 360 714 345 354 699 300 329 629

a Pre-visit ideal and realistic expectations subscales both consisted of 27 items, each item was scored from 1 to 5; scale range: 1 to 135. Post-
visit experiences (expectations met) subscale consisted of 22 items, each item was scored from 1 to 5, plus five items each scored 0 or 1; 
scale range: 1 to 115.

b Treatment procedures (five items) were coded post-visit as dichotomous ‘yes’ performed/‘no’ not performed (recorded in same direction here 
as scale scores ‘yes’ = 0, ‘no’ = 1).
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Domains of expectations

As reported earlier the expectation items were also split into six expectation type domains, which 
are detailed in Chapter 5. All of the domains had good reliability. In the next section, we examine 
correlations between the items in the subscales and domains.

With the exception of the treatment process domain, correlations between pre-visit ideal 
expectations and post-visit experiences achieved significance, although the correlations were 
lower than between pre-visit realistic expectations and post-visit experiences. This would be 
expected given the pre-visit realistic expectations’ reflection of real, rather than ideal, life, and 
as they were partly influenced by previous health-care experiences. These results are shown in 
Tables 37A–F, in which complete response triplets per domain are shown.

TABLE 37A Interitem correlations within subscale domains (Spearman’s rho): structure of health care (items 1–4) 
(n = 768)

Expectations Ideal Realistic Post-visit met

Ideal – 0.496a 0.310a

Realistic 0.496a – 0.455a

Post-visit met 0.321a 0.455a –

a p < 0.01.

TABLE 37B Interitem correlations within subscale domains (Spearman’s rho): process of health care (items 5–7, 10) 
(n = 744)

Expectations Ideal Realistic Post-visit met

Ideal – 0.290a 0.164a

Realistic 0.290a – 0.315a

Post-visit met 0.164a 0.315a –

a p < 0.01.

TABLE 36C Subscale score intercorrelations: Spearman’s rho (total sample n = 714)b

Ideal total scale score Realistic total scale score Post-visit experiences total scale score

Ideal total scale score – 0.568a 0.190a

Realistic total scale score 0.568a – 0.337a

Post-visit experiences total scale score 0.190a 0.337a –

a p < 0.01.
b Treatment procedures (five items) were coded post-visit as dichotomous ‘yes’ performed/‘no’ not performed (recorded in same direction here 

as scale scores ‘yes’ = 0, ‘no’ = 1).
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TABLE 37C Interitem correlations within subscale domains (Spearman’s rho): doctor–patient communication style 
(items 11–15) (n = 686)

Expectations Ideal Realistic Post-visit met

Ideal – 0.483a 0.322a

Realistic 0.483a – 0.383a

Post-visit met 0.322a 0.383a –

a p < 0.01.

TABLE 37D Interitem correlations within subscale domains (Spearman’s rho): consultation and treatment procedures 
(items 16–20; post-visit items 22 –26: 0, received; 1, not received) (n = 678) 

Expectations Ideal Realistic Post-visit met

Ideal – 0.738a 0.048b

Realistic 0.738a – 0.146a

Post-visit met 0.048b –0.146a –

a p < 0.01.
b Not statistically significant.

TABLE 37E Interitem correlations within subscale domains (Spearman’s rho): doctor–patient full approach to 
information (items 21–26; post visit items 16–21) (n = 650)

Expectations Ideal Realistic Post-visit met

Ideal – 0.616a 0.183a

Realistic 0.616a – 0.307a

Post-visit met 0.183a 0.307a –

a p < 0.01.

TABLE 37F Interitem correlations within subscale domains (Spearman’s rho): treatment outcomes (items 27–29) 
(n = 689)

Expectations Ideal Realistic Post-visit met

Ideal – 0.403a 0.220a

Realistic 0.403a – 0.283a

Post-visit met 0.220a 0.283a –

a p < 0.01.

Consistent with the means reported in Chapter 6, Table 38 shows that there were differences in 
domain score distributions between GP and hospital patients, particularly for ideal, realistic and 
post-visit structure of health care and doctor–patient communication style.

Table 39 shows the score distributions for the total sample by domain for pre-visit ideal and 
realistic and post-visit met expectations. This shows that, for each domain, ideal expectations 
were much higher than realistic expectations, and most post-visit experiences fell far short of 
patients’ ideals, although they exceeded their lower realistic expectations for structure of health 
care, process of health care and doctor–patient communication style.
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TABLE 38 Expectation domain score frequency distributions by sample type

Expectation domain GP ideal, % (n)
Hospital ideal, 
% (n)

GP realistic, 
% (n)

Hospital 
realistic, % (n)

GP post-visit 
met, % (n)

Hospital post-
visit met, 
% (n)

Structure of health care (items 1–4 × 5-point response scale)

4 (highest expectations) 52 (202) 33 (123) 30 (119) 12 (45) 53 (204) 18 (64)

5 16 (60) 18 (65) 15 (59) 7 (28) 9 (34) 8 (28)

6 11 (41) 18 (68) 13 (52) 9 (35) 8 (30) 12 (43)

7 10 (37) 14 (54) 12 (47) 12 (45) 6 (22) 15 (56)

8 10 (38) 12 (43) 14 (55) 18 (68) 16 (63) 23 (83)

9 1 (3) 2 (8) 5 (19) 12 (46) 3 (12) 8 (29)

10 1 (3) 2 (6) 5 (20) 9 (32) 2 (9) 6 (21)

11–20 (lowest expectations) 0 (1) 1 (4) 6 (22) 20 (76) 3 (11) 10 (38)

Total n 385 371 393 375 385 362

Process of health care (items 5–7 and 10 × 5-point response scale)

4 (highest expectations) 44 (168) 39 (145) 9 (32) 7 (26) 21 (80) 13 (44)

5 18 (69) 21 (76) 6 (23) 4 (14) 11 (42) 8 (27)

6 13 (51) 17 (62) 11 (41) 7 (26) 8 (32) 11 (38)

7 8 (31) 10 (37) 13 (48) 12 (44) 8 (29) 13 (44)

8 10 (40) 9 (32) 16 (59) 14 (51) 18 (67) 19 (68)

9 2 (9) 2 (6) 11 (40) 12 (44) 7 (25) 12 (43)

10 2 (7) 1 (5) 9 (35) 17 (61) 9 (33) 7 (26)

11–20 (lowest expectations) 2 (7) 2 (6) 25 (95) 27 (99) 19 (72) 17 (61)

Total n 382 369 373 365 380 351

Doctor–patient communication style (items 11–15 × 5-point response scale)

5 (highest expectations) 57 (220) 38 (140) 28 (108) 12 (45) 46 (177) 19 (66)

6 12 (45) 17 (63) 9 (35) 9 (35) 8 (32) 4 (13)

7 8 (31) 18 (66) 11 (44) 14 (51) 5 (21) 9 (31)

8 5 (21) 9 (34) 6 (22) 11 (42) 6 (24) 9 (30)

9 5 (19) 7 (25) 8 (32) 13 (48) 3 (13) 6 (21)

10 9 (36) 7 (27) 13 (5) 16 (59) 14 (54) 17 (61)

11–25 (lowest expectations) 3 (11) 4 (15) 25 (95) 25 (94) 17 (65) 37 (130)

Total n 383 370 341 374 386 352

Consultation and treatment procedures [items 16–20 × 5-point response scale (post-visit items 22–26)]a

5 (highest expectations) 25 (91) 11 (40) 13 (47) 5 (19) Numbers of the five procedures 
received:

6 5 (19) 6 (22) 5 (20) 3 (11) 0 = 3 (10) 0 = 5 (16)

7 8 (29) 5 (20) 7 (28) 6 (21) 1 = 20 (71) 1 = 18 (64)

8 7 (27) 10 (36) 6 (24) 7 (24) 2 = 27 (94) 2 = 29 (101)

9 9 (34) 13 (46) 6 (22) 7 (27) 3 = 28 (99) 3 = 28 (98)

10 9 (32) 17 (63) 10 (38) 14 (53) 4 = 14 (47) 4 = 15 (53)

11 9 (32) 12 (42) 8 (29) 11 (41) 5 = 8 (27) 5 = 4 (15)

12 9 (32) 8 (31) 10 (39) 12 (44)

13 6 (22) 4 (14) 10 (38) 11 (40)

14 3 (10) 3 (10) 5 (20) 5 (19)

15 3 (10) 4 (14) 7 (25) 6 (21)

16–25 (lowest expectations) 9 (32) 7 (27) 12 (45) 13 (49)

Total n 370 365 375 369 348 347

continued
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TABLE 38 Expectation domain score frequency distributions by sample type (continued)

Expectation domain GP ideal, % (n)
Hospital ideal, 
% (n)

GP realistic, 
% (n)

Hospital 
realistic, % (n)

GP post-visit 
met, % (n)

Hospital post-
visit met, 
% (n)

Doctor–patient approach to information [items 21–26 (post-visit items 16–21) × 5-point response scale]

6 (highest expectations) 27 (102) 18 (66) 12 (43) 10 (37) 14 (49) 7 (25)

7 9 (33) 8 (28) 5 (19) 6 (22) 4 (15) 1 (5)

8 11 (39) 14 (53) 5 (19) 5 (18) 6 (20) 2 (8)

9 9 (33) 10 (38) 8 (28) 4 (14) 5 (19) 4 (14)

10 7 (27) 11 (41) 7 (24) 8 (31) 6 (20) 6 (20)

11 6 (24) 13 (48) 8 (30) 9 (33) 2 (8) 7 (24)

12 11 (41) 11 (40) 10 (38) 12 (46) 8 (27) 14 (50)

13 6 (24) 5 (17) 9 (32) 9 (35) 8 (30) 11 (39)

14 3 (10) 3 (11) 8 (28) 8 (31) 8 (30) 9 (31)

15 2 (9) 3 (10) 4 (16) 6 (23) 6 (22) 7 (26)

16 1 (4) 1 (4) 4 (15) 6 (22) 5 (19) 6 (20)

17 1 (4) 1 (3) 5 (20) 4 (16) 5 (17) 7 (23)

18 2 (8) 2 (6) 6 (21) 4 (17) 7 (25) 6 (21)

19 1 (4) 0 3 (10) 2 (8) 3 (11) 4 (14)

20–30 (lowest expectations) 2 (9) 2 (6) 6 (23) 7 (29) 12 (44) 9 (31)

Total n 371 371 366 382 356 351

Treatment outcomes (items 27–29 × 5-point response scale)

3 (highest expectations) 46 (179) 45 (173) 23 (85) 20 (74) 24 (89) 16 (56)

4 11 (43) 14 (54) 7 (28) 7 (27) 6 (21) 7 (25)

5 13 (49) 22 (85) 9 (35) 13 (47) 10 (36) 9 (34)

6 19 (72) 13 (48) 26 (97) 22 (80) 27 (99) 27 (96)

7 4 (17) 2 (7) 10 (39) 15 (54) 11 (41) 9 (34)

8 3 (13) 2 (8) 8 (30) 9 (34) 8 (29) 8 (28)

9 3 (10) 1 (3) 10 (39) 10 (36) 9 (34) 13 (47)

10 0 (1) 0 2 (9) 1 (5) 2 (8) 5 (18)

11–15 (lowest expectations) 1 (2) 1 (3) 4 (14) 4 (15) 3 (12) 6 (20)

Total n 386 381 376 372 369 358

a Post-visit items on five procedures performed (items 22–26) were scored dichotomously as ‘yes’ = 0 and ‘no’ = 1’.
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TABLE 39 Expectation domain score frequency distributions: total sample

Expectation domain Pre-visit ideal, % (n) Pre-visit realistic, % (n) Post-visit met, % (n)

Structure of health care (items 1–4 × 5-point response scale)

4 (highest expectations) 42 (325) 21 (164) 36 (268)

5 16 (125) 11 (87) 8 (62)

6 14 (109) 11 (87) 10 (73)

7 12 (91) 12 (92) 10 (78)

8 10 (81) 16 (123) 20 (146)

9 1 (11) 8 (65) 5 (41)

10 1 (7) 7 (52) 4 (30)

11–20 (lowest expectations) 1 (7) 12 (98) 7 (49)

Total n 756 768 747

Process of health care (items 5–7 and 10 × 5-point response scale)

4 (highest expectations) 42 (313) 8 (58) 17 (124)

5 19 (145) 5 (37) 9 (69)

6 15 (113) 9 (67) 10 (70)

7 9 (68) 12 (92) 10 (73)

8 10 (72) 15 (110) 18 (135)

9 2 (15) 11 (84) 9 (68)

10 2 (12) 13 (96) 8 (59)

11–20 (lowest expectations) 2 (13) 26 (194) 18 (133)

Total n 751 738 731

Doctor–patient communication style (items 11–15 × 5-point response scale)

5 (highest expectations) 48 (360) 20 (153) 33 (243)

6 14 (108) 9 (70) 6 (45)

7 13 (97) 13 (95) 7 (52)

8 7 (55) 8 (64) 7 (54)

9 6 (44) 11 (80) 5 (34)

10 8 (63) 14 (109) 16 (115)

11–25 (lowest expectations) 3 (26) 24 (185) 26 (195)

Total n 753 756 738

Consultation and treatment procedures [items 16–20 × 5-point response scale (post visit items 22–26)]a

5 (highest expectations) 18 (131) 9 (66) Numbers of the five procedures 
received:

6 6 (41) 4 (31) 0 = 4 (26)

7 7 (49) 7 (49) 1 = 19 (135)

8 9 (63) 6 (48) 2 = 28 (195)

9 11 (80) 7 (49) 3 = 28 (197)

10 13 (95) 12 (91) 4 = 14 (100)

11 10 (74) 9 (70) 5 = 6 (42)

12 9 (63) 11 (83)

13 5 (36) 11 (78)

14 3 (20) 5 (39)

15 3 (24) 6 (46)

16–25 (lowest expectations) 8 (59) 12 (91)

Total n 735 741 695

continued
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Table 40 shows the Spearman’s rank-order correlations between subscale domains. All 
correlations achieved statistical significance at least at the 0.05 level. Correlations were 
strongest overall between the structure of health care, process of health care, doctor–patient 
communication style and doctor’s approach to giving information. These are all common 
indicators of the quality of health care, supporting the validity of the measures.

Table 41 shows the Spearman’s rank-order correlations between the pre-visit ideal and realistic 
expectation domains and the post-visit expectations met domains. Most were significant, but 
the strength of the correlations was modest. The post-visit treatment procedures domain failed 
to correlate with most domains, partly reflecting its clinical nature, but caution is also needed 
in interpretation because of its dichotomous coding, although still rank ordered. Overall, 
this suggests that patients’ pre-visit ideal and realistic expectations are, at best, only modestly 
associated with their post-visit experiences.

Expectation domain Pre-visit ideal, % (n) Pre-visit realistic, % (n) Post-visit met, % (n)

Doctor–patient approach to information [items 21–26 (post visit items 16–21) × 5-point response scale]

6 (highest expectations) 23 (168) 11 (80) 11 (74)

7 8 (61) 6 (41) 3 (20)

8 12 (92) 5 (37) 4 (28)

9 10 (71) 6 (42) 5 (33)

10 9 (68) 7 (55) 6 (40)

11 10 (72) 9 (63) 5 (32)

12 11 (81) 11 (84) 11 (77)

13 6 (41) 9 (67) 10 (69)

14 3 (21) 8 (59) 9 (61)

15 3 (19) 5 (39) 7 (48)

16 1 (8) 5 (37) 6 (39)

17 1 (7) 5 (36) 6 (40)

18 2 (14) 5 (38) 7 (46)

19 1 (4) 2 (18) 4 (25)

20–30 (lowest expectations) 2 (15) 6 (44) 11 (75)

Total n 742 740 707

Treatment outcomes (items 27–29 × 5-point response scale)

3 (highest expectations) 46 (352) 21 (159) 20 (145)

4 13 (97) 7 (55) 6 (46)

5 17 (134) 11 (82) 10 (70)

6 16 (120) 24 (177) 27 (195)

7 3 (24) 12 (93) 10 (75)

8 3 (21) 9 (64) 8 (57)

9 2 (13) 10 (75) 11 (81)

10 0 (1) 2 (14) 4 (26)

11–15 (lowest expectations) 1 (5) 4 (29) 4 (32)

Total n 767 748 727

a Post-visit items on five procedures performed (items 22–26) were scored dichotomously as ‘yes = 0’ and ‘no = 1’.

TABLE 39 Expectation domain score frequency distributions: total sample (continued)



© Queen’s Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a commissioning contract issued by the 
Secretary of State for Health.

177 Health Technology Assessment 2012; Vol. 16: No. 30DOI: 10.3310/hta16300

TABLE 40 Pre-visit intersubscale domain Spearman’s rho validity correlations: total sample

Expectation 
domain

Structure of 
health care 
(items 1–4), 
ideal/realistic

Process of 
health care 
(items 5–7, 10), 
ideal/realistic

Doctor–patient 
communication 
style (items 
11–15), ideal/
realistic

Consultation 
and treatment 
procedures 
(items 16–20), 
ideal/realistic

Doctor–patient 
approach to 
information (items 
21–26; post items 
16–21), ideal/realistic

Outcome 
expectations 
(items 27–29), 
ideal/realistic

Structure of health care (items 1–4)

Ideal –/0.496a 0.568a/0.237a 0.568a/0.306a 0.165a/0.096b 0.343a/0.249a 0.311a/0.224a

Realistic 0.496a/– 0.287a/0.566a 0.307a/0.454a 0.273a/0.383a 0.275a/0.400a 0.080b/0.361a

Process of health care (items 5–7, 10)

Ideal 0.568a/0.287a –/0.290a 0.600a/0.309a 0.224a/0.096b 0.404a/0.247a 0.376a/0.228a

Realistic 0.237a/0.566a 0.290a/– 0.220a/0.523a 0.217a/0.404a 0.247a/0.489a 0.097a/0.407a

Doctor–patient communication style (items 11–15)

Ideal 0.568a/0.307a 0.600a/0.220a –/0.483a 0.340a/0.183a 0.506a/0.312a 0.465a/0.272a

Realistic 0.306a/0.454a 0.309a/0.523a 0.483a/– 0.199a/0.414a 0.292a/0.611a 0.208a/0.458a

Consultation and treatment procedures (items 16–20)

Ideal 0.165a/0.273a 0.224a/0.217a 0.340a/0.199a –/0.738a 0.590a/0.399a 0.353a/0.151a

Realistic 0.096b/0.383a 0.096b/0.404a 0.183a/0.414a 0.738a/– 0.400a/0.558a 0.207a/0.376a

Doctor–patient approach to information (items 21–26; post items 16–21)

Ideal 0.343a/0.275a 0.404a/0.247a 0.506a/0.292a 0.590a/0/.400a –/0.616a 0.503a/0.298a

Realistic 0.249a/0.400a 0.247a0.489a 0.312a/0.611a 0.339a/0.558a 0.616a/– 0.273a/0.591a

Outcome expectations (items 27–29)

Ideal 0.311a/0.080b 0.376a/0.097a 0.465a/0.208a 0.353a/0.207a 0.503a/0.273a –/0.403a

Realistic 0.224a/0.361a 0.228a/0.407a 0.272a/0.458a 0.151a/0.378a 0.298a/0.591a 0.403a/–

a p < 0.01.
b p < 0.05.
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Global expectations, influences and health service use by site

Following the expectations items in the pre-visit questionnaire, respondents were asked a series 
of questions about their global expectations and perceived influences on their expectations. There 
were no significant differences between samples in the global ratings of the importance of their 
ideal expectations and their deserved expectations and their perceptions of influences on their 
expectations. About three-quarters of the total sample responded that their ideal hopes were ‘very 
important’ to them overall, and over half felt that they deserved these to happen in reality ‘a lot’.

Table 42 shows the mean (SD) scores by age and sex of respondents for the pre-visit items about 
global expectations (importance and entitlement expectancies) and perceptions of influences on 
expectations. The means for each age group and men and women were similar for assessments 
of the overall importance of the (ideal) expectations items (tapping expectations values overall), 
assessments of whether they felt they deserved their (ideal) expectations to be met, and perceived 
influences on expectations. The most commonly perceived influences on expectations (lowest 
means) were previous consultations/experiences of health services, health-care staff/professionals 
and talking with family/relatives (Chapter 8 presents these expectancies and influences by mode 
of administration and site).

TABLE 41 Intersubscale Spearman’s rho validity correlations between the pre-visit ideal and realistic expectation 
domains and the post-visit expectations met domains: total sample

Post-visit 
experiences (met 
expectations)

Structure of 
health care 
(items 1–4), 
ideal/realistic

Process of 
health care 
(items 5–7, 10), 
ideal/realistic

Doctor–patient 
communication 
style (items 
11–15), ideal/
realistic

Consultation 
and treatment 
procedures 
(items 16–20), 
ideal/realistic

Doctor–patient 
approach to 
information (items 
21–26), ideal/
realistic

Outcome 
expectations 
(items 27–29), 
ideal/realistic

Structure of health 
care (items 1–4)

0.321a/0.455a 0.274a/0.291a 0.311a/0.336a 0.147a/0.166a 0.180a/0.238a 0.124a/0.168a

Process of health 
care (items 5–7, 
10)

0.187a/0.242a 0.164a/0.315a 0.181a/0.277a 0.146a/0.190a 0.149a/0.258a 0.207a/0.215a

Doctor–patient 
communication 
style (items 11–15)

0.300a/0.277a 0.208a/0.205a 0.322a/0.383a 0.049b/0.134a 0.170a/0.304a 0.163a/0.239a

Consultation 
and treatment 
procedures (items 
16–20; post items 
22–26) (yes = 0, 
no = 1)

0.001/0.039b 0.037/0.056b 0.005/0.001b 0.048b/–0.146c 0.043b/0.095c 0.066b/0.114a

Doctor–patient 
approach to 
information (items 
21–26; post items 
16–21)

0.114a/0.158a 0.065a/0.181a 0.120a/0.247a 0.149a/0.193a 0.183a/0.307a 0.168a/0/226a

Outcome 
expectations (items 
27–29)

0.103a/0.158a 0.057b/0.142a 0.131a/0.254a 0.073b/0.150a 0.114a/0.245a 0.220a/0.283a

a p < 0.01.
b Not significant.
c p < 0.05.
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TABLE 42 Pre-visit questionnaire items on overall expectations, influences on expectations and health service use by 
age and sex of respondent and total sample (n = 685–765)

Questionnaire item

Age 
≤ 39 years, 
mean (SD)

Age 
40–59 years, 
mean (SD)

Age 60+ 
years, mean 
(SD)

Female, 
mean (SD)

Male, mean 
(SD)

Total sample, 
mean (SD)

30. Considering all the things that you 
hope for ideally, overall how important 
are they to you? (‘very important’ 1, 
‘fairly important’ 2, ‘neither’ 3, ‘fairly 
unimportant’ 4, ‘very unimportant’ 5)

1.33 (0.48) 1.23 (0.45) 1.23 (0.53) 1.27 (0.51) 1.24 (0.46) 1.26 (0.49)

31. Overall, how much do you feel that 
you deserve these to happen in reality? 
(‘a lot’ 1, ‘a fair amount’ 2, ‘a little’ 3, ‘not 
at all’ 4)

1.53 (0.62) 1.39 (0.53) 1.41 (0.55) 1.46 (0.58) 1.42 (0.56) 1.44 (0.57)

32. Overall, to what extent are your 
expectations about what will happen 
during this visit influenced by: (‘a lot’ 1, ‘a 
moderate amount’ 2, ‘a little/not at all’ 3)

Previous consultations/experiences of 
health services?

1.47 (0.62) 1.36 (0.57) 1.37 (0.57) 1.40 (0.58) 1.39 (0.59) 1.40 (0.58)

Health-care staff/professionals? 1.84 (0.78) 1.70 (0.77) 1.75 (0.72) 1.83 (0.78) 1.67 (0.72) 1.76 (0.76)

Talking with family/relatives? 1.94 (0.72) 1.93 (0.72) 2.04 (0.72) 2.03 (0.74) 1.87 (0.68) 1.97 (0.72)

Experiences of other people? 2.12 (0.75) 2.17 (0.71) 2.32 (0.66) 2.22 (0.73) 2.17 (0.69) 2.20 (0.71)

Talking with friends/neighbours? 2.14 (0.74) 2.15 (0.75) 2.35 (0.69) 2.21 (0.74) 2.20 (0.73) 2.21 (0.73)

TV, radio, magazines, newspapers? 2.33 (0.76) 2.21 (0.74) 2.39 (0.71) 2.36 (0.74) 2.23 (0.74) 2.31 (0.74)

Other literature? 2.30 (0.76) 2.23 (0.69) 2.45 (0.67) 2.36 (0.74) 2.28 (0.68) 2.32 (0.72)

Reasons for consultation, health and self-management

Respondents were asked about the reasons for their consultation. The most common reason for 
the consultation was to obtain a diagnosis, especially among hospital patients (54% of responding 
GP patients vs 72% of responding hospital patients), and hospital patients were more likely 
than GP patients to have been given a diagnosis before. Few patients in either sample wanted 
to make the final decision about their treatment (7% of GP patients vs 6% of hospital patients) 
and preferred to share the decision with the doctors or leave the decision to the doctor. There 
were few differences in mental or physical health status or healthy behaviour between samples, 
although the hospital patients rated their quality of life as worse than the GP patients (as 
might be expected). More hospital than GP patients agreed ‘a lot’ that they could manage their 
condition themselves. There were no other differences in perceived self-efficacy and control 
between samples.

Summary

This chapter presented descriptive data on expectations. It presented the most common types 
of met and unmet expectations expressed by patients, and variations by health-care setting and 
characteristics of respondents. In summary, ideal expectations scores were generally lower than 
realistic expectations scores. This indicates higher ideal expectations and supports the validity 
of the measures as ideals are anticipated to be higher than real life. Post-visit expectations met 
scores were lower than pre-visit ideal expectations scores but similar to, or slightly worse than, 
pre-visit realistic expectations scores, again as expected. Thus, correlations between ideal and 
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met expectations were lower than those between realistic and met expectations, supporting their 
validity, although patients’ pre-visit ideal and realistic expectations were only modestly associated 
with their post-visit experiences, at best.

The highest ideal expectations, particularly among the GP sample, included expectations about 
cleanliness, information about where to go, convenient appointments, being seen on time, 
helpfulness of reception staff and knowledge of the doctor, a clear and easy to understand 
doctor, involvement in treatment decisions and reduction in symptoms/problems. The lowest 
ideal expectations were related to the five clinical procedures (physical examination, tests/
investigations, diagnosis, prescription and referral on) and being given the opportunity to discuss 
problems in life.

The lowest met expectations, particularly among the hospital sample, included being seen on 
time and the two items requested by the ethics committee: being given a choice of hospitals 
if referred and a choice of doctors to consult (not included in scaling as not applicable to all 
patients). Other items that had low met expectations were the helpfulness of the reception staff, 
the doctor being respectful and treating with dignity (hospital sample), the doctor knowledgeable 
about the condition (hospital), being given reassurance, advice about health/condition, 
information on the cause of the condition, advice on how to manage the condition, information 
about the benefits/side effects of treatment and an opportunity to discuss problems in life, and 
the three items on outcome expectancies.

Overall, GP patients reported higher pre-visit expectations and post-visit met expectations, 
particularly for items relating to structure of health care and doctor–patient communication 
style. Spearman’s rank-order correlations between subscale domains were strongest overall 
between the structure of health care, the process of health care, doctor–patient communication 
style and doctor’s approach to giving information. These are all common indicators of the quality 
of health care, supporting the validity of the measures.

About three-quarters of the total sample stated that their ideal hopes were ‘very important’ to 
them overall, and over half felt that they deserved these to happen in reality ‘a lot’. The most 
common influences on expectations were seen to be their previous consultations/experiences 
of health services and health-care staff/professionals. There were few associations between 
expectations and other characteristics.
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Chapter 8 

Survey results: overall satisfaction with visit

Research question

 ■ How does pre-visit expectation type affect post-visit met expectations and 
patient satisfaction?

Interactions between mode of questionnaire administration and 
site and various characteristics potentially related to expectations

Our first analysis considered whether or not the mode of questionnaire administration and site 
had any relationship to a number of variables that might impact on expectations. In Chapter 7 we 
reported that experience of previous consultations and the health service was the factor perceived 
to be the most influential on current expectations – for both GP and hospital patients. Extending 
that analysis to consider mode of administration (self-administered questionnaire or interview) 
revealed similar results: in each mode-by-site combination, past health service experience was 
rated as the most influential factor on current expectations, above other potential influences 
(talking with family/relatives or friends/neighbours, experiences of other people, various media 
and health-care staff/professionals). Overall, the subsamples were broadly similar in their 
mean responses.

Also, hospital patients were significantly more likely than GP patients to state that their 
consultation was for a follow-up appointment (regardless of mode of questionnaire 
administration). There was further a tendency for those attending a hospital appointment to have 
had the condition about which they were consulting for a longer period (regardless of mode) (e.g. 
one-third of GP patients were consulting about a condition they had had for ≤ 4 weeks compared 
with < 10% of hospital patients). The hospital patients, regardless of mode, also rated their health 
compared with others of their age as less good than GP patients (average ratings between ‘fair’ 
and ‘poor’ as opposed to between ‘good’ and ‘fair’). Hospital patients also acknowledged having 
a ‘long-standing illness, disability or infirmity’ to a greater degree than GP patients (although the 
difference was not great), and had more often been given a diagnosis for their condition (82% of 
267 self-administered questionnaire hospital patients and 58% of 31 interviewed hospital patients 
vs 63% of 200 self-administered questionnaire GP patients and 49% of 33 interviewed GP 
patients). Data were also collected on length of time after first noticing symptoms that a diagnosis 
was sought and the number of visits to hospital over the past 12 months, but these data showed 
no clear trends across the four mode-by-site samples and are not discussed further here (data 
available from authors).

Table 43 shows details of certain health-related factors that reveal differences between the 
mode-by-site samples. It shows that the hospital self-administration sample was significantly less 
likely to have ever smoked cigarettes and that both hospital samples were more likely to report 
sedentary activities in the past 4 weeks (perhaps unsurprisingly). There were also significant 
differences between groups in housing tenure, household size and employment and marital 
status, although trends were not consistent between modes. The potential influences of these 
factors on expressed expectations thus need to be controlled for in the multivariable analyses. 
However, there were no, or very small, differences between groups in relation to the various 
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subjective measures collected [e.g. items measuring optimism, decision-making preferences, 
the Short Form questionnaire-12 items (SF-12) mental well-being scale – all data available 
from authors], suggesting that any analyses on these issues may be conducted over the four 
combined samples.

Post-visit overall satisfaction, expectations and perceptions 
of consultation

Measuring patient satisfaction is important for monitoring the quality of health care and also 
because satisfaction might influence patient outcomes.63 Although there are many surveys 
of patient satisfaction, few investigators have attempted to define this concept, although it is 
generally recognised as a cognitively based attitude. For example, people may express their 
evaluations of a service by comparing their personal standards or expectations with their 
perceptions of the service received.63 Beyond such basic notions, the lack of underpinning 
theory to guide measurement was noted by Hall and Dornan,292 who experienced difficulties 
comparing the diverse range of studies in their meta-analysis. It is implicitly agreed that the 
concept is multidimensional and relative, although the most commonly investigated dimensions 
of satisfaction are humaneness, information-giving, quality and competence of care.292

Crow et al.63 also systematically searched the literature on satisfaction with health care and 
noted problems establishing a tangible definition of satisfaction. They concluded, however, 
that 20% of 139 studies reviewed considered patients’ expectations as a potential predictor of 
satisfaction, with varied results: satisfaction was associated with prior satisfaction; health status 
and health outcomes influenced satisfaction (patients with worse mental and physical health 
were least satisfied, except in some chronically ill patient groups); older patients expressed higher 
satisfaction than younger patients; the effects of sex, ethnicity and socioeconomic status were 
inconsistent; the most important influence on satisfaction was the patient–provider relationship, 
including information-giving; and choice of provider led to increased satisfaction. Although most 
patients in the majority of studies report some degree of satisfaction with their care, it has been 
questioned whether variations in patient satisfaction, when detected, reflect variations in the 
organisation of health care, clinicians or patients themselves.293

TABLE 43 Pre-visit questionnaire items on various health-related and socio-demographic measures by mode of 
questionnaire administration (GP vs hospital by interview vs self-administration)

Questionnaire item

GP 
interview, 
mean (SD)

GP self-
administration, 
mean (SD)

Hospital 
interview, 
mean (SD)

Hospital self-
administration, 
mean (SD)

Total sample, 
mean (SD)

50. Overall, how would you rate your quality of life? (‘so 
good, could not be better’ 1, ‘very good’ 2, ‘good’ 3, 
‘alright’ 4, ‘bad’ 5, ‘very bad’ 6, ‘so bad, could not be 
worse’ 7)

2.69 (0.79) 2.79 (1.00) 3.37 (1.15) 3.20 (1.02) 2.99(1.03)

51. Overall, how much does your health adversely affect 
your quality of life? (‘a lot’ 1, ‘moderately’ 2, ‘a little’ 3, 
‘not at all’ 4)

2.40 (1.06) 2.44 (1.02) 1.85 (0.98) 1.99 (0.82) 2.21(0.97)

% (n) % (n) % (n) % (n) % (n)

53. Smoking

Never smoked 38 (27) 53 (182) 52 (28) 63 (211)a 56 (448)

Ex-smoker 41 (29) 33 (115) 31 (17) 25 (84) 31 (245)

Current smoker 21 (15) 14 (48) 17 (9) 11 (38) 14 (110)
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Questionnaire item

GP 
interview, 
mean (SD)

GP self-
administration, 
mean (SD)

Hospital 
interview, 
mean (SD)

Hospital self-
administration, 
mean (SD)

Total sample, 
mean (SD)

54. WHO activity classification (561 responded): main activities during the past 4 weeks

Hard training/competitive sport more than weekly 1 (1) 10 (29) 6 (3) 12 (17)b 9 (50)

Jogging/recreational sports/heavy gardening at least 
4 hours a week

13 (9) 12 (36) 6 (3) 8 (11) 11 (59)

Walking, cycling, other light activities at least 4 hours a 
week

54 (38) 48 (142) 48 (26) 38 (55) 47 (261)

Reading, watching television, other sedentary activities 31 (22) 30 (87) 41 (22) 42 (60) 34 (191)

59. Housing tenure

Homeowner/mortgage 61 (43) 54 (180) 56 (30) 58 (194)a 56 (447)

Rents from local authority or voluntary body 11 (8) 18 (61) 17 (9) 28 (93) 22 (171)

Rents privately 15 (11) 18 (62) 17 (9) 8 (26) 14 (108)

Other arrangement 13 (9) 10 (33) 11 (6) 6 (20) 9 (68)

60. Age left school

< 14 years 3 (2) 4 (15) 2 (1) 18 (61)a 10 (79)

14 to < 16 years 17 (12) 21 (73) 30 (16) 27 (89) 24 (190)

16 to < 18 years 41 (29) 28 (95) 54 (29) 29 (98) 31 (251)

18+ years 39 (28) 46 (159) 15 (8) 26 (85) 35 (280)

61. Marital status

Married/cohabiting with partner 61 (43) 57 (195) 63 (32) 65 (215)a 61 (485)

Divorced/separated 14 (10) 11 (36) 8 (4) 11 (35) 11 (85)

Widowed 10 (7) 7 (25) 6 (3) 14 (48) 10 (83)

Single 15 (11) 25 (86) 24 (12) 11 (35) 18 (144)

62. Household size

Lives alone 25 (18) 19 (64) 8 (4) 20 (68)a 19 (154)

Lives with others 75 (53) 81 (270) 92 (47) 80 (264) 81 (641)

63. Employment status

Employed/self-employed 38 (27) 37 (128) 53 (27) 31 (103)a 36 (285)

Full-time/part-time 16 (12) 17 (58) 12 (6) 10 (34) 14 (110)

Unable to work because of illness/condition 1 (1) 7 (24) 4 (2) 9 (29) 7 (56)

Unemployed 1 (1) 5 (18) 4 (2) 9 (31) 7 (52)

Homemaker 11 (8) 5 (18) 18 (9) 6 (19) 7 (54)

Retired 28 (21) 24 (82) 8 (4) 33 (111) 27 (218)

Other 5 (4) 4 (14) 2 (1) 2 (6) 3 (22)

No. of respondents 71–74 324–345 51–54 299–335 649–806

a p < 0.01.
b p < 0.05.
Means (SDs) not calculated for dichotomous items.
Caution is needed in interpreting statistical significance when there are four numbers in a cell.

TABLE 43 Pre-visit questionnaire items on various health-related and socio-demographic measures by mode of 
questionnaire administration (GP vs hospital by interview vs self-administration) (continued)
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Given the importance – with acknowleged limitations – of the concept of ‘satisfaction’, we 
considered its relationship with expectations, anticipating that ‘met expectations’ at least would 
show some relationship to broader satisfaction.

Table 44 shows the distributions, by mode of administration for the subsamples, for the post-
visit satisfaction items. Results were similar by mode of administration in each sample, except 
for items 33 and 34 (consultation worth it and satisfied with visit), for which the hospital self-
administration sample had slightly higher mean scores than the other groups (indicating that 
they were less likely to rate the visit as ‘worthwhile’ and less likely to be ‘very satisfied’ with it), 
although differences were small.

Table 45 merges the data across mode of administration and compares only the sites. Post visit, 
GP patients rated the consultation more favourably than hospital patients in terms of having 
their overall expectations met in relation to their hopes and ideals of what would happen, rating 
the consultation as ‘worth it’, being ‘very satisfied’ with the visit and being more likely to take any 
prescribed medication.

Table 46 shows respondents’ overall assessments of, and satisfaction with, the consultation, by age 
and sex. Mean scores were similar across groups, and the percentages shown for the dichotomous 
item (item 32) on things not done, or that disappointed, were similar for both men and women. 
Respondents aged 60+ years had higher mean scores for the item on overall mean expectations 
(i.e. their expectations were more likely to be met than younger people’s), but their rated ability 
to influence the consultation was lower; those aged 60+ years were more likely than those aged 
≤ 39 years to rate the consultation as worth it, and to be more likely to be satisfied with the clinic 
visit overall.

TABLE 44 Post-visit satisfaction, expectations met and perceptions of consultation by mode of questionnaire 
administration and site

Questionnaire item

GP 
interview, 
mean (SD) 

GP self-
administration, 
mean (SD) 

Hospital 
interview, 
mean (SD) 

Hospital self-
administration, 
mean (SD) 

Total 
sample, 
mean (SD) 

30. Overall, how much were your expectations of the 
visit met in relation to your ideals or hopes of what would 
happen? (‘not at all’ 1, ‘a little’ 2, ‘a fair amount’ 3, ‘a lot’ 
4, ‘completely’ 5)

3.93 (1.01) 3.69 (1.16) 3.52 (1.09) 3.19 (0.85) 3.50 (1.06)

31. To what extent were you able to influence the 
consultation in order to get the outcome you wanted? (‘a 
lot’ 1, ‘a moderate amount’ 2, ‘a little’ 3, ‘not at all’ 4)

2.33 (1.03) 2.25 (1.03) 2.87 (1.15) 2.49 (0.87) 2.41 (0.99)

32. Were there any things that needed to be done at 
this consultation that were not done, or things that 
disappointed you?a

No 87 (64) 87 (278) 87 (47) 88 (275) 87 (664)

Yes 13 (10) 13 (42) 13 (7) 12 (38) 13 (97)

33. To sum up, do you think that the consultation (with 
the journey, wait, any treatment and everything) was 
worth it or not? (‘worth it’ 1, ‘too early to say’ 2, ‘not 
worth it’ 3)

1.09 (0.34) 1.29 (0.61) 1.28 (0.66) 2.16 (0.94) 1.36 (0.64)

34. Overall, how satisfied are you with your visit this 
time? (‘very satisfied’ 1, ‘satisfied’ 2, ‘neither’ 3, 
‘dissatisfied’ 4, ‘very dissatisfied’ 5)

1.53 (0.72) 1.69 (0.87) 1.63 (0.92) 2.16 (0.94) 1.88 (0.92)

36. If the doctor gave you any prescribed medication 
on this visit how likely are you to take the medication 
prescribed? (‘very likely’ 1, ‘likely’ 2, ‘not very likely’ 3, 
‘uncertain/don’t know’ 4)

1.38 (0.83) 1.23 (0.60) 1.35 (0.81) 1.83 (0.86) 1.53 (0.81)

No. of respondents 71–74 324–345 54 299–335 678–795 

a Data expressed as % (n).
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TABLE 45 Post-visit satisfaction, expectations met and perceptions of consultation by sample site

Questionnaire item GP patients, % (n) Hospital patients, % (n) Total sample, % (n)

30. Overall, how much were your expectations of the visit met in relation to your ideals or hopes of what would happen?

Not at all 5 (19) 3 (13)a 4 (32)

A little 10 (41) 11 (39) 11 (80)

A fair amount 22 (87) 54 (197) 37 (284)

A lot 33 (131) 22 (80) 28 (211)

Completely 30 (120) 10 (36) 20 (156)

Total n 398 365 763

Mean (SD) score 3.73 (1.19) 3.24 (0.90) 3.50 (1.06)

31. To what extent were you able to influence the consultation in order to get the outcome you wanted?

A lot 27 (96) 12 (45) 20 (141)

A moderate amount 35 (121) 38 (134) 36 (255)

A little 22 (78) 33 (116) 27 (194)

Not at all 16 (55) 17 (62) 17 (117)

Total n 350 357 707

Mean (SD) score 2.26 (1.03) 2.55 (0.92) 2.41 (0.99)

32. Were there any things that needed to be done at this consultation that were not done, or things that disappointed you?

No 87 (342) 88 (322) 87 (664)

Yes 13 (52) 12 (45) 13 (97)

Total n 394 367 761

33. To sum up, do you think that the consultation (with the journey, wait, any treatment and everything) was worth it or not?

Worth it 80 (317) 63 (232)a 72 (549)

Too early to say 15 (61) 27 (98) 21 (159)

Not worth it 3 (12) 9 (34) 6 (46)

Other response 1 (5) 1 (2) 1 (7)

Total n 395 366 761

Mean (SD) score 1.25 (0.57) 1.47 (0.69) 1.36 (0.64)

34. Overall, how satisfied are you with your visit this time?

Very satisfied 51 (185) 30 (108)a 40 (293)

Satisfied 37 (136) 43 (155) 40 (291)

Neither 7 (26) 20 (73) 14 (99)

Dissatisfied 4 (13) 6 (22) 5 (35)

Very dissatisfied 1 (4) 2 (7) 1 (11)

Total n 364 365 729

Mean (SD) score 1.67 (0.84) 2.08 (0.95) 1.88 (0.92)

36. If the doctor gave you any prescribed medication on this visit how likely are you to take the medication prescribed?

Very likely 82 (228) 41 (111)a 61 (339)

Likely 12 (34) 47 (128) 30 (162)

Not very likely 3 (7) 4 (10) 3 (17)

Uncertain/don’t know 3 (8) 9 (23) 6 (31)

Total n 277 272 549

Mean (SD) 1.80 (0.86) 1.26 (0.65) 1.53 (0.81)

a p < 0.01 for matched sample cases (distributions similar matched and full response cases).
Means (SDs) not calculated for dichotomous items.
Caution is needed in interpreting statistical significance when there are four numbers in a cell.
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TABLE 46 Post-visit satisfaction, expectations met and perceptions of consultation by age and sex of respondents and 
total sample

Questionnaire item
≤ 39 years, 
mean (SD)

40–59 years, 
mean (SD)

60+ years, 
mean (SD)

Female, 
mean (SD)

Male, 
mean (SD)

Total sample, 
mean (SD)

30. Overall, how much were your expectations of 
the visit met in relation to your ideals or hopes of 
what would happen? (‘not at all’ 1, ‘a little’ 2, ‘a 
fair amount’ 3, ‘a lot’ 4, ‘completely’ 5)

3.38 (1.08) 3.48 (1.03) 3.60 (1.05) 3.51 (1.10) 3.48 (0.99) 3.50 (1.06)

31. To what extent were you able to influence 
the consultation in order to get the outcome you 
wanted? (‘a lot’ 1, ‘a moderate amount’ 2, ‘a little’ 
3, ‘not at all’ 4)

2.40 (0.95) 2.39 (1.00) 2.44 (1.00) 2.41 (1.01) 2.41 (0.95) 2.41 (0.99)

32. Were there any things that needed to be done 
at this consultation that were not done, or things 
that disappointed you?a

No 85 (193) 87 (213) 90 (242) 86 (375) 88 (275) 87 (664)

Yes 15 (35) 13 (33) 10 (28) 14 (60) 12 (36) 13 (97)

33. To sum up, do you think that the consultation 
(with the journey, wait, any treatment and 
everything) was worth it or not? (‘worth it’ 1, ‘too 
early to say’ 2, ‘not worth it’ 3)

1.43 (0.68) 1.34 (0.61) 1.31 (0.62) 1.34 (0.62) 1.37 (0.66) 1.36 (0.64)

34. Overall, how satisfied are you with your visit 
this time? (‘very satisfied’ 1, ‘satisfied’ 2, ‘neither’ 
3, ‘dissatisfied’ 4, ‘very dissatisfied’ 5)

2.07 (0.98) 1.87 (0.96) 1.71 (0.80) 1.85 (0.92) 1.91 (0.93) 1.88 (0.92)

36. If the doctor gave you any prescribed 
medication on this visit how likely are you to take 
the medication prescribed? (‘very likely’ 1, ‘likely’ 
2, ‘not very likely’ 3, ‘uncertain/don’t know’ 4)

1.61 (0.88) 1.68 (0.89) 1.35 (0.63) 1.48 (0.82) 1.61 (0.80) 1.53 (0.81)

a Data expressed as % (n).
Means (SDs) not calculated for dichotomous items.
n = 700–763; n = 549 if given prescription (item 36), otherwise item 36 did not apply.

Multivariable predictors of pre-visit ideal and realistic 
expectations and post-visit experiences and of overall 
expectations and satisfaction with visit

To examine independent predictors of expectation type and satisfaction with the visit, multiple 
regression analyses were carried out. The dependent variables in the different models were (1) the 
total subscale scores for pre-visit ideal and realistic expectations and post-visit experiences (met 
expectations) and (2) ratings of post-visit global satisfaction and expectations met by the visit.

Theoretically relevant independent variables were entered hierarchically, along with 
sociodemographic/economic, perceived control over life and mood (optimism) variables to 
control for their effects. Those variables that were significant in any expectation full model were 
re-entered along with the control variables (only those showing significance are shown). All 
variables entered achieved correlations of ± 0.600, and criteria for minimising multicollinearity 
were met.
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Pre-visit ideal and realistic expectations and post-visit 
experiences (met expectations)

Initial models entered the following independent variables, which were not significant in any 
model: feeling of entitlement to ideal expectations (overall deserve item), NHS use, feels can 
influence consultation to achieve wanted outcome, given diagnosis earlier, preferred involvement 
in treatment decisions (Degner scale), feels can manage condition oneself, perceived problem-
solving ability, self-rated health status compared with others of the same age, global quality of life 
and ethnicity. These were removed and new reduced models were run.

Variables achieving significance were re-entered with the control variables. The statistics for these 
reduced models are given underneath significant variables in the full model. The control variables 
(age, sex, household size, socioeconomic status, study site) were entered into each model; their 
statistics are shown for the reduced models only if significant.

Table 47 shows that variables that were significant in the full and reduced models for the ideal 
expectations subscale were ideal expectation values (greater importance of these overall was 
associated with higher ideal expectations), the effects of health on quality of life (greater effects 
were associated with lower ideal expectations) and a more active lifestyle, which was associated 
with lower ideal expectations. Age, sex, marital status and indicators of socioeconomic status 
were not independently associated with ideal expectations. The reduced model explained 10% 
(adjusted R 2 = 0.104) of the variance in ideal expectation scores.

Ideal expectation values (overall) were not significantly associated with realistic subscale 
expectations. In both full and reduced models, expectations said to be influenced by talking with 
family/relatives and by health-care staff/professionals were also significantly associated with 
higher realistic expectations. The effect of health on quality of life was significant in both full and 
reduced models (greater health effects were associated with lower realistic expectations). Being 
a GP rather than a hospital study patient was significantly associated with having higher realistic 
expectations. Living alone, being unmarried and older age were associated with lower realistic 
expectations. The reduced model explained 15% of the variance in realistic expectation scores 
(adjusted R 2 = 0.145).

Realistic, but not ideal subscale, scores were independently predictive of the post-visit met 
expectations subscale. Additionally, the independent variables that were associated with 
post-visit experiences (met expectations subscale), in both the full and reduced models, were 
expectations said to be influenced by previous consultations/experiences (associated with 
higher met expectations) and whether the consultation was a first or follow-up for the condition 
(first consultations had higher met expectations). GP patients had higher met expectations 
than hospital patients. Being more anxious/depressed and older age were associated with 
lower met expectations. The reduced model explained 11% of the variance in post-visit scores 
(adjusted R 2 = 0.114).

Overall expectations and satisfaction with visit

To examine independent predictors of the two dependent variables – global ratings of post-visit 
satisfaction and met expectations – theoretically relevant independent variables were entered 
hierarchically, along with sociodemographic/economic, perceived control over life and mood 
variables to control for their effects.
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TABLE 47 Multiple regression of independent predictors of ideal and realistic expectations and post-visit met 
expectations scores (each model adjusted for age, sex, household size, socioeconomic status and study site)

Questionnaire item

Pre-visit ideal expectations 
subscalee: unstandardised 
coefficient b/standardised 
coefficient (two-tailed t-value), 
95% confidence interval

Pre-visit realistic expectations 
subscalee: unstandardised 
coefficient b/standardised 
coefficient (two-tailed t-value), 
95% confidence interval

Post-visit experiences/
met expectations subscalee: 
unstandardised coefficient b/
standardised coefficient (two-
tailed t-value), 95% confidence 
interval

Realistic expectations subscalee – – 0.306/0.365 (6.365),a 
0.211 to 0.400

Reduced model: 0.316/0.378 
(9.954),a 1.678 to 4.833

30. Overall, how important are 
expectations hoped for ideally 
(values)? (‘very important’ 1 to 
‘very unimportant’ 5) 

2.278/0.104 (2.021),b 
0.063 to 4.493

Reduced model: 5.143/0.195 
(3.651),a 2.372 to 7.914

2.629/0.86 (1.680),c 
–0.446 to 5.704

1.785/0.070 (1.259),c 
–1.004 to 4.574

32. Expectations influenced (‘a lot’ 
1 to ‘not at all’ 3) by:

Previous consultations/
experiences

1.261/0.069 (1.401),c 
–0.508 to 3.031

0.098/0.004 (0.078),c 
–2.359 to 2.555

2.267/0.107 (2.001),b 
0.039 to 4.495

Reduced model: 2.890/0.136 
(3.435),a 1.237 to 4.508

Talking with family/relatives 0.905/0.061 (1.029),c 
–0.824 to 2.634

2.618/0.127 (2.143),b 
0.216 to 5.019

Reduced model: 3.604/0.182 
(3.294),a 1.452 to 5.756

1.267/0.074 (1.145),c 
–0.910 to 3.45

Health-care staff/professionals 1.301/0.093 (1.666),c 
–0.234 to 2.835

2.260/0.115 (2.085),b 
0.129 to 4.390

Reduced model: 2.975/0.159 
(2.824),d 0.903 to 5.048

–0.093/–0.006 (–0.094),c 
–2.025 to 1.839

36. First consultation (‘yes/no’) –0.105/–0.008 (–0.119),c 
–1.843 to 1.633

1.490/0.080 (1.213),c 
–0.924 to 3.903

3.272/0.209 (2.941),a 
1.084 to 5.461

Reduced model: 3.776/0.242 
(5.592),a 2.902 to 5.347

43. Control over important things 
in life (‘a lot’ 1 to ‘none’ 4)

0.370/0.025 (0.433),c 
–1.310 to 2.050

0.470/0.023 (0.396),c 
–1.863 to 2.802

0.517/0.030 (0.480),c 
–1.598 to 2.632

44. Takes a positive attitude 
towards self (‘strongly agree’ 1 to 
‘strongly disagree’ 5)

0.583/0.047 (0.846),c 
–0.772 to 1.939

1.541/0.089 (1.610),c 
–0.340 to 3.423

–0.186/–0.013 (–0.214),c 
0.830 to –1.892

51. Overall, health affects quality 
of life (‘a lot’ 1 to ‘not at all’ 4)

–1.712/–0.156 (–2.978),d 
–2.842 to –0.582

Reduced model: –1.628/–0.145 
(–2.614),a –2.853 to –0.402

–1.680/–0.110 (–2.105),b 
–3.250 to –0.111

Reduced model: –1.890/–0.127 
(–2.305),b –3.503 to –0.276

–0.839/–0.066 (–1.159),c 
–2.262 to 0.584

52a–d. SF-36 = four depression 
anxiety items summed [6-point 
response scale: 1 ‘all of the time’ 
1 to ‘none of the time’ 6 (calm, 
energy, downhearted, happy) (total 
score 4–24)]

0.034/0.009 (0.151),c 
–0.402 to 0.469

0.205/0.038 (0.667),c 
–0.400 to 0.810

0.565/0.124 (2.027),b 
0.017 to 1.114

Reduced model: 0.636/0.140 
(3.441),a 0.315 to 1.015

Active lifestyle (level of exercise) –1.912/–0.161 (–2.791),a 
–3.258 to –0.565

Reduced model: –1.880/–0.158 
(–2.075),d –3.248 to –0.513

–1.802/–0.109 (–1.896),c 
–3.671 to –0.067

–0.027/–0.002 (–0.031),c 
–1.722 to 1.668
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Questionnaire item

Pre-visit ideal expectations 
subscalee: unstandardised 
coefficient b/standardised 
coefficient (two-tailed t-value), 
95% confidence interval

Pre-visit realistic expectations 
subscalee: unstandardised 
coefficient b/standardised 
coefficient (two-tailed t-value), 
95% confidence interval

Post-visit experiences/
met expectations subscalee: 
unstandardised coefficient b/
standardised coefficient (two-
tailed t-value), 95% confidence 
interval

Employed full-time, employed 
part-time, not working

0.413/0.036 (0.640),c 
–0.857 to 1.684

1.197/0.074 (1.334),c 
–0.567 to 2.961

0.463/0.034 (0.569),c 
–1.136 to 2.062

Housing tenure (owner/mortgage 
vs rents) (1/0)

–0.512/–0.024 (–0.456),c 
–2.721 to 1.697

0.526/0.018 (0.337),c 
–2.540 to 3.593

0.311/0.012 (0.220),c 
–2.470 to 3.092

Lives alone vs with others –1.290/–0.049 (–0.805),c 
–4.437 to 1.858

–2.886/–0.078 (–1.298),c 
–7.257 to 1.484

Reduced model: –5.863/–0.154 
(–2.373),b –10.725 to –1.001

–1.114/0.036 (–0.553),c 
–5.077 to 2.849

Age left school: <14 to 18+ years –0.791/–0.073 (–1.333),c 
–1.957 to 0.376

0.275/0.018 (0.334),c 
0.738 to –1.334

–0.660/–0.053 (–0.884),c 
–2.128 to 0.809

Married/unmarried –0.578/–0.065 (–1.032),c 
–1.678 to 0.523

–1.087/–0.087 (–1.399),c 
–2.615 to 0.441

–0.566/–0.054 (–0.804),c 
–1.952 to 0.819

Age (continuous) 0.920/0.071 (1.088),c 
–0.743 to 2.582

1.748/0.096 (1.489),c 
–0.560 to 4.056

Reduced model: –0.154/–0.178 
(–2.438),b –0.279 to –0.030

2.412/0.159 (2.267),b 
0.319 to 4.505

Reduced model: 2.275/0.150

(2.767),a 0.335 to 2.672

Female/male (1/0) 0.439/0.020 (0.412),c 
–1.654 to 2.532

0.995/0.033 (0.673),c 
0.501 to –1.911

1.909/0.076 (1.425),c 
–0.727 to 4.544

GP vs hospital patient (1/2) 0.171/0.008 (0.192),c 
–1.579 to 1.922

2.976/0.102 (2.450),d 
0.591 to 5.361

Reduced model: 3.721/0.126 
(3.047),d 1.323 to –6.120

2.240/0.089 (2.059),b 
0.103 to 4.377

Reduced model: 3.016/0.120 
(2.725),d 0.842 to 5.190

Constant 42.007a

Reduced model: 40.774a

43.280a

Reduced model: 58.474a

30.588a

Reduced model: 27.013a

R 2 0.163

Reduced model: 0.142

0.170

Reduced model: 0.182

0.176

Reduced model: 0.131

Adjusted
 
R 2 0.085

Reduced model: 0.104

0.093

Reduced model: 0.145

0.086

Reduced model: 0.114

ANOVA F-statistic 2.099a

Reduced model: 3.780a

2.212a

Reduced model: 5.000a

1.961a

Reduced model: 7.932a

ANOVA, analysis of variance.
a p < 0.001.
b p < 0.05.
c Not statistically significant at the 5% level.
d p < 0.01.
e Higher subscale scores = lower expectations or perceived met expectations.
n Entered: ideal: 714; realistic: 699; post visit: 600.

TABLE 47 Multiple regression of independent predictors of ideal and realistic expectations and post-visit met 
expectations scores (each model adjusted for age, sex, household size, socioeconomic status and study site) 
(continued)
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The entered variables that did not achieve significance at the 0.05 level in the initial full models 
for either overall satisfaction or expectations met were total ideal expectations score, total 
realistic expectations score, self-efficacy and control, optimism, long-standing illness, disability 
or infirmity and other sociodemographic and economic variables. All variables entered achieved 
correlations of ± 0.600, and criteria for minimising multicollinearity were met. The small number 
of variables that were significant in the full model were re-entered into a reduced model, along 
with control variables (only control variables showing significance shown). Table 48 shows the 
results for both sets of dependent variables (overall satisfaction and met expectations).

Those variables independently associated with higher overall satisfaction were higher post-visit 
met expectations [post-visit experiences (met expectations) scale], no/little anxiety/depression, 
older age and being a GP rather than a hospital patient. The model explained 30% of the variation 
in satisfaction (adjusted R

 2 = 0.304).

The variables independently associated with greater met expectations overall were higher post-
visit met expectations [post-visit experiences (met expectations) scale], fewer effects of health 
on quality of life and being a GP rather than a hospital patient. The model explained 38% of the 
variation in satisfaction (adjusted R

 2 = 0.378).

Table 49 shows the full regression models of independent predictors of single-item self-ratings of 
overall satisfaction and expectations met. The post-visit experiences (met expectations) subscales 
that were significantly and independently associated with post-visit overall satisfaction were 

TABLE 48 Multiple regression of independent predictors of overall satisfaction and perceived met expectations overall 
post visit (adjusted for age, sex, housing tenure and study site) 

Questionnaire item

34. Overall, how satisfied are you with your 
visit this time? (‘very satisfied’ 1 to ‘very 
dissatisfied’ 5): unstandardised coefficient 
b/standardised coefficient (two-tailed 
t-value), 95% confidence interval

30. Overall, how much were your 
expectations of the visit met in relation 
to your ideals or hopes of what would 
happen? (‘not at all’ 1 to ‘completely’ 5): 
unstandardised coefficient b/standardised 
coefficient (two-tailed t-value), 95% 
confidence interval

Post-visit experiences (met expectations) scored 0.39/0.510 (12.337),a 0.033 to 0.045 –0.471/–0.591 (–15.309),a –0.054 to –0.041

52a–d. SF-36 = four depression anxiety items 
summed [6-point response scale: 1 ‘all of the 
time’ 1 to ‘none of the time’ 6 (calm, energy, 
downhearted, happy) (total score 4–24)]

–0.058/–0.171 (–4.138),a –0.085 to 0.030 0.022/0.062 (1.613),b –0.005 to 0.050

51. Overall, health affects quality of life (‘a lot’ 
1 to ‘not at all’ 4)

–0.040/–0.040 (–0.997),b –0.120 to 0.039 0.134/0.127 (3.374),a 0.056 to 0.212

Age (continuous) –0.006/–0.101 (–2.129),c –0.011 to 0.001 0.003/0.042 (0.953),b –0.003 to 0.008

Female/male (1/0) 0.090/0.047 (1.184),b –0.059 to 0.239 –0.056/–0.027 (–0.745),b –0.203 to 0.091

Housing tenure (owner/mortgage vs rents) (1/0) –0.076/–0.036 (–0.972),b –0.229 to 0.077 –0.059/–0.029 (–0.769),b –0.208 to 0.091

GP vs hospital patient (1/2) 0.264/0.137 (3.461),a 0.114 to 0.413 –0.155/–0.077 (–2.067),c –0.302 to –0.008

Constant 1.106a 5139a

R 2 0.324 0.395

Adjusted 
R 2 0.304 0.378

ANOVA F-statistic 16.749a 23.465a

ANOVA, analysis of variance.
a p < 0.001.
b Not statistically significant at the 5% level.
c p < 0.05.
Higher subscale scores = lower met expectations (post-visit experience score).
n Entered: 700.
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TABLE 49 Multiple regression of independent predictors (including subscales) of overall satisfaction and overall met 
expectations scores (adjusted for age, sex, housing tenure and study site)

Questionnaire item

34. Overall, how satisfied are you with your 
visit this time? (‘very satisfied’ 1 to ‘very 
dissatisfied’ 5): unstandardised coefficient 
b/standardised coefficient (two-tailed 
t-value), 95% confidence interval

30. Overall, how much were your 
expectations of the visit met in relation 
to your ideals or hopes of what would 
happen? (‘not at all’ 1 to ‘completely’ 5): 
unstandardised coefficient b/standardised 
coefficient (two-tailed t-value), 95% 
confidence interval

Post-visit expectations subscale: 1. Structure 
of health care

–0.038/–0.102 (–2.637),a –0.067 to –0.010 –0.008/–0.019 (–0.470),b –0.042 to 0.026

Post-visit expectations subscale: 2. Process of 
health care

0.016/0.053 (1.409),b –0.006 to 0.039 –0.025/–0.071 (–1.811),b –0.052 to 0.002

Post-visit expectations subscale : 3. Doctor–
patient communication style

0.055/0.209 (4.628),c 0.032 to 0.079 –0.103/–0.339 (–7.529),c –0.129 to –0.076

Post-visit expectations subscale: 4. No. of five 
procedures performed (1 given/0 not given, 
summed)

–0.024/–0.032 (–1.057),b –0.069 to 0.021 0.014/0.016 (0.514),b –0.040 to 0.068

Post-visit expectations subscale: 5. Doctor–
patient approach to information

0.025/0.136 (3.640),c 0.012 to 0.039 –0.027/–0.126 (–3.260),a –0.043 to –0.011

Post-visit expectations subscale: 6. Treatment 
outcomes

0.014/0.036 (1.040),b –0.012 to 0.039 –0.073/–0.167 (–4.757),c –0.103 to –0.043

30. Overall, how much were your expectations 
of the visit met in relation to your ideals or 
hopes of what would happen? (‘not at all’ 1 to 
‘completely’ 5)

–0.325/–0.373 (–9.916),c –0.389 to –0.260 –

52a–d. SF-36 = four depression anxiety items 
summed [6-point response scale: 1 ‘all of the 
time’ 1 to ‘none of the time’ 6 (calm, energy, 
downhearted, happy) (total score 4–24)]

–0.035/–0.102 (–3.418),a –0.054 to –0.015 0.008/0.020 (0.642),b –0.016 to 0.031

51. Overall, health affects quality of life (‘a lot’ 
1 to ‘not at all’ 4)

–0.005/–0.005 (–0.167),b –0.063 to 0.053 0.118/0.107 (3.395),a 0.050 to 0.187

Age (continuous) –0.005/–0.098 (–2.996),a –0.008 to –0.002 0.001/0.008 0.244,b –0.003 to 0.004

Sex (female/male 1/0) 0.039/0.021 (0.696),b –0.071 to 0.150 0.030/0.014 (0.449),b –0.102 to 0.162

Housing tenure (owner/mortgage vs rents) 
(1/0)

–0.013/–0.014 (–0.445),b –0.071 to 0.045 –0.046/–0.043 (–1.307),b –0.115 to 0.023

GP vs hospital patient (1/2) 0.208/0.112 (3.384),a 0.087 to 0.328 –0.205/–0.097 (–2.825),a –0.348 to –0.063

Constant 2.733 5.382

R 2 0.452 0.403

Adjusted 
R 2 0.441 0.392

ANOVA F-statistic 41.242c 36.885c

ANOVA, analysis of variance.
a p < 0.01.
b Not statistically significant at the 5% level.
c p < 0.001.
Higher scores = lower perceived met expectations post-visit subscales; minus signs reflect opposite directions of coding.
Number of cases with complete data entered in the model for item 34 = 603, and for item 30 = 725.

structure of health care, doctor–patient communication style and doctor–patient approach to 
information. Also significantly and independently associated with post-visit overall satisfaction 
were global assessment of met expectations overall, no evidence of anxiety/depression, younger 
age and being a GP rather than a hospital patient.

The table also shows that the post-visit experiences (met expectations) subscales that were 
significantly and independently associated with global assessment of expectations met were 
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doctor–patient communication style, doctor–patient approach to information and treatment 
outcomes. Also significantly and independently associated with post-visit overall satisfaction was 
being a GP rather than a hospital patient.

Both regression models indicate the importance to patient satisfaction and feelings of met 
expectations of the doctor’s personal style in communicating with patients and their approach to 
providing information and explanations.

Summary

Chapter 7 showed that correlations between ideal and met expectations were lower than those 
between realistic and met expectations, supporting their validity, although patients’ pre-visit ideal 
and realistic expectations were only modestly associated with their post-visit experiences, at best. 
Multiple linear regression analyses for the total sample were presented in this chapter.

Realistic, but not ideal expectation subscale, scores were independently predictive of the post-
visit met expectations subscale scores. Sociodemographic and economic characteristics of 
respondents did not retain significance in the multiple linear regression models of ideal, realistic 
or post-visit met expectations.

The pre-visit ideal and realistic expectations subscales were not independently associated with 
the single-item self-ratings of either overall satisfaction or expectations met, although the 
post-visit experiences (expectations met) subscale was a significant predictor of overall met 
expectations and satisfaction, as was being a GP rather than a hospital patient. Other predictors 
were having no/little anxiety/depression and older age (satisfaction), and fewer effects of health 
on quality of life (met expectations). Most of these relationships appear to support the validity 
of the instruments and are readily understandable. For example, GP patients tend to have more 
realistic expectations as they are generally coming into a situation with which they are familiar 
(hospital appointments being rather less familiar to people) and so their experiences are likely to 
be better calibrated with reality and hence they are more likely to have their expectations met and 
be better satisfied with their consultation. Those in a more positive frame of mind (not anxious 
or depressed) and with a condition that does not seriously impact on quality of life are also, 
unsurprisingly, more satisfied with their consultation.
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Chapter 9 

Discussion

The aims of the research

This project has attempted to look at the issue of patient expectations of health care. It has 
followed a structured process, beginning with a narrative review of the literature. This identified 
a clear need for an expectations measure: in essence, although expectations are recognised as 
potentially significant factors for patient satisfaction and thus health policy consideration, the 
concept at present is ill-defined and incoherent, and subsequently there is no existing validated 
measure that may be used (e.g. by the NHS). The remainder of the project then sought to 
produce a clear conceptualisation of an ‘expectation’ and develop an instrument to enable this 
to be measured. The research aspect began with a pilot approach in which a semi-structured 
interview process (based on certain principles and elements of the repertory grid method) 
was conducted on two samples of patients – GP patients and hospital cardiology patients. This 
research revealed a number of common themes (expectation types) that – along with results from 
the review – were used to develop a pilot questionnaire (or rather two: pre- and post-consultation 
questionnaires). This was field tested on a small number of patients, revised and then trialled on 
a much larger sample. The results were subsequently checked to ensure that the questionnaires 
had acceptable psychometric properties. Evidence suggested good reliability (e.g. of items within 
subscales) and hinted at validity (a difficult concept to categorically establish). Although the 
instrument appears valuable, we also acknowledge a need for further research and testing – such 
as using it to address other types of patients. Further research issues are discussed in more detail 
later in this chapter.

Key findings

Semi-structured interviews
The semi-structured interviews with GP and hospital cardiology patients revealed a number 
of themes that were grouped under health-care structures, processes and outcomes. Patient 
references to health-care structures strongly relate to the spaces that they inhabit during their 
time in either the GP practice or the cardiology outpatient unit. For the GP patients this was the 
waiting room and the consultation room and for the cardiology patients this was the department 
as a whole, the waiting area/room and the consultation room. Although patients held certain 
expectations about this aspect – such as expecting that these spaces would be clean and contain 
appropriate furniture and equipment – these expectations seemed relatively unimportant to 
them. However, it may well be that this was because these are the types of expectations that are 
generally well met; it might be that if they were not (e.g. a waiting room was noisy, dirty and 
otherwise deficient) then patient unhappiness would be significant.

Much of what patients talked about in the context of their expectations instead related to 
processes. Doctor–patient interaction was a particularly important process for both GP and 
cardiology patients, which included aspects such as the doctor’s manner or character, the ways 
in which the doctor and the patient communicated with each other, the style and length of the 
consultation, any tests, examinations or treatment and the extent to which the patients felt that 
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they had had a personalised experience, for example with the doctor taking an interest in the 
patient. Waiting time was another process that both GP and cardiology patients commented on.

In terms of outcomes, these varied between the two health-care settings. GP patient outcomes 
leant towards receiving a diagnosis and/or knowing that something could be done for their 
particular health issue, for example a referral. Reassurance was also important for GP patients. 
For cardiology patients the outcomes leant towards a prognosis and that this would be good 
relative to their state of health. Both patients referred to lifestyle advice as another outcome of 
seeing a doctor.

These results, along with findings from the literature review, were used to inform the 
development of the questionnaire for the main study.

Main questionnaire (properties and results)
The questionnaires that were subsequently developed included both pre- and post-visit 
questionnaires. Pre-visit questionnaires asked patients to rate their ‘real’ and ‘ideal’ expectations 
on 27 items that came from the pilot study and review; post-visit questionnaires asked patients 
to rate the extent to which their expectations had been met. Within these there were subscales 
related to certain types of expectations (as revealed in the pilot study). After the questionnaires 
had been field tested on a small sample of GP patients, they were presented to GP and hospital 
patients (n = 833). Results suggested that the questionnaires met acceptable levels of reliability 
and validity.

A number of ceiling effects were apparent in the data but these were mainly related to ‘ideal 
expectations’, which is what we would expect. That is, ideal expectations may be extreme and 
may be unrealistic, but they are useful (upper) benchmarks for comparison with real/actual 
expectations. However, the important issue in this research is the nature of the real expectations, 
how they compare with ideal expectations and whether or not they are met. Thus, overall, 
patients’ pre-visit expectations of what would happen in reality were lower than their ideals 
or hopes about what would happen. This indicates higher ideal expectations and supports 
the validity of the measures, as ideals are anticipated to be higher than real life. Post-visit met 
expectations were lower than pre-visit ideal but similar to, or slightly worse than, pre-visit 
realistic expectations, that is, they fell in-between, indicating some unmet expectations (e.g. on 
being given advice about health/condition, cause of condition, how to manage condition and 
benefits/side effects of treatments) but also that some expectations were exceeded. (Correlations 
between ideal and met expectations were lower than those between realistic and met 
expectations, supporting their validity, although patients’ pre-visit ideal and realistic expectations 
were only modestly associated with their post-visit experiences, at best.)

GP patients had higher pre-visit expectations than hospital patients and they had higher 
post-visit met expectations. This might be because, first, GP patients were more accustomed 
to visiting their GP and had a wider experience to draw on in ensuring that their expectations 
were well calibrated (i.e. likely to be met), whereas, generally, the hospital patients would have 
had less experience of visiting the hospital and so, in a sense, would have been less familiar 
with what might happen, and, second, GP patients would generally have had milder conditions 
(we assume) and thus be more likely to attain a satisfactory outcome in that respect than the 
hospital patients with their more severe cardiac conditions. Further research is needed to confirm 
these contentions.

The highest ideal expectations, particularly among the GP sample, included expectations about 
cleanliness, information about where to go, convenient appointments, being seen on time, 
helpfulness of reception staff, knowledge of the doctor, having a clear and easy to understand 



© Queen’s Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a commissioning contract issued by the 
Secretary of State for Health.

195 Health Technology Assessment 2012; Vol. 16: No. 30DOI: 10.3310/hta16300

doctor, being involved in treatment decisions and having a reduction in symptoms/problems. 
The lowest ideal expectations related to the five clinical procedures (physical examination, tests/
investigations, diagnosis, prescription and referral) and being given the opportunity to discuss 
problems in life. The former may be explained by patient uncertainty with regard to their 
condition, which is perhaps unavoidable; the latter is an interesting issue and seems related to the 
desire of patients to have a positive interaction with their doctor – to have a conversation and be 
reassured – as much as to receive a cold analysis of their problem.

The lowest met expectations, particularly among the hospital sample, included being seen on 
time and the two items requested by the ethics committee: being given a choice of hospitals 
if referred and a choice of doctors to consult (not included in scaling as not applicable to all 
patients). Other items that had low met expectations were the helpfulness of the reception staff, 
the doctor being respectful and treating (the patient) with dignity (hospital sample), the doctor 
being knowledgeable about the condition (hospital), being given reassurance, advice about 
health/condition, information about the cause of the condition, advice on how to manage the 
condition, information about the benefits/side effects of treatment and an opportunity to discuss 
problems in life, and the three items on outcome expectancies.

Overall, GP patients reported higher pre-visit expectations and post-visit met expectations, 
particularly for items relating to the structure of health care and doctor–patient communication 
style. Spearman’s rank-order correlations between subscale domains were strongest overall 
between the structure of health care, the process of health care, doctor–patient communication 
style and doctor–patient approach to information. These are all common indicators of the quality 
of health care, supporting the validity of the measures.

About three-quarters of the total sample stated that their ideal hopes were ‘very important’ 
to them overall, and over half felt that they deserved these to happen in reality ‘a lot’. The 
most common influences on expectations were seen to be patients’ previous consultations/
experiences of health services and health-care staff/professionals. There were few associations 
between expectations and other characteristics, although age was one such issue: being older was 
associated with lower expectations.

Further research

This research has developed and trialled a patient expectations questionnaire. Although the 
resulting instrument appears to have very good reliability and validity according to a number 
of measures, it is important not to oversell it. The patients involved in this project came from 
a limited number of GP surgeries and from a hospital cardiac clinic. The instrument therefore 
needs further trialling with a wider range of GP surgeries and also in many other types of hospital 
clinic, which may have different expectations related to different ways of operating and different 
types of patients with different levels of prognosis. Indeed, the research reported here did find 
some understandable differences between patients from the two different sites that might be 
attributable to the rather specific situation of cardiac patients, faced as they are with more severe 
problems generally than those attending GP surgeries (e.g. GP patients were more likely to have 
their expectations met). The utility of the instrument will thus be enhanced by demonstration of 
its reliability/validity in more varied settings.

The research also identified some issues related to patient age, with differing levels of expectations 
– both idealistic and met – between older and younger patients. (Age was one of the few 
demographic/socioeconomic variables to reveal a consistent impact on expectations.) Having 
identified these differences, it is important to conduct further research into why these might arise. 
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Following on from the observation above, it would be useful to follow certain patients over 
time to see how their expectations develop and change, and to what extent they vary according 
to medical context (this might aid in the development of a more profound theoretical model 
of the concept than presently exists). For example, one could trace how the meeting, or not, 
of expectations on one visit colour subsequent clinical experiences. That is, are expectations 
generally quite robust or are they rather fragile? The answer to this question will clearly impact 
on the ease with which changes in doctors’ approaches and administrations are able to remedy 
expectation deficits.

It may also be important pay attention to how realistic patients’ expectations are. When 
expectations are in some sense unrealistic (e.g. they assume the existence of a health service 
of unlimited funds), this may call for very particular health care or indeed broader political 
strategies. Such strategies might include enhanced communication, or perhaps enhanced staff 
training in expectation management. From this perspective future research should consult GPs 
and consultants about what expectations are and are not realistic – a dimension not considered in 
the current research.

Another issue in terms of administration is the size of the questionnaire. It is possible that 
the response rate might have been affected by the overly long questionnaire: the pre-visit 
questionnaire, for example, took (on average) over 20 minutes to complete. However, it is likely 
that a fully operational expectations questionnaire would be shortened by excluding items that 
were specifically included in the main study to assess issues such as validity and testing for 
sample differences (e.g. questions on health status). Furthermore, our analysis of the reliability of 
the different subscales (see Chapter 5) revealed that in a few cases reliability could be improved 
through item deletion, and hence there is the possibility of shortening the questionnaire further 
through item reduction.

Research also needs to be conducted on how to enhance recruitment of patients while respecting 
patient confidentiality (a recurring problem in research of this type) and on how to enhance 
response rates for post-visit questionnaires among patients in clinic surveys. Our suspicion is 
that the response rates are liable to be related to the nature of the hospital clinic, perhaps being 
affected by the length of time that patients have to spend waiting, and patients’ likely health 
outlook thereafter (e.g. it might well be that patients receiving a better diagnosis will be more 
willing to participate post consultation than those receiving ‘bad news’ – and the presence and 
nature of such a bias needs to be established). One way to enhance patient recruitment might be 
to increase patient buy-in through better involvement; although this project did include input 
from a representative of patient groups (who provided feedback on the questionnaires and their 
design), this was the extent of patient collaboration. For example, discussion with patients a 
priori might have revealed the practical problems encountered by those attending the pre-pilot 
cardiology clinics and their difficulties in being involved in the research before we experienced 
our subsequent difficulties, which led to a change in the mode of data collection (telephone 
interviews). As such, we concur with the idea that greater patient involvement in the research 
process is a signal of good research design – and in any further research in this area this is a 
principle we would seek to uphold. We also feel that it is necessary to be quite flexible in the 
recruitment strategy, recognising the problems that can be faced when conducting complex 
research such as this. 
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Chapter 10 

Conclusions

The narrative review

The narrative review of patients’ expectations for health care assessed 211 papers from a total of 
20,439 titles and 266 abstracts identified. A number of conclusions emerged from this review:

 ■ most research designs were weak with small or selected samples
 ■ a theoretical frame of reference was rarely stated
 ■ in terms of measurement, the origin of questions about expectations was often absent, 

questions were frequently untested and those questions that were tested for reliability or 
validity had mixed results

 ■ little attempt was made to examine expectations in detail or present findings in terms of their 
contribution to existing knowledge.

A fully integrated model of expectations needs to be dynamic, multidimensional and able to 
identify its determinants, including sociocognitive components. Furthermore, it needs to be able 
to model potential causal pathways between expectations, attitudes, behaviours and patient-based 
health outcomes.

The review concluded that the development of a standardised, well-validated instrument, 
together with information on the consistency and stability of expectations over time by 
types of measure and mode of questionnaire administration, are the challenges for future 
expectations research.

The exploratory study

As well as incorporating information from the narrative review, the structured expectations 
questionnaire for this study was informed by the results of semi-structured interviews conducted 
with 20 GP patients and 20 cardiology clinic patients in Norwich, UK. Results revealed three 
main classes of themes:

 ■ health-care structure, which concerned largely the space and physical conditions that 
patients expected to experience

 ■ consultation processes, which concerned the activities that would take place during the 
consultation and included the relationship between the patient and their doctor/consultant

 ■ outcomes, which concerned issues such as treatment and prognosis.

The surveys of patients’ expectations for health care

Questionnaire qualities
The measure of patients’ expectations used in the surveys was developed using information 
on expectation constructs and relevant items from the narrative review and the results of the 
exploratory study. Interview and self-administration surveys of patients before and after they 
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consulted their doctors (GP patients and hospital outpatients) were conducted in Greater 
London, Norwich and Essex, in the UK, using convenience sampling (n = 833). The psychometric 
properties of the questionnaires were tested and revealed that:

 ■ The expectations measures met acceptability criteria for reliability (internal consistency); 
items and subscales also correlated at least moderately with variables expected to be 
associated with them (e.g. satisfaction), supporting their validity.

 ■ The Cronbach’s alphas for the 27 items forming the pre-visit ideal and realistic subscales and 
the post-visit experiences (expectations met) subscale all exceeded the threshold of 0.70 in 
each mode of administration and sample type.

 ■ The total sample and the self-administration samples met the threshold criteria adequately 
for item–total correlations within the subscales, whereas a small number of item–total 
correlations in the smaller pre-visit interview samples failed to reach 0.3. Most item–item 
correlations reached or exceeded the threshold for acceptability.

Questionnaire results
 ■ Overall, patients’ pre-visit expectations of what would happen in reality were lower than their 

ideals or hopes about what would happen, supporting the validity of the measures.
 ■ Post-visit met expectations were lower than pre-visit ideal expectations but similar to, or 

slightly worse than, pre-visit realistic expectations, that is, they fell in-between, indicating 
some unmet expectations but also that some expectations were exceeded.

 ■ GP patients had higher pre-visit expectations than hospital patients and they had higher 
post-visit met expectations, particularly for items relating to structure of health care and 
doctor–patient communication style. This is perhaps understandable because GP patients 
were in more familiar environments and had greater past experiences to help calibrate 
expectations, and also perhaps had milder conditions generally.

 ■ The highest ideal expectations, particularly among the GP sample, included expectations 
about cleanliness, information about where to go, convenient appointments, being seen 
on time, helpfulness of reception staff, knowledge of the doctor, having a clear and easy 
to understand doctor, being involved in treatment decisions and having a reduction in 
symptoms/problems.

 ■ The lowest ideal expectations related to the five clinical procedures (physical examination, 
tests/investigations, diagnosis, prescription and referral) and being given the opportunity to 
discuss problems in life.

 ■ The lowest met expectations, particularly among the hospital sample, included being seen on 
time and the two items requested by the ethics committee: being given a choice of hospitals 
if referred and a choice of doctors to consult (not included in scaling as not applicable to 
all patients).

 ■ Spearman’s rank-order correlations between subscale domains were strongest overall 
between the structure of health care, the process of health care, doctor–patient 
communication style and doctor–patients approach to information. These are all common 
indicators of the quality of health care, supporting the validity of the measures.

 ■ About three-quarters of the total sample stated that their ideal hopes were ‘very important’ 
to them overall, and over half felt that they deserved these to happen in reality ‘a lot’. The 
most common influences on expectations were seen to be patients’ previous consultations/
experiences of health services and health-care staff/professionals.

 ■ There were few associations between expectations and other characteristics, although age was 
one such issue: being older was associated with lower expectations.



© Queen’s Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a commissioning contract issued by the 
Secretary of State for Health.

199 Health Technology Assessment 2012; Vol. 16: No. 30DOI: 10.3310/hta16300

 ■ The pre-visit ideal and realistic expectations subscales were not independently associated 
with either overall satisfaction or expectations met, although the post-visit experiences 
(expectations met) subscale was a significant predictor of overall met expectations and 
satisfaction, as was being a GP rather than a hospital patient. Other predictors were having 
no/little anxiety/depression and older age (satisfaction), and fewer effects of health on quality 
of life (met expectations).

Summary

Patient expectations are liable to be important for health care for various reasons, such as 
treatment compliance, and to be associated with overall satisfaction. However, ‘expectations’ are 
poorly conceptualised: our narrative review revealed the paucity of both theory and empirical 
data on the topic. This research has developed expectations questionnaires based on that 
narrative review and an exploratory semi-quantitative study. The resulting instrument has good 
reliability and validity, tested on both GP and cardiac clinic patients. Although the instrument 
needs further testing (with other samples, comparing different modes of administration), it 
seems to provide a potentially useful tool for those in the NHS to benchmark the extent to 
which expectations are being met (across regions, specialisms and samples and over time), and 
to identify the types of expectations that are and are not being met, thus potentially informing 
treatment policy and practices. Academically, the research here – and the developed instrument 
– might be used to help understand the origin of expectations and how expectations are affected 
by aspects such as clinical context, thus leading to the development of a more profound ‘theory of 
expectations’ than presently exists.
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health care structures (e.g. buildings, equipment, staff), processes (e.g. waiting lists, the 
way staff and patients interact) and health outcomes (e.g. the effects of the health service 
on patients’ health, including patients’ assessments of their health), and different visit 
types/episodes. There is also no well tested, multidimensional, questionnaire to measure 
these different expectations.  
 
We aim to examine existing models and definitions of patient expectations in the 
literature and to explore expectations with patients. We will then develop an expectations 
questionnaire, which is informed by theory and grounded in lay perspectives. We will 
test it for its psychometric properties, using gold standard techniques. Using survey 
methods we will examine the different  types of expectations, and test hypothesised 
associations with pertinent variables. 
 
 

 

BOX	  5:	  TIMESCALE	  
Proposed starting date: 01-11-07                                                          

Proposed duration: 2 Years        0  Months 
 

 

BOX	  6:	  ETHICS	  
(NOTE: Ethical approval is not necessary at the application stage, however, projects 
cannot begin until the necessary approvals are in place.) 
 
Is Ethics Committee approval needed?     Yes, for fieldwork stage                            

If yes, do you foresee any problems with obtaining ethical approval?  No 
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BOX	  7:	  	  COST	  
Total Research Grant Requested from this programme £              .   is 80% claimable  of 
the total  cost of £               . 
 

 

BOX	  8:	  	  ADVERTISING	  
Where did you see the advert for this project?  NCCRM website and BMJ 
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II. DETAILS OF PROPOSED RESEARCH

Detailed outline of proposed research (see attached notes for guidance).

Background to the study.doc

Background to the study, including policy relevance and related research
Consumer expectations
There is widespread recognition in health policy of the importance of evaluating health services 
from a wide range of perspectives, including those of consumers (see ‘Further Particulars’, p. 2). 
This was given emphasis in the late 1980s and 1990s with the emphasis on accountability, and 
the continuing emphasis on consumerism since the 1970s (Stacey 1976). Consumer evaluations 
of their health care are now an established component of quality assessment, mainly via patient 
satisfaction and patient based health outcome studies (e.g. health status and health related 
quality of life) (Bowling 2001, 2005a, 2005d). It is generally acknowledged that planners need 
to understand the expectations underlying patients’ views in order to interpret their feedback. 
Understanding how expectations are formed is, in theory, crucial for furthering knowledge on a 
range of health topics from health and illness behaviour to patient assessed outcomes. Indeed, the 
general practice contract in the UK mentions the measurement of patients’ experiences as an area 
for measuring quality of care (British Medical Association 2002). There is little information on 
whether expectations can be modified, although it has been argued that high expectations should 
be encouraged and be used as a catalyst for improving health care (Coulter 2006). Moreover, 
scant attention has been paid to the generally high patient satisfaction levels among older people, 
despite their increased likelihood of experiencing delays in specialist referral and treatment. This 
may reflect lower expectations of health care in older age (Bowling 2002a).

The literature on patient expectations in health care appears to be characterised by diversity, lack 
of integration and a theoretical paucity of approach to both conceptualisation and measurement. 
This fragmentation and lack of integration of research partly reflects the multidimensionality 
of the concept, a characteristic shared with the concept of patient satisfaction (Ware and Hays 
1988). The largest body of literature on expectations appears to relate to patient satisfaction, 
reflecting its alleged theoretical underpinning of this concept. It is often argued that an excess 
of perceived delivery (e.g. of health care) over what is hoped for, anticipated or expected leads to 
increased satisfaction, and the converse that unmet expectations leads to increased dissatisfaction 
(Kravitz 1996; Crow et al. 2002; McKinley et al. 2002; Dawn and Lee 2004). This has been 
conceptualised as expectancy dis/confirmation (Thompson and Sunol 1995; Rao et al. 2000). A 
systematic review of the literature solely in primary care settings on patient pre-consultation 
expectations confirmed that unmet/met expectations with health care can affect patient 
satisfaction (Rao et al. 2000), although associations are often weak, and expectations explained 
a relatively small proportion of the variance in satisfaction (Linder-Pelz 1982a; Linder-Pelz and 
Struening 1985).

However, this expectancy dis/confirmation model is popular, and also important given the 
possible influence of these ‘beliefs’ on health care outcomes. Several studies have indicated that 
treatment expectations (as ‘beliefs’) influence treatment outcomes (e.g. experience of severe 
nausea after chemotherapy – Roscoe et al. 2004). A systematic review of the placebo effect also 
concluded that expectancies are a mechanism by which placebos have their effects (Crow et 
al. 1998). However, Rao et al.’s (2000) systematic review in primary care settings reported that 
associations between expectations and health-related quality of life outcomes were inconsistent. 
This is likely to be due to weaknesses and variations in research design, as well as to the type of 
expectations measured. There is much scope for further research in this area, especially given 
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evidence of poor concordance between patients’ expectations and their doctors’ perceptions of 
these expectations (Rao et al. 2000).

Although the concepts and measurement of patient satisfaction and health related quality of 
life outcomes have been linked to the concept of patient expectations, there has been little 
attempt to support these links with conceptual development or a theoretical model. Rarely have 
these concepts even been adequately defined (Fitzpatrick 1993; Bowling 2001, 2002b, 2005a, 
2005d). For example, patient satisfaction has often been measured superficially with generalised 
satisfaction questions, with little attempt at theoretical justification, and which largely tap 
concepts of adequacy, acceptability and appropriateness. These general questions also elicit higher 
than expected proportions of satisfied responses than do open-ended, questions (Cartwright 
and Anderson 1981). The greater validity of specific, over general, patient satisfaction questions 
has long been reported (i.e. asking about specific details of patient care, rather than general 
satisfaction questions – accessibility and availability of services and providers; choice and 
continuity; communication (including information); financial arrangements; interpersonal aspects 
of care; outcomes of care (i.e. satisfaction with one’s health status, ability and outcome); technical 
quality of care, time spent with providers; Davies and Ware 1991). There is also evidence of their 
greater provision of information of value to health policy (Bowling and Redfern 2000; Bowling 
and Bond 2001).

In contrast to most health economics models of utility, which are generally focused on outcomes 
(e.g. health states and effects of treatment), psychological models of expectancy include both 
outcome and process expectancies (Crow et al. 1999). In a review of studies of the placebo 
effect, Crow et al. (1999) concluded that expectancies are an important mechanism for the 
placebo effect across a range of clinical conditions and outcomes, although the studies they 
reviewed included several weaknesses. They defined expectancies as treatment-related outcome 
expectations (beliefs that treatment will have positive or negative effects on health status) 
and patient-related self-efficacy expectations (beliefs that one can carry out actions necessary 
for disease management or coping with the treatment). They focused on three clinical areas 
(preparation for medical procedures, management of illness and medical treatment), in which 
five sub-groups of expectancy were identified within their two main definitions: Treatment-
related expectancy: process expectancy (in relation to preparation for medical procedures), 
positive outcome expectancy (in relation to medical treatment), negative outcome expectancy 
(ditto); Patient-related self-efficacy expectations: interaction self-efficacy (in relation to 
management of illness) and management self-efficacy (in relation to preparation for medical 
procedures and management of illness). As they indicated, research is still needed to assess 
the validity of their model in a variety of settings, or whether it requires revising, and more 
information is needed on the influence of experience, knowledge and beliefs on expectations 
(including the influences and experiences of others).

An integrated multi-dimensional approach to conceptualising and measuring expectations 
theoretically involves building a model of expectations from the dimensions identified in the 
patient satisfaction and expectations literature, supplemented by a patient-based model of 
outcomes, such as health-related quality of life, defined as ‘the extent to which our hopes and 
ambitions are matched by experience’ (Calman 1984). This suggests that the main aim of health 
care is to narrow the gap between a patient’s hopes and expectations and what happens in 
practice in relation to (a) processes and b) outcomes (i.e. emphasising the value of individual 
expectations and experiences rather than relying solely on traditional measures, which capture 
mainly functioning) (Ruta et al. 1994). This is consistent with Staniszewska’s (1999) in-depth 
research on expected outcomes, and which emphasised cardiac in-patients’ experiences and 
‘hopes’ of both processes and outcomes (‘knowing what was wrong with me’, ‘complete recovery 
from my condition’, ‘increasing my chance of living’, ‘knowing what would happen to my illness in 
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future’, ‘expecting my condition to be more manageable’, preventing the condition from happening in 
future’). However, a counter-argument to building solely on the existing satisfaction, expectations, 
and health outcome literature is that the most commonly used models and measures reflect 
the dominance of providers’ or ‘experts’ interests and perspectives over patients (Calnan 1988; 
Bowling 2001; Bowling et al. 2003). Hence calls for lay involvement in the planning of research 
on health (Chalmers 1995).

Psychological theory holds that expectations are complex beliefs, or values, resulting from 
cognitive processes (Linder-Pelz 1982b). The term ‘expectancy’ is used in psychology as a general 
concept, in contrast to the health literature which refers to ‘expectations’ in the real world (Janzen 
et al. 2006). Attitude theories are mainly based on expectancy-value theory, whereby attitudes 
(disposition to respond favourably or unfavourably towards an object) are related to beliefs 
(expectancies) that the object possesses certain attributes, and evaluations of those attributes 
(Ajzen 1988). Expectancy theory is regarded as particularly important in theories of behaviour. 
Role theory, for example, posits that human behaviour is guided by expectations, although there 
has been little analysis of their construction. Expectancy values – such as the value people place 
on processes and outcomes – have been used to explain relationships between attitudes and 
behaviour (Fishbein 1967), although empirical evidence is limited (Bower et al. 2004). Outcome 
expectancy and perceived competence to perform particular behaviours (self-efficacy) are held to 
be important predictors of behaviour (Bandura 1986). However, there is little evidence on how 
abstract theories might be used in empirical research in real life patient settings (Linder-Pelz 
1982a; Janzen et al. 2006). Many studies of expectations in the health field are ambiguous in 
their use of terminology, or have focused on different types of expectations. Taxonomies include 
expectancy probability (judgements about the likelihood of an event occurring, e.g. based on past 
experience, self-confidence, perceived difficulty of the goal), value expectations (hopes or desires 
concerning an event, expressed as wants or needs) (Kravitz et al. 1996), process expectations (e.g. 
medical attention, health information, pleasant surroundings), and outcome expectations (e.g. 
ability to return to work/previous way of life, physical fitness) (Faller et al. 2000). Expectancies 
of processes of care will differ from treatment outcome expectancies, as the latter are less certain, 
involve weighing up risks and benefits, and involve the person’s attitude towards risk taking. 
A recent non-systematic review of the literature on health expectations by Janzen et al. (2006) 
concluded that Thomson and Sunol’s (1995) model of expectations was the most frequently cited 
conceptual framework, and attempted to translate the psychological concept of expectancy into 
a relevant conceptual model that could be used to underpin research on health expectations. 
Thomson and Sunol (1995) identified four types of expectation in relation to satisfaction: ideal 
(desires, preferred outcomes); predicted (expected outcomes); normative (what should happen), 
and unformed (unarticulated). This framework build on other less integrated models (e.g. Like 
and Zyzanski 1987; Buetow 1995; Williams et al. 1995; McKinley et al. 2002). However, Janzen et 
al. (2006) questioned whether these expectations bore any relationship to each other.

Janzen et al. (2006) developed their own, quite different, social-cognitive model, based on their 
review of the literature, although they found relatively little good quality research. Their model 
overlapped with that developed by Olsen et al. (1996), which focused more on the consequences, 
rather than the antecedents, of expectation formation. In contrast, Janzen et al. (2006)’s 
framework is a dynamic model, and consisted of a precipitating, cognitive processing stage (an 
individual’s sense of subjective probability of something occurring, causality [understanding of 
causality between actions or events) and temporality (concepts of duration and order]); a sense 
of self-efficacy (a person’s perceived capability of carrying out specific behaviours to achieve a 
desired outcome), and which influences outcome expectations; perceived expected subjective 
utility (impression of the personal value accruing as a result of achieving the behaviour); goal 
development (ideas directed towards future outcomes, and influenced by past experiences); 
expectancy formation (estimates of behaviours and their consequences) was hypothesised to 
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follow these processes. However, as the authors admitted, their model lacks empirical evidence to 
support it.

Given the evidence that expectations of care are associated with recent experience of health 
care, it is also likely to be important to distinguish ‘informed expectations’ (whereby people 
have received sufficient, timely information to reach an informed judgement) from subjective 
expectations. This indicates the importance of longitudinal analysis of the process of expectation 
development (Janzen et al. 2006). Consistent with this, Kravitz’s (1996) dynamic model of patient 
expectations is relevant (and identified as an important tool in the ‘Further particulars’). With 
this, the first stage involves the identification of determinants of consumer expectations (external: 
friends, relatives, media, policy; previous experiences of health care; patients’ socio-demographic 
characteristics, health status, health-related quality of life). Patients’ expectations can then be 
described according to definitional orientations (e.g. probabilities, values), type of health care 
visit/episode or generic; and content (do they relate to structure, process or outcome?) (Donabedian 
1980). The model takes account of the importance of experiences and subsequent revision of 
expectations and evaluations.

In summary, a fully integrated model of expectations needs to be dynamic, both generic and site-
specific, multidimensional (e.g. in relation to type of expectations), and identify determinants, 
including socio-cognitive. It also needs to model potential causal pathways (between expectations 
and related attitudes and behaviours (patient satisfaction), health behaviours (e.g. adherence to 
therapy) and patient-based health outcomes (health status and health-related quality of life). A 
major gap in this area is that no standardised, well validated, instrument exists for measuring 
patients’ expectations in any of these domains. This is needed, together with provision of 
information on the consistency and stability of expectations over time by type of measure, and 
mode of questionnaire administration (Dawn and Lee 2004). A large, mixed method research 
agenda is required to address these issues.

Purpose of the research, including aims, objectives, hypotheses
The model of patient expectations which will underpin the planned research is not pre-judged 
here, but is anticipated to build on existing reviews and models (including the Kravitz (1996) 
model), following the literature review. The theoretical model will then be integrated with lay 
views derived from interviews. Thus it will overcome a weakness of existing models which are 
mainly expert led, or based on social-cognitive theory with little or no empirical justification. 
It also aims to be multidimensional, rather than narrow in focus. This follows Bowling’s (2005) 
successful development of a multidimensional model of quality of life, which integrated theory 
with lay perspectives on quality of life. This led to the development of a unique, theoretically 
informed measurement tool, grounded in lay perspectives.

Aims
The aims of the study are:

 ■ To undertake a systematic review of the literature on patient expectations, and critically 
examine existing models and measures of patient expectations,

 ■ To examine overlap between theoretical models and lay perspectives, and to identify the 
strongest models,

 ■ To conduct semi-structured interviews with adult patients about their expectations, using 
repertory grid techniques, in order to assess the content validity of the models, and to inform 
the development of a patient expectations questionnaire,

 ■ To develop, and test psychometrically, a standardised questionnaire reflecting an integrated 
theoretical and lay model of pre-consultation expectations, informed by the literature 
review and the lay interviews. This will be for use, initially, with adult patients in ambulatory 
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settings: a generic primary care setting and in a selected specialist setting – cardiology. The 
latter is a major cause of morbidity, disability and mortality, and an area in which the PI 
has a track record of research); a post-consultation tool will also be designed to tap revised 
expectations and evaluations. The developed instrument will be used to investigate the 
objectives in the ‘Further Particulars’ (p6) (see below).

The pre- and post-visit modes of the instrument will incorporate expectations judged to be 
supported by the literature and the lay interviews i) in general modules to facilitate cross-setting 
comparisons (general expectations module), and ii) modules specific to different types of health 
care setting and type of visit/episode (specific setting expectations module). It is anticipated that 
the response formats will be Likert Scales to measure strength of positive and strength of negative 
expectations. A self-completion mode and an interviewer mode will be developed and tested (the 
latter will be of value for use with people with learning difficulties or cognitive impairments).

Objectives (example of how the analysis will address each 
in brackets):
The objectives will address the following methodological and research questions in the ‘Further 
Particulars’ (p. 6):

1. How does the definitional orientation applied affect the expectations elicited (probability and 
value)? (Analyses of types of expectancies, including expectancy probability [judgements 
about likelihood of events occurring], value expectations [hopes and desires].)

2. How do general expectations affect specific expectations? (Analyses will include testing for 
associations between these variables; in addition any effect of question order on associations 
will be examined. One principle of questionnaire design is that general questions should be 
placed before specific ones in order to minimise any bias from order effects (Bowling 2002b). 
This will be addressed by randomising patients to different question ordering – general 
followed by specific questions vs specific followed by general questions – and analysing the 
impact on distributions of response (interview only respondents, so the interviewer, not the 
respondent, has control over the question order.)

3. How does the category/type of expectations being measured affect the relationship between 
expectations and satisfaction? (Analyses of treatment related structure/process/outcome 
expectations, and type (e.g. including ideal, predictions), by relevant indicators of satisfaction 
and outcome at post-assessment.)

4. How can expectations for different health care settings be compared? (Analysis of the 
results from the general expectations questionnaire module in primary care and selected 
specialist setting.)

5. Does visit type affect expectations? (Analysis of whether any expectations are associated with 
visit type, comparing responses to the general expectations questionnaire module.)

6. How does the timing of data collection affect the expectations elicited? (Assessment 
of whether any expectations change between pre- and post-testing, controlling for 
other change.)

7. How does the instrument type affect the expectations elicited? (Analysis of any differences 
in the range of expectations, and item completion, between mode of administration [self-
completion and interviewer administered form].)

8. Are expectations influenced, and if so in what direction, by, respondents’ characteristics 
– socio-demographic (age, gender, marital status) and socio-economic (social class, level 
of education); health status, health-related quality of life and symptoms; personality traits, 
self-efficacy; experiences of health care; and information from/discussion with/experiences 
of: friends, relatives and clinicians? (Analysis of associations between these variables.)

9. How well do the expectations elicited from patients relate to structure, process and outcome? 
(Analysis of the frequency distributions of the type and content of expectations measured; 
correlations; factor analyses of questionnaire.)
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10. Do expectations, and the extent to which they are met, influence patients’ short-term 
outcomes? (Assessment at post-test of whether pre-test expectations were met, and impact 
on changes [pre- and post-test change scores, and effect sizes] on short-term generic health 
status and health related quality of life. Note: a longer period of follow-up will be needed to 
fully address this question in a future study.)

11. Are patients’ health behaviours, illness behaviours, adherence to therapy and expectations 
associated? (Analysis of reported healthy lifestyles, delay in seeking medical treatment, 
adherence to therapy [at post-testing] by expectation type.)

12. What are the most common types of met and unmet expectations (gap model) expressed by 
patients, and do these vary by setting (type of health care accessed), visit type/episode and 
condition? (Comparisons of pre-test expectations with follow-up assessment of the extent to 
which these were met by setting, visit/episode type.)

13. What are the psychometric properties of the developed expectations questionnaire? (Tests 
will include acceptability, item redundancy, item endorsement, reliability, validity; scaling, 
and factor structure.)

Hypotheses:
There will be positive associations between general and specific expectations. In addition, there 
will be question order effects.

There will be a positive association between structure/process/outcome expectations and 
patient satisfaction.

It will be possible to make valid comparisons of generic expectations in different settings using 
the general expectations module.

Expectations are likely to undergo revision by patients between pre- and post-visits.

Slight social desirability bias is likely to operate in the presence of an interviewer with the 
consequence that interviews will obtain slightly more positive ratings on selected variables than 
self-administration modes (e.g. patient satisfaction, self-rated health and health-related quality 
of life).

People aged 65+, those in lower socio-economic groups, and those with low self-efficacy 
will independently have lower expectations of health care than others (structure, process 
and outcome).

The expectations questionnaire will have satisfactory levels of reliability and validity, with a 
confirmed factor structure.

Methods: details of methods of data collection
A mixed method approach to the empirical research is planned, following a systematic literature 
search. Semi-structured interview methods (using repertory grid techniques) will be used to 
explore and identify patients’ expectations and models, in order to contribute to the body of 
knowledge on expectations and existing models, and to inform the development of a theoretically 
informed structured expectations questionnaire, also grounded in lay views.

The applicants will then develop a questionnaire to measure expectations which will build on 
strong theoretical models (e.g. Kravitz 1996; Crow et al. 1999; Dawn and Lee 2004) combined 
with lay models. This will follow the PI’s method of integrating theoretical and lay models of 
quality of life (Bowling 2005). It will then be rigorously tested, using survey methods, for its 
psychometric properties, and used to examine the objectives listed earlier.
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This mixed methods approach gives value for money. Each phase can be reported and published 
separately, followed by an integrated report and publication.

i) Systematic literature review
A systematic review of the literature on the concept and measurement of patient expectations, 
by type, will be conducted. This will include literature on predictors of expectations, and 
expectations as determinants of both satisfaction and outcome. The aim of the updated review 
will be used critically to refine a model of expectations, which, together with the lay views, will 
underpin the development of the expectations questionnaire. This will build on existing reviews 
(e.g. Crow et al. 1999; Rao et al. 2000) and thus the search will be limited to the years January 
2000 and December 2006. The searches will be conducted by AB and repeated for reproducibility 
by GR. UCL medical school library (Hampstead Campus) will be consulted on search strategies, 
given their established expertise on systemic reviews.

Search strategy
A multiple search strategy will be adopted. For electronic searches, a search strategy will be 
developed using MeSH terms and keywords, augmented by inclusion of keywords used in 
studies as they are identified. No design filters will be used. Key terms are likely to include, for 
example, ‘patient’ and ‘expectations’ or ‘belief ’ or ‘expectancy’ or ‘expectancy theory’; and these 
terms plus i) ‘satisfaction’ and ii) outcome. The electronic gateways/databases to be searched, 
using comparable strategies, will include: Applied Social Sciences Index and Abstracts (ASSIA); 
British Nursing Index; CINAHL (nursing and allied health); EMBASE (biomedical); PsycINFO 
(American Psychological Association); PubMed (National Library of Medicine – by default 
PubMed searches MEDLINE); Social Sciences Abstracts; Sociofile; SOSIG (Social Science 
Information Gateway); ISI Web of Knowledge (i.e. Arts and Humanities Citation Index, Science 
Citation Index and Social Sciences Citation Index, as well as ISI Proceedings).

In addition, the HTA database will be searched. In case electronic searches are insufficiently 
sensitive, key journals will be hand-searched (e.g. Patient Expectations, Psychology and Health, 
Journal of Health Psychology, Social Science and Medicine). General search engines on the 
internet will be searched (e.g. Google); the research team will consult other research groups 
in the field. Grey literature and dissertations will be excluded for manageability, and due to 
the time constraints of the study. The references cited in all accepted studies will be reviewed 
for additional citations within the stated search period. References will be downloaded into 
bibliographic software packages.

Study selection
The process of developing the search criteria will be used to construct inclusion and exclusion 
criteria which will be used to determine the relevance of the evidence retrieved to the study 
aims. However, the search will not be restricted to particular definitions or conceptualisations 
of expectations, or type of site/setting. Broad inclusion criteria will be used will allow a variety 
of studies to be reviewed, including theoretical papers, observational and interventional studies, 
randomised control trials, systematic reviews and meta-analyses. Due to time and budget 
constraints, only papers published in English will be included.

Assessing relevance and inclusion
The results of each search will be documented and downloaded into a database that will allow 
duplicate citations to be highlighted. The titles and abstracts identified in the search will be 
perused by AB to determine whether the articles contain theory or original research results on 
patients’ expectations and is relevant to the research aims. An independent reviewer (GR) will 
screen studies for relevance independently, and disagreements will be resolved by consensus. 
If relevance criteria are met, the full text article will be obtained. Again, the full text of studies 
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that appear potentially relevant will be assessed for inclusion by one reviewer and checked by 
a second.

Data extraction
A list of key questions will be generated, and a proforma will be developed to enable recording of 
data to address these from the included papers. The data extraction forms will be developed using 
Microsoft Access. These will be piloted independently on a small selection of studies and adjusted 
as necessary. Data will be extracted from studies by one reviewer and checked by a second.

Data extraction for empirical studies will include, for example:

 ■ study design;
 ■ country and date of study;
 ■ site of study and visit type;
 ■ sample characteristics, including condition;
 ■ theoretical framework;
 ■ type of expectation/s assessed/identifed;
 ■ predictors and outcomes assessed;
 ■ measurement tools with evidence of reliability and validity.

Quality assessment
Quality assessment forms will be designed, using Microsoft Access. Quality assessment will be 
carried out by one reviewer and checked by a second. As the basis for our critical appraisal of 
the studies, we will use checklists for assessing the methodological quality of qualitative and 
quantitative studies. The assessment of methodological quality in social research is complex 
because of the wide range of qualitative and quantitative research methods used. For this study, 
criteria of quality for each method will include a clear description of the aims, under-pinning 
theory, and concepts, and the appropriateness of the method. For qualitative research, criteria 
of quality and rigor will also include a clear description of the justification of the setting, 
recruitment of participants, numbers of participants and non-respondents. In the case of 
quantitative research, criteria of quality and rigor will include the validity of instruments used 
for assessing expectations, as well as standard criteria of research validity (e.g. sampling strategy, 
sample size, coverage, type and response, appropriateness of design and method in relation to the 
aims, systematic error, generalisability). These are standard and tested criteria for the assessment 
of quantitative and qualitative research (including Mays and Pope 1996; Bowling 2000; Campbell 
et al. 2003).

Criteria of quality will be assessed for each paper independently by AB and GR, and 
disagreements will be resolved by consensus. In view of the heterogeneous nature of the studies 
likely to be included, it is unlikely that formal techniques of data synthesis, such as meta-analysis, 
can be applied. Where meta-analysis is not possible or appropriate, we will undertake a narrative 
synthesis, using a framework analysis, to compile diverse evidence (Ritchie and Spencer 1994). 
We will include a critical review of concepts, methods and strength of the findings. We will assess 
whether the internal validity and strength of evidence of identified studies can be graded as high, 
moderate or low.

The results will be used for descriptive purposes to provide an evaluation of the overall quality 
of the included studies. Based on the findings of the quality assessment, recommendations 
will also be made for the conduct of future studies, as well as domains and items for inclusion 
in the measurement of patient expectations. The yield of different search strategies will also 
be compared.
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ii) Semi-structured interviews using repertory grid analysis
Most existing models and measures of expectations reflect the dominance of providers’ or 
‘experts’ interests and perspectives over patients. Hence semi-structured interviews will 
be conducted with adult patients to explore lay views in order to ensure that the resulting 
expectations questionnaire (see Survey later) is both theoretically informed and grounded in lay 
views, and hence has content validity. It is proposed to use repertory grid analysis (RGA) within 
the interviews to improve our understanding of expectations, to assess the content validity of 
existing models of expectations, and to facilitate the development of a questionnaire to measure 
patient expectations. This use of this method adds value and uniqueness to the proposed study. 
The technique is widely used (e.g. in consumer science), although it has been neglected in health 
services research (Frewer et al. 2001). Two of the applicants (AB, GR) have used it successfully to 
develop a questionnaire for measuring patients’ treatment preferences (Lambert et al. 2004; Rowe 
et al. 2005). Thus, this research is innovative in assessing further the use of this natural ‘mixed 
method’ tool in health care settings.

RGA is a semi-structured, psychological tool, which is useful in providing information about 
people’s individual ‘personal constructs’ (i.e. attitudes, their inter-relationships, and the reasoning 
underlying them) (Kelly 1955). Its most common manifestation involves what are called ‘triadic 
comparisons’, in which people are asked to look at three cards, on which are written concepts of 
interest, and then requested to say how two are alike and different from a third. In its original use, 
for therapy purposes, the items may be people such as ‘father’, ‘brother’ ‘best friend’, and the act of 
comparing and contrasting reveals important personal psychological dimensions (e.g. here, ‘two 
are sympathetic and the other is unsympathetic’). According to personal Construct Theory (Kelly, 
1955), the kinds of dimensions that emerge reflect how people naturally structure beliefs. But also 
importantly, as we have discovered from our past work, the nature of dimensions revealed are 
readily convertible into quantitative questionnaire items. In this particular study we aim to develop 
an innovation of the technique.

Participating adult patients will be shown cards on which are written the words ‘ideal 
consultation’, ‘expected (predicted) consultation’, ‘worst possible consultation’. In-depth 
probing will be used to elicit patients’ own ideals to fit these scenarios and also to explore their 
expectations in relation to their needs, desires and ideals, knowledge, experiences. We will probe 
how they formed their expectations, and what influenced them (e.g. family, friends, previous 
experiences). Each type of expectation raised (e.g. ideal, predicted, worst) will be probed in 
relation to the structure, process and outcome of the consultation and health care. Patients will 
also be asked to indicate whether they believe their pending consultation and the outcome will 
be most alike their ideal situation, expected (predicted) consultation, or their worst possible 
situation (these probes will be repeated at post-consultation interview to assess whether their 
expectations were confirmed). The in-depth interviews will focus on the entire episode (and 
history, for pre-existing conditions).

Broad questions will be used, with in-depth probing techniques. The researcher will use cognitive 
interviewing techniques to explore the mental process by which respondents reach their answers/
choices, to probe the reasons given, and to get beyond superficial answers. We anticipate that 
this process will help patients structure their expectations into bi-polar dimensions that have 
natural meaning to them. For example, one bi-polar dimension that might emerge is ‘be treated 
like an adult’ (e.g. in the ideal situation) versus ‘be treated like a child’ (in the ‘expected’ and 
‘worst possible’ situations). After going through this process and eliciting as many personally 
meaningful dimensions as possible, the interviewer will present the patient with an individualised 
grid, showing the individualised, ideal situations across the top (elicited ideal, expected, worst 
possible) and the individualised, elicited personal dimensions down the side. The patient will then 
be asked to rate the (individualised) situations on a 1–5 scale to reflect the extent to which each 
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situation associates with each dimension (i.e. from ‘not at all’ to ‘totally’), giving a sense of the 
importance of each expectation to the patient.

This is an individualised method, and patients rate their own elicited constructs – not those 
of others, although overlap (e.g. of common, shared values) is anticipated. This will generate 
ecologically valid and readily usable items for use in the development of our quantitative survey 
questionnaire of expectations. RGA also yields data that is suitable for analysis at aggregated 
group level or at the level of the individual. Data from individuals is aggregated using the 
statistical method of Generalised Procrustes Analysis (GPA) (Gower 1975; Dijksterhuis and 
Gower 1991). This indicates the commonality of constructs elicited from patients (with respect to 
‘ideal’, ‘expected’, and ‘worst possible’ consultations), and will indicate the extent to which certain 
expectations, and types, are common amongst patients. This method will therefore be used to 
inform the choice of constructs for inclusion as items in the expectations questionnaire. Unlike 
other multivariate techniques, then, it can generate plots of personally generated data at the level 
of the individual, and does not require respondents to use a common set of variables to make 
their ratings. The value of this method, as with in-depth interviews, is that the constructs are 
derived from the respondent, not the researcher.

Finally, a structured questionnaire about the condition, health status, symptoms, overall health-
related quality of life, age, sex, marital status, ethnic group, socio-economic-status, and level of 
education will be given to respondents to self-complete and hand back to the researcher at the 
end of the interview. This will provide contextual information in the presentation of the data.

The consent form will ask participating patients for their consent to being questioned/
interviewed before, and also after their consultation in order to assess their post-visit experiences, 
whether their expectations were met, and their evaluations of the episode. This will then inform 
the design of both the before- and after expectations questionnaires for the main survey.

In addition to the concepts elicited and listed in the grid during the interview, the interviews 
(pre- and post visit) will be audio-recorded and transcribed, with patients’ consent. Their thematic 
coding and analysis (concepts and categories emerging from the data) will add insight to the 
meaning and interpretation of the concepts in the grid, which is valuable for illustration and 
validation purposes. Each script will first be read by two independent members of the team (GR, 
AB), and a thematic coding frame developed. Coding, using two independent coders, will take 
place immediately after each interview to enable the technique of constant comparison of data 
to be used (Donovan and Saunders 2005), and any necessary recoding of themes. The use of two 
independent coders will ensure methodological rigor. Discrepancies and disagreements between 
coders will be discussed and resolved, if necessary by a third person.

The researchers will seek honorary contracts with the participating trusts at in order to ensure 
patient confidentiality.

Sample for the semi-structured interviews (RGA)
Patients will be interviewed before their consultations in order to separate their expectations 
from their experiences of that health care episode, and followed-up afterwards. The proposed 
sample is 20 primary care and 20 cardiology clinic out-patients. If necessary, more patients 
will be recruited until no more expectations and reasons are identified, and themes are being 
repeated, to reach theoretical saturation. Language interpreters will be sought for anyone who 
is approached and consents, indicating a need for one. Adult patients will be recruited from 
primary and secondary care settings (cardiology) in Norfolk. Professor Amanda Howe has 
agreed to facilitate invitations to clinicians to participate via the SHPERE PCT and UEA General 
Practice Research Network for Norwich and Waveney.
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In collaboration with practices, we will make careful records of numbers of (anonymised) eligible 
patients and compare them with the numbers who respond, and the number who are then 
successfully interviewed.

The RGA aims to be indicative rather than provide representative results or cover all social 
and ethnic variability. However, it is essential to capture social and cultural diversity in the first 
stage of the research in order to ensure that the items contained within the finally developed 
Expectations Questionnaire are socially and culturally inclusive. It is possible that patients’ 
expectations are lower among those in ethnic minority groups, in lower socio-economic groups 
and among elderly people.

The coordinator of the PCT research network for Norwich and Waveney has agreed, with 
Professor Amanda Howe of UEA, to help us identify potential participating general practices in 
wards in Norwich and Yarmouth with these more diverse populations. Thus, with their help, we 
intend to include GPs’ patients from diverse social and cultural backgrounds in the first phase of 
the study. We also aim to include a diverse population in the acute trust cardiology clinic sample 
(Norfolk and Norwich Hospital) and will work with out-patient booking staff to also include 
cardiology clinic patient referrals from more diverse wards (using post codes).

Process for RGA interview phase 1 in primary care: Patients will be interviewed pre-consultation 
and followed-up afterwards. During the target fieldwork dates, as consecutive patients book 
their appointment for a consultation with the GP by telephone or in person, the receptionists/
administrative staff will inform them the study is taking place, give/post them the study letter, 
information sheet, consent forms and 1st class reply-paid envelopes (satisfying the 24 hour 
consent criteria), and maintain a confidential list of serial numbers by patients’ names and 
addresses in order to provide the researchers with numbers of patients attending for calculation 
of response. If patients are willing to be interviewed, they will be asked to return the consent 
form, with their contact details direct to the researcher, to enable the researcher to make an 
appointment for the repertory grid interview an hour ahead of their consultation, and a post-
consultation interview. This procedure is necessary for appointments to be made which allow 
sufficient for these semi-structured interviews. Throughout the patient recruitment process, 
attempts will be made by the researcher to balance the sample interviewed for socio-demographic 
characteristics (e.g. age, sex, ethnicity, socio-economic group).

Process for RGA phase 1 in hospital out-patient clinics: Patients will be interviewed pre-
consultation and followed-up afterwards. The sampling procedure will be identical to that in 
primary care except that consecutively referred out-patients, with appointments during the 
fieldwork dates, will be mailed the study letter, information sheet, consent form and 1st class 
reply paid envelope for its return, with their contact details direct to the researcher, by out-
patients booking staff. Throughout the patient recruitment process, attempts will be made by the 
researcher to balance the sample interviewed for socio-demographic characteristics (e.g. age, sex, 
ethnicity, socio-economic group).

iii) Questionnaire survey of expectations, sample type and location
The applicants will next meet to agree the items for inclusion in the questionnaires. The 
questionnaires will include a generic pre-visit/episode expectations module, and a specific 
expectations module relating to their type of setting/visit. A comparable post-visit expectations 
questionnaire will be designed for patients to complete after the consultation.

The questionnaire items will be derived from the literature, and thus be theoretically based, 
but also integrated with lay concepts and views from the interviews and RGA exercise. It is 
anticipated that the response choice formats will be Likert scales as these are popular, and easy 
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for lay people to understand. The questionnaire will be examined by the advisory group; bodies 
representing patients will be asked for their comments on appearance and content (face and 
content validity), wording, acceptability and apparent ease of completion.

Initial field testing
Finalised, interview and self-administration versions of the general and specific setting, pre- and 
post-expectations questionnaires will undergo initial field-testing with 100 adult patients. We 
plan to conduct face-to-face interviews with 50 patients and administer self-administered 
questionnaires to a further 50. Thus, 25 primary care and 25 cardiology clinic patients will receive 
the initial pre- and post-visit Expectations Questionnaires in self-administration format, and 25 
primary care and 25 cardiology clinic patients will be administered the questionnaires in face-to-
face interviews. These numbers are sufficient for the initial field-testing. For the field testing only, 
we will sample patients consecutively until the target numbers of interviews are reached. See later 
under ‘Main survey’ or sampling procedure.

The researchers will seek honorary contracts with the participating trusts in order to ensure 
patient confidentiality.

These questionnaires will be analysed for initial item-completion, acceptability, reliability and 
validity. Poorly performing items will be eliminated. Again, the questionnaire will be examined 
by the advisory group and bodies representing patients will be asked for their comments. The 
final instrument will then be used for the main expectations survey to be conducted next. 
This will establish its full psychometric properties on a wider sample, enable analyses of factor 
structure (which require a large sample), and test the research hypotheses stated earlier.

Main survey
The main survey will be:

i.) self-completion, postal mode, with an estimated 500 adult patients (250 primary care and 
250 cardiology clinic patients) (geographically spread); and

ii.) an alternative face-to-face interview mode with 100 adult patients in local London sites for 
manageability (50 in general practice and 50 cardiology out-patients).

The interview sample size is not matched to the postal sample size of 500 as, given the time 
intensity of interviews, this would be time consuming and highly expensive.

We will aim, through the multi-site nature of the main survey, and sampling of participating 
practices after analysis of their ward profiles, to reflect social (age, sex, socio-economic status) 
and ethnic diversity in the findings. Interview survey participants who do not speak English will 
be offered an interpreter to assist with the completion of the questionnaire. In addition, where a 
self-administration sample member replies that they need help to complete the questionnaire, we 
will offer them a face-to-face interview, with an interpreter where required.

The initial mailings and any reminders will be despatched by practice and out-patient booking 
staff to protect patient confidentiality. Respondents will be sent a post-visit questionnaire to 
complete after their consultations. Up to three reminders will be sent by practice or out-patient 
booking staff for the post-visit questionnaires. NHS staff will be facilitated in the despatch of 
reminders by our provision of a form containing a list of serial numbers. They will be asked to 
enter the patient’s name and address next to each serial number consecutively. We will inform 
them of patients who do not respond in advance of their consultations to enable timely reminders 
to be despatched using first class mail.
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The researchers will seek honorary contracts with the participating trusts at each phase in order 
to ensure patient confidentiality.

Process for self-administration sample in primary care (pre-testing 
and main survey)
During the target fieldwork dates, as consecutive patients book their appointment for a 
consultation with the GP by telephone or in person, the receptionists/administrative staff will 
inform them the study is taking place, give/post them the study letter, information sheet and 
consent forms (satisfying 24 hour consent), and maintain a confidential list of serial numbers 
by patients’ names and addresses in order to provide the researchers with numbers of patients 
attending for calculation of response, and to enable postal reminders to any consenting, 
participating patients who forget to leave their completed questionnaires behind when they leave 
the practice.

The written information that the patients receive will pre-inform them that on certain dates, 
while they are waiting to see the doctor, they will be approached by a researcher and invited 
to complete a questionnaire about their expectations before (while they are waiting) and also 
immediately after the consultation, and to hand them back to the researcher in sealed enveloped 
before leaving (for enhanced confidentiality). If they consent, they will be asked to complete 
the consent form and bring it when they attend the practice, and to attend 30 minutes ahead of 
their appointment time in order to complete the ‘before questionnaire’, and to allow time after 
the consultation to complete the briefer ‘after questionnaire’. This will ensure sufficient time for 
questionnaire completion.

Process for self-administration in out-patients’ clinics (pre-testing 
and main survey)
The procedure will be identical except that consecutively referred out-patients, with 
appointments during the fieldwork dates, will be mailed the study letter, information sheet and 
consent form by the out-patients booking staff for cardiology.

Process for interview sample in primary care (pre-testing and 
main survey)
During the target fieldwork dates, as consecutive patients book their appointment for a 
consultation with the GP by telephone or in person, the receptionists/administrative staff will 
inform them the study is taking place, give/post them the study letter, information sheet, consent 
form and 1st class reply-paid envelope (satisfying 24 hour consent,) and maintain a confidential 
list of serial numbers by patients’ names and addresses in order to provide the researchers with 
numbers of patients attending for calculation of response.

If patients are willing to be interviewed, they will be asked to return the consent form, with their 
contact details, direct to the researcher, to enable the researcher to make an appointment for the 
interview 30 minutes ahead of their consultation and afterwards. This procedure is necessary for 
appointments to be made which allow sufficient time for the interviews.

Process for interview sample in hospital out-patient clinics (pre-
testing and main survey):
The procedure will be identical except that consecutively referred out-patients, with 
appointments during the fieldwork dates, will be mailed the study letter, information sheet, 
consent form and 1st class reply paid envelope for its return (satisfying 24 hour consent), with 
their contact details direct to the researcher, by out-patients booking staff.
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In all cases we will ensure that the patient information clearly states that the information they 
provide is confidential to the research team, their treatment will not be affected in any way, that 
we are independent of their doctor, that individuals, practices and clinics cannot be identified 
in the study report, and that the study is not an evaluation or audit of their individual practice 
or clinic.

Sample size for main survey
Self-administration, postal mode The main self-administration, postal survey will be conducted 
in three contrasting geographical settings where the applicants have existing collaborative 
relationships with trusts and/or clinicians (Norwich, North London and Essex). The multi-site 
nature of the study will avoid large clustering effects at the outset, and the sample size calculation 
can be based on the hypothetical size of the variation in expectations between groups of patients. 
If, for example, it is estimated that the variation in expectations between groups, satisfaction 
ratings, and by health outcomes, is likely to be as much as 15%, 400 patients is estimated as 
sufficient for obtaining 80–90% power of detecting statistically significant differences between 
groups at the 0.05 level (e.g. in expressed preferences by socio-demographic, health and 
psychological characteristics). It is also estimated to be sufficient for the proposed factor analyses 
(see later under Psychometric testing). It is proposed to sample 500 overall to allow for non-
response. However, modelling will be used, based on the preliminary data analysis and field tested 
questionnaires, to calculate the final sample sizes by area and setting required.

Face-to-face interview mode The size of the interview sample is constrained by the budget, but 
100 achieved interviews is sufficient for the correlation analyses for comparisons of alternate 
modes as large samples are not necessary for such correlation analyses (see italics in third 
paragraph below). The factor analyses, which require a larger sample size, will be confined to the 
larger, self-administration sample. It is proposed to sample 125 overall to allow for non-response.

Plans for data analysis: framework of analytic methods to be used

Psychometric testing AB and GR both have recognised methodological expertise in psychometric 
testing, and collaborated closely in the development and testing of the questionnaire to measure 
patients’ preferences (see earlier). Gold standard psychometric techniques will be adhered to.

The face and content validity of the questionnaire will be assessed by the advisory group by 
making comparisons with the systematic review and existing models, the elicited lay models of 
expectations, consultations with patients’ representatives, and the initial field testing. SPSS13 will 
be used to examine the psychometric properties of the expectations questionnaire. For example, 
analyses will include tests for item-redundancy and elimination, based on missing data (usual 
criterion is 5%), endorsement frequencies (maximum endorsement frequency, > 80%, maximum 
aggregate adjacent endorsement frequency < 10%), item–total correlations (> 0.75), exploratory 
factor analysis (loading < 0.8 on all factors; cross loading > /0.8 on more than one factor, with 
a difference between loadings < 0.4). Scaling tests will also be conducted (items are classified 
as scaling failures if they correlate significantly more highly with another scale than their own 
scale). Items which perform poorly will be eliminated.

Internal consistency reliability will be tested with Item–item and item–total correlations using 
Cronbach’s alpha. The distribution of responses to the alternative forms of the questionnaire (self-
administration and interviewer administration) will be compared to assess whether they produce 
comparable responses. A small sample of participants (n = 30) will be asked to re-complete the 
questionnaire two weeks after baseline in order to test its reproducibility (test–retest reliability). 



246 Appendix 1

Convergent validity will be tested by analysing correlations between expectations and key survey 
measures (e.g. patient satisfaction, Davis and Ware 1991). Discriminant validity can be assessed 
by examining correlations between expectations and measures (to be deliberately included) 
that they would not be expected to correlate with. Criterion validity (i.e. its concurrent validity 
component – does the instrument measure what it purports to?) is more complex to assess in 
the absence of a gold standard for expectations. Its other component, predictive validity (i.e. can 
the measure predict future changes in key variables in expected directions?), can be assessed by 
examining whether baseline expectations are independently associated with post-visit evaluations 
of satisfaction. Feedback will be sought on the questionnaire’s face and content validity, wording 
and acceptability from consumer bodies representing patients and from members of the 
study’s advisory group (which will include lay and patient representatives in addition to the 
research team).

Testing of study hypotheses The objectives (see earlier – sections in parenthesis) provided examples 
of the types of distributions and analyses to be undertaken. The data will first be analysed using 
descriptive univariate statistics, including frequency distributions, Spearman’s rank correlations, 
Chi-square tests and Wilcoxon matched pairs signed ranks tests to examine any associations 
between theoretically relevant variables and expectations (minimum significance at 5% level). 
Change scores for pre- and post-test variables will be calculated (with effect sizes). Analyses 
will examine whether question order influenced responses (to be addressed by randomising 
patients to different question ordering and analysing impact on distributions of responses). 
The independence of any associations will be further examined using multivariable analysis 
(e.g. multiple regression is appropriate, as the resulting expectations scale is likely to have a 
scaled format).

Management of the study
Quarterly Advisory Group meetings will be held between all the applicants, the research staff, 
lay and patient representatives to agree design issues, ensure the smooth progress of the study, 
adherence to good research practices (including ethical, clinical governance and data protection) 
and adherence to timetable. Names will not be stored with the data, and all hard copy files and 
questionnaires will be stored in locked cabinets in a locked room. AB, with GR, will set up the 
study and manage the fieldwork. AB will take responsibility for overall management and the 
successful completion of the whole project. The study has been registered at UCL with the Data 
Protection office and UCL has agreed to be the research sponsor.

Role of applicants
AB will take responsibility for the successful completion of the overall study, setting it up, and day 
to day management of the survey arm. She will also conduct the systematic review. She will liaise 
closely with co-applicants and advisory group over the questionnaire design, lead the mounting 
of the survey, actively co-analyse and write up the survey from UCL, and liaise and collaborate 
with the Norwich team re: the progress, coding, analysis, and writing up of the RGA arm. AB 
has extensive experience of setting up research studies with trusts and in primary care settings, 
extensive knowledge of survey methodology, questionnaire design and psychometric testing, 
and always completes projects on deadline (Bowling 2002b, 2005b, 2005c). AB is also known for 
the development of measures which combine both theoretical and lay models (Bowling 2005; 
Bowling et al. 2003). She has collaborated successfully with GR using repertory grid techniques 
to elicit lay views for structured questionnaire development (Lambert et al. 2004; Rowe et al. 
2005). Actual time input: 10% over 24 months.

GR will validate the systematic review, manage the fieldwork in Norwich, and collaborate with 
AB and the research team at each stage. GR and AB will jointly obtain ethics and R&D consents. 
GR and AB have collaborated successfully previously using repertory grid techniques (RGA) to 



© Queen’s Printer and Controller of HMSO 2012. This work was produced by Bowling et al. under the terms of a commissioning contract issued by the 
Secretary of State for Health.

247 Health Technology Assessment 2012; Vol. 16: No. 30DOI: 10.3310/hta16300

elicit lay views for structured questionnaire development and testing (Lambert et al. 2004; Rowe 
et al. 2005). GR is a well known expert on the use of RGA, on eliciting the public’s perceptions 
of risks, and consumer views on food technology and health. He is experienced at research 
management, and completes projects to deadline. Actual time input: 10% over 24 months.

AH, particularly via her co-directorship of SPHERE (the PCT and UEA General Practice 
Research Network for Norwich and Waveney), will play a major role in facilitating practice 
and trust ‘recruitment’, and identification of practices in diverse areas. Her role in the study 
as co-applicant will also be to identify practices in diverse areas, advise on the progress of the 
study, and to participate in the interpretation of results, writing up, papers for publication and 
dissemination. Time input: 1.3% over 24 months.

The earlier established GP research network in Norwich (SUNET) facilitated the applicants’ (AB, 
GR) access to participating general practices, in their study of patients’ preferences.

Justification of costs
Roles of grant funded staff
Department of Primary Care, University College London:
Research assistant (to be appointed) to conduct, with AB, management of the survey, 
interviewing and directly managing the self-administration questionnaire component of the 
study, data preparation and cleaning, analyse and write up data in collaboration with AB and the 
research team; 12 months in year 2.

Statistician to i) model optimum sample sizes to address research aims and objectives ii) advise 
on/check psychometric and multivariate analyses re: survey data. [note: AB and GR are both 
trained in statistics and can supervise the psychometric and multivariate analyses]; two days in 
year 2.

Clerical assistance: for printing, liaison with study sites, transcribing, assistance with despatching 
and checking in questionnaires, coding, data entry; 12 months, 20% in year 2.

Freelance interviewer for four months during the initial questionnaire testing phase and the 
main survey fieldwork phase, who will assist the RA with the additional interviews. The cost of a 
skilled, freelance interviewer, with NI costs, at £18 per hour, over four months = £10,368.

Freelance coder (for the additional interview open and closed questionnaire coding), plus 
assistance with the additional data processing. The additional cost, with NI costs, at £18 per 
hour = £2,592.

Prof. Ann Bowling’s FEC for the systematic review and report, setting up and managing the 
study, data analysis and writing up, dissemination (see earlier) (10% over 24 months).

Prof. Amanda Howe’s FEC for practice and trust recruitment, dissemination of the study locally, 
identification of practices in diverse areas, and involvement in the research process, analysis and 
writing up (see earlier) (1.3% over 24 months).

BBSRC, Norwich
Research assistant (Norwich): Assist with the setting up of the interviews, travelling to conduct 
the interviews, transcribing the data, and aiding in the write-up of the results: 6 months in year 1.

Statistical consultancy (Norwich): Ian Wakeling (Senior Statistician, BBSRC, Institute of Food 
Research, Norwich) will undertake descriptive statistical analyses of the repertory grid data using 
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generalised procrustes analysis (GPA), to produce individualised and aggregated analyses, plots 
of personally generated data at the level of the individual, plot maps of consensus agreement to 
link stimuli and summarise respondents’ ratings. Requested consultancy rate = five days in year 1 
at £350 per day: £1,750.

Gene Rowe’s FEC for management of phase 1, co-analysis and writing up, and involvement in the 
study throughout (see earlier) (10% over 24 months).

Travel and research costs UCL site
Travel Travel for in-depth and survey interviews (interview mode of questionnaire): 2nd class 
public transport.

Travel to acute trust and primary care clinics for setting-up and sampling, 2nd class 
public transport.

Eight advisory group meetings for 6 people second class rail.

Research costs Library costs for updated searching of literature: leading to estimated 50 inter-
library loan requests @ £3.50 per request.

Stationary, paper, envelopes, photocopying, postage.

Printer cartridges, diskettes, networking, software.

Printing costs for: questionnaires and interview schedules, address labels, coding sheets, data 
processing, study reports.

Costs for reimbursing hospital trusts and practices (@ £11–15 per hour administrative 
time – advised by research networks in the study areas) for training about the study, sample 
identification, compiling a confidential sample list of names and addresses with serial numbers 
(to enable reminders to be sent to non-responders where necessary), printing address labels for 
the provided patient pack envelopes and mailing, room hire costs which are necessary in order to 
ensure we interview the patients before and after their appointment to see the doctor – especially 
in general practice: phase 1: Norfolk primary care and hospital clinics in year 1; subsequent pre-
test and main study (Norfolk, Essex, London) acute trusts and primary care.

Reimbursement for two patient representatives in lieu of time attending advisory group meetings.

Interpreters for survey; estimated 30 hours in year 2

Refreshments/subsistence for advisory group meetings; estimated 6 attendees per meeting  
 8 meetings.

Contribution to total cost of conference attendance/travel for dissemination.

FEC for Prof Amanda Howe’s time (1.3%) for practice identification and recruitment, facilitation 
of practice and clinic participation, dissemination of the study locally to facilitate this, 
involvement in the advisory group meetings and writing up and dissemination of results.

Travel and research costs: Norwich site
All year 1:
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Travel Travel for interviews 2nd class public transport estimated.

Contribution to total cost of conference attendance/travel for dissemination of phase 1

Research costs Stationery, envelopes, postage, paper, printing, photocopying for contacting 
sites and recruiting sample for interviews; baseline interviews schedules, show cards, transcripts, 
follow-up questionnaires, categorisation of themes, qualitative and statistical analyses; printer 
cartridges; computer diskettes; networking and software; audio-cassette tapes for recording 
interviews; inter-library loan requests, report writing.

Study schedule: timetable of work
Months 1–6: Finalise consent, approvals and study sites; liaise with participating study sites. 
Search/systematic review of literature; finalise expectancy models and instruments. RGA 
interviews, analyses, draft report. Months 6–14: development of expectations questionnaire (final 
copy to MREC); initial field testing and refinement of questionnaire; Months 15–20: sampling, 
main postal survey, interviews, follow-ups; Months 21–24: analyses, writing up, dissemination.

[note: we are providing access, at no additional cost to the project, to computer, printing and 
other equipment]

Start date: 1 November 2007. End date: 31 October 2009. Duration: 24 months.

Statement of the likely outputs from the study and dissemination  
(content and form)

1. Expectations questionnaire, tested rigorously for reliability and validity, derived from theory 
and lay views. This will be made publicly available, without charge, on a study website. 

2. Report giving evidence of contribution to body of knowledge on consumer expectations re; 
the study aims and objectives. 

3. Publication in relevant academic and professional journals on:
i. contribution to existing body of knowledge (theoretical and lay models), 

ii. the tested expectations questionnaire, 
iii. relevance to health policy and clinical practice (quality assurance, patient behaviour, 

adherence to therapy and health outcomes), 
iv. methodological papers.

An HTA report (and details on the HTA and Methodology Programme website) would be aimed 
for. Results would be made available on our website and presented at relevant conferences. We 
will also disseminate the results to patients’ groups including the Patients Forum, and the NHS 
Clinical Governance Support Team, Patient Experiences Group, who aim to ‘engage patients and 
carers to bring about changes in practice that improve the patient experience’.

Consumer representation
Consumers will be included in the study advisory group which will meet quarterly. Patient 
organisations at national and local level will be consulted with a view to nominating two 
consumer representatives to be included, as well as for their views on the questionnaire and 
development. Representatives of patients have agreed to collaborate with this study (see earlier) 
and we will consult them throughout. The applicants have a good track record of involving 
consumers and their representatives in research design (e.g. the advisory group for AB’s ESRC 
funded survey of quality of life in older age included Age Concern England (ACE), and two older 
people nominated by ACE; the final study questionnaire was field tested with focus groups of 
older people before use. This collaboration led to an ACE policy document based on findings 
from the study). The PI’s current collaborative research links with representatives of lay people, 
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public bodies and service providers also include ACE, the Commission for Rural Communities 
and several health authorities. AB is directly involved with the national evaluation of Partnerships 
for Older People Programme (Department of Health) which is a collaborative research 
partnership between academics, health and social service providers and the voluntary sector.

Lay summary

Policy makers are aware of the importance of evaluating health services from the point of view 
of patients. What people expect from their health care, compared with their experiences of it in 
practice, may influence their satisfaction with their care. There is also some evidence that patients 
who receive the health care they expect are likely to recover better than patients who do not. 
However, there are many different types of expectations, including ideal desires and predicted 
expectations, and they relate to several different types of health care structures (e.g. buildings, 
equipment, staff), processes (e.g. waiting lists, the way staff and patients interact) and health 
outcomes (e.g. the effects of the health service on patients’ health, including patients’ assessments 
of their health), and there is no well tested questionnaire to measure these expectations. We 
propose to examine existing models and definitions of patient expectations in the literature, and 
to ask patients for their definitions. We will then develop an expectations questionnaire, and test 
it for its validity, and use it to examine expectations in detail.
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III. ANALYSIS OF COSTS

Please read the accompanying guidance notes before completing the following details

ALL COST SHOULD BE GIVEN IN GBP (£).

For joint applications (i.e. 2 or more institutions) please repeat this section for each institution

UCL WILL BE ADMINISTERING THE GRANT. BBSRC IN NORWICH WILL SUBMIT ITS 
CLAIMS TO US FOR PAYMENT.
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A. DIRECTLY INCURRRED COSTS
This should include staff to be funded on actual salaries. For principal investigator and 
co-investigators see Directly Allocated Costs

A.1 Research Staff

Job Title and % time on 
project Grade

Year 1 (1 Nov 2007 – 31 
Mar 2008) Year 2 (1 April 08 – 31 Mar 09)

Year 3 TOTAL (1 April 09 – 
31 Oct 2009)

Salary
Employers 
NI/SA Salary

Employers 
NI/SA Salary

Employers 
NI/SA

UCL RA: Research assistant

100% for fieldwork and 
management: 12 months

From 1st Sept 2008 to 31 
October 2009

[Year 2 = UCL RA starts in 
month 17 (month 5 of year 2; 
5 months in year 2 –

From 1st Sept 2008 to 31 
October 2000]

Year 3 = UCL RA continued 
to 31 Oct 2009 = 7 months 
in year 3

12 month contract]

UCL increment date: August

7.29 [28,301 & 
2676 LW

Across years 
2–3 only]

 [6,726

Across years 
2–3 only]

Cost 5 months 
salary = 16,509

Cost 5 months 
ni/sa = 2,803

Cost 7 months 
salary = 
£35,028

11,792

Cost 5 ni/
sa = 3,924

UCL Statistician

Two days (pro-rata of salary 
grade 7 as above in year 3)

7.29   £399 plus

£523

£26 LW

£98

Norwich RA: Research 
scientist BBSRC scale 6-PD; 
salary £25641; Increment 
date July; c. 50% for 
12 months year 1.

6-PD £13,382 £2,850 + 
£1,191

£17,423 

A.1 TOTAL   £52,974

A.2 Admin/Secretarial Staff

Job Title and % time 
on project Grade

Year 1 (1 Nov 2007 – 31 
Mar 2008)

Year 2 (1 April 08 – 31 Mar 09)
CR starts in month 17 (month 
5 of year 2

Year 3 (1 April 09 – 31 
Oct 2009
CR continues to 31 
Oct 2009 = 7 months 
in year 3
12 month contract

TOTAL Salary
Employers 
NI/SA Salary

Employers 
NI/SA  Salary NI/SA

UCL: Clerical assistant 
grade 5, point 20, 
20% for 12 months 
(full time salary 
costs = £17454 plus 
£2440 LW; Sup./NI: 
£3454)

 5.20 £17,454 
plus £2,440 
LW; Supp/NI: 
£3,454

20% pro-
rata in years 
2–3 only]

[years 2–3 
only]

£2,272  £455 £2,272 £455 £5,454

A.2 TOTAL £2,272 £455 £2,272 £455 £5,454
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A.3 Other Staff

Job Title and % time on project Grade

Year 1 (Apr – Mar) Year 2 (Apr – Mar)

TOTAL

200x – 200x 200x – 200x

Salary
Employers 
NI/SA Salary

Employers 
NI/SA

Norwich: Senior statistician, Mr 
Ian Wakeling, BBSRC, consultancy 
requested 5 days in year 1

 £350 per 
day × 5 days

£1,750

       

A.3 TOTAL  £1,750    £1,750

A.4 Travel and Subsistence

Year 1 (Apr – 
07 Mar 08)

Year 2 (Apr 
–08 Mar 09)

Year 3 (Apr 08 
– Mar 09)

TOTAL200x – 200x 200x – 200x 200x – 200x

UCL: All travel to advisory group meetings £320 £400 £400 £1120

UCL: Travel and subsistence for practice/trust recruitment, training 
staff in sample recruitment/despatch of patients’ packs; travel for 
face- to-face interviews, 2nd class public transport

£2300 £500 £2800

UCL: All travel/subsistence for advisory group meetings £50 £100 £50 £200

UCL: RA’s travel/conference fees/costs for dissemination £200 £200

  

Norwich: travel for 40 interviews phase 1 £480 £480

Norwich: RA’s travel/conference fees/costs for dissemination of phase 1 £200 £200

     

A4.TOTAL £1050 £2800 £1150 £5000

A.5 Equipment

n/a existing research PCs and printers available

Year 1 (Apr – 
Mar)

Year 2 (Apr – 
Mar)

Year 3 (Apr – 
Mar)

TOTAL200x – 200x 200x – 200x 200x – 200x

 

A5. TOTAL 0
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A.6 Consumables

Year 1 (Apr – 
Mar)

Year 2 (Apr – 
08 Mar 09)

Year 3 (Apr – 
Mar)

TOTAL200x – 200x 200x – 200x 200x – 200x

UCL: Library costs for updated review 50 i/l loans @ £3.50 each £175 £175

UCL: Stationary, paper, envelopes, photocopying, postage and pre-paid 
envelopes 

£50 £300 £50 £400

UCL: Printer cartridges, diskettes, networking, software; £50 £100 £50 200

Printing costs for: questionnaires and interview schedules, address 
labels, coding sheets, data processing, study reports

£300 £200 £500

UCL: Trust/practice costs re: sample identification, printing of patient 
address labels and attaching them to patients’ (provided by us) pre-
paid envelopes – matched to serial numbers and confidential sample ID 
list; despatch of patient packs and reminders; room hire for interviews 
– phase 1 (Norfolk general practice and hospital clinics in year 1) and 
subsequent main study (Norfolk, Essex, London general practice and 
hospital clinics)

This is equal to £300 per each of the 6 sites (3 hospital, 3 GP) for the 
main study = £1800;

+

plus an additional £100 per 2 Norwich sites (1 hospital, 1 GP) for 
exploratory RGA phase 1 = £200;

+

plus an additional £250 for the 2 London sites (1 hospital, 1 GP) for the 
test phase = £500.

Total = £2500.

(calculated using estimates from PCT research networks).

£200 £2000 £300 £2500

Norwich: Stationary, envelopes, postage, paper, printing, photocopying for 
sample recruitment, baseline interview schedules, show cards, transcripts, 
follow-up questionnaires, categorisation, analysis; printer cartridges, 
diskettes; networking, software; audio-cassette tapes for interviews; inter-
library loans, report writing

£300 £300

A.6 TOTAL £775 £2700 £600 £4075

A.7 Any other Directly Incurred Costs

Year 1 (Apr 
07– Mar 08)

Year 2 (Apr 
08– Mar 09)

Year 3 (Apr – 
Mar)

TOTAL200x – 200x 200x – 200x 200x – 200x

UCL: Reimbursement of two lay patient representatives attending advisory 
group meetings @ £30 per person × 2 = 8 meetings over study period

£120 £180 £180 £480

UCL: Interpreters for survey (estimated 30 hours x £20 per hour) £50 £400 £150 £600

UCL: Freelance interviewer for four months during the initial 
questionnaire testing phase and the main survey fieldwork phase, with 
NI costs, at £18 per hour, over four months = £10,368.

£5,000 £5,368 £10,368

UCL: Freelance coder (for the additional interview open and closed 
questionnaire coding), plus additional data processing, with NI costs, at 
£18 per hour = £2,592.

£2,592 £2,592

A.7 TOTAL £170 £5,580 £8,290 £14,040
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B. DIRECTLY ALLOCATED COSTS
B.1 Staff
This should include people contributing to the project whose salaries are not itemised under 
Directly Incurred Costs (e.g. PI and co-investigators).

Name Role on project % FTE on project

Professor Ann Bowling (PI, UCL) Systematic review and report, overall survey and study management, 
supervision, co-design, analyses

10% for 24 months

Professor Amanda Howe (co-
applicant from UEA staff costs)

Facilitate identification and recruitment of practices in diverse areas, advice on 
progress, interpretation of results and writing up, dissemination 

1.3% for 24 months

Dr Gene Rowe (Promoted to Head 
of Consumer Science 2007+)

Management and supervision of interviews, analyses of phase 1; co-design 
and analysis of data for main survey questionnaires; advice on progress, 
interpretation of results and writing up throughout; dissemination

10% for 24 months

B.1 TOTAL   

* To calculate this figure, you may use the average cost used by the employing institution for this level of academic staff, and not necessarily the 
actual salary.

B.2.1 Estates Charges
Estate charges (calculated on basis of TRAC methodology) apply to higher education institutions 
only, other types of applicant should enter a value of zero).

B2.1

UCL Total Estates Charges for AB and staff

Prof Amanda Howe UEA Estates Charges

BBSRC Norwich Total Estates Charges for GR and RA

(BBSRC Breakdown: FEC for RA: £11819 c. 50% pro-rata for 6 months full time in year 1: £5,764; FEC for GR £11,819 10% pro-
rata × 24 months = £1,182 in year 1, £1,182 in year 2)

B.2.2 Other Costs
E.g. Costs of using shared facilities owned by your institution

Description

Not applicable

B2.2 TOTAL
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C. INDIRECT COSTS
Indirect costs charge (calculated on the basis of TRAC methodology) apply to applicants from 
higher education institutions only, other types of applicant should enter a value of zero.

C

UCL Indirect costs AB and staff

Prof Amanda Howe UEA Indirect costs charge

BBSRC Indirect costs

(BBSRS Breakdown: FEC for RA: £40,920 c. 50% pro-rata 6 months FT = £19,995 in year 1; FEC for GR: £40,920 10% pro-rata in: year 
1 = £4,092; year 2 = £4,092).

 D. SUMMARY
These totals should be copied from the itemised tables already completed under Sections A, B 
and C.

D.1 The Full Economic Cost
Directly Incurred Costs

A.1 Research Staff

A.2 Administrative Staff

A.3 Other Staff

A.4 Travel and Subsistence

A.5 Equipment (up to £50k max)

A.5 Equipment (balance of amount requested, if total is over £50k)

A.6 Consumables

A.7 Any other directly incurred costs

TOTAL A

Directly Allocated Costs

B.1 Staff

UCL Ann Bowling 10% 24 months & costed staff

UEA Amanda Howe 1.3% 24 months

BBSRC Gene Rowe 10% 24 months & costed staff

B.2.1 Estates Charges

UCL Ann Bowling 10% 24 months & costed staff

UEA Amanda Howe 1.3% 24 months

BBSRC Gene Rowe 10% 24 months & costed staff

B.2.2 Other Costs

TOTAL B
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Indirect Costs

C Indirect costs charge

UCL Ann Bowling 10% 24 months & costed staff

UEA Amanda Howe 1.3% 24 months

BBSRC Gene Rowe 10% 24 months and costed staff

TOTAL C

TOTAL FULL ECONOMIC COST OF THE PROJECT

Total A + Total B + Total C £139,871 (B,C) + A?£83,293

Total = £223,163

D.2 Research Grant Requested
If applicants are from a higher education institution then the ‘Proportion to be paid …’ should 
be left at 80%; however, for applicants from other types of organisations, the ‘proportion to be 
paid …’ should be set to 100%.

£
% to be paid by Methodology 
Programme Total Grant Requested

Full Economic Costs, (only including equipment up 
to £50k max).

£223,163 80% £179,000

Equipment (balance of amount requested, if total is 
over £50k)

100% 0

TOTAL £179,000
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Name and address of Institutions in receipt of grant:    
 
Principal applicant:  University College London, Hampstead Campus, Rowland 
Hill Street, London NW3 2PF 
 
Co-applicant:  Institute of Food Research (BBSRC), Norwich Research Park, 
Colney, Norwich, NR4 7UA 

Why is the institution to which you are attached particularly suited to this 
work?   

The research will be conducted at University College London, and at the 
Institute of Food Research (BBSRC), Norwich. 

 
Both University College London and the Institute of Food Research provide 
excellent academic research environments and infrastructures, with many 
opportunities for staff development, learning and interaction via courses and 
seminars. These organisations have well established capacity to  
host  research, including the proposed research. 
 
University College London (UCL): UCL has  24,500 staff and students in 72 
departments. An outstanding range of UCL expertise is engaged with 
international networks of students and researchers, former staff and students, 
visionary companies, research organisations, local and national governments, 
and international policymaking and regulatory bodies. UCL’s academic 
community includes 35 fellows of the Royal Society, 27 Fellows of the British 
Academy, 13 Fellows of the Royal Academy of Engineering and 75 Fellows of 
the Academy of Medical Sciences, and Nobel Prizes have been awarded to 18 
academics and graduates. The Department of Primary Care and Population 
Sciences at UCL is a multidisciplinary department including primary care 
clinicians, epidemiologists, statisticians, social scientists and health services 
researchers and is committed to high calibre research and teaching. 
 
Institute of Food Research (IFR): The Institute of Food Research's aim is to 
be a world-leading contributor to issues relevant to food safety, diet and health, 
and food materials. It is the UK’s only integrated basic science provider focused 
on food. IFR is a not-for-profit company with charitable status, sponsored by 
the Biotechnology and Biological Sciences Research Council. The scientific 
research collaboration of IFR stretches across the world through informal and 
formal partnerships. Outcomes feed into national and international strategies, 
delivering advice and solutions for UK Government, public sector bodies, 
regulatory authorities, industry and consumers. A staff of 290 is complemented 
by many visiting scientists and postgraduate students each year from all parts of 
the world, who visit IFR for collaborative research and training. IFR has an 
output of about 500 scientific papers,   posters and presentations by staff each 
year. The Consumer Science Group includes a wide range of biomedical and 
social scientists, and statisticians. It is internationally renowned for 
psychological research on consumer perspectives, including attitudes to new 
technologies and perceptions of risk. 

SECTION IV: INSTITUTIONAL CV
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SECTION VI:  DECLARATIONS 
 
 
Funding of research is contingent on final approval of the protocol by the 
appropriate ethics committee(s) and all necessary trial/study authorisations, and 
your agreeing to conduct the research according to the DH’s Research 
Governance Framework (and MRC Guidelines for Good Clinical Practice in 
Clinical Trials if appropriate to the proposed research).  Signature of this form 
is taken to be written confirmation of the research team’s agreement to this. 
 

 
A: LEAD APPLICANT 
 
I declare that the information given on this form is complete and correct, and I 
take full responsibility for the accuracy of this submission. 
I shall be actively engaged in, and in day-to-day control of, the project. 
I understand that progress reports will be required by the Methodology 
Programme, and that no substantive variation in the scheme as outlined in the 
application will be permitted without prior reference to the Methodology 
Programme. 
 
................................................................………………..  
 (Signature of Applicant) 
 
Professor Ann Bowling....................................................   (Name: Please print) 
 
20-07-07..............................................................………   (Date) 
 

SECTION V: DECLARATIONS
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B:	  HEAD	  OF	  DEPARTMENT	  OR	  INSITUTION	  
 
I confirm that I have read this application, and that, if funded, the work will be 
accommodated and administered in the department/institution and that the 
applicants for whom we are responsible may undertake this work. 
 
 
...............................................................………………..   
(Signature) 
 
Professor Anne Johnson............................……………..   
(Name: please print) 
 
...............................................................………………..   
(Date) 
 
Head of Department.........................................................  
(Position) 
 
 

	  

C:	  FINANCE	  OFFICER	  (Institution	  A)	  
 
I agree that the gradings and salaries quoted in Analysis of costs Part A are in 
accordance with the practice and scales applying in this University/Institution; 
and that any grant awarded will be administered by this University/Institution in 
accordance with the Department of Health's Conditions of Contract. 
 
 
...............................................................………………. 
(Finance Officer qualified to make this statement for the Institution) 
 
...............................................................………………..  
(Name and Address: please print) 
 
...............................................................……………….. 
 
...............................................................……………….. 
(Date) 
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C:	  FINANCE	  OFFICER	  (Institution	  B)	  
 
I agree that the gradings and salaries quoted in Analysis of costs Part A are in 
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Appendix 2 

Literature review search strategy (Chapter 2)

TABLE 50 Search strategies

Database: Dialog AMED

1. SEARCH: expectations

2. SEARCH: expectancy adj theory

3. SEARCH: 1 or 2

4. SEARCH: health adj care

5. SEARCH: terminal-care.de. or hospice-care.de.

6. SEARCH: nursing-care.de. or geriatric-nursing.de. or holistic-nursing.de.

7. SEARCH: quality-of-health-care.de. or delivery-of-health-care.de. or primary-health-care.de.

8. SEARCH: health adj services

9. SEARCH: health-services.de. or child-care.de. or community-health-services.de. or emergency-medical-services.de. or health-services-
for-the-aged.de. or mental-health-services.de. or pharmaceutical-services.de. or preventive-health-services.de. or state-
medicine.de. or transportation-of-patients.de. or womens-health-services.de.

10. SEARCH: palliative-care.de. or heath-services-accessibility.de. or home-care-services.de.

11. SEARCH: patient-care.de. or day-care.de. or palliative-care.de.

12. SEARCH: after-care.de. or ambulatory-care.de. or child-care.de. or comprehensive-health-care.de. or continuity-of-patient-care.de. or 
critical-care.de. or day-care.de. or delivery-of-health-care.de. or dental-care.de. or ambulatory-care-facilities.de. or general-
patient-care.de. or health-care-.de. or hospice-care.de. or long-term-care.de.

13. SEARCH: patient-care-management.de. or patient-careteam.de. or intensive-care-neonatal.de. or nursing-care.de. or obstetrical-care.de. 
or palliative-care.de. or pastoral-care.de. or patient-care.de. or patient-acceptance or health-care.de. or postoperative-care.de. 
or prenatal-care.de. or preoperative-care.de. or primary-health-care.de. or quality-of-health-care.de. or respite-care.de. or self-
care.de. or home-care-services.de. or patient-care-team.de. or terminal-care.de.

14. SEARCH: 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13

15. SEARCH: 3 and 14

16. SEARCH: lg=en

17. SEARCH: 15 and 16

Database: BNI

1. SEARCH: expectations

2. SEARCH: patients-attitudes-and-perceptions.de.

3. SEARCH: 1 or 2

4. SEARCH: health adj care

5. SEARCH: primary-health-care.de. or general-practice.de.

6. SEARCH: primary-health-care.de. or holistic-care.de. or postnatal-care.de. or residential-care.de.

7. SEARCH: community-care.de.

8. SEARCH: health adj services

9. SEARCH: community-health-services.de. or home-care-services.de. or long-term-care.de. or mental-health-community-care.de. or 
respite-care.de.

10. SEARCH: children-services.de. or neonates-services.de. or school-health.de.

11. SEARCH: mental-health-services.de. or prison-health-services.de. or occupational-health-services.de. or learning-disabilities-services.de. 
or elderly-services.de. or terminal-care-services.de.

12. SEARCH: 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11

13: SEARCH: 3 and 12
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Database: CINAHL

1. SEARCH: expectations

2. SEARCH: treatment adj related adj outcome adj expectation

3. SEARCH: positive adj outcome adj expectancy

4. SEARCH: negative adj outcome adj expectancy

5. SEARCH: expectancy adj theory

6. SEARCH: 1 or 2 or 3 or 4 or 5

7. SEARCH: health adj care

8. SEARCH: health-care-delivery.de. or health-services-accessibility.de. or managed-care-programs.de. or national-health-programs.de. or 
primary-health-care.de. or telehealth.w..de.

9. SEARCH: quality-of-health-care.de. or quality-of-nursing-care.de.

10. SEARCH: patient-care.de. or terminal-care.de. or hospice care.de. or palliative-care.de.

11. SEARCH: primary-health-care.de. or shared-services-health-care.de.

12. SEARCH: health adj care adj services

13. SEARCH: health-services.de. or adolescent-health-service.de. or assistive-technology-services.de. or child-health-services.de. 
or community-health-services.de. or dental-health-services.de. or emergency-medical-services.de. or health-services-
for-the-aged.de. or health-services-for-the-indigent.de. or health-services-indigenous.de. or hospital-programs.de. or 
institutionalization.w..de. or interpreter-services.de.or mental-health-services.de.

14. SEARCH: health adj services

15. SEARCH: community-mental-health-services.de. or nursing-care.de. or nutrition-services.de. or peer-assistance-programs.de. or 
rehabilitation.w..de. or rural-health-services.de. or student-assisatnce-programs.de. or substance-use-rehabilitation-pr0grams.
de. or urban-health-services.de. or womens-health-services.de.

16. SEARCH: 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15

17. SEARCH: 6 and 16

18. SEARCH: 17 and lg-en

Database: EMBASE

1. SEARCH: expectations

2. SEARCH: expectation.w..de.

3. SEARCH: treatment adj related adj outcome adj expectation

4. SEARCH: patient adj related adj self adj efficacy adj expectations

5. SEARCH: positive adj outcome adj expectancy

6. SEARCH: expectancy.w..de.

7. SEARCH: expectancy adj theory

8. SEARCH: 1 or 2 or 3 or 4 or 5 or 6 or 7

9. SEARCH: health adj care

10. SEARCH: mental-health-care.de. or home-mental-health-care.de. or mental-health-service.de. or psychosocial-care.de.

11. SEARCH: health-care-organization.de. or health-care-industry.de. or health-care-system.de.

12. SEARCH: patient-care.de. or preoperative-care.de. or postanesthesia-care.de. or rehabilitation-care.de.

13. SEARCH: health-care-system.de.

14. SEARCH: health-care-practice.de.

15. SEARCH: health-care.de. or child-health-care.de. or elderly-care.de. or health-care-delivery.de. or maternal-care.de. or medical-care.de. 
or mental-health-care.de. or mental-health-service.de. or rural-health-care.de. or terminal-care.de.

16. SEARCH: health adj services

17. SEARCH: 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16

18. SEARCH: 8 and 17

19. SEARCH: 18 and lg=en and human=yes
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Database: MEDLINE

1. SEARCH: expectation$1.ti,ab

2. SEARCH: (positive adj outcome adj expectancy).ti,ab

3. SEARCH: (negative adj outcome adj expectancy).ti,ab

4. SEARCH: hopes.ti,ab

5. SEARCH: (expectancy adj theory).ti,ab

6. SEARCH: exp health services/ or delivery of health care/ or exp after-hours care/ or delivery of health care, integrated/ or exp child care/ 
or exp community health services/ or exp dental health services/ or exp dietary services/ or exp emergency medical services/ or 
exp genetic services/ or exp health services misuse/ or exp mental health services/ or exp nursing care/ or exp nursing services/ 
or exp patient care/ or exp pharmaceutical services/ or exp preventive health services/ or exp rehabilitation/ or exp reproductive 
health services/ or exp social work/ or exp women’s health services/

7. SEARCH: quality of health care/

8. SEARCH: 6 or 7

9. SEARCH: 1 or 2 or 3 or 4 or 5

10. SEARCH: 8 or 9

Database: PsycINFO

1. SEARCH: expectations.w..de.

2. SEARCH: patient adj expectations

3. SEARCH: treatment adj related adj outcome adj expectation$1

4. SEARCH: patient adj related adj self adj efficacy adj expectation$1

5. SEARCH: posiitive adj outcome adj expectancy

6. SEARCH: negative adj outcome adj expectancy

7. SEARCH: attitudes.w..de.

8. SEARCH: hope.w..de.

9. SEARCH: expectancy adj theory

10. SEARCH: treatment-barriers.de.

11. SEARCH: 1 or 2 or 5 or 6 or 7 or 8 or 9 or 10

12. SEARCH: health adj care

13. SEARCH: health-care-delivery.de.

14. SEARCH: health-care-services.de. or mental-health-services.de. or community-mental-health-services.de. or primary-health-care.de.

15. SEARCH: emergency-services.de.

16. SEARCH: quality-of-services.de.

17. SEARCH: quality-of-care.de.

18. SEARCH: 12 or 13 or 14 or 15 or 16 or 17

19. SEARCH: 11 and 18

20. SEARCH: 19 and lg=en
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Appendix 3 

Narrative review of patients’ expectations 
for health care: summary of evidence 
(Chapter 2)
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Appendix 4 

Questionnaire for patients’ expectations of 
health care – pre-visit questionnaire
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Confidential    
     

 Serial ID no.       
 
 
 
 
 

Questionnaire for Patients’ Expectations of Health Care 
 
 

Pre-visit questionnaire 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Thank you for taking part in our study of patients’ expectations for health care. All the information you provide is 
COMPLETELY CONFIDENTIAL.   
 
Please answer the following questions before your consultation. Please circle the numbers or tick the boxes that 
apply to you or write in your answer, and be sure to answer all questions.  Thank you again for your help. 
 
 
 
 
 
 
 
The Questionnaire is on BOTH Sides of Each Page and Starts on the Underside of This Page 
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Section I 
 
These questions are about your expectations of your health care:  
Please answer parts a and b and tick a box in each row to show the strength of your agreement with each sentence 
about: 
 
a) Your hopes: In an ideal world, if the health service was provided exactly as you want it to be,  how much would 
you like the following to happen in this visit 
 
b) Your realistic expectations: What you actually expect to happen in real life as a result of this visit 
 
STRUCTURE OF HEALTH CARE: 
 Strongly Agree Neither Disagree Strongly 
 agree  agree nor  disagree 
   disagree   
It will be: (1) (2) (3) (4) (5) 
 
1. Easy to find where to go when I  
 get there 

a) I hope for this ideally..........................      
b) I expect this to happen in reality.........      

 
2. Easy to get around inside the  
 building (access) 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
The building will: 
 
3. Be clean inside 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
4. Have enough space in the waiting  
 room/area 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
PROCESS OF HEALTH CARE: 
I will: 
 
5. Be given clear information about where  
 to go 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
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  Strongly Agree Neither Disagree Strongly 
 agree  agree nor  disagree 
   disagree   
I will: (1) (2) (3) (4) (5) 
 
6. Be given an appointment for a  
 convenient date/time 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
7. Be seen on time 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
8. Be given a choice of hospitals to go to  
 (for hospital patients/if referred by doctor) 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
9. Be given a choice of doctors to consult 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
The reception staff will be: 
 
10. Helpful 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
The doctor I see will be: 
 
11. Helpful 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
12. Respectful and treat me with dignity 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
13. Knowledgeable about/understand my  
 health condition/problem 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
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  Strongly Agree Neither Disagree Strongly 
 agree  agree nor  disagree 
   disagree   
The doctor I see will: (1) (2) (3) (4) (5) 
 
14. Be clear and easy to understand 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
15. Involve me in decisions about my treatment 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
CONSULTATION AND TREATMENT 
 
I will be given: 
 
16. A physical examination 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
17. Tests/investigations 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
18. A diagnosis or to have a previous diagnosis  
 confirmed 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
19. A new, changed or repeat prescription 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
20. A referral to another doctor/specialist/ 
 therapist 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
21. Reassurance about my condition 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
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  Strongly Agree Neither Disagree Strongly 
 agree  agree nor  disagree 
   disagree   
I will be given: (1) (2) (3) (4) (5) 
 
22. Advice about my health/condition 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
I will be given a full explanation, in clear language about: 
 
23. What caused my condition/problem 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
24. How to manage the condition/symptoms/ 
 pain 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
25. The benefits/side effects or complications/ 
 risks of treatment 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
I will be given the opportunity to: 
 
26. Discuss the problems in my life 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
TREATMENT OUTCOMES 
 
I will have: 
 
27. An improved quality of life 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
 
28. A reduction in symptoms/problems 

 a)  I hope for this ideally..........................      
 b) I expect this to happen in reality.........      
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  Strongly Agree Neither Disagree Strongly 
 agree  agree nor  disagree 
   disagree   
I will have: (1) (2) (3) (4) (5) 
 
29. Increased chances of improvements to my 
 health/staying healthy 
 a)  I hope for this ideally..........................      

 b) I expect this to happen in reality.........      
 
Considering all the things that you said you hope for ideally 
 
30. Overall, how important are they to you: 
(please circle the number that applies) 

 Very important........................................... 1 
 Fairly important......................................... 2 

 Neither important nor unimportant............ 3 
 Fairly unimportant..................................... 4 

 Very unimportant....................................... 5 
 
31. Overall, how much do you feel that you deserve these to happen in reality 
(please circle the number that applies) 

 A lot.......................................................... 1 
 A fair amount............................................ 2 

 A little....................................................... 3 
 Not at all.................................................... 4 

 Other comments (please specify).............. 5     ....................................................................... 
 
32. Overall, to what extent are your expectations about what will happen during this visit influenced by: 
(please circle one number on each row that applies) 
 
 A lot A moderate A little/ 
  amount Not at all 
Previous consultations/experiences of health services 1 2 3 

Talking with family/relatives 1 2 3 
Talking with friends/neighbours 1 2 3 

Experiences of other people  1 2 3 
TV, radio, magazines, newspapers 1 2 3 

Other literature 1 2 3 
Health care staff/ professionals  1 2 3 

Other, please specify: ............................................................................…............................. 
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Section II 
 
These questions are about any experience of health services: 

 
33. During the past 12 calendar months have you attended: 

 
a) Hospital casualty (Accident and Emergency) department? 

 
Yes 1  please write in number of times: ….......  
No 0 

 
b) As a day patient (admitted to a bed or day ward for treatment or tests but not over night)? 

 
Yes 1  please write in number of times: ….......  

No 0 
 

c) As an in-patient, overnight or longer?  
 

Yes 1  please write in number of times: ….......  

No 0 
 

d)   As an out-patient in a clinic:  
 

Yes 1  please write in number of times: ….......  
No 0 

 
34. Consulted your family doctor, or a partner, or locum (include any urgent or emergency visits they have 
made to you at home): Please write in number of times (excluding this visit): ..........  
(write 0 if none) 
 
35. What is the reason for your current consultation? 
(please circle all the numbers that apply) 
 

To find out what is wrong/to get a diagnosis............... 1 
For reassurance............................................................ 2 

To get the results of test/investigations........................ 3 
Treatment (prescription, procedure or surgery)........... 4 

For a health check-up or health screening................... 5   
Seeing the doctor on behalf of someone else............... 6    

Form or letter to be signed........................................... 7 
To find out other information....................................... 8 

For review..................................................................... 9 
To ask for a referral...................................................... 10 
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Other, please specify:.................................................... 11 
 

36. Is this the first time you have consulted a doctor for this? 
(please circle the number that applies) 
 
Yes, this is my first consultation for this............. 1 

No, this is a follow-up consultation for this........ 0 
 
37. How long have you had the health condition/symptom/problem that you are consulting about?   
(please circle the number that applies) 
 
One week or less................................................. 1 

More than one week - less than one month........ 2 
One month - less than six months...................... 3 

Six months – less than one year......................... 4 
One year or more................................................ 5  please specify no. of years: .......... 

Not applicable - has no health condition/symptom/problem…. 8      
 
38. About how long after first noticing this/these symptom(s)/condition(s) did you seek help from your 
doctor: 
(please circle the number that applies) 
 
Less than a week............................................... 1 
One week but less than two weeks................... 2 

Two weeks but less than one month................. 3 
One month but less than two months................ 4 

Two months or more......................................... 5 
Uncertain/cannot remember.............................. 6 

Not applicable - has no health condition/symptom/problem…. 8      
 
39. Has a doctor ever given you a diagnosis for this: 
(please circle the number that applies) 
 
No 0 

Yes 1      Would you mind stating what this is? ............................................................. 
Not applicable - has no health condition/symptom/problem…. 8      



496 Appendix 4

Section III: Attitudes and characteristics 
 
DEGNER SCALE: 
 
40. How do you feel about making decisions about your medical care?  
(please circle only one of these numbers to indicate the statement that applies best to you) 
 
I prefer to make the final decision about which treatment I will receive......... 1 

I prefer to make the final selection of my treatment after seriously  
considering my doctor’s opinion ..................................................................... 2 

I prefer that my doctor and I share responsibility for deciding which  
treatment is best for me.................................................................................... 3 

I prefer that my doctor makes the final decision about which treatment  
will be used, but seriously considers my opinion............................................. 4 

I prefer to leave all decisions regarding my treatment to my doctor................ 5 
 
41. In general, to what extent do you feel that you can influence the consultation in order to achieve the 
outcome you want: 
(please circle the number that applies) 
 
A lot..................................... 1 
A moderate amount............. 2 

A little.................................. 3 
Not at all.............................. 4 
 
42. To what extent do you feel that you can manage your condition yourself? 
(please circle the number that applies) 
 
A lot..................................... 1 
A moderate amount............. 2 

A little.................................. 3 
Not at all.............................. 4 

Not applicable as I have no health condition/problem…. 8 
 
43. How much control do you feel you have over the important things in your life: 
(please circle the number that applies) 
 
A lot of control..................... 1 

Some control........................ 2 
A little control...................... 3 

No control............................ 4 
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44. To what extent do you agree or disagree that you take a positive attitude toward yourself: 
(please circle the number that applies) 

Strongly agree...................... 1 
Agree................................... 2 

Neither agree nor disagree... 3 
Disagree............................... 4 

Strongly disagree................. 5 

45. To what extent do you agree or disagree that you certainly feel useless at times:  
(please circle the number that applies) 
Strongly agree....................... 1 

Agree..................................... 2 
Neither agree nor disagree.... 3 

Disagree................................ 4 
Strongly disagree.................. 5 
 
46. How much control do you feel over your health? 
(please circle the number that applies) 
A lot of control..................... 1 

Some control........................ 2 
A little control...................... 3 

No control............................ 4 
 
47. In general, to what extent do you feel that you can solve most difficulties in your life caused by your 
health condition/problem if you invest the necessary effort: 
(please circle the number that applies) 
A lot.................................... 1 

To some extent................... 2 
A little................................. 3 

Not at all............................. 4  
Tick if not applicable (i.e. no health condition/problem)….  8 
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Now some general questions about your health: 
 
48. In general, compared with other people your age, would you say that your current health is: 
(please circle the number that applies) 
Excellent.............................. 1 

Very good............................ 2 

Good.................................... 3 

Fair...................................... 4 
Poor..................................... 5 

Very poor............................ 6 
49. Do you have any longstanding illness, disability or infirmity?  
(please circle the number that applies) 
 
Yes...... 1 
No....... 0 
 
IF YES: What is this/these condition/s: ................................................................................. 
 
50. Overall, how would you rate your quality of life: 
(please circle the number that applies) 
 
So good, it could not be better............ 1 
Very good........................................... 2 

Good................................................... 3 
Alright................................................ 4 

Bad..................................................... 5 
Very bad............................................. 6 

So bad, it could not be worse............. 7 
 
51. Overall, how much does your health adversely affect your quality of life: 
(please circle the number that applies) 
 
A lot................... 1 

Moderately......... 2 
A little................ 3 

Not at all............ 4 
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52. How much of the time in the past four weeks: 
(please circle one number on each row that applies) 

 
 All of 

the time 
Most of 
the time 

A good bit 
of the time 

Some of 
the time 

A little of 
the time 

None of 
the time 

Have you felt calm and 
peaceful............................. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

Did you have a lot of  
Energy............................... 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

Have you felt downhearted 
and blue............................. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

Have you been a happy 
person................................ 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
 
And now we would like to ask some questions about you: 
 
53. Have you ever regularly smoked cigarettes?  
(please circle one number) 
          
No, never smoked.... 1 Yes, ex-smoker.... 2 Yes, current smoker.... 3 
 
54. Which of the following describes your leisure time activities during the past 4 weeks? 
(please circle as many as apply) 
 
Hard training and competitive sport more than once a week..................................................... 1 
Jogging and other recreational sports, or heavy gardening, at least 4 hours a week.................. 2 

Walking, cycling, or other light activities at least 4 hours a week............................................. 3 
Reading, watching TV, or other sedentary activities.................................................................. 4 
 
55. What is your height without shoes:   feet .......  
 inches .......     
 or centimetres: ....... 
 
56. What is your weight without clothes and shoes:   stones .......  
 pounds .......  
 or kilograms ....... 
 
 
Finally, a few questions about yourself: 
 
57. What is your date of birth:  Day  _  _   Month  _  _   Year  _  _  _  _ 
(please write in the spaces above) 
 
58. Are you: 
(please circle the number that applies) 
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Male...... 1     or   Female......  0 
 
(Interviews: interviewer to record) 
 
59. Do you: 
(please circle the number that applies) 
 
Own your own home or own your home on a mortgage.............................. 1 

Rent your home from the local authority or voluntary body or charity....... 2 
Rent your home privately............................................................................. 3 

Other, please specify: .................................................................................. 4 
 
60. How old were you when you left school?  
(please circle the number that applies) 

Less than 14 years............................. 1 
14 but less than 16 years................... 2 

16 but less than 18 years................... 3  
18 years or more............................... 4 
 
61. Are you currently: 
(please circle the number that applies) 
Married or cohabiting with partner...  1 

Divorced or separated....................... 2 
Widowed........................................... 3 

Single, never married........................ 4 
 
62. Do you live:  
(please circle as many numbers as apply) 

Alone................................................ 1 
With your spouse or partner............. 2 

With children.................................... 3 
With family members....................... 4 

Other, please specify: ............................................................. 
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63. Are you currently in paid work? 
(please circle the number that applies) 

Employed /self-employed full-time............................ 1 
Employed /self-employed part-time...........................   2 

Unable to work due to illness/medical condition....... 3 
Unemployed............................................................... 4 

Homemaker................................................................ 5 
Retired........................................................................ 6 

Other, please specify: ................................................................ 
  
64. What is (or was) your main occupation: 
Full job title: ............................................................................................................................................ 

What did/do you actually do in this job? ................................................................................................ 
What does/did your employer make/do? ................................................................................................ 

Or  I do not work outside the home 
 
65. To which ethnic group do you belong? 
(please circle the number that applies) 

White English.................... 1 Indian or British Indian........................... 9 
White Scottish................... 2 Pakistani or British Pakistani.................. 10 
White Irish......................... 3 Bangladeshi or British Bangladeshi........ 11 
White Welsh...................... 4 Black Caribbean...................................... 12 
White Northern Irish......... 5 Black African.......................................... 13 
White British Mixed.......... 6 Black British........................................... 14 
White Eastern European.... 7 Black Other............................................. 15 
White other........................ 8 Any other group, please specify: ....................................... 
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66. Do you have any other comments you would like to make? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
67. How long did this questionnaire take you to complete?  .......... minutes 
 
 
Thank you for your valuable help with this part of the study. 
 
 
 
 
 
 
Self-administration questionnaire only:  
 
When you have completed this questionnaire please return it to us in the reply-paid, freepost envelope provided. 
You do not need to put a stamp on the envelope. 
 
Professor A. Bowling, Department of Primary Care and Population Health, University College London, Royal Free 
Campus, Rowland Hill Street, London NW3 2PF. 0207 830 2234; a.bowling@ucl.ac.uk. 
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Appendix 5 

Questionnaire for patients’ expectations of 
health care – post-visit questionnaire
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Confidential    
     

 Serial ID no.       
 
 
 
 
 

Questionnaire for Patients’ Expectations of Health Care 
 
 

Post-visit questionnaire 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Thank you for taking part in the second part of our study of patients’ expectations for health care. All the 
information you provide is COMPLETELY CONFIDENTIAL.   
 
Please answer the following questions after your consultation. Please circle the numbers or tick the boxes that 
apply to you or write in your answer, and be sure to answer all questions.  Thank you again for your help. 
 
 
 
The Questionnaire is on BOTH Sides of Each Page and Starts on the Underside of This Page 
 
We would like to ask you about the extent to which your expectations of the visit and consultation were met.  
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To what extent do you agree with the following in relation to your visit and consultation: 
 
 Strongly Agree Neither Disagree Strongly 
 agree  agree nor  disagree 
   disagree   
STRUCTURE OF HEALTHCARE (1) (2) (3) (4) (5) 
 
It was: 
 
1. Easy to find where to go when I got to  
 there..........................................................      
 
2. Easy to get around inside the building  
 (access)......................................................      
 
The building: 
 
3. Was clean inside........................................      
 
4. Had enough space in the waiting room/ 
 area............................................................      
 
PROCESS OF HEALTHCARE 
 
5. I was given clear information about where  
 to go...........................................................      
 
6. I was given an appointment for a  
 convenient date/time..................................      
 
7. I was seen on time......................................      
 
8. I was given a choice of hospitals to go to  
 (if referred to hospital).............................      
 
9. I was given a choice of doctors to consult.      
 
I found that the reception staff were: 
 
10. Helpful.......................................................      
 
The doctor I saw: 
 
11. Was helpful................................................      
 
12. Was respectful and treated me with dignity      
 
  
  
 Strongly Agree Neither Disagree Strongly 
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 agree  agree nor  disagree 
   disagree   
The doctor I saw: (1) (2) (3) (4) (5) 
 
13. Was knowledgeable about/understood my 
 health condition/problem.............................      
 
14. Was clear and easy to understand................      
 
15. Involved me in decisions about my  
 treatment.....................................................      
 
CONSULTATION AND TREATMENT 
 
I was given a full explanation, in clear language about: 
 
16. What caused my condition/problem............      
 
17. How to manage the condition/symptoms/ 
 pain..............................................................      
 
18. The benefits/side effects or complications/ 
 risks of treatment.........................................      
 
I was given the opportunity to: 
 
19. Discuss problems in my life........................      
 
I was given: 
 
20. Reassurance about my condition.................      
 
21. Advice about my health/condition..............      
 
   Yes  No 
   (1)  (0) 
I was given: 
 
22. A physical examination...............................      
 
23. Tests/investigations.....................................      
 
24. A diagnosis or had a previous diagnosis  
 confirmed.....................................................      
 
25. A new, changed or repeat prescription........      
 
26. A referral to another doctor/specialist/ 
 therapist.......................................................      
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 Strongly Agree Neither Disagree Strongly 
 agree  agree nor  disagree 
     disagree 
TREATMENT OUTCOMES (1) (2) (3) (4) (5) 
 
I expect my treatment to result in: 
 
27. An improvement in my quality of life..........      
 
28. A reduction in symptoms/problems..............      
 
29. Increased chances of improvements to my  
 health/staying healthy...................................      
 
The visit overall 
 
30. Overall, how much were your expectations of the visit met in relation to your ideals or hopes of what 
would happen: 
(Please circle one number only) 
 
Not at all................ 1 
A little.................... 2 

A fair amount......... 3 
A lot....................... 4 

Completely............. 5 
 
If ‘Not at all’ or ‘A little’: Please specify why this was: ........................................................................ 
 
31. To what extent were you able to influence the consultation in order to get the outcome you wanted: 
(Please circle one number only) 
 
A lot.................................. 1 

A moderate amount.......... 2 
A little.............................. 3 

Not at all.......................... 4 
 
32. Were there any things that needed to be done at this consultation that were not done, or things that 
disappointed you? 
(Please circle one number only) 
 
No....... 0 
Yes...... 1     If Yes; what were these: .............................................................................................. 
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33. To sum up, do you think that the consultation (with the journey, wait, any treatment and everything) was 
worth it or not? 
(Please circle one number only) 
  
Worth it.................... 1 
Too early to say....... 2 

Not worth it............. 3 
Other, please specify: ....................................................................................................................... 
 
34. Overall, how satisfied are you with your visit this time: 
(Please circle one number only) 
 
Very satisfied........................................ 1 
Satisfied................................................ 2 

Neither satisfied nor dissatisfied.......... 3 
Dissatisfied........................................... 4  

Very dissatisfied................................... 5 
 
35. Is there anything else you would like to mention: 
(Please circle one number only) 
 
No...... 0 

Yes..... 1     Please describe what: ............................................................................................. 
 
36. If the doctor gave you any prescribed medication on this visit how likely are you to take the medication 
prescribed? 
(Please circle one number only) 
 
Very likely.................... 1 
Likely............................ 2 

Not very likely.............. 3 
Uncertain/don’t know.... 4 

Not applicable: not given prescription for medication…. 8 
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Thank you for your valuable help with this study. 
 
 
Self-administration questionnaire only:  
 
When you have completed this questionnaire please return it to us in the reply-paid, freepost envelope provided. 
You do not need to put a stamp on the envelope. 
 
Professor A. Bowling, Department of Primary Care and Population Health, University College London, Royal Free 
Campus, Rowland Hill Street, London NW3 2PF. 0207 830 2234; a.bowling@ucl.ac.uk. 
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