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Aim: To examine whether patient satisfaction mediates the relationship between primary care (PC) utilization and non-urgent 
emergency department (ED) use during weekday working hours.
Methods: This observational study compared patient satisfaction levels using two validated tools: the EUROPEP (European Patients Evaluate 
General/Family Practice) scale for PC visits and the Brief Emergency Department Patient Satisfaction Scale (BEPSS) for ED visits. Data 
analysis was conducted using Jamovi software (version 2.6.26), employing structural equation modeling and correlation analysis.
Results: A total of 293 non-urgent adult patients (61.4% female) were enrolled in the study through consecutive sampling at ED visits 
of a tertiary hospital in Istanbul. Visits solely for examination purposes constituted 43.7% of PC visits and 66.6% of ED visits. Patient 
satisfaction rates were 66.7% for PC and 75.0% for ED. Frequent users of non-urgent ED services were also more likely to utilize PC 
services (r = 0.394, p ≤ 0.001). A positive correlation was observed between satisfaction with previous PC and ED experiences (r = 
0.399, p ≤ 0.001). However, higher satisfaction with either service was not associated with increased visit frequency (p > 0.05). 
Notably, frequency of PC visits mediated the relationship between older age and increased non-urgent ED use (β = 0.067, 95% CI 
[0.002, 0.029], p = 0.028), suggesting insufficient referrals from PC to ED.
Conclusion: Non-urgent ED utilization during working hours is not driven by low PC satisfaction or high ED satisfaction. Improving 
satisfaction alone is insufficient without addressing overuse, maladaptive health-seeking behavior, and the structural need for 
standardized medical equipment and adequate human resources in family health centers—rather than relying solely on categorical 
group classifications.
Keywords: emergency medical services, primary health care, patient satisfaction, non-urgent

Introduction
In 2003, the “Family Medicine Model” in Türkiye was established as part of the Health Transformation Program, 
a comprehensive reform initiative aimed at restructuring primary healthcare services to be individual and family 
centered.1 Key characteristics of family medicine—such as easy access to services, ongoing and consistent care, 
sufficient consultation time, strong doctor–patient relationships, and a focus on prevention—contribute significantly to 
patient satisfaction, better health outcomes, and cost-effectiveness.2 An effective primary care (PC) has the potential to 
deliver timely and appropriate care, helping to prevent unnecessary use of emergency department (ED) clinics for non- 
urgent issues.3 Portugal’s PC reform was successful in reducing inappropriate utilization of EDs.4

ED utilization in Türkiye remains remarkably high, with a total of 925,161,028 visits recorded between 2015 and 
2022.5 Of all ED visits, 28.30% are classified as green zone (non-urgent) and 68.51% as yellow zone (urgent but not 
critical) cases. The highest frequency of visits occurred outside regular working hours, with a peak between 8:00 p.m. 
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and 9:00 p.m.5 Approximately 9.9% of ED visits are made for non-urgent conditions.6 Although 91.2% of the patients 
reported that they knew their family physician and could use family medicine centers during working hours, 69.6% did 
not consult them prior to their emergency department (ED) visit. However, many of the patients categorized within the 
green triage level may be appropriately managed in primary care by their family physicians.7

A strong PC–patient relationship and an accessible PC can reduce unnecessary ED visits.8 A national study conducted 
by the Turkish Ministry of Health, using data from the integrated e-Pulse and SINA systems, ranked highest family 
medicine centers in terms of patient satisfaction.9 Patient satisfaction data are now widely incorporated into physician 
assessment systems. On consumer-oriented health platforms, these indicators often serve as key quality metrics and are 
frequently the primary criteria used to compare healthcare providers.10

Patient reported satisfaction has been extensively studied,2,9,11 but a key gap in the literature is the lack of integrated 
evaluation of ED and PC utilization. Cause of the lack of a validated single tool that adequately captures patient 
satisfaction across both settings, two separate instruments were employed. Patient satisfaction with PC was assessed 
using the European Patients Evaluate General/Family Practice (EUROPEP) questionnaire, while satisfaction with ED 
services was measured using the Brief Emergency Department Patient Satisfaction Scale (BEPSS). Prior studies have not 
examined how satisfaction with both primary and emergency care jointly affects ED use. No path analysis studies to our 
knowledge have explored the mediating role of ED or PC patient satisfaction between sociodemographic factors and 
frequency of non-urgent ED utilization. This study evaluates satisfaction among non-urgent ED patients based on their 
recent experiences with both services and explores whether satisfaction mediates the reason for non-urgent ED utilization 
instead of PC use during weekday working hours.

Methods
Study Population and Design
This observational cross-sectional study included 293 nonurgent patients who presented to the ED green zone during 
regular weekday hours (Monday through Friday, 8:00 am to 5:00 pm), despite having access to primary care through their 
family physician. Data were collected from 25th December 2024 through 25th January 2025 through consecutive 
sampling. All patients aged 18 years and older presenting to ED were assessed by a triage nurse. Cases were classified 
as non-urgent (green area) if they met four criteria: stable vital signs, a chief complaint among 50 predefined nonurgent 
symptoms, no red flags on initial screening, and no presentation of chest or abdominal pain, severe pain, or impaired 
mobility.12

The study included non-urgent adult patients who had at least one documented visit to both a family physician and the 
ED at anytime of the past six months. Patients who had visited only the ED or only PC during the same period were 
excluded from the study. Sample size was not calculated, study survey was administered to all patients who met the 
criteria. A total of 293 patients participated. A face-to-face survey was administered by resident physicians from family 
medicine and emergency medicine clinics during their emergency medicine education rotations.

This study was conducted in accordance with the principles of the Declaration of Helsinki. Ethical approval was 
obtained from the Clinical Research Ethics Committee of Gaziosmanpaşa Training and Research Hospital by date 18/12/ 
2024 with protocol number 75. Written informed consent was obtained from each participant.

Satisfaction Measurement and Data Assessment
The survey included questions on sociodemographic characteristics (gender, marital status, occupation, education level, 
and presence of chronic disease), reasons for the most recent visits to PC and ED, duration of registration with their 
current family physician, and validated assessment tools including the EUROPEP and BEPSS questionnaires.

The European Patients Evaluate General/Family Practice (EUROPEP) questionnaire was originally developed in 1999 by 
the European Working Party on Quality in Family Practice (EQuiP)13 and adapted in many language including Turkish.14,15 The 
instrument invites patients to assess the family physician they have consulted most frequently in the past six months, using a 23- 
item Likert-type scale (ranging from 1 = poor to 5 = excellent) and higher total scores indicate greater satisfaction. These items 
are grouped into five key dimensions: the doctor–patient relationship, medical care received, provision of information and 
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emotional support, service organization, and ease of access to services. A Cronbach’s alpha coefficient was calculated at 0.98 in 
this study.14,15 To simplify the responses into two categories, Likert responses of four (“Good”) and five (“Very Good”) on the 
EUROPEP Scale were classified as “satisfied”, while all other responses were considered “dissatisfied”.

Brief Emergency Service Patient Satisfaction Scale (BEPSS) determines the satisfaction level of patients who 
presented to the ED.16 The scale, originally developed by Mohammed and Maryam Atari and later adapted into 
Turkish by Konateke and Yılmaz, consists of 18 items rated on a 4-point Likert scale.16 The Cronbach’s alpha reliability 
coefficient (α = 0.940) was high and the item total score correlation varied between 0.577 and 0.832. Total scores range 
from 18 to 72, with higher scores indicating greater satisfaction.16 In this study, Likert responses of 3 (“Agree”) and 4 
(“Strongly Agree”) were categorized as indicating satisfaction, while responses of 1 (“Strongly Disagree”) and 2 
(“Disagree”) were classified as indicating dissatisfaction.

Statistical Analysis
Descriptive statistics (n, %, or mean ± standard deviation), Cronbach’s alpha for internal consistency, and Spearman 
correlation tests were used in the initial analyses. Path analysis was conducted using Jamovi (v2.6.26) with the SEM 
module based on the Lavaan package to examine direct and indirect relationships in the proposed semistructural model. 
To evaluate the goodness-of-fit of the model, several widely accepted fit indices were calculated, including the 
Comparative Fit Index (CFI), Tucker-Lewis Index (TLI), Goodness of Fit Index (GFI), Root Mean Square Error of 
Approximation (RMSEA), and Relative Noncentrality Index (RNI). These indices were interpreted according to the 
cutoff criteria recommended by Hu and Bentler (1999), where CFI, TLI, GFI, and RNI values of ≥0.95, and RMSEA 
values of <0.05 indicate good model fit.17 A p-value of less than 0.05 was considered statistically significant.

Results
Among the 293 patients (n = 180, 61.4% female; n = 113, 38.6% male; mean age = 45.79 ± 18.42 years), housewives (n = 88, 
30.0%) and manual workers (n = 55, 18.8%) were predominant groups. The distribution of the patients’ descriptive 
characteristics is presented in Table 1. On average, patients (median) visit their family physician three times and the ED 
twice in last six months. Approximately half of the patients (41.3%) reported having at least one chronic condition, such as 
asthma, chronic obstructive pulmonary disease (COPD), diabetes, or hypertension. The most common reason for visiting 

Table 1 Distribution of the Descriptive Characteristics of the Patients (N = 293)

Characteristics n = 293 %

Gender

Female 180 61.4

Male 113 38.6

Occupation

Housewife 88 30.0

Retired 47 16.0

Civil servant 40 13.7

Student 21 7.2

Worker 55 18.8

Unemployed 13 4.4

Other 29 9.9

(Continued)
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Table 1 (Continued). 

Characteristics n = 293 %

Level of Education

Illiterate 24 8.2

Literate 11 3.8

Primary/Secondary School 93 31.7

High School 63 21.5

University 102 34.8

Marital Status

Single/Divorced 106 36.2

Married 187 63.8

Chronic Disease (Diabetes, Hypertension, Asthma/COPD)

Yes 121 41.3

No 172 58.7

Reason for Choosing the Family Health Center in Last Visit

Examination 128 43.7

Prescription renewal 104 35.5

Injection / Dressing 9 3.1

Intravenous fluid / Medication administration 1 0.3

Medical report 28 9.6

Could not get an appointment from related specialty 2 0.7

Other 21 7.2

Reason for the Last Visit to the Emergency Department (Green Zone)

Examination 195 66.6

Prescription renewal 13 4.4

Injection / Dressing 13 4.4

Intravenous fluid / Medication administration 23 7.8

Medical report 3 1.0

Could not get an appointment from related specialty 14 4.8

Other 32 10.9

Mean ± SD Median

Age 45.79±18.42 45

How many times have you visited your family physician in the past six months? (n = 280) 4.34±4.50 3

How many times have you visited emergency department in the past six months?(n = 282) 3.32±4.20 2

How many years have you been registered with your current family doctor? (n = 278) 9.85± 6.97 10
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Table 2 EUROPEP (European Patients Evaluate General/Family Practice) Scale Score

Items (Cronbach’s Alpha = 0.96) Mean ± SD 
Score

Satisfied  
(“Good” and  
“Very Good”)  
n (%)

Clinical behavior of the family physician (1–17 items)

Doctor–Patient Relationship and Communication

1- Felt there was sufficient time during consultations 3.64±1.36 199 (67.9)

2- Attention to your specific condition 3.81±1.26 213 (72.7)

3- Made it easy to express your problems 3.85±1.23 214 (73.0)

4- Involved in medical decisions 3.67±1.37 197 (67.2)

5- Listened to you 3.98±1.16 229 (78.2)

6- Maintained confidentiality of your records 3.80±1.57 226 (77.1)

Medical Care

7- Resolved your complaints quickly 3.78±1.23 206 (70.3)

8- Helped you feel well enough to meet daily needs 3.76±1.26 206 (70.3)

9- Performed their job thoroughly 4.05±1.15 230 (78.5)

10- Examined you 4.01±1.14 222 (75.8)

11- Provided preventive services (vaccination, screening, health 
education)

3.78±1.30 202 (68.9)

Information and Emotional Support

12- Explained purposes of tests and treatments 3.80±1.33 214 (73.0)

13- Provided information about your illness/complaints 3.97±1.18 226 (77.1)

14- Helped cope with emotional issues related to health 3.49±1.52 189 (64.5)

Continuity and Cooperation

15- Helped understand importance of following advice 3.72±1.31 200 (68.3)

16- Recalled prior consultations 3.55±1.50 192 (65.5)

17- Prepared you for referrals to specialists/hospitals 3.51±1.54 189 (64.5)

Service organization (18–23 items)

Ease of access to services

18- Assistance from non-physician staff 3.53±1.37 188 (64.2)

19- Able to schedule appointments at suitable times 3.68±1.46 194 (66.2)

20- Able to contact the clinic by phone 2.56±1.89 126 (43.0)

21- Able to contact your doctor by phone 2.13±1.83 89 (30.4)

22- Time spent in waiting room 3.41±1.39 167 (57.0)

(Continued)
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a family physician was for a medical examination (43.7%), followed by prescription or medication-related requests (35.5%). 
In contrast, the most frequent reason for ED visits was also for medical examination, reported by 66.6% of the participants.

As shown in Table 2, total score obtained from the EUROPEP (European Patients Evaluate General/Family Practice) Scale 
was 82.84 ± 23.43 with a Cronbach’s alpha of 0.96, and the general satisfaction rate was 66.7%. Analysis of the EUROPEP 
questions related to the clinical behavior of family physicians revealed that mean scores across the subdomains—Doctor– 
Patient Relationship, Medical Care, Information and Emotional Support, and Continuity and Cooperation—ranged from 3.64 
to 4.05 out of 5. The proportion of participants who rated these items as “good” or “very good” ranged between 67.2% and 
78.5%, suggesting a moderate to high level of patient satisfaction with the clinical behaviour of their family physicians. The 
analysis of EUROPEP items related to the organization of services at family health centers indicated that mean scores for 
accessibility-related subdomains ranged from 2.13 to 3.68 out of 5. The percentage of participants who responded with 
“Good” or “Very good” varied between 30.4% and 66.2%, reflecting a generally low level of satisfaction with the organiza
tional aspects of family health centers—particularly concerning limited phone accessibility to family physicians or the centers 
themselves, waiting time and prompt service for urgent issues.

Table 2 (Continued). 

Items (Cronbach’s Alpha = 0.96) Mean ± SD 
Score

Satisfied  
(“Good” and  
“Very Good”)  
n (%)

23- Prompt service for urgent issues 3.39±1.53 178 (60.8)

3.60±1.39 293 (66.7)

Total Scale Score (Mean± SD) 82.84 ± 23.43

Table 3 Brief Emergency Department Patient Satisfaction Scale Score (BEPSS)

Items (Cronbach’s Alpha = 0.95) Mean ± SD Score Satisfied  
(“Agree” and  
“Strongly Agree”)  
n (%)

Nurse Satisfaction

1- Nurses cared about my treatment 3.33±0.84 251 (85.7)

2- Nurses informed me about the rest of my treatment 3.16±0.99 226 (77.1)

3- Nurses were patient with me 3.27±0.93 236 (80.5)

4- Nurses relieved my pain 3.31±0.88 248 (84.6)

Admission Staff Satisfaction

5- Admission staff directed me appropriately 3.37±0.82 256 (87.4)

6- Behavior of the admission staff was appropriate 3.33±0.86 250 (85.3)

Emergency department Environment

7- Emergency department was calm and quiet 2.38±1.17 141 (48.1)

8- Emergency department was well equipped 2.72±1.07 172 (58.7)

9- Emergency department environment was clean 2.59±1.10 156 (53.2)

(Continued)
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As presented in Table 3, total score for the BEPSS (Brief Emergency Department Patient Satisfaction) Scale was 55.81 ± 
12.53 with a Cronbach’s alpha of 0.95, and general satisfaction rate was 75.0%. The mean range scores for nursing satisfaction 
was 3.16 and 3.33 out of 4. The percentage of participants who provided positive responses ranged between 77.1% and 85.7%. 
The mean scores for the ED physician treatment satisfaction items ranged from 3.14 to 3.52 out of 4 points. The proportion of 
participants who reported being satisfied varied between 74.1% and 91.1%. Results showed moderate and high level patient 
reported satisfaction with nurses and doctors in ED care. Items related to environmental factors—such as sanitization, cleanliness, 
availability of equipment, and noise levels—received mean scores ranging from 2.38 to 2.72 out of 4. The proportion of 

Table 3 (Continued). 

Items (Cronbach’s Alpha = 0.95) Mean ± SD Score Satisfied  
(“Agree” and  
“Strongly Agree”)  
n (%)

Physician Treatment Satisfaction

10- Physician informed me about the course of my treatment 3.37±0.86 254 (86.7)

11- Physician’s behavior was respectful 3.52±0.74 267 (91.1)

12- Physician’s explanations about the rest of my treatment were sufficient 3.38±0.83 250 (85.3)

13- Physician spent enough time during the examination 3.14±0.98 217 (74.1)

Overall Patient Satisfaction

14- Waiting time before seeing the physician was appropriate 2.83±1.10 187 (63.8)

15- Waiting time before admission was appropriate 2.88±1.07 194 (66.2)

16- I would recommend this emergency department to others 3.02±0.99 217 (74.1)

17- I am satisfied with the quality of services provided in the emergency 
department

3.09±0.93 221 (75.4)

18- This hospital’s emergency department functions well 3.14±0.96 228 (77.8)

3.10±0.95 293 (75.0)

Total Scale Score (Mean± SD) 55.81 ± 12.53

Table 4 Spearman Correlation Coefficients and Significance Values

Correlation Matrix

Age PCV EDV EDSS PCSS FP (Year)

Age Spearman’s rho —

p-value —

PCV Spearman’s rho 0.131 —

p-value 0.028 —

EDV Spearman’s rho 0.022 0.394 —

p-value 0.711 <0.001 —

(Continued)
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participants who expressed satisfaction with these aspects ranged between 48.2% and 58.7%, indicating relatively low 
satisfaction with the physical environment of the emergency department.

Table 4, presents the correlation matrix of following variables: age, PCV (Primary care visit number in the past six 
months), PCSS (Primary care satisfaction score based on EUROPEP Scale), EDSS (Emergency department satisfaction score 
based on Brief Emergency Department Patient Satisfaction Scale), EDV (Emergency department visit number in the past six 
months), FP (Year) (Years Registered to Family Physician). A positive correlation was found between the duration of 
registration with the same family physician and both the frequency of ED visits (r = 0.138, p = 0.024) and satisfaction with 
ED services (r = 0.121, p = 0.044). These findings suggest that continuity and possible scheduled emergency services referral 
of care by family physicians may be associated with increased utilization and satisfaction with emergency services. Similarly, 
PCSS was positively related to EDSS (r = 0.399, p < 0.001). Although the number of visits to the family physician was not 
associated with satisfaction, and the number of emergency visits was not related to emergency satisfaction, a positive 
correlation was found between the frequency of visits to the family physician and emergency department. An increase in 
age was associated with higher visit frequencies to both family physicians and EDs. Furthermore, satisfaction with family 
medicine services was positively correlated with satisfaction with emergency care. These findings suggest that family health 
centers should be used more effectively and point to potential issues in patient behaviour.

A path analysis was conducted to examine the mediating roles of Primary Care Service Satisfaction (PCSS) and 
Primary Care Visit frequency (PCV) in the relationships between age, Emergency Department Service Satisfaction 
(EDSS) and Emergency Department Visit frequency (EDV). The model demonstrated an excellent fit to the data: CFI = 
0.998, TLI = 0.988, GFI = 1.000, RNI = 0.998, SRMR = 0.019, RMSEA = 0.026. All indices met recommended cutoff 
criteria (ie, CFI, TLI, GFI, RNI > 0.95; SRMR, RMSEA < 0.05), indicating that the model adequately fits the observed 
data.17 A path analysis was conducted to examine the mediating roles of primary care satisfaction (PCSS), and PC visit 
frequency in the relationships between age, emergency department satisfaction (EDSS), and ED visit frequency. The 
indirect effects are summarized in Figure 1 and Table 5.

The analysis demonstrated a significant positive indirect effect of age on Emergency Department Service Satisfaction (EDSS) 
through Primary Care Service Satisfaction (PCSS) (β = 0.071, SE = 0.015, 95% CI [0.017, 0.077], z = 3.110, p = 0.002). This 
suggests that higher age is associated with greater satisfaction with emergency department services, and this relationship is 
mediated by increased satisfaction with primary care services.

Conversely, the indirect effect of age on emergency department visit frequency (EDV) via PCSS was negative but not 
statistically significant (β = −0.020, SE = 0.003, 95% CI [−0.010, 0.001], z = −1.576, p = 0.115), indicating that 
satisfaction with primary care services did not significantly mediate the association between age and emergency 
department utilization.

Table 4 (Continued). 

Correlation Matrix

Age PCV EDV EDSS PCSS FP (Year)

EDSS Spearman’s rho 0.290 0.008 0.024 —

p-value <0.001 0.897 0.683 —

PCSS Spearman’s rho 0.219 0.078 0.022 0.399 —

p-value <0.001 0.191 0.720 <0.001 —

FP(Year) Spearman’s rho 0.150 0.090 0.138 0.121 −0.112 —

p-value 0.012 0.138 0.024 0.044 0.063 —

Note: A p-value of less than 0.05 was considered statistically significant. 
Abbreviations: PCV, Primary care visit number in past year; EDV, Emergency department visit number in 
past year; EDSS, Emergency department satisfaction score (Brief Emergency Department Patient 
Satisfaction Scale); PCSS, Primary care satisfaction score (EUROPEP Scale); FP (Year), Years registered to 
family physician.
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A significant positive indirect effect of age on EDV emerged through the frequency of primary care visits (PCV), with 
a path coefficient of β = 0.067 (SE = 0.007, 95% CI [0.002, 0.029], z = 2.190, p = 0.028). This finding implies that older 
individuals tend to visit emergency departments more frequently, and this association is partially explained by their more 
frequent engagement with primary care services.

Discussion
In summary, non-urgent ED utilization instead of PC during regular working hours may not be explained by patient 
satisfaction alone. Frequent non-urgent ED users are more likely to be potential PC users, suggesting the need for 
a referral system or enhanced resources at family health centers in light of this study. While approximately half of the 
visits to family physicians were for examinations and the other half for prescription renewals or medical reports, nearly 
70% of ED visits were for conditions that could have been managed in family health centers. Overall, the study is novel, 
having uncovered a significant positive indirect effect of age on EDSS through PCSS. Age, on the other hand, has 
a negative and insignificant indirect effect on EDV through PCSS as a new contribution to the literature.

Previous studies in this field suggest that non-urgent ED visits are predominantly made by younger individuals, female 
gender and have a low prevalence of chronic conditions.18,19 Similarly, most of the nonurgent applicants in our study are 
women, predominantly housewives. However, unlike previous literature, half of the patients in our study had at least one 

Figure 1 Path diagram illustrating the hypothesized mediating effects of primary care satisfaction (PCSS) and primary care visit frequency (PCV) on the relationship between 
age and emergency department outcomes, including emergency department satisfaction (EDSS) and emergency department visit frequency (EDV). 
Abbreviations: PCV, Primary care visit number in past year; PCSS, Primary care satisfaction score (EUROPEP Scale); EDSS, Emergency department satisfaction score (Brief 
Emergency Department Patient Satisfaction Scale); EDV, Emergency department visit number in past year; FP (Year), Years registered to family physician.

Table 5 A Path Analysis Table for Mediating Roles of Primary Care Satisfaction (PCSS) 
and Primary Care Visit Frequency (PCV) in the Relationships Between Age, Emergency 
Department Satisfaction (EDSS), and Emergency Department Visit Frequency (EDV)

Defined Parameters

95% CI

Path Description Estimate SE Lower Upper Indirect  
Effect (β)

z p

Age ⇒ PCSS ⇒ EDSS 0.047 0.015 0.017 0.077 0.071 3.110 0.002

Age ⇒ PCSS ⇒ EDV −0.005 0.003 −0.010 0.001 −0.020 −1.576 0.115

Age ⇒ PCV ⇒ EDV 0.015 0.007 0.002 0.029 0.067 2.190 0.028

Notes: A p-value of less than 0.05 was considered statistically significant. 
Abbreviations: SE, Standard Error; CI, Confidence Interval; β, Standardized coefficient.
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chronic condition and commonly over middle-age. The fact that half of the patients who visited both PC and the ED within the 
past 6 months had repeat ED visits raises concerns about the adequacy of follow-up care provided by family health centers for 
chronic disease management. However, the fact that the highest satisfaction scores for both services were related to physician 
examination and attentiveness suggests that the problem does not stem from physician-related factors.

Koziol-Mclain et al showed that most patients who visit the ED report high satisfaction, even for non-urgent medical 
problems, but this satisfaction is often related to the easy accessibility and perceived quality of the ED.20 In our study, 
75.0% of patients were satisfied with their ED experience despite environmental factors—such as inadequate cleanliness, 
noise, lack of calm, and perceived insufficient equipment—were the main contributors to dissatisfaction with ED nearly 
50.0%. In addition, patient satisfaction rates were 66.7% for PC. In other words, the dissatisfaction rate was 33.3% for 
PC services. The most commonly reported dissatisfaction with family health center among non-urgent ED users was 
related to especially about difficulty in contacting the family physician nearly %70 or clinic by phone nearly %60, 
followed by prolonged waiting times nearly %40. This outcome is likely shaped by the expectations held by patients. 
Patient satisfaction with PC in Türkiye was reported to be as high as 90% between 2010 and 2012 based on EUROPEP, 
coinciding with the development of the national family medicine program.21 The satisfaction rate of 66.7% observed in 
2025 in our study suggests a moderate level of contentment with the family medicine system, potentially indicating 
a decline in its perceived effectiveness or popularity among patients.

The finding that positive relationship between patient satisfaction with ED care and PC suggests that the underlying 
issue may be more related to maladaptive healthcare-seeking behavior than to satisfaction alone. In the study by Tuz et al, 
nonurgent patients reported self-referring to the ED primarily due to perceived urgency (61%), followed by dissatisfac
tion with family physicians (25.1%), and perceived advantages of ED (12.9%).22 This highlights a key issue: the 
discrepancy between perceived and actual urgency. Such mismatches challenge both primary and emergency care and 
are likely to persist under systems permitting unrestricted access regardless of clinical need. The commonly advocated 
policy of redirecting nonurgent cases from ED to PC settings often overlooks patients’ lived experiences and decision- 
making processes.20 In Türkiye, family medicine clinics offer free examinations and diagnostic tests, including for 
individuals without health insurance, providing a substantial advantage in terms of healthcare accessibility. Nonetheless, 
the continued preference for ED appears to be driven less by financial limitations and more by patients’ behaviors.

Although we found that satisfaction with primary care services did not significantly mediate the association between 
age and emergency department (ED) utilization, prior studies have shown that the most influential factors in reducing ED 
use are having a regular primary care physician and ensuring continuity of care, rather than satisfaction alone.23,24 

Particularly among older adults, ED visits are more strongly associated with structural factors such as chronic disease 
burden, socioeconomic status, and rural versus urban residence.23,25 Moreover, even when satisfaction with primary care 
services is high, older individuals may still prefer ED services due to complex healthcare needs or perceived urgency.23,26 

Some studies have indicated that improving access to and continuity of primary care reduces ED utilization; however, 
satisfaction does not appear to directly mediate this relationship.3,23,24 In summary, structural and clinical determinants— 
such as healthcare access, continuity of care, and individual health status—are the key moderators of the relationship 
between age and ED use, while satisfaction plays a more secondary role in this complex dynamic.23–25

In this study, older patients who are more satisfied with their family physicians may also report higher satisfaction 
with ED services—possibly because they are more likely to be referred to the ED through a scheduled and guided 
process by their PC provider. Therefore, the reported satisfaction may reflect appreciation for the continuity and 
coordination of care, rather than satisfaction with the ED services alone. In addition, considering that our study found 
an increase in both ED visit frequency and ED satisfaction levels with longer registration duration with the same family 
physician, it may be inferred that continuity of care in PC settings plays a role in shaping patient behavior and 
perceptions regarding ED.

A retrospective cohort study has shown that poor quality in PC may be linked to a higher likelihood of nonurgent ED 
visits, indicating that enhancing communication and care quality could decrease nonurgent ED visits.27 However, Hunt 
et al showed that frequent ED users often heavily use other healthcare services and PC28 consistent with the findings of 
our study. According to Stube et al, patients often base their decision to seek emergency care on how serious they believe 
their condition to be. Uncertainty regarding symptoms and external recommendations are key factors influencing 
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patients’ preference for ED over other healthcare options.29 This dynamic may help explain the observed correlation 
between increased PC and ED visit frequencies, as patients may seek reassurance through multiple points of care.

In the study of Stefanini et al, patient satisfaction was strongly influenced by behavioral and network factors. Patients 
value proximity to their doctors, ongoing health monitoring, and active communication. They also prefer teams where 
doctors lead the communication process.30 Due to patients’ desire to establish a network with multiple healthcare 
professionals. Moreover, this preference may reflect patients’ broader inclination to consult multiple professionals to 
increase confidence in diagnosis and treatment. Although aimed at reassurance, this behaviour may inadvertently lead to 
fragmented care, and overutilization of ED services. Such patterns align with our findings, where high satisfaction with 
both primary care and ED services did not prevent patients from using multiple healthcare channels.

Limitations and Strengths
One limitation of the study is its reliance on self-reported quantitative data and short (1-month) data collection period. 
Other limitation is that it was conducted in the Gaziosmanpaşa district, an area characterized by relatively low socio
economic status of Istanbul. This context may have influenced patient expectations and satisfaction levels, potentially 
limiting the generalizability of our findings to populations in higher-income or more socioeconomically diverse settings.

Despite these limitations, the study also possesses notable strengths. It utilized two validated and widely accepted 
instruments—EUROPEP for primary care and BEPSS for emergency services—to assess patient satisfaction in 
a structured and reliable manner. Furthermore, the inclusion of participants who had accessed both primary and 
emergency care within the past six months allowed for a unique, real-world comparison of satisfaction across healthcare 
settings. Lastly, the application of path analysis provided a nuanced understanding of potential mediating relationships, 
contributing to the growing body of literature on healthcare utilization behavior.

Conclusion
Patients may perceive consulting multiple healthcare professionals—such as both a family physician and an emergency 
physician—as a strategy to enhance the quality of health care. This patient tendency may reflect a belief that 
seeking second or even third opinions leads to more reliable care, driven by the notion that “if one doctor is good, 
more must be better”. However, the association between increased satisfaction with family physicians and a rise in ED 
visits may suggest inappropriate referrals from PC to ED. So then, improving patient reported satisfaction with primary 
and emergency care alone is insufficient without addressing systemic overuse, maladaptive health-seeking behavior, and 
the need for a referral system or standardized family health center enhanced resources.
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