Adult Mental Health - Tier 3 Specialist Eating Disorders Service

Patient Satisfaction Survey




We are constantly looking at ways to improve our Tier 3 Eating Disorder Services.  With your help, by taking a few minutes to answer all the following questions we can find out what we do well and what we need to improve.

Please note all information is treated in confidence.


Initial Contact
Q1	Where did you attend your 	appointments?








Q2	Thinking about your first 	appointment were you satisfied 
	with:
				          Yes       No
	
	The time you had 
	to wait for an 
	initial assessment?
	
	The amount of 		
	notice you 
	received before
	your appointment? 	
	
	The amount of 
	information you
	received prior to 
	the appointment?
	(e.g. location, what
	to expect etc.)

	
	The appointment
	date/time you 
	received?
	
	Were you aware
	you could choose
	your preferred 
	location?
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	Comments












Q3	How well did the staff communicate with you?

				          Very	     Not 			            Well   Well   Well	Well

	On the telephone	
	Face to face
	By letter
	When giving 
	Information


Q4	When you attended your appointments were you made to feel welcome?
	Yes………….     	No……………

	If NO, what would have made a difference?










Q5	How would you describe the venue you attended?

					Yes	No	
	Clean
	
	Good Lighting
	
	Good Temperature
	
	Comfortable

		Comments








About your Therapy

Q6	What type of therapy did you receive?

	Individual……...	    Group ……....

	Family……….…..      Couple……….



Q7	If you received therapy from an individual, what is the name of the Therapist/s? (Optional)









Q8	If you received therapy in a Group what is the name of the Group?
 (
  
)
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Q9	During the course of your involvement with the service did your therapist:
									Completely    Partially    Not at 					       all 	Explain the 
	CPA process
	to you?


	Explain the 
	importance of
	your care plan?


	Involve you in
	developing your
	care plan?

	
	Explain 
	confidentiality 
	to you?

	Treat you with
	dignity and 
	respect (understand 
	and meet your 
	expectations)?


	Encompass all
	of your needs
	during treatment	
	(treat you 	
	holistically)?


	Give you an
	opportunity to 
	ask questions 
	and discuss any
	concerns you 
	have?
		
	Comments

















Q10	About your therapy service:

					    Yes	        No
	Did you find your
	therapy helpful?

	Do you feel you
	benefited from
	therapy?

	Do you feel the
	communication
	between services 
	was clear & 
	appropriate and
	were you involved?


	Do you think
	Anything could
	have been
	Improved?
		
	Comments

















Q11	Were you satisfied with the quality of the information you received regarding:
			
					      Yes	        No
	Your eating  disorder

	Individual therapy
	
	Group therapy
	
	Local support 
	
	Health promotion
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Q12	Were you satisfied with the quality of the information and support available to your carer/s?
			
		Yes ………….	     No ………..

	
	If No, why?

















Q13	Overall, how would you rate your experience of the service?

	Excellent ………………………….

	Very Good .………………………

	Poor ………………………………

	Very Poor ………………………..


















Q14	Within our service what do we do well?
	


	


	
  




Q15	Within our service what could we improve?	
	


	


	
  




Q16	Any other comments?
	


	


	
  




Q17	From time to time we invite people who have used our service to open forums to help us improve services.  If you would be interested in becoming a member of our panel please provide your Name, Telephone Number and Email details below:

	

















Thank you for taking the time to complete this questionnaire.
Please return completed forms to the :
Tier 3, Specialist Eating Disorders Service
Maindiff Court Hospital, Ross Road, Abergavenny, Monmouthshire, NP7 8NF
