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Health professionals, such as medical and dental clinicians, have scant understanding of patients’ experiences and perceptions of
satisfaction. Nevertheless, implementing a patient-reported outcome measures (PROMs) research practice in surgical sciences is
necessary. Hence, the objective of this article was to better understand patients’ satisfaction with their medical and dental care. The
methods of the current article are based on a narrative review of the literature strategy. A literature review was conducted using
both EMBASE and Medline databases up to July 12, 2020, by combining keywords and terms related to “satisfaction theories” and
“patient satisfaction,” and “medicine” or “dentistry/stomatology/odontology.” Patient satisfaction’s multidimensional nature has
been established since the perceived reasons for satisfaction varied widely among patients. Many aspects of treatment inﬂuence
participant satisfaction at diﬀerent stages of the intervention process. An improved understanding of the basis for managing
patients’ expectations with information reiteratively and eﬃciently may ultimately reduce patients’ potential for negative feelings
toward the medical and dental treatment experience. Lastly, the consumerist method may misrepresent the still undertheorized
concept of satisfaction in health service.

1. Introduction
It has been pointed out that early reports on patient-reported
outcome measures (PROMs) focused on general patient satisfaction and may not serve to adequately assess the range of
impacts of treatment outcomes as perceived by patients [1–5].
Thus, researchers have recommended adding more PROMrelated detailed questions to give an insight into a broader range
of aspects that might aﬀect patient satisfaction [1]. Nevertheless,

there is insuﬃcient understanding of patients’ satisfaction by
health professionals. Moreover, even the deﬁnition of patient
satisfaction has not reached consensus. Therefore, the aim of
this manuscript focused on three points: to understand the
competing aspects of the deﬁnition of patient satisfaction; report
the main dimensions that inﬂuence patient satisfaction; and
describe the most relevant theories of satisfaction that have been
used in the ﬁelds related to surgical sciences, such as medicine
and dentistry or odontology.
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2. Materials and Methods
A narrative review approach was used for fulﬁlling the
objectives of the present study. An electronic search was
conducted aided by EMBASE/Ovid and Medline/PubMed
engines by combining keywords and Emtree/MeSH terms
related to “satisfaction theories” and “patient satisfaction,”
and “medicine” or “dentistry/stomatology/odontology.” The
search that supported the literature review was carried out
up to July 12, 2020. This was complemented by manual
searching of the references of relevant studies. Fifty-eight
studies met the inclusion criteria; however, not all studies
were considered as there was an overlap with some of the
secondary sources.

3. Results
3.1. Deﬁnition of Patient Satisfaction. In the last two decades,
healthcare provision systems have evolved to be more
aligned with patient-centered care [6]. As early as the 1960s,
the ﬁelds of marketing and healthcare started collaborating
on understanding patient satisfaction [7]. Some of the
concepts related to patient satisfaction found in the literature
are described below:
(i) The consumer-satisfaction literature describes satisfaction through the lens of a consumer’s subjective
decision, which relates to his or her expectation and
a deﬁnite understanding of the merchandise or
service [8].
(ii) Patient-satisfaction literature addresses the fulﬁllment of patients’ needs, desires, or expectations in
relation to a healthcare service [9]. In this case, the
“patient” is an individual user under the guidance of
professionals who inform and treat the individual
for his/her own sake [8]. As such, “patient” is an
appropriate word to be used in studies of healthcare-service satisfaction. However, this concept is
somewhat confusing and conﬂicting in the literature, as it is also increasingly recognized as being
multidimensional [7]. The lack of a universally
recognized description of patient satisfaction may
be related to confusion over validity in quantifying
and scoring particular services or experiences [10].
(iii) Patient satisfaction is also frequently used as an
important multidimensional indicator in the assessment of healthcare provision quality [7] where
patients have quality assurance roles such as contributor (i.e., as a medium of information that
permits others its evaluation, to deﬁne and evaluate
quality), target (i.e., as mediums of control and
coproducers of care), and reformer (i.e., by political
action, managerial support, through markets, and
direct participation) [11].
3.2. Importance of Patient Satisfaction. The quality of
healthcare provision can be improved by detecting its
current problems [12], and a crucial area in which to

recognize such problems is the assessment of patient satisfaction [7]. The contemplation of patients’ opinions helps
to establish appropriate policies and administrative practices, as well as prioritize resource allocation [13]. A high
level of patient satisfaction is proposed to arise from prioritizing the patient’s views in selecting a health service,
attending health professional appointments, and selecting
from among suggested therapy options [14]. However,
myriad complexities remain in achieving patient satisfaction
and the theoretical basis for deﬁning and measuring it.
The following sections will depict satisfaction measurements and satisfaction theories.
3.3. Patient-Satisfaction Measurements
3.3.1. Background. Patient-satisfaction measurements are
an essential feature in evaluating the quality and eﬀectiveness of healthcare systems, including the assessment of
treatment outcomes [15]. In the habitually service-oriented
dental medicine approach, patient-satisfaction concepts
require a valid theoretical basis for understanding and designing tools for their measurement [16].
Two decades ago, a review of dental patient satisfaction
evidenced that the common dimensions (also known as
“domains” or “determinants”) contained in patient-satisfaction surveys were concerned with operator perceived
skills, interpersonal aspects, convenience, ﬁnances, and the
clinical environment [16]. Once the multidimensionality of
patient satisfaction was acknowledged, multi-item surveys
were developed with a view to measuring or evaluating
satisfaction in a convincing way. As the measurement of
patient satisfaction evolved, global healthcare instruments
(e.g., the Medical Interview Satisfaction Survey [17] and the
Medical Satisfaction Questionnaire [15], among others)
served to inform the critical domains considered in oral
health tools [18, 19]. These medical patient-satisfaction
questionnaires were adapted to other health sciences areas.
For this reason, oral-health-patient-satisfaction questionnaires were developed with inconsistent conceptual dimensions [16]. A recent review of patient-satisfaction
questionnaires in healthcare has documented the evolution
of various dimensions utilized through decades of development (Table 1) [20].
3.3.2. Patients’ Subjective Perspective in Satisfaction Tools.
Considering the patient’s subjective perception is imperative
for the soundness of the instruments evaluating satisfaction
since patient satisfaction is a crucial feature of the assessment
of healthcare services [15]. A recent critical review [20]
assessed 14 dental patient-satisfaction instruments that
underwent psychometric validation with 8 to 42 items and 2
to 13 dimensions. However, the review reported that
methodologies to integrate a patient’s subjective perspective
were missing [20].
The patient-satisfaction tools used in subsequent followup studies that tested for validity were the Dental Visit
Satisfaction Survey (DVSS) [21, 22] and the Dental Satisfaction Questionnaire (DSQ) [23–25]. The DVSS [18]
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Table 1: Dimensions of tools used for appraising patient-satisfaction in healthcare in descending order of time appearance (adapted from
Nair et al. [20]).

2009
2007
2007
1997

Dimensions,
(N)
4
4
2
3

1996

10+

1995

8+

1985

13

1984
1981
1978
1975
1974

3
6+
2
3
3

Year

Dimensions of patient satisfaction
Clinical atmosphere, treatment process, care outcome, and cost
Treatment, communication, clinic, and appearance
Belief about care and atmosphere
Access, communication, and quality
Communication, services received, care outcome, staﬀ, waiting time, clinic location, appointments, dental
professional, aﬀordability, and conceptually unrelated items
Communication, services received, care outcome, staﬀ, waiting time, clinic location, appointments, and
conceptually unrelated items
Dentist-patient relations, technical quality of care, access, waiting time, cost, clinic, availability, continuity, pain,
staﬀ perform expanded duties, staﬀ-patient relations, staﬀ technical quality, and clinical atmosphere
Communication, understanding-acceptance, technical competence
Access, availability, pain, cost, quality, and conceptually unrelated items
Latent hostility and general gloriﬁcation
Cost, convenience, and quality
Personality, technical ability, clinic, and cost

evaluates satisfaction regarding a particular dental visit,
whereas the DSQ [19] evaluates a healthcare system’s global
perspective. The internal consistency (alpha) ranged from
0.86 to 0.89 and 0.77 to 0.81 for the DVSS [21, 22] and DSQ
tools [23–25], respectively. Although this implies that the
tools contain items that could be equivalent measurements
with satisfactory unidimensionality for scale composition
[26], these studies barely followed the guidelines of the
COSMIN checklist (Consensus-based Standards for the
Selection of Health Status Measurement Instruments) [27],
which appraise the methodological quality of studies on the
measurement properties of PROMs. Consequently, the level
of validity and reliability of the DVSS and DSQ tools must,
unfortunately, still be considered uncertain.
3.3.3. Potential Solutions for Current Weaknesses of Satisfaction Measurements. A recent systematic review of the
determinants of patient satisfaction [28] recommended
producing new studies with standardized surveys that are
adjustable to particular populations for supplementary
comparisons. The authors recommended that these studies
could consider cultural, behavioural, and socioeconomic
disparities to determine their impact on patient satisfaction.
To reduce bias, valid instruments could have open questions
for patients’ commentaries and criticisms. Moreover, to
detect true causal relationships, the type of research design
would optimally be longitudinal or experimental [28].
3.3.4. Importance of Determinants Evaluated in Satisfaction
Instruments. There is a need for evidence of the eﬀects of
potential health-related and patient-related determinants in
shaping patient satisfaction [29]. Healthcare-service quality
indicators are regarded as the most prominent determinants
of patient satisfaction [28]. Among these, interpersonal care
is considered a crucial determinant. However, patient
sociodemographic factors are contemplated only as potential
determinants and confounders since their associations with
patient satisfaction have been inconsistent [16]. Thus, a

standardized patient-satisfaction questionnaire to obtain
information on cultural, behavioural, and sociodemographic
disparities has been proposed to provide more consistent
associations [28].
In conclusion, the dimensions of patient satisfaction
important to patients can be documented by studying patient experience and perceptions. Such a study can provide a
valid theoretical basis for developing or initially evaluating a
patient-satisfaction questionnaire that may be more valid for
the quantitative scientiﬁc study of the phenomenon.
3.3.5. Limitations of Satisfaction Measurements. When expectations are applied as a satisfaction gauge, it should be
indispensable to determine which type and level of expectation (e.g., expectancy probability, predicted, unformed or
partly formed, normative, process and outcome expectations, among others) are held by the patient [30]. By having
more than one concept of patient satisfaction, the comparability among studies is reduced since they used varied
measurement instruments, which contemplated dissimilar
dimensions [7, 28, 31–33].
Moreover, the contradictory evidence about potential
determinants among patient-satisfaction studies severely
impacts the internal and external validity of the ﬁndings
[28]. The most inﬂuential factors that impact patient satisfaction remain inconclusive [34]. Thus, the limitations may
be due to a lack of consensus on the theoretical framework of
patient satisfaction [33, 35] and the multifaceted concept of
patient satisfaction with several causal aspects
[7, 18, 19, 28, 31, 32, 36].
3.4. Customer-Satisfaction Theories. The most widespread
application of the concept of satisfaction has been related to
the understanding of customer satisfaction in the sale of
products or services. The notion of satisfaction is also
prevalent in marketing theory, which is rooted in business
models and, ultimately, in the concept of consumerism.
Moreover, service quality’s discernment has been shown to
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arise from the potential discord between customer expectations and customer experiences [37, 38].
The theoretical basis of such consumer satisfaction is the
user’s satisfaction theory [39, 40]. The user’s satisfaction
theory is an expectations-based theory that states that in
spite of a person having had a positive experience with a
service or product, they may still end up dissatisﬁed if the
experience did not meet or exceed their original expectations
(producing what is termed negative disconﬁrmation)
(Figure 1(a)). On the other hand, satisfaction would result
from the experience of a product or service outperforming
the expectations (producing what is termed positive disconﬁrmation) (Figure 1(b)) [41, 42].
Thus, satisfaction is conceptualized as an emotion arising
from the user’s assessment of the perceived performance
relative to his or her expectation, where it might otherwise
have been mistakenly seen as only an emotion [43]. In
addition, user anticipation about the level of performance
that will be delivered by a product gives foundation to his/
her expectations [41]. In other words, it is not essential in the
model for expectations to start with a negative to achieve
satisfaction, nor for perceived performance to end negative
to yield dissatisfaction; only the relative diﬀerences between
expectations and performance impact the outcome in this
model. This is also known as the Disconﬁrmation Model
[41].
In contrast, assimilation theory recognizes that consumers seek to avoid dissatisfaction by modifying their
perceptions about a product or service to make it more
comparable with their expectations [44, 45]. This would
diminish consumers’ distress from what would otherwise
be negative disconﬁrmation, and consumers may have
more than one mechanism to accomplish this. They may
lower their expectations enough to match their experienced
product performance. Or, the dissatisfaction that consumers experience from a disagreement between their
expectations and perceived performance of a product could
be reduced by belittling the meaning of the initial
dissatisfaction.
The tolerance level concept proposes that customers are
prepared to accede to a range of performance outcomes from
the service or product, provided the range can be realistically
estimated [46]. The next section will provide speciﬁc theories
that have been adapted to concepts of patient satisfaction in
professional health settings.
3.5. Patient-Satisfaction Theories. Most patient-satisfaction
theories appear to have been borrowed from the ﬁelds of
consumerism or marketing and inserted into the healthcare
literature with minimum adaptation [7]. A recent metanarrative review by Batbaatar et al. [7] reported on what is
currently known about the conceptualization of patient
satisfaction. The review established that, unlike in marketing
and consumer theories, there is only a vague, or perhaps at
least an inconsistent, relationship between expectations and
patient satisfaction. The noncritical utilization of marketing
theories obscures their full transferability to the health ﬁeld
since customer and patient satisfaction are likely dissimilar
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concepts. The authors concluded that the patient-satisfaction concept needs to be better deﬁned and distinguished
from other perspectives, preferably consistent with how
patients evaluate their experiences rather than using consumerist theories. There is evidently still a need to improve
our understanding of how patients assess the care they
receive [7]. Thus, patient satisfaction is an undertheorized
concept [47]. In addition, the concept of expectations has
not clearly been theorized in relation to patient satisfaction
[7].
To date, patient satisfaction conceptualizations largely
rely on the interactions between expectations and perceptions as described in consumer or user’s satisfaction theory
[8]. Interestingly, marketing research has also incorporated
psychology concepts, as expectation theories were ﬁrst
established in that ﬁeld [48]. Leading from this one school of
thought to conceptualize patient satisfaction, expectations
are considered the most important aspect of patient satisfaction. This is based on the principle in expectation theories
that describes patient satisfaction purely as a consequence of
how satisfactorily a health service met patient expectations
[49]. Overall, the theoretical associations concerning patient
expectations and satisfaction remain uncertain [50].
Healthcare has also implemented some theories from service
literature in an attempt to rationalize patient satisfaction
through an association with expectations [48]. When patient
satisfaction is analyzed, the eﬀects of “assimilation and
contrast” and “zone of tolerance” on patients’ subjective
values should be considered [32, 51–53]. The most signiﬁcant theories on patient satisfaction originating in the ﬁeld of
consumer-satisfaction theory [7] follow in alphabetical
order:

3.5.1. Attribution Theory. Based on the user’s satisfaction
theory, attribution theory attempts to clarify the root of
discordancy between expectations and experiences. In this
instance, dissatisfaction results from unmet expectations
(Figure 1(a)) [16, 51, 54]. Nevertheless, patients and
healthcare providers can have dissimilar explanations for
not satisfying patient expectations. Thus, this theory primarily deciphers patients’ understanding of events in addition to the origins of understanding their behaviour [51].

3.5.2. Discrepancy Theory. This theory, which along with
discrepancy theory is also based on the user’s satisfaction
theory, posits that both the level and route of dissimilarity
between a therapy outcome and the expectations around it
determines a consumer’s satisfaction [51]. For instance, if
satisfactory outcomes endorse positive expectations or
disconﬁrm negative expectations, it results in satisfaction
[30]. It also explains the diﬃculty in perceived outcomes
surpassing expectations that are sustained at a high level,
thus being less likely to yield high satisfaction [55]. Interestingly, based on expectations, the best theory to illuminate
the relationship between expectations and satisfaction has
been the disconﬁrmation paradigm [56].
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User’s
expectation

Perceived
performance

5
Level of
satisfaction

(a)
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expectation

Perceived
performance

Level of
satisfaction

(b)

Figure 1: (a) Negative disconﬁrmation or dissatisfaction and (b) positive disconﬁrmation or satisfaction in the user’s satisfaction theory.

This theory’s primary limitation is the same as any other
expectations-based theory: it lacks adequate consideration of
a multidimensional concept of satisfaction.

3.5.8. Multiple Models Theory. Three autonomous models of
patient satisfaction have been formulated where numerous
factors shape the concepts of satisfaction, thus recognizing
satisfaction is not a single concept [61].

3.5.3. Disconﬁrmation Theory. This theory holds expectations as the baseline, and satisfaction is evaluated as proportionate to the diﬀerence between patients’ expectations
and experience [48]. Thus, satisfaction displays an inverse
association with any discrepancy from expectation, regardless of it being positive or negative [57, 58].
This theory has been criticized for describing dissatisfaction as simply the divergence between expectations and
experiences, which does not take into account that a
seemingly favourable divergence could generate a counterintuitive result [48].

(i) One model explained that psychosocial diﬀerences
shape both expectations and satisfaction
(ii) The next model outlines that the ultimate assessment for some patients is not actually satisfaction
but the accomplishment of health objectives aided
by healthcare services
(iii) The third model suggests that certain health
problems cause emotional uneasiness that eventually prevents patients from reaching satisfaction

3.5.4. Economic Theory. The economic theory states that
patients expect to receive healthcare services of equivalent or
better quality relative to the fee charged for the delivered
service [55].
3.5.5. Equity Theories. These theories aﬃrm that a patient
seeks to match the value of the outcome obtained by other
individuals; thus, they are associated with social comparison
theory. If the patient believes that both input and output
ratios are reasonable for the healthcare service, then satisfaction is achieved. The “input” refers to resources (e.g.,
money, time, pain) and the “output” to the outcome itself
(i.e., health improvement) [50].
3.5.6. Healthcare Quality Theory. This theory proposes that
a satisfactory opinion of several features focused on patient
views of quality care is paramount in determining patient
satisfaction. Interestingly, interpersonal care is considered
an extremely inﬂuential factor in satisfaction [53].
3.5.7. Holistic Approaches. The concept of global, or holistic,
satisfaction represents a combined feeling resulting from
positive or negative emotional reactions to what could be
several domains of healthcare service that inﬂuence patients’
assessments (Figure 2) [59, 60].
In spite of the fairly widespread use of such global indicators
to capture patient satisfaction, studies have unfailingly recognized that patient satisfaction is multidimensional in nature and
that the dimensions taken into account in assessing patient
satisfaction ﬂuctuate from study to study [55].

The proponents concluded overall that patients’ expectations are highly inﬂuenced by both [61] patients’ assumptions of potential health outcomes and the level of
disruption of their self-sense by their aﬄiction and
healthcare delivery.
As a limitation, these models have been criticized as
being vague [32].

3.5.9. Need Theory. Need theory proposes that prioritization
of healthcare objectives from the standpoint of both the
clinician and the patient allows visualization and understanding of their discrepancies (Table 2) [62]. For example,
whereas patients may initially choose feeling well, clinicians
tend to habitually follow a strategy based on four levels of
assessment and management objectives. While the theory
proposes simplicity in the framework’s order, variations in
the proposed order are anticipated.
Need theory supposes that patients’ needs are equivalent
to patients’ expectations [53]. The root of this understanding
is Maslow’s human motivation theory [63]. Thus, a patient’s
process of achievement of each level of Maslow’s hierarchy
of needs would inﬂuence the level of patient satisfaction
directly. Once self-actualization is achieved (Figure 3), the
patient is considered to be pleased with the healthcare
service. When all of a patient’s psychophysical needs are met,
then the concluding need of the hierarchy is achieved.
Clinicians are thought to facilitate this process by understanding their patients’ needs, each with their own
characteristics, pathologies, and healthcare experiences. In
other words, needs diﬀer substantially from patient to patient [64].
To further understand how patient satisfaction is developed, researchers contrasted two theories, Maslow’s
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Individual characteristics
• Values, beliefs, expectations, and experiences
• Personality
• Health status
• Sociodemographics

Stimulus
Healthcare experience

Consumer screens,
evaluates, and forms
value judgements

Attitudinal reaction:
expresses
Satisfaction

Behavioural reaction

Feedback: consumer as activist

Measurement technique
May aﬀect the evaluation that is recorded

Figure 2: Holistic model of satisfaction with healthcare (adapted from Strasser and Davis [59] and Strasser et al. [60]).

hierarchy of needs [63] and the hierarchy of patient needs,
which was based on a normative model using the theory of
caregiver motivation [64]. The hierarchy of patient needs
catalogues patient outcomes in four categories, building
from a base focused on physical needs, as shown in Figure 3
[64]. With that understanding, thereafter, some items of
Maslow’s hierarchy of needs were seen to be parallel to the
hierarchy of patient needs. Moreover, self-actualization was
considered the most signiﬁcant determinant of enthusiasm
and is only achieved once all other human needs are met
(Figure 3). By the same token, patient satisfaction is a critical
goal for clinicians and is only achieved once all patient
outcomes are fulﬁlled [64].
3.5.10. Value Expectancy Model. The need to understand
people’s views of their motivations and actions gave birth to
the expectancy-value theory. This theory further evolved
into the value expectancy model through the inclusion of the
assessment of ﬁve psychosocial variables (e.g., expectations)
that may impact patient satisfaction [52].
One of the main issues with this model is how it conceptualizes patient satisfaction, given that satisfaction seems
to be more inﬂuenced by a rapid response to the healthcare
experience, rather than a patient’s previous expectations and
common values [48].
3.6. Important Considerations for Understanding Patient
Satisfaction. It can be understood that human expectations
are predisposed by personal characteristics, environmental
aspects, and previous experiences [7–10]. A successful service is more likely to be provided when patients’ expectations are recognized at the commencement of treatment
[10]. Conversely, patient expectations may modify

somewhat during the course of treatment [65] since it has
also been recognized that expectations are situation-speciﬁc.
Most of the patient-satisfaction theories and models
described here, except for the health quality and holistic
theories, rely on speciﬁc concepts of patient expectations. In
spite of extensive theoretical development, measures using
expectations are not good predictors of patient satisfaction
with treatment outcomes. The limitations of the expectations-based approaches have been well recognized, spurring
further eﬀorts to develop patient-satisfaction concepts, including a health-service components approach [55]. This
approach elucidated the multidimensional notion of satisfaction being guided by several internal and external features
of healthcare-service delivery [66]. The concept of “expectation” is dynamic and multidimensional, inﬂuenced by
patients’ characteristics, including their belief system, preceding experiences, and pretreatment situation [53]. Subsequently, it has been recognized that using expectations to
elucidate satisfaction is problematic (Figure 4) [30].

4. Discussion
The review of patient-satisfaction literature here found a
poorly related relationship amongst patient expectations and
satisfaction, as well as that expectations relate only poorly to
variations in satisfaction [30].
Expectations may not explain satisfaction for a number
of reasons:
(i) The connection between expectations and satisfaction is not well understood, and they may not be
linked in an explicable way [50]. Satisfaction may be
only indirectly inﬂuenced by expectations instead of
directly [67]. Previous information and experiences,
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Table 2: Healthcare objectives from clinicians and patients’ perspectives (adapted from Kvale [62]).
Priority
1
2
3
4

Healthcare objectives
Clinicians’ perspective
Determining the etiology of the disease
Understanding the presenting symptoms and clinical signs
Improving the patients’ ability to function
Improving the patients’ sense of well-being
Theory of human motivation
Maslow (1943)

Self-actualization

Patients’ objectives
Feeling well
Being able to function
Improving clinical signs and symptoms
Understanding the etiology of the disease
Theory of caregiver motivation
Normative model

Determinants of behaviour

Psychological contentment

Patient satisfaction
• Amenities of care
• Art of care
• Results of care

Psychosocial

General health
• Functional ability
• Well-being
• Independence
• Self-worth

Psychophysical

Patient performance
• Understanding
• Compliance

Physical

Disease eradication
• Physical
• Biochemical
• Biological

Esteem

Love

Safety

Psychological

Hierarchy of patient outcomes

Maslow’s hierarchy of human needs

Figure 3: Human needs and patient outcomes construct (adapted from Maslow [63] and Johnson [64]).

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

Physiological
feedback
Pretreatment factors
(knowledge of
treatment, waiting time
for treatment, etc.)
Pain
Severity of condition
Impact of condition on
life

Previous experiences
Structure, process, outcomes

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
Optimism/pessimism
Beliefs/knowledge
Values and norms (standards)

Role models and
inﬂuences, verbal
encouragements
Inﬂuence from friends,
relatives, professionals,
media, society

Formulation of speciﬁc and general
patients’ expectations of healthcare
structures, processes, outcomes (dynamic)

Figure 4: Model based on the literature of multiple inﬂuences on patients’ healthcare expectations (adapted from Bowling 2012 [26]).
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as well as patients’ characteristics (e.g., socioeconomic status, values, other conditions), may inﬂuence the range of diverse kinds of expectations in
society [32].
(ii) The way expectations are commonly communicated
is implied and speculative [53]. In addition, it is
challenging to measure both expectations and experiences in a valid manner [55].
(iii) Researchers cannot rationalize patients’ expectations about health services and how comfortable
they feel sharing this information if they decide to
share it [7]. Hence, researchers are still far from
understanding how patients cultivate expectations
and the manner in which they express them [53].
(iv) The consumerist method may misrepresent the
concept of satisfaction in health service [7].
Therefore, the undertheorized patient satisfaction
concept needs to be better deﬁned and consistent
with how patients evaluate their experiences.

5. Conclusion
Existing patient-satisfaction questionnaires have been
noncritically borrowed from marketing theories, so it is not
surprising that they have not been that useful in health ﬁelds,
since customer and patient satisfaction are likely dissimilar
concepts. Therefore, the patient-satisfaction concept needs
to be better deﬁned from other perspectives, preferably
consistent with how patients evaluate their experiences
rather than by presuming to rely on consumerist or marketing theories. In itself, the notion of patient satisfaction
being multidimensional can also be considered a theory or at
least a theoretical or conceptual basis.

Disclosure
The funder has no role in the design, interpretation of data,
or in the decision to submit results of the study for
publication.

Conflicts of Interest
The authors declare no conﬂicts of interest.

Authors’ Contributions
All authors have read and agreed to the published version of
the manuscript.

Acknowledgments
This work was generously supported by Ajman University.

References
[1] H. De Bruyn, S. Raes, C. Matthys, and J. Cosyn, “The current
use of patient-centered/reported outcomes in implant dentistry: a systematic review,” Clinical Oral Implants Research,
vol. 26, no. Suppl 11, pp. 45–56, 2015.

[2] G. Isola, A. Alibrandi, M. Curro et al., “Evaluation of salivary
and serum ADMA levels in patients with periodontal and
cardiovascular disease as subclinical marker of cardiovascular
risk,” Journal of Periodontology, 2020.
[3] G. Isola, A. Polizzi, R. Patini, S. Ferlito, A. Alibrandi, and
G. Palazzo, “Association among serum and salivary
A. actinomycetemcomitans speciﬁc immunoglobulin antibodies and periodontitis,” BMC Oral Health, vol. 20, no. 1,
p. 283, 2020.
[4] G. Isola, A. Polizzi, V. Iorio-Siciliano, A. Alibrandi,
L. Ramaglia, and R. Leonardi, “Eﬀectiveness of a nutraceutical
agent in the non-surgical periodontal therapy: a randomized,
controlled clinical trial,” Clinical Oral Investigations, 2020.
[5] G. Isola, A. Polizzi, A. Alibrandi, R. C. Williams, and
R. Leonardi, “Independent impact of periodontitis and cardiovascular disease on elevated soluble urokinase-type plasminogen activator receptor (suPAR) levels,” Journal of
Periodontology, 2020.
[6] Queensland Health, National Health Performance Framework
Report, p. 1, Queensland Health, Brisbane, Australia, 2001.
[7] E. Batbaatar, J. Dorjdagva, A. Luvsannyam, and P. Amenta,
“Conceptualisation of patient satisfaction: a systematic narrative literature review,” Perspect Public Health, vol. 135, no. 5,
pp. 243–250, 2015.
[8] P. Y. Mahon, “An analysis of the concept ‘patient satisfaction’
as it relates to contemporary nursing care,” Journal of Advanced Nursing, vol. 24, no. 6, pp. 1241–1248, 1996.
[9] L.R. Eriksen, “Patient satisfaction with nursing care: concept
clariﬁcation,” Journal of Nursing Measurement, vol. 3, no. 1,
pp. 59–76, 1995.
[10] A. Merkouris, J. Ifantopoulos, V. Lanara, and C. Lemonidou,
“Patient satisfaction: a key concept for evaluating and improving nursing services,” Journal of Nursing Management,
vol. 7, no. 1, pp. 19–28, 1999.
[11] S. S. Andaleeb, “Service quality perceptions and patient satisfaction: a study of hospitals in a developing country,” Social
Science & Medicine, vol. 52, no. 9, pp. 1359–1370, 2001.
[12] L. Aharony and S. Strasser, “Patient satisfaction: what we
know about and what we still need to explore,” Medical Care
Research and Review, vol. 50, no. 1, pp. 49–79, 1993.
[13] E. K. Mpinga and P. Chastonay, “Satisfaction of patients: a
right to health indicator?” Health Policy, vol. 100, no. 2-3,
pp. 144–150, 2011.
[14] E. DuPree, R. Anderson, and I. S. Nash, “Improving quality in
healthcare: start with the patient,” The Mount Sinai Journal of
Medicine: A Journal of Translational and Personalized Medicine, vol. 78, no. 6, pp. 813–819, 2011.
[15] J. E. Ware Jr., M. K. Snyder, W. R. Wright, and A. R. Davies,
“Deﬁning and measuring patient satisfaction with medical
care,” Evaluation and Program Planning, vol. 6, no. 3-4,
pp. 247–263, 1983.
[16] P. R. Newsome and G. H. Wright, “A review of patient
satisfaction: 2. Dental patient satisfaction: an appraisal of
recent literature,” British Dental Journal, vol. 186, no. 4 Spec
No, pp. 166–170, 1999.
[17] R. Meakin and J. Weinman, “The ‘medical Interview satisfaction scale’ (MISS-21) adapted for British general practice,”
Family Practice, vol. 19, no. 3, pp. 257–263, 2002.
[18] N. L. Corah, R. M. O’Shea, L. F. Pace, and S. K. Seyrek,
“Development of a patient measure of satisfaction with the
dentist: the dental visit satisfaction scale,” Journal of Behavioral Medicine, vol. 7, no. 4, pp. 367–373, 1984.

International Journal of Dentistry
[19] A. R. Davies and J. E. Ware Jr., “Measuring patient satisfaction
with dental care,” Social Science & Medicine, vol. 15, no. 6,
pp. 751–760, 1981.
[20] R. Nair, S. Ishaque, A. J. Spencer, L. Luzzi, and L. G. Do,
“Critical review of the validity of patient satisfaction questionnaires pertaining to oral health care,” Community Dentistry and Oral Epidemiology, vol. 46, no. 4, pp. 369–375, 2018.
[21] M. Hakeberg, E. Heidari, M. Norinder, and U. Berggren, “A
Swedish version of the dental visit satisfaction scale,” Acta
Odontologica Scandinavica, vol. 58, no. 1, pp. 19–24, 2000.
[22] M. E. Stouthard, C. A. Hartman, and J. Hoogstraten, “Development of a Dutch version of the dental visit satisfaction
scale,” Community Dentistry and Oral Epidemiology, vol. 20,
no. 6, pp. 351–353, 1992.
[23] E. Skaret, E. Berg, M. Raadal, and G. Kvale, “Reliability and
validity of the dental satisfaction questionnaire in a population of 23-year-olds in Norway,” Community Dentistry and
Oral Epidemiology, vol. 32, no. 1, pp. 25–30, 2004.
[24] D. S. Brennan, A. Gaughwin, and A. J. Spencer, “Diﬀerences
in dimensions of satisfaction with private and public dental
care among children,” International Dental Journal, vol. 51,
no. 2, pp. 77–82, 2001.
[25] D. Golletz, P. Milgrom, and L. Mancl, “Dental care satisfaction: the reliability and validity of the DSQ in a low-income
population,” Journal of Public Health Dentistry, vol. 55, no. 4,
pp. 210–217, 1995.
[26] J. M. Cortina, “What is coeﬃcient alpha? an examination of
theory and applications,” Journal of Applied Psychology,
vol. 78, no. 1, 1993.
[27] L. B. Mokkink, C. B. Terwee, D. L. Knol et al., “The COSMIN
checklist for evaluating the methodological quality of studies
on measurement properties: a clariﬁcation of its content,”
BMC Medical Research Methodology, vol. 10, p. 22, 2010.
[28] E. Batbaatar, J. Dorjdagva, A. Luvsannyam, M. M. Savino, and
P. Amenta, “Determinants of patient satisfaction: a systematic
review,” Perspectives in Public Health, vol. 137, no. 2,
pp. 89–101, 2017.
[29] K. Danielsen, O. A. Bjertnaes, A. Garratt, O. Forland,
H. H. Iversen, and S. Hunskaar, “The association between
demographic factors, user reported experiences and user
satisfaction: results from three casualty clinics in Norway,”
BMC Family Practice, vol. 11, p. 73, 2010.
[30] A. Bowling, G. Rowe, N. Lambert et al., “The measurement of
patients’ expectations for health care: a review and psychometric testing of a measure of patients’ expectations,” Health
Technology Assessment, vol. 16, no. 30, pp. 1–509, 2012.
[31] G. E. Rosenthal and S. E. Shannon, “The use of patient
perceptions in the evaluation of health-care delivery systems,”
Medical Care, vol. 35, no. 11 Suppl, pp. NS58–68, 1997.
[32] J. Sitzia and N. Wood, “Patient satisfaction: a review of issues
and concepts,” Social Science & Medicine, vol. 45, no. 12,
pp. 1829–1843, 1997.
[33] R. S. Almeida, S. Bourliataux-Lajoinie, and M. Martins,
“Satisfaction measurement instruments for healthcare service
users: a systematic review,” Cadernos de Saúde Pública, vol. 31,
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