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Purpose: This pilot study examined whether patients who had experienced medical care in both urban and rural areas perceived 
differences in healthcare service experiences, negative emotions, and unvoiced concerns. The study focused on comparative perception 
and silent dissatisfaction that may not be captured by conventional patient satisfaction surveys.
Patients and Methods: A cross-sectional, anonymous, self-administered paper questionnaire was conducted at a cooperating dental 
clinic in Tokyo. The questionnaire addressed hospital visit experiences in urban and rural areas by the same healthcare recipient. The 
dental clinic was used as a pragmatic field site; the survey asked about medical care experiences rather than dental satisfaction. 
Descriptive statistics were calculated for 90 respondents.
Results: Among 90 respondents, 38 (42.2%) reported that they strongly or somewhat perceived differences between urban and rural 
care experiences, whereas 48 (53.3%) reported little or no difference and 4 (4.4%) were missing. Among the 38 respondents who 
perceived differences, 17 (44.7%) reported negative emotions such as inconvenience, discomfort, dissatisfaction, or endurance. Among 
the 20 respondents for whom expression of concerns was applicable, 7 (35.0%) communicated their concerns to the facility, whereas 
13 (65.0%) did not. Among respondents with perceived differences who answered the comparison item, 8 of 32 (25.0%) reported that 
they recognized the feelings because they compared facilities across regions.
Conclusion: High satisfaction scores and low complaint rates should not be interpreted as evidence that dissatisfaction is absent. 
These pilot findings are consistent with, but do not directly test, a reference-point interpretation. Larger multi-site studies using 
validated instruments are needed to examine the proposed mechanism and its implications for patient feedback systems.

Plain Language Summary: Patients may report high satisfaction even when they have experienced inconvenience, discomfort, 
dissatisfaction, or the need to endure something during healthcare visits. 

This pilot survey focused on people who had experienced care in both urban and rural areas because comparison across settings may 
make service-process differences more noticeable. 

Some respondents reported negative feelings and concrete concerns, but not all communicated those concerns to the healthcare 
facility. 

The findings suggest that high satisfaction scores and low complaint rates do not rule out dissatisfaction. Future studies should test 
this mechanism in larger multi-site samples and examine whether psychologically safe feedback routes improve detection of unvoiced 
dissatisfaction. 

Keywords: patient satisfaction, silent dissatisfaction, urban-rural comparison, complaint behavior, healthcare quality

Patient Preference and Adherence 2026:20 595537                                                              1
© 2026 Takahashi. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.php 
and incorporate the Creative Commons Attribution – Non Commercial (unported, v4.0) License (http://creativecommons.org/licenses/by-nc/4.0/). By accessing the work 

you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Patient Preference and Adherence                                                    

Open Access Full Text Article

https://doi.org/10.2147/PPA.S595537
Received: 11 February 2026
Accepted: 26 May 2026
Published: 8 June 2026

P
at

ie
nt

 P
re

fe
re

nc
e 

an
d 

A
dh

er
en

ce
 d

ow
nl

oa
de

d 
fr

om
 h

ttp
s:

//w
w

w
.d

ov
ep

re
ss

.c
om

/
F

or
 p

er
so

na
l u

se
 o

nl
y.

http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/4.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


Introduction
Patient satisfaction is widely used as an indicator of healthcare quality, yet high satisfaction scores are not equivalent to 
the absence of dissatisfaction.1,2 In Japan, national, local government, and healthcare-related organizations conduct 
patient satisfaction or regional healthcare satisfaction surveys. These surveys often show that satisfied respondents 
constitute the majority and dissatisfied respondents are relatively fewer. The National Cancer Center Japan 2023 Patient 
Experience Survey reported a mean overall score of 8.2 out of 10 for overall evaluation of cancer diagnosis and 
treatment, and prefecture-level results are also publicly available.3 At least from publicly available results, patient 
experience evaluations do not appear to show extreme nationwide differences.

However, many of these existing surveys are cross-sectional. Respondents evaluate their own residential region or 
care experience, rather than the same individual comparing healthcare services across multiple regions. Therefore, an 
apparently small regional difference in conventional surveys does not directly demonstrate that differences in healthcare 
service experience are truly small. It may reflect evaluation based on locally formed standards without sufficient 
comparative reference points.

This study focuses on silent dissatisfaction, operationally defined as the coexistence of negative emotions or dissatisfaction- 
related descriptions with non-expression of concerns to the healthcare facility. The concept draws on the exit-voice framework, 
complaint behavior research, and organizational silence and voice theories adapted to a patient context.4–8

A central mechanism is the reference point. Patients who have experienced only one region may have a limited basis 
for judging whether a service process is worse, unfair, or uncomfortable, whereas those who have experienced both urban 
and rural contexts can compare and may be more likely to recognize problems as dissatisfaction. This logic is consistent 
with social comparison theory and reference-dependent evaluation.9,10

Japan provides a relevant context because universal health coverage coexists with regional differences in healthcare 
access and quality.11,12 Based on professional experience in healthcare and healthcare-related services across Japan, the 
author recognized the possibility that regional or facility-level differences may exist not only in medical techniques 
themselves but also in service experience, including interpersonal care, explanations, waiting experiences, facility flow, 
psychological consideration, communication, and hospitality.

In this study, healthcare service was defined broadly. It was not limited to medical techniques such as diagnosis and 
treatment, but included explanations, interpersonal care, waiting experiences, psychological consideration, communica
tion, hospitality, appointment procedures, payment systems, and other patient touchpoints. Particular attention was paid 
to the possibility that, under information asymmetry between healthcare providers and patients, explanations may be 
perceived as one-way notifications rather than consultation or shared decision-making. This study does not prove that 
such communication structures are stronger in rural areas; rather, it treats this as an issue for future research.

Accordingly, this pilot study focused not on satisfaction within a single region, but on patients who had experienced 
medical care in both urban and rural settings. It used within-person comparative perception to explore whether 
differences in healthcare service experience and unvoiced dissatisfaction could be observed.

Participants and Methods
Study Design and Purpose
This was a cross-sectional, anonymous, self-administered paper questionnaire survey concerning hospital visit experi
ences in urban and rural areas by the same healthcare recipient. The purpose of the study was to examine whether 
differences in treatment satisfaction and healthcare service experience existed between urban and rural areas; it did not 
aim to estimate prefecture-level patient satisfaction.

Ethical Approval and Consent
This study was reviewed by the Shunan University Research Ethics Review Committee and approved by the Office of 
Research Promotion (approval number: 2023–19). The study period was from the date of ethics approval to March 31, 2024. 
The study was conducted in accordance with the Declaration of Helsinki. Participation was voluntary, and return of the 
completed anonymous questionnaire after checking the consent box was treated as consented participation. Participants were 
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informed that refusal to participate would not affect their care or evaluation. Because the questionnaire was anonymous, 
participants were also informed that, after collection, identifying and excluding a specific questionnaire would be difficult.

Study Setting
This pilot study used a dental clinic in Tokyo as the survey field. The setting was selected for feasibility and ethical/ 
practical sensitivity, not as representative of all healthcare settings. The reasons were threefold.

First, the study examined comparative perceptions of healthcare service experiences between urban and rural areas 
rather than patient satisfaction within a single facility. In medical clinics, hospitals, or pharmacies, such a study could be 
interpreted as comparing facilities or regions and could involve reputational risk or perceived effects on patients and 
customers. Before this study, cooperation was sought from a nationwide pharmacy chain and a medical group operating 
several clinics in the Kanto region, but cooperation was not obtained. This experience indicated practical difficulty in 
building a cooperation framework for comparative evaluation studies in medical and pharmacy settings.

Second, Tokyo was considered an appropriate initial field for this pilot because, compared with rural areas, it has 
relatively more healthcare facility options, more available information about medical services, and a higher likelihood 
that patients have alternatives if they experience dissatisfaction or discomfort. Therefore, the research risk associated 
with regional comparison was considered lower in Tokyo than in rural settings.

Third, the survey questions asked about medical care experiences and were not designed to measure satisfaction with 
dental care. Nevertheless, dental care often involves repeated contact through regular visits, maintenance, and continuous 
management. The 2024 Survey of Dental Diseases by the Ministry of Health, Labour and Welfare reported that 63.8% of 
respondents had undergone a dental check-up within the past year, an increase from 58.0% in the 2022 survey.13 In 
addition, claims-data-based reports have indicated associations between dental care utilization and medical care utiliza
tion, and prior research in a general dental practice showed that medically compromised patients are present among 
dental patients.14,15 Thus, patients attending a dental clinic may have repeated experience with healthcare processes and 
may apply evaluative perspectives regarding explanation, interpersonal care, waiting, psychological consideration, and 
hospitality when receiving medical care.

Because the survey was conducted in a dental clinic, some respondents may have recalled dental care rather than 
medical care. This possibility is explicitly treated as a limitation. However, the central focus of this study was not the 
difference between medical and dental care, but whether differences in satisfaction and healthcare service experience 
existed across urban and rural care contexts.

Participants and Eligibility
Adults attending the cooperating dental clinic were invited to participate. Eligibility was based on self-reported current 
residence in an urban area and prior experience receiving healthcare in a rural area. The questionnaire asked about 
current residence, previous residence, distance and travel time to the main hospital, and experience of moving residence. 
A total of 90 respondents were included in the analysis.

Questionnaire Development
The questionnaire was developed to capture comparative perceptions of healthcare service experiences and silent 
dissatisfaction. It was informed by existing patient satisfaction and patient experience survey concepts and by the 
study objective. It was reviewed by a nursing expert researcher with extensive clinical experience. Formal psychometric 
validation was not conducted; therefore, the questionnaire should be understood as an exploratory instrument for a pilot 
study rather than as a validated scale. The full questionnaire is provided as Supplementary Appendix 1.

Data Collection and Protection of Individual Responses
Questionnaires were distributed and collected by clinic staff. Individual completed questionnaires were not made 
available to treating clinicians. This procedure was used to reduce the risk that individual responses would influence 
the clinical relationship and to protect participant anonymity. The questionnaire was anonymous and no personally 
identifying information was collected.
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Measures
The questionnaire consisted of four sections: background, events during medical care, emotions at that time, and presence 
of a comparative reference. Background items included age, time flexibility for medical visits, current residence, previous 
residence, distance and travel time to the main hospital, and moving experience. The events section asked whether 
respondents had perceived differences between urban and rural areas when receiving medical care. For those who 
perceived differences, the questionnaire asked about specific situations: attitudes and consideration, explanations, 
conversations or questions, decisions about treatment policy or procedures, appointment scheduling, technical aspects 
of treatment or procedures, waiting time, payment or appointment systems, and other items. It also asked whether 
differences involved physicians, nurses, or other staff.

The emotion section asked whether the experience caused inconvenience, discomfort, dissatisfaction, or endurance. 
Respondents were then asked whether they had communicated the experience to the hospital or clinic. If not, they could 
select reasons, including no alternative hospital, reluctance to say it, fear of an angry or unpredictable reaction, anxiety 
about whether they would continue to receive appropriate treatment, or other reasons. The comparative-reference section 
asked whether respondents would have had the same feelings if they had known only that region, and whether they 
recognized the feelings because they were comparing the facility with facilities in other regions.

Analysis
Descriptive statistics were calculated as counts and percentages. Denominators are shown in the relevant tables and text. 
Free-text responses were examined using single-coder pilot coding with a preliminary codebook focused on service- 
process issues. Reporting was informed by relevant elements of STROBE and SRQR.16,17 This pilot study was 
exploratory and was not powered for hypothesis testing. Therefore, the analysis focused on descriptive patterns and 
did not aim to conduct causal inference or statistical estimation of regional differences.

Results
Respondent Characteristics
A total of 90 respondents were included in the analysis. Table 1 summarizes respondent characteristics. Respondents 
were mainly in their 20s and 30s, with 21 respondents (23.3%) in their 20s and 35 (38.9%) in their 30s. Nine respondents 
(10.0%) were in their 40s, 10 (11.1%) were in their 50s, and 6 (6.7%) were aged 60 years or older. Four respondents 
(4.4%) selected “other”, and 5 (5.6%) had missing age data. Most respondents currently lived in Tokyo’s 23 wards (67, 
74.4%), followed by Kanagawa, Saitama, or Chiba (11, 12.2%) and other metropolitan areas (4, 4.4%); 8 responses 
(8.9%) were missing for current residence. Time flexibility for medical visits varied: 18 respondents (20.0%) reported 
very flexible scheduling, 28 (31.1%) reported somewhat flexible scheduling, 22 (24.4%) reported somewhat difficult 
scheduling, and 11 (12.2%) reported difficult scheduling. Eleven responses (12.2%) were missing, other, or ambiguous.

Table 1 Participant Characteristics

Characteristic Category n Percent

Age group 20s 21 23.3

30s 35 38.9

40s 9 10.0

50s 10 11.1

≥60 years 6 6.7

Other 4 4.4

Missing 5 5.6

(Continued)
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Perceived Differences, Negative Emotions, and Expression of Concerns
Table 2 summarizes perceived urban-rural differences, negative emotional responses, expression of concerns, reasons for 
not expressing concerns, and comparison-related responses. While 38 respondents (42.2%) reported that they strongly or 
somewhat perceived urban-rural differences, 48 respondents (53.3%) reported little or no difference, and 4 (4.4%) had 

Table 1 (Continued). 

Characteristic Category n Percent

Current residence Tokyo 23 wards 67 74.4

Kanagawa/Saitama/Chiba 11 12.2

Other metropolitan areas 4 4.4

Missing 8 8.9

Time flexibility for medical visits Very flexible 18 20.0

Somewhat flexible 28 31.1

Somewhat difficult 22 24.4

Difficult 11 12.2

Missing/other/ambiguous 11 12.2

Notes: Values are n (%). Percentages may not sum to 100% due to rounding and missing or 
ambiguous responses. One ambiguous time-flexibility response was grouped with missing/ 
other/ambiguous rather than treated as an independent substantive category.

Table 2 Perceived Urban-Rural Differences, Emotional Responses, Expression of Concerns, and Comparison Dependence

Section Item n Percent Denominator/ 
Notes

Perceived urban-rural differences Very much / somewhat 38 42.2 N=90; missing=4

Not very much / not at all 48 53.3

Missing 4 4.4

Negative emotional response among those perceiving differences Yes 17 44.7 Denominator=38; 

missing=1

No 20 52.6

Missing 1 2.6

Expression of concerns among applicable respondents Yes (expressed to hospital/clinic) 7 35.0 Denominator=20

No (did not express) 13 65.0

Reasons for not expressing concerns among non-expressers who 
provided reasons

Politeness / would feel sorry 2 16.7 Denominator=12

No alternative / must use the 

same facility

4 33.3

Fear of negative reaction / future 

care

6 50.0

(Continued)
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missing responses. Among the 38 respondents who perceived differences, 17 (44.7%) reported negative emotions such as 
inconvenience, discomfort, dissatisfaction, or endurance; 20 (52.6%) did not, and 1 (2.6%) had a missing response.

Among the 20 respondents for whom expression of concerns was applicable, 7 (35.0%) communicated their 
experience to the hospital or clinic, whereas 13 (65.0%) did not. Among the 12 non-expressers who provided reasons, 
2 (16.7%) indicated politeness or feeling sorry, 4 (33.3%) indicated no alternative or the need to use the same facility, and 
6 (50.0%) indicated fear of a negative reaction or anxiety about future care.

Regarding the reference-point item, among 32 respondents who perceived differences and answered the comparison 
item, 24 (75.0%) indicated that they would have felt dissatisfied even without knowing other regions, whereas 8 (25.0%) 
reported that they recognized the feelings because they were comparing facilities across regions. Among 17 respondents 
with negative emotional responses, 12 (70.6%) indicated that they would have felt dissatisfied even without other 
regions, whereas 5 (29.4%) indicated that recognition depended on comparison. These findings are descriptive and do not 
test the reference-point mechanism, but they suggest that, for some respondents, within-person inter-regional comparison 
may have contributed to recognition of dissatisfaction or discomfort.

Discussion
This pilot study examined comparative perceptions of urban and rural healthcare service experiences among respondents 
with experience in both settings. The main finding is that high satisfaction and low complaint rates do not rule out 
dissatisfaction. A subset of respondents perceived differences between urban and rural care experiences, and among those 
with applicable concern-expression items, a majority did not communicate their concerns to the facility.

The findings are consistent with, but do not directly test, a reference-point interpretation. Some respondents reported 
that they recognized feelings such as inconvenience, discomfort, dissatisfaction, or endurance because they compared 
facilities across regions. This is aligned with social comparison and reference-dependent evaluation frameworks, in 
which recognition of dissatisfaction may depend on the availability of a comparator.9,10

The questionnaire structure directly addressed silent dissatisfaction by asking not only whether respondents perceived 
differences, but also in which situations and with which staff members those differences occurred, whether negative emotions 
were experienced, whether the experience was communicated to the facility, and why it was not communicated. These items 
help distinguish an absence of complaints from an absence of negative experience. Figure 1 summarizes the proposed 
conceptual model used to frame the relationship between within-person inter-regional comparison, recognition of incon
venience, discomfort, dissatisfaction, or endurance, expression or non-expression of concerns, and barriers to speaking up.

This study does not demonstrate that one-way communication or suppressed voice is stronger in rural areas. That issue 
remains a question for future research. The present study instead provides exploratory evidence that conventional single- 
region satisfaction surveys may fail to capture within-person comparative perceptions and unvoiced dissatisfaction.

Table 2 (Continued). 

Section Item n Percent Denominator/ 
Notes

Role of inter-regional comparison among those perceiving 
differences

Would feel dissatisfied even 
without other regions

24 75.0 Denominator=32

Recognition depends on 
comparison

8 25.0

Role of inter-regional comparison among those with negative 
emotional response

Would feel dissatisfied even 
without other regions

12 70.6 Denominator=17

Recognition depends on 
comparison

5 29.4

Notes: Items correspond to the questionnaire. Denominators are shown where applicable; missing responses are excluded from row totals. Expression of concerns is 
reported using the applicable subgroup denominator rather than the full sample.
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For practice, this pilot suggests that healthcare providers should be cautious about interpreting high satisfaction scores 
or few complaints as evidence that dissatisfaction is absent. It warrants further study whether low-burden and psycho
logically safe feedback routes can improve detection of unvoiced dissatisfaction. However, the present study did not 
evaluate any feedback intervention.

Limitations
This study has several limitations. First, it was a single-site pilot study conducted at a dental clinic in Tokyo, and national 
representativeness cannot be claimed. Second, although the questionnaire was designed to ask about medical care 
experiences, some respondents may have recalled dental care because the survey was conducted in a dental setting. 
Third, the questionnaire was exploratory and was not formally psychometrically validated. Fourth, the study relied on 
retrospective self-report, which may have been affected by response processes in sensitive surveys.18 It did not measure 
objective medical quality, clinical outcomes, healthcare resource levels, or facility performance.19

Fifth, although clinic staff distributed and collected the questionnaires and treating clinicians could not view 
individual responses, hand distribution in a healthcare setting may still have reduced willingness to report negative 
experiences.18 Finally, this study cannot prove causal pathways linking regional structure, information asymmetry, patient 
participation, limited alternatives, and voice suppression. These mechanisms require future multi-site studies using 
validated instruments.

Conclusion
This exploratory pilot survey suggests that high patient satisfaction and low complaint rates do not necessarily indicate 
the absence of dissatisfaction. Among respondents with experience in both urban and rural care contexts, some perceived 
regional differences, experienced negative emotions, and did not communicate concerns to the facility. These findings are 
consistent with, but do not directly test, a reference-point interpretation. Larger multi-site studies with validated 
instruments are needed to examine the mechanism and its implications for patient feedback systems.

Data Sharing Statement
The de-identified dataset and the English translation of the questionnaire can be made available from the corresponding 
author upon reasonable request, subject to institutional policy and participant confidentiality.

Figure 1 Conceptual model of reference-point and silent dissatisfaction mechanisms. Inter-regional comparison refers to within-person comparison between urban and 
rural healthcare experiences. Barriers to speaking up are shown as factors influencing whether negative experiences remain unexpressed as silent dissatisfaction.
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