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Purpose: To explore the influencing factors of medical dissatisfaction experiences from the
perspectives of patients, and provide corresponding strategies for its prevention.
Patients and Methods: Using multistage random sampling, 43 hospitals in three provinces
of China were surveyed using a self-designed questionnaire. There were 2065 valid ques
tionnaires analyzed in our study.
Results: 46.9% (n = 934) of participants had experienced medical dissatisfaction in the
past year, mainly due to poor service quality, cumbersome procedures and high medical
costs. There were statistically significant differences in the medical dissatisfaction experi
ences for these patients with different ages, marital status and levels of education (P<0.05).
According to structural equation modelling, health education and media reports had
a positive and indirect influence (standardized coefficient = 0.046) on medical dissatisfaction
experiences, while there was a negative correlation (standardized coefficient = −0.399)
between patients’ social recognition and medical dissatisfaction experiences. Also, our
results also found that social relationships had a negative and indirect impact (standardized
coefficient = −0.166) on medical dissatisfaction experiences. Besides, health education and
media reports had a negative impact (standardized coefficient = −0.115) on patients’ social
recognition, while social relationships have a positive effect (standardized coefficient =
0.416) on patients’ social recognition.
Conclusion: Health education and media reports and social relationships, as antecedent
variables, have an indirect effect on inducing the medical dissatisfaction experiences of
patients. In addition, patients’ social recognition was an intermediate variable in inducing the
medical dissatisfaction of patients.
Keywords: social cognition, health care workers, HCWs, mistrust, patients satisfaction

Introduction
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There is increasing incidence of aggressive behavior by patients against health care
workers (HCWs) in many countries,1,2 especially in China,3–5 which is considered
to be an occupational hazard.3 It is not considered an accidental event but to be
caused by a combination of various factors, such as failed doctor-patient relation
ships (DPR),6 a low-level of risk perception,7 flawed medical systems, patients’
increasing mistrust of hospitals and physicians,8 dissatisfaction with staff attitude,2
and media orientation.9 Several researches have pointed out there is a direct
relationship between the violence and the patients’ medical experience.10,11
Recent research has discovered that those who had ever had an unpleasant
523

submit your manuscript | www.dovepress.com

Patient Preference and Adherence 2021:15 523–532

DovePress

© 2021 Lv et al. 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, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). 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).

http://doi.org/10.2147/PPA.S290651

Dovepress

Lv et al

experience expressed the highest degree of mistrusting
HCWs8 and were more likely to initiate defensive medical
practices,12 resulting in doctor-patient conflict, even
violence.12 Therefore, it is necessary to study the influen
cing factors leading to patients’ dissatisfaction so as to
provide intervention strategies to prevent violence.
The media plays an important role in communicating
information about health and health services.13 Biased and
unfavorable media reporting could contribute to deterior
ating DPR especially when patients may have a negative
experience within the healthcare system.3,9,13 Meanwhile,
the reputation of the hospital in China is impaired, partly
because of the sensationalized depiction of medical inci
dents and conflicts by the public media.12 In addition, the
massive expansion of the media sector leads to an
increase in health awareness among people, making them
gain more medical knowledge in all kinds of ways.14,15
Literature has found that HCWs with poor communication
skills negatively impact the relationship in situations
where patients do have healthcare information they bring
with them to the visit, which may lead to a dissatisfied
medical experience.14 An existing study has mentioned
that those patients with higher educational attainment
were considered to have low trust.16
Social relationships (SR) are universal predictors of the
mental and physical health of adults,17 which includes family
relationship, degree of social support and social status cogni
tion in the present study. Although a previous study has
indicated HCWs should realize the subjectivity of the
patients (ie, family relationship, emotions) instead of just
focusing on their disease.18 Similarly, what characteristics
of the patients (ie, emotional intelligence, self-confidence
and personality traits) influence patients’ ratings of the rela
tionships with the doctor.19 Besides, related studies have
manifested that poor social relationships may result in emo
tion problems,20 while doctors’ respect to patients could
relieve their anxious emotions,21 which may be regarded as
a friendly signal to express their respect and concern to their
patients. However, there have rarely been investigations
involving the correlation between patients’ social relation
ships and their evaluation of HCWs and medical systems.
Social cognition refers to the cognitive processes
involved in how individuals think about other people,
social situations and interactions, which also mean the
perception, interpretation and processing of social
information.21 Similarly, patients’ social cognition (PSC)
mainly involves how patients evaluate the HCWs, the
DPR and medical systems. There are two aspects to reflect
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PSC, including cognition for the HCWs and hospitals and
industry, which play an important intermediate role in the
process of a patient's experiences. Enhancing patients’
cognitive and emotional reactions can be a great way to
gain their trust,19 then, to improve their medical experi
ence. In this paper, the aim of our study is to build the
theoretical model of medical dissatisfaction experience to
verify the correlation among variables.

Patients and Methods
Sampling and Setting
A cross-sectional study with multistage random sampling
was used in our study. First, hospitals were selected in
three different provinces (Shandong, Henan and Guizhou)
as sample provinces, which stood for eastern, central and
western regions of China. Second, according to the level
of economic development, there were two prefecture-level
cities being selected in each province, then randomly
selecting 3 tertiary hospitals, 2 county-level hospitals and
2 town-level hospitals (1 community health service center
and 1 town and township hospital) in each prefecture-level
city. There were 50 outpatients and inpatients randomly
selected in each tertiary or county-level hospital, and 30
outpatients and inpatients were randomly selected in each
town-level hospital. Besides this, all surveyors were
divided into three teams to set out for the corresponding
provinces to carry out the survey, and there was a related
lead teacher to manage the investigators in each team and
deal with possible problems in the process of our survey.

Measurements
The dimensions of the initial questionnaire were formed based
on social cognitive theory,21 the relevant literature and group
discussion. Then there were five professors, including three
health management and health systems experts and two public
health experts, being consulted to revise the questions for
content validity and suitability for use in China. Cronbach’s α
coefficient refers to the consistency between the scores of
various items in the scale, reflecting whether it is consistent
or not.22 After analyzing the data, its result indicates that the
Cronbach’s alpha is 0.73, which meets the acceptable standard
of more than 0.6 recommended by Chang.23
According to the factor analysis, varimax rotation was
used to extract four factors. The validity of data was
analyzed by Kaiser-Meyer-Olkin (KMO) = 0.845, which
was more than 0.8. The value of Chi-square was 7869.227,
and the significant P-value was less than 0.001. These
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indexes reflect the fact that it is suitable for factor analysis.
In addition, the total variance explained rate of four
extracted factors was 62.90%, representing most of the
information from the items. Meanwhile, social relation
ships, health education and media reports were regarded
as antecedent variables in inducing medical dissatisfaction
experiences, which was represented by X1-X5. Patients’
social cognition, covering patients’ cognition on health
care workers (PCHCWs) and patients’ cognition on hospi
tals and Industry (PCHI), was considered as a mediating
variable in inducing medical dissatisfaction experiences,
which was displayed by Y1-Y8. All of these items can be
seen in Table 1.
In addition, medical dissatisfaction experiences (MDE)
are described in frequency of medical dissatisfaction
experiences (FMDE), which was used as a single item of
evaluation by asking the patients “Have you ever been
dissatisfied with hospitals or hospital staff in your medical
experience in the last year?” with five choices: (1) Almost
never, (2) Seldom, (3) Generally, (4) Often, (5) Almost
always. As well as asking for patients’ sociodemographic
information, including sex (1 = Male, 2 = Female), age (1
= less than 30 to 5 = 60 or more), marital status (1 = Never
married, 2 = Married, 3 = Divorced, 4 = Widowed), level
of education (1 = Primary school to 5 = Bachelor or more),
job types (1 = farmer, 2 = civil servant to 8 = others), and
income (1 = Very low to 5 = Very high).

Data Collection
For the inpatients, they had stayed in hospital for more than
three days and were able to respond to the survey, the out
patients must have been treated and agreed to participate in
the waiting room. The trained surveyors provided the ques
tionnaires to these patients. Only patients were included in
our study if they consented to participate and had finished
filling out the questionnaires. After finishing the investiga
tion, patients would receive a small gift as gratitude for their
cooperation. Data was entered by using Epidata software,
which was exported into Excel form. There were 43 Chinese
hospitals participating in this study between 1 July 2018 and
25 August 2018. After deleting the missing data from the
survey responses there were 2065 valid questionnaires being
analyzed in our study.

Statistical Analysis
SPSS statistic (IBM) version 24.0 was used for descriptive
analysis and factor analysis. Analysis of Moment Structure
(AMOS) version 22.0 was used for the Structural Equation
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(SEM), which mainly refers to test the relationships
between different constructs. There are four variables in
the SEM, which are named the exogenous variables and
endogenous variables, the latent variables (unobserved
variables) and manifest variables (observed variables).
The latent variables were labeled in the ellipse, while the
manifest variables will be labeled in the rectangle in SEM
graphs. This study also used several indices, including
goodness of fit index (GFI > 0.9), adjusted goodness of
fit index (AGFI > 0.8), normal fit index (NFI > 0.9) and
root mean square of standardized residual (RMSR < 0.08)
to evaluate overall model fitness. Descriptive statistics,
including frequency distribution and percentages were
made for some variables. Structural Equation Modeling
was used to verify the theoretical model.

Ethical Considerations
The study was approved by the Ethical Review Board of
Xinxiang Medical University (XYLL-2018191), Xinxiang,
China, and was in accordance with the World Medical
Association of Helsinki. Our study also received oral
permission from the directors of all the health care set
tings. Data was collected in anonymous form. By using the
written consent form made by ourselves, we would inter
pret the above contents in detail to each participant before
starting the investigation. Then if we gained their consent,
we would start our investigation. The written consent form
was also approved by the Ethical Review Board of
Xinxiang Medical University.

Results
Difference of Medical Dissatisfaction
Experiences of Patients on Demographic
Characteristics
There were 2065 valid questionnaires being analyzed in
our study. All of the participant's demographic information
is shown in Table 2 in detail. About 49.5% (n = 1023)
were male, and 50.5% (n = 1042) were female. The
average age of participants was 42.9 years (SD = 16.834;
Range = 18–90 years). Among participants, those who had
married reported the highest frequency (80.5%, n = 1662),
followed by those who had never married (16.2%, n =
335). With regard to education, the most common educa
tion level was junior high school (26.2%, n = 542), and
only 14.9% (n = 307) had ended in primary school or
below.
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Table 1 The Classification of Influencing Factors of Medical Dissatisfaction Experiences
Variables
Social Relationships
((SR))

Description (Options)

Simplification

F1

F2

F3

F4

How did you think about the attitude people treated you in
your daily life? ((1)Very disrespectful, (2) Fairly disrespectful,

Social status
cognition(X1)

0.717

−0.054

0.230

0.048

Degree of social

0.662

0.183

−0.157

0.101

0.712

0.047

0.194

0.002

0.086

0.833

−0.069

−0.051

0.059

0.845

0.032

0.034

(3) General, (4) Fairly respectful, (5) Very respectful)
How many friends can help or support you when you were
in trouble? ((1) 0, (2) 1–2, (3) 3–5, (4) ≥6)
How did you feel the relationship among your family
members? ((1) Very disharmonious, (2) Fairly
disharmonious, (3) General, (4),Fairly harmonious, (5) Very

support(X2)
Family relationship
(X3)

harmonious)
Health Education and

Have you often seen reports on the behavior of health care

Frequency of

Media Reports
(HEMR)

workers (HCWs) or the doctor-patient relationship (DPR)
in the media? ((1) Almost never, (2) Seldom, (3) Generally,

contacting with
media reports(X4)

(4) Often, (5) Almost always)
How often did you pay attention to or acquire knowledge

Frequency of

related health care?((1) Almost never, (2) Seldom, (3)
Generally, (4) Often (5) Almost always)

getting the health
education(X5)

Patients’ Cognition on
Health Care Workers

In general, what did you think about the sense of
responsibility of the current health care workers (HCWs)?

Responsibility of
HCWs.(Y1)

0.042

0.014

0.857

0.245

(PCHCWs)

((1) Very weak, (2),Fairly weak, (3),General, (4) Fairly

Service attitude of
HCWs(Y2)

0.072

0.019

0.869

0.196

Trust in HCWs

0.139

−0.024

0.744

0.265

0.127

−0.104

0.551

0.341

0.11

−0.041

0.372

0.664

Policy evaluation
(Y6)

0.051

0.026

0.109

0.768

Overall, how did you feel the nonprofit nature of Chinese

Commonweal

0.026

−0.009

0.241

0.743

public hospitals? ((1) Very weak, (2) Fairly weak, (3)
General, (4) Fairly strong, (5) Very strong)

evaluation of
public hospitals

0.015

−0.002

0.243

0.755

strong, (5) Very strong)
In general, what did you feel the service attitude of the
current health care workers (HCWs)?((1) Very bad, (2)
Fairly bad, (3) General, (4) Fairly good, (5) Very good)
In general, how much trust did you have in health care
workers (HCWs)?((1) Very distrustful, (2) Fairly distrustful,

(Y3)

(3) General, (4) Fairly trustful, (5) Very trustful)
In general, how did you evaluate the current doctor-patient
relationship (DPR)?((1) Very bad, (2) Fairly bad, (3) General,

Doctor-patient
relationship

(4) Fairly good, (5) Very good)

evaluation(Y4)

Patients’ Cognition on

Overall, what was your impression of the current

Hospitals and Industry

healthcare industry? ((1) Very bad, (2) Fairly bad, (3)

(PCHI)

General, (4) Fairly good, (5) Very good)
Overall, what was your evaluation of the current medical
and health policy?((1) Very bad, (2) Fairly bad, (3) General,

Industry
evaluation(Y5)

(4) Fairly good, (5) Very good)

(Y7)
Overall, how did you feel the reasonability of current
medical expenses? ((1) Very unreasonable, (2) Fairly
unreasonable, (3) General, (4) Fairly reasonable, (5) Very
reasonable)

Reasonability of
medical expenses
(Y8)

Note: Bold values represent factor loading >0.5.
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Table 2 Difference of Medical Dissatisfaction Experiences of Patients on Demographic Characteristics
Explanatory Variables

n(%)

Almost

Seldom

Generally

Often

Never
Gender

Age

Marital
status

Level of
education

Almost

Mean

Always

Rank

Male

1023(49.5)

534

246

159

69

15

1049.15

Female

1042(50.5)

566

266

126

72

12

1017.14

≤30

638(30.9)

277

179

116

54

12

1143.85

31 to 40

400(19.4)

197

105

62

33

3

1076.98

41 to 50

350(16.9)

190

92

42

22

4

1013.16

51 to 60

307(14.9)

194

61

32

18

2

929.09

≥60

370(17.9)

242

75

33

14

6

899.29

Never married

335(16.2)

156

78

64

30

7

1126.59

Married

1662(80.5)

905

422

207

109

19

1015.30

Divorced

24(1.2)

10

5

7

1

1

1191.35

Widowed

44(2.1)

29

7

7

1

0

902.57

Primary School or below

307(14.9)

235

48

15

5

4

778.02

Junior high school

542(26.2)

325

113

70

29

5

963.80

High School/Technical

483(23.4)

255

124

67

33

4

1033.79

Junior degree

331(16.0)

152

90

50

30

9

1120.90

Undergraduate or more

402(19.5)

133

137

83

44

5

1247.70

Z

P

−1.338

0.181

63.257

0.000

16.272

0.001

147.783

0.000

Secondary School/Career
College

According to the nonparametric test, we have found
that there were statistically significant differences in the
medical dissatisfaction experiences for these patients with
different age, marital status and level of education
(P<0.05). In addition, the distribution of demographic
data in terms of the state of being exposed to medical
dissatisfaction experiences is shown in Table 2.

Medical Dissatisfaction Experiences
Our results indicate that 46.9% (n=934) of participants
experienced medical dissatisfaction, among which 24.9%
(n=506) had occasionally experienced medical dissatisfac
tion in the past year. About 6.8% (n=139) and 1.3% (n=27)
of participants had often or frequently experienced medical
dissatisfaction, respectively (Figure 1). There were nine
reasons for medical dissatisfaction experiences in Figure 1,
among which the highest frequency was for poor service
attitude, followed by cumbersome procedures, high medical
bills and long waiting time. Inferior equipment condition
was the lowest reason for medical dissatisfaction (Figure 2).

Patient Preference and Adherence 2021:15

The Structural Equation Modelling
Analysis
Model Fitness Indices
AMOS statistical analysis software was used to test the
conceptual model, and the goodness-of-fit indicators and
all path coefficients are presented in Figure 1.The results
indicated that all path coefficients reached statistical sig
nificance. In addition, the chi-square value was 474.415,
and the degree of freedom was 72, and P value was 0.000.
According to the goodness-of-fit indicators, CFI = 0.952
(>0.90 is good); GFI = 0.968 (>0.90 is good); AGFI =
0.953 (>0.90 is good); TLI = 0.939 (>0.90 is good); and
RMSEA = 0.052 (<0.08 is reasonable, <0.10 is accepta
ble), all of which have meant that the model we built can
be accepted as a whole.

Relationship Among HEMR, SR, PSC and MDE
The relationships among HEMR, SR, PSC and MDE are
presented in Figure 3 and Table 3. Health education and
media reports (HEMR) and its indicators were shown to
exert both direct and indirect effects on medical
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Figure 1 Frequency of medical dissatisfaction experiences.

Figure 2 Reasons for medical dissatisfaction experiences.

dissatisfaction experiences (MDE), which were 0.250 and
0.046, respectively. Moreover, patients’ social cognition
(PSC) had a negative impact on MDE, which was
−0.399 for the standardized direct effect. Also, a negative
and indirect effect of social relationships (SR) on medical
dissatisfaction experiences (MDE) was found in the SEM,
which was −0.166 for the standardized indirect effect. In
addition, HEMR was shown to affect PSC negatively
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(standardized direct effect = −0.115), while SR had
a positive and direct influence on PSC (standardized direct
effect = 0.416).

Discussion
In this study, our result has shown that 46.9% (n=954) of
participants experienced medical dissatisfaction, among
which 6.8% (n=141) and 1.3% (n=27) of participants had
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Figure 3 Structural equation modeling of medical dissatisfaction experiences.
Notes: Arrows indicate the associations and directions between variables. All parameter estimates were statistically significant (p<0.001).
Abbreviations: CMIN, Chi-square value; GFI, goodness of fit index; AGFI, adjusted goodness of fit index; RMSEA, root-mean square error of approximation; SR, social
relationships; HEMR, health education and media reports; PSC, patients’ social cognition; PCHCWs, patients’ cognition on health care workers; PCHI, patients’ cognition on
hospitals and industry; MDE, medical dissatisfaction experiences; FMDE, frequency of medical dissatisfaction experiences.

often or frequently experienced medical dissatisfaction in
the past year, respectively. A study conducted in China
testified that patients who are younger and with higher
educational attainment are prone to be less satisfied with
their physicians.6 Similarly, the results of this study also
display that patients with these characteristics are more
likely to have medical dissatisfaction experiences. Besides
this, our findings also concluded the reasons which
brought about the dissatisfaction, among which the top
three were poor service quality, cumbersome procedures
and high medical costs, respectively. This is different from
the finding of an existing study that the long waiting time
was the first reason for causing medical dissatisfaction.24
Meanwhile, many researches have also indicated that

Table 3 Standardized Effects Between SR, HEMR, PSC and MDE
Variables

Direct

Indirect

Total

HEMR→MDE

0.250***

0.046***

0.296***

HEMR→PSC

−0.115***

—

−0.115***

PSC→MDE

−0.399***

—

−0.399***

SR→PSC

0.416***

—

0.416***

SR→MDE

—

−0.166***

−0.166***

Note: ***P< 0.001.
Abbreviations: HEMR, health education and media reports; MDE, medical dis
satisfaction experiences; PSC, patients’ social cognition; SR, social relationships.

Patient Preference and Adherence 2021:15

service quality and medical costs were still important
factors affecting medical experiences,12,20 which were
consistent with our study.
Health education and media reports (HEMR) had
a positive effect on medical dissatisfaction experiences
(MDE) in the SEM, implying that the more patients get
media reports involving medical behaviors and DPR, the
worse their perception of the HCWs, hospitals and indus
try will be, probably leading to MDE. Several previous
studies have also indicated the similar conclusion that the
more the public comes to understand the doctor–patient
relationship (DPR) then the more it can be influenced by
media coverage of relevant news,25 and especially those
adverse news reports without in-depth analysis which can
deteriorate the public perception of the DPR,26 reflecting
that patient cognition can be effected by media
orientation.27,28 Also, a study related to public perception
on healthcare services in China has found that 47.4%
provided negative feedback for healthcare services in
social media platforms, having the highest proportion of
negative contents (74.9%) in the DPR category.29 In the
present study, we got a finding that media reports can be
an antecedent variable in inducing medical experiences,
leading to generating a vicious circle between negative
patients’ social cognition and medical dissatisfaction, con
tinually worsening DPR. Therefore, relevant departments
should launch some management measures to regulate
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media reports, making sure to provide clear, unbiased and
educational messages to the public13 to increase positive
public opinion.25 It is essential to establish disciplinary
mechanisms to punish those who report unreal information
to achieve standardized management.
The convenience brought by the information age
makes it more convenient for people to get the health
knowledge they need to make judgments and take deci
sions in everyday life in terms of healthcare.30 It has found
that health education negatively associates with patients’
social cognition in this study. Such a result has been due to
several reasons, such as the lack of reliability or accuracy
of some online information,14 high expectation for
HCWs,20 and negative feedback.29 On the one hand,
patients’ lack of medical knowledge31 may be eager to
gain more related knowledge through media sources.32 But
mistrust would appear between patients and HCWs when
this information was inconsistent with what the physicians
delivered, reflecting asymmetric information may lower
their trust in doctors.31 On the other hand, those gaining
more health knowledge tend to have higher education
levels, and they are more likely to know about more
questions of medical systems so as to lead to negative
cognition on hospitals and the industry. In the training
for HCWs, it should attach importance to improve com
munication skills and cultivate their empathy to transfer
patients’ negative cognition. Holding more health educa
tion lectures in the community to spread the knowledge of
common diseases and frequently-occurring diseases by the
explanation of clinical experts to eliminate patients’
misunderstanding.
Social cognition reflected domains of emotion and
social perception.11 As for patients’ social cognition
(PSC), it means how patients assess their opinions on
HCWs, hospital and industry in this study. We made an
important finding in the present study that patients’ nega
tive cognition on HCWs can lead to patients having more
frequent medical dissatisfaction experiences. Similarly,
previous studies have found that patient perceptions of
injustice within the healthcare system can have an impact
on medical experiences.33 Indeed, excessive emphasis on
the tension of DPR has been increasing the antagonism of
patients towards doctors,25 resulting in unpleasant medical
experiences and even conflicts or violence.
On the contrary, trust in physicians has been found to
positively affect the patient experience,14 which is in line
with our study. Patients may feel more satisfied with their
medical experience when they have received care
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conforming to their specific needs and values.34 Others
have shown that patients are likely to trust HCWs when
they feel respected and perceive medical staff as attentive
and honest,7 which is helpful to relieve the patients’ anxi
ety due to bad treatment outcomes. Although there is
uncertainty and high risk in medical treatment, patients
believe they will have a good clinical outcome once
admitted to the hospital, regardless of the severity of the
disease.9 As a result, the risk of medical dissatisfaction
will be increased if there is a bad medical outcome.
Besides, public hospitals with insufficient financial support
from the state are lead to run like private hospitals and
treat patients as medical consumers,8 making them prob
ably over-supply unnecessary medical services to increase
financial revenue, which deepens patients’ negative
impressions of hospitals and the industry and leading to
medical dissatisfaction. Therefore, it is essential to rebuild
a trusting DPR from the bottom up to solve the problem of
patient dissatisfaction with medical staff.11,15 Related
research has shown that trust in medical providers and
the healthcare system may motivate patients to utilize
health information, which may subsequently improve
patients’ health behavior.35
Social relationships refer to the social network of the
patient, which includes family relationships, social support
and social status cognition in this study. The present study
has confirmed the finding that social relationships had an
indirect effect (though PSC) on medical dissatisfaction
experiences (MDE), implying that patients with negative
social relationships would be more likely to represent
negative social cognition to lead to medical dissatisfaction.
One of the most important reasons is that most HCWs pay
more attention to identifying patients’ disease information
than their background information (eg, social relation
ships) so that they probably ignore providing the huma
nistic care with those patients leading to negative SR in the
process of medical practices, which worsens patients’
impression on HCWs to lead to more dissatisfied experi
ences even conflict. Therefore, it is essential to attach
importance to identifying patients’ information, such as
family relationship and social support, making sure to
accurately acquire their personality characteristics, and
providing personalized services to patients with different
needs to improve their medical experience. Meanwhile,
hospitals should strengthen the training of humanistic
knowledge to promote the harmonious doctor-patient
interaction and enhance the doctor-patient relationship.
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Conclusion
The analysis leads to the following conclusions. Firstly,
there was generally a high frequency of medical dissatis
faction, mainly due to poor service quality, cumbersome
procedures and high medical costs. Secondly, health edu
cation and media reports (HEMR) have a negative effect
on patients’ social recognition, implying that it is an ante
cedent variable in inducing medical dissatisfaction.
Therefore, it is necessary to regulate media reports by
rebuilding the admittance threshold of reporting medicalrelated events for the media practitioners. Thirdly, social
relationships had an indirect effect (though PSC) on med
ical dissatisfaction experiences (MDE), suggesting that
health care workers should know about the background
information of patients so that they can provide persona
lized service to decrease patients’ medical dissatisfaction.
Also, these findings provide a reference for further
research on the mechanism of medical dissatisfaction of
patients.
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