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Survey on Information Gaps Perceived Between Dental Staff and Patients

This survey concerns the professional explanations provided to patients. It aims to confirm whether these explanations are effectively reaching you and to understand your reasons for visiting our facility. Completing this questionnaire takes approximately 5 to 10 minutes.
After collection, the survey will be analyzed in an anonymized state. The results will be statistically processed and published; under no circumstances will results be released in a form that could identify individuals or specific facilities. Refusing to answer will not disadvantage you in receiving treatment.
If you agree to the following, please check the box.

I have fully understood the contents of the attached instructions (1) through (11) and will participate in this research.
□ I consent          □ I do not consent

Except for certain items regarding past treatment, all questions below are limited to treatment, procedures, and explanations provided “within the examination room.” Please answer without including matters such as those in the waiting room.
Please submit this questionnaire either simultaneously with the health survey form or after your appointment at the reception desk of the Dental Comprehensive Care Center (Department of Comprehensive Dentistry) on the 1st floor of the D Building.

1. Questions about yourself
For the following questions, circle the number that applies to you or check the box next to the applicable answer.
1.1.   Your age is
(1)   Under 20 years old
(2)   20 to 40 years old
(3)   41 to 64 years old
(4)   65 years old or older
(5)   Do not response
1.2.   Your gender is
(1)   Male
(2)   Female
(3)   Do not response

1.3.   How would you describe your current health status?
(5) Very good
(4) Fairly good
(3) Neither good nor bad
(2) Not very good
(1) Bad
1.4.   Do you usually take care of your health?
(5) Strongly agree
(4) Somewhat agree
(3) Neither agree nor disagree
(2) Somewhat disagree
(1) Strongly disagree

1.5.   Please tell us about dental treatments you have experienced. (Multiple answers allowed)
□   Expensive treatment / Non-insurance covered treatment / Private treatment
□   Treatment on permanent teeth
□   Extraction of permanent teeth (excluding wisdom tooth extraction)
□   Root canal treatment (nerve removal)
□   Filling a tooth after drilling
□   Involved unbearable pain
□   Use of anesthesia (injection)
□   Making crowns, bridges, or dentures
□   Receiving implant treatment
□   Receiving orthodontic treatment
□   Other (                                                                           )
1.6.   Do you have any dissatisfaction with the explanations you have received regarding your dental treatment to date?
(1)   Yes
(2)   No
(3)   Not sure

The survey continues on the next page.


2. Reason for Visiting Our Clinic
We would like to ask about the circumstances that led you to begin your current treatment.
Please check the box corresponding to the applicable answer for each of the following questions.
2.1.   What is your reason for visiting? (Multiple answers allowed)
1.    Due to oral health issues (for oral treatment)
□   Pain
□   Swelling
□   Loose teeth
□   Broken or chipped tooth
□   Poor bite/difficulty chewing
□   Other (                                                           )
2.    To consult about oral health
□   To learn post-treatment care methods
□   To understand the cause or structure of oral issues
□   To understand the reason for previous treatment
□   To have the progress of previous treatment reviewed
□   To alleviate concerns about oral health
□   Because I received a referral letter
□   Because I had questions about the diagnosis or explanation from another dental clinic
□   Other (                                                                )
3.    For checkups/maintenance
□   For checkups/maintenance

The survey continues on the next page.


3. Questions Regarding Explanations of Dental Treatment
We would like to ask you about today's or previous dental examinations.
3.1.   Did the dentist or dental hygienist explain the following items to you? Also, to what extent did you understand the explanation? Please check the applicable items.
Guidelines
Explanation by dentist/dental hygienist:
(1) None at all  (2) Not much  (3) Neither way  (4) Somewhat  (5) Fully
Understanding of explanation:
(1)  Could not understand at all  (2) Could not understand much  (3) Neither way  (4) Somewhat  (5) Fully
	Name of the disease
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	State of the disease
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Prognosis (risks, etc.) of the disease
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Treatment period
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Pain relief
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Inspection methods and results
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Treatment approaches
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Risks of the treatment
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Comparison with other treatments
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Treatment costs
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	Post-treatment maintenance
	Explanation
Understanding of explanation
	· 1
· 1
	· 
· 
	2
2
	· 
· 
	3
3
	· 
· 
	4
4
	· 
· 
	5
5

	
	


The survey continues on the next page.

3.2.   How difficult is it for you to determine which lifestyle habits (such as drinking, diet, exercise, etc.) are related to your health?
[image: ]

3.3.   If you were told that your situation is as described below, how serious would you consider it to be? Please rate the seriousness of losing teeth on a scale of 1 to 6, with 6 being the most serious.
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The survey continues on the next page.

4. Questions about past treatment
We would like to ask you about past treatment performed at our clinic. If you have not yet received treatment at our clinic, please skip items 4.1 and 4.2 and resume answering from 4.3.
For the following questions, please circle the number that best represents your level of agreement on a scale of 1 to 5.

4.1.   Please tell us your level of satisfaction with dental treatment at our clinic.

-2 	-1	0	1	2

                   Not satisfied						Very satisfied
Reasons (									)

4.2.   How did you find our dentists?

-2 	-1	0	1	2

                   Very bad						Very good
Reasons (									)

The survey continues on the next page.

For the following questions, circle the applicable number or check the box next to the applicable answer.

4.3.   How would you like decisions about your treatment, including dental care, to be made?
(1)   I want the doctor/dentist to decide
(2)   I want to decide for myself
(3)   I want to decide together with the doctor/dentist
(4)   Other (                                                                        )
4.4.   What do you expect from explanations provided by your dentist? (Multiple selections allowed)
□    Friendliness
□    Explanations and commentary on specialized content
□    Clarity of language
□    Amount of information provided
□    Number of options presented
□    Other (                                                                        )
4.5.   Have you experienced any of the following during previous dental treatments? (Multiple selections allowed)
□    Unsatisfactory treatment content or approach
□    Financial issues
□    Treatment results not as expected
□    Deterioration or need for retreatment of previously treated teeth
□    Other (                                                                        )
□    No issues


This concludes the survey. Thank you for your cooperation.
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Very easy 
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□1 □2 □3 □4 □5 □6
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Conditions Not serious

Somewhat

not serious

Neither

serious nor

not serious

Somewhat

serious

Very serious

Tooth loss

(base line)

Root canal treatment

(removing/extract the nerve)

□1 □2 □3 □4 □5 ■6

Cracks in the tooth □1 □2 □3 □4 □5 ■6

Strong chewing strength

(clenches teeth)

□1 □2 □3 □4 □5 ■6

Holes in own teeth

(having a cavity)

□1 □2 □3 □4 □5 ■6

Bleeding during toothbrushing

(getting bleeding)

□1 □2 □3 □4 □5 ■6

Feeling own teeth wobbly □1 □2 □3 □4 □5 ■6


