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Abstract 

There is a lack of knowledge on the relationship between parental satisfaction and the quality of dental treatment that 
their children get. Based on the findings of the study, it has been determined that about one-third of all children under 
the age of ten who need dental treatment require general anaesthesia. This is due to the fact that their parents are 
dissatisfied with the conventional approaches that are being taken towards them. SatTot is a multidimensional 
evaluation tool that takes into consideration wait times, parental characteristics (such as education level), and child-
related aspects (such as age and post-surgery recovery) as major predictors. The purpose of this research was to 
construct and analyse SatTot on a multidimensional scale. By taking into account all of these significant aspects, this 
instrument would be able to determine the amount of contentment experienced by parents. We used a historical 
observational method in order to study the data that was collected from 119 children, ranging in age from three to ten 
years old, who visited Queen Alia Military Hospital for extractions, exodontia replacements, pulp therapy, or 
replacements during the months of January 2023 and December 2024. A mix of controlled family follow-ups, 
professional notes, and electronic medical records (the Hakeem system) was used to gather the data. There was a good 
level of satisfaction overall, as shown by the findings (mean SatTot = 3.28 ± 1.12), and the model was able to explain 
85.2% of the variance in satisfaction (R² = 0.852, p < 0.001). Based on the statistical analysis, it was determined that the 
level of education of the parents was the most significant positive predictor (β = 0.43, p lower than 0.001). Following 
that, the age of the kid was determined (β = 0.38, p < 0.001), and both social activity (² = 0.29) and eating (² = 0.22) were 
used to evaluate the improvements that occurred following the operation. Both of these variables had a p-value that 
was less than 0.001. When compared to waiting periods, which had a statistically negative impact (β = -0.37, p < 0.001), 
each 30-day delay resulted in a 0.12 point drop in happiness. Although our findings were consistent with those of other 
research that investigated socioeconomic difficulties (for example, Almeida et al., 2021), they were distinct from those 
of locations that had effective appointment systems (for example, Patel et al., 2023) in terms of the cultural and 
organizational disparities that existed between the two groups. The reliability of the SatTot scale in real-life settings 
was determined to be fairly high, as shown by the Cronbach's α coefficient, which was 0.891. Through the reduction of 
wait times, the facilitation of communication between parents with less dental knowledge and their children's dentists, 
and the standardization of the process by which children recover from surgical procedures, we were able to enhance 
the dental care that is provided to children. The findings of this research underline the need for having a wide variety 
of happiness assessments that are culturally appropriate in order to enhance family-centred treatment in paediatric 
dentistry. 
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1. Introduction 

Within the realm of holistic healthcare delivery, the degree of contentment experienced by parents of paediatric 
children in relation to dental treatment is an essential component that is sometimes overlooked. Because it influences 
treatment adherence, compliance with follow-up visits, and overall judgements of the quality of dental care, parental 
satisfaction is an essential factor to consider. When it comes to children under the age of ten who need dental treatment, 
approximately one-third of them end up being placed under general anaesthesia [1]. This is due to the fact that parents 
are dissatisfied with the outcomes of standard dental care. It is essential to evaluate and enhance the level of satisfaction 
experienced by parents in order to make the most of the opportunities presented by dental care for children, as shown 
by this figure.  

There are a lot of factors that contribute to the multi-dimensional notion of healthcare satisfaction [2]. These factors 
include clinical findings, communication, waiting times, and recuperation after the treatment. Due to the limited patient 
cooperation that occurs in paediatric dentistry, the role that parents attitudes play in shaping the long-term dental care-
seeking habits of their children is even more important [3]. Consequently, it is of the utmost importance to enhance the 
delivery of treatment, establish trust, and guarantee that dental treatments are considered effective and patient-centred 
by determining the elements that contribute to the pleasure of individuals who are parents. There is a lack of 
standardization or thorough coverage of relevant factors in many of the assessment measures that are used to assess 
parental satisfaction, as shown by the research that has been done and is now available [4]. When it comes to dental 
care for children, a more nuanced approach is necessary, one that takes into consideration both the perspectives of the 
parents and the outcomes that are special to the kid. This is in contrast to the several validated instruments that are 
used to evaluate patient satisfaction in adult populations [5].  

Despite the fact that some studies have investigated the level of contentment experienced by parents after their children 
have had dental treatment while under sedation or general anaesthesia, other studies have failed to take into 
consideration the whole of the experience, instead concentrating on the degree to which the surgery was successful [6]. 
An all-encompassing assessment instrument should contain several variables, such as expectations before the 
operation, interactions during the process, and recuperation after the treatment [7]. This will allow for the provision of 
a robust framework for assessing happiness. Due to the fact that there is not yet a standardised, multidimensional scale 
that is accessible in the literature, there is an obvious need for a specialist instrument that is capable of addressing the 
challenges that are associated with performing dental treatment on children. 

A composite assessment instrument would be developed by the researchers who are responsible for the proposed study 
in order to fulfil this demand. This instrument would evaluate parental satisfaction in all of its aspects. The fact that 
there are a number of interconnected aspects that influence enjoyment will be taken into consideration by this 
instrument, which will take into account concerns that belong to both children and their parents. When it comes to 
children, it is essential to take into consideration the degree of pain they experience after the treatment, the length of 
time it takes for them to recover, and the ease with which they can resume their daily activities (such as eating, sleeping, 
and socialising with other people) [8]. These aspects have an impact on the overall levels of satisfaction, which in turn 
have an influence on the thoughts that parents have on the efficacy and comfort of the therapy. On the other hand, 
parental-specific criteria such as wait times, clarity of communication throughout the procedure, and results that are 
congruent with expectations are as relevant in terms of satisfaction ratings [9].  

The goal of this study is to contribute to the enhancement of the delivery of dental care for children by developing a 
scale that is more accurate and dependable in terms of measuring parental satisfaction. This will be accomplished by 
merging the aforementioned elements into a single scale. The approach for this study was a retrospective observational 
design, and it drew on the information that was collected from paediatric dental patients who were visited at Queen 
Alia Military Hospital during the months of January 2023 and December 2024. We included children between the ages 
of three and ten years old who were undergoing typical dental procedures such as extractions, restorations with 
exodontia, or pulp therapy [10]. This allowed us to build a representative sample that accurately represents the 
situations that are involved in routine paediatric dental care. The data will be collected via clinical notes, electronic 
medical records (using the Hakeem system), and direct parental follow-ups in order to increase accuracy and minimise 
the amount of information that is lacking about the patient. We are going to systematically monitor and assess a variety 
of factors, such as post-procedural recovery measures and the degrees of satisfaction according to parental reports. The 
research did not include cases who were first treated with local anaesthesia or had incomplete data that exceeded 5% 
[11]. This was done to ensure that the data remained correct and relevant throughout the study. This research makes a 
substantial contribution to the field by using a computational method to assess customers' levels of pleasure.  
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As a result of the study, a composite score known as "SatTot" will be generated. This score will combine several 
indicators of satisfaction by categorising them as either low (0) or high (1), based on the criteria that were evaluated 
[12]. It is possible for us to have a more nuanced understanding of the myriad of ways in which the viewpoints of parents 
are formed by using this strategy. During the process of statistically validating the composite scale, we will utilise 
Cronbach's Alpha to check for internal consistency, and we will use inter-term correlation matrices to check for 
reliability [13]. The need for a significance threshold of p < 0.05 is necessary in order to guarantee a robust statistical 
interpretation, which in turn enhances the reliability of the tool that is generated [14]. The final scale will not only be 
helpful in clinical settings; it will also contribute to the expanding body of research on the importance of patient-
centered therapy in paediatric dentistry.  

Furthermore, in addition to the theoretical contributions it makes, this study has significant practical implications for 
dental practitioners and policymakers throughout the country. The identification of significant determinants of parental 
satisfaction may provide insight into the improvement of communication, the reduction of waiting times, and the 
optimisation of post-procedure care regimens [15]. As an additional benefit, the development of a standardised 
satisfaction measure makes it possible to conduct benchmarking across several institutions, which in turn makes it 
possible to conduct comparative analysis and CQI projects [16]. This study is in keeping with global trends towards 
dental treatment models that are more inclusive and responsive [17], which is appropriate given the rising significance 
of patient-reported outcomes in the healthcare industry. It is possible that future research that investigates long-term 
applications of the measure may look at the predictive validity of the scale in various cultural or therapeutic contexts 
[18]. In conclusion, the findings of this study emphasise the importance of parental contentment as a fundamental 
component, and they urge for a technique of assessing paediatric dental therapy that is both completer and more driven 
by data. 

2. Methods and materials 

This research used a methodology known as retrospective observational research [10] to determine the level of 
satisfaction parents had with the dental treatment their children received at Queen Alia Military Hospital. For the 
purpose of this research, data will be collected from children within the age range of three to ten years old, with a mean 
age of six years old, who had one of three common dental operations between January 2023 and December 2024 [11]. 
Extraction of the tooth, restoration with exodontia, or restoration with pulp therapy were the treatments used in this 
practice. To provide a comprehensive illustration of the typical dental care provided to children, these procedures were 
selected. In this way, researchers are able to provide a comprehensive picture of the degree to which parents are pleased 
with the dental treatment that their children receive in a range of clinical settings [12]. 

 The information will be obtained via Hakeem, which is the electronic medical record system used by the hospital [19]. 
Additionally, it will contain dental records that have been written down, as well as direct phone follow-ups with parents 
in order to clarify any information that is unclear or missing [21]. Cases lacking more than five per cent of patient data 
will be excluded from the study, as will cases involving children who were under local anaesthesia at the beginning of 
the research. This is done to ensure that the population under investigation remains unchanged and that the findings 
are not influenced by variations in the kind of anaesthetic or by a deficiency in data [11, 30]. The features that were 
investigated in this research may be divided into two primary categories: those that pertain to children and those that 
pertain to parents [7]. When assessing children, the most important factor is how uncomfortable they feel after 
treatment.  

Depending on the child's age and level of comprehension, the assessment may be accomplished with the use of a visual 
analogue scale (VAS) that has been authorised or the Wong-Baker FACES Pain Rating Scale [22]. The duration of healing, 
which is the amount of time it took for the kid to resume regular sleeping, eating, and social activities, will also be 
recorded in days [8]. Such data will allow for the determination of how the treatment impacted the child's day-to-day 
life. The number of days that the patient must wait before the surgery, the quality and clarity of interaction with dental 
practitioners both before and after the treatment [9], and the primary outcome measure, the amount of happiness 
experienced by the family [1], are all elements that are considered to be involved in the family. In addition to qualitative 
comments obtained via follow-up conversations, in which parents will be asked standard questions about their overall 
experience, how effective they believed the process to be, and any aims that were not achieved [21], these parameters 
will be derived from organised fields inside the Hakeem system [19].  

When quantitative and qualitative data are combined, it ensures that the elements that influence happiness are 
thoroughly researched, and the use of up-to-date medical records helps to limit the possibility of memory bias [27].We 
will first construct the composite satisfaction scale, also known as SatTot, using a binary classification algorithm. As a 
result, maternal satisfaction will be divided into two categories: lower (0) and higher (1), according to the limitations 
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that have been established for each variable [12]. For instance, parents who report that their children had little to no 
discomfort after the treatment, a short amount of time needed for recovery, and effective communication would get a 
score of one, while grandparents who report that they are dissatisfied with any of these aspects will receive a score of 
zero [7]. Next, computer analysis will combine the data from both sides to generate a single score. When it comes to the 
basics of regression modelling, this score will be weighted according to the degree of significance that each variable was 
discovered to have [23]. Both the reliability and the internal consistency of the SatTot scale will be evaluated by the 
researchers with the help of Cronbach's Alpha. When it comes to scale dependability, a value of 0.70 or more is deemed 
to be acceptable [24]. In addition, an inter-term correlation matrix will be constructed to evaluate the degree of 
consistency that exists between the variables they are associated with. Performing this action will guarantee that the 
components of the scale are statistically consistent and do not recur [28]. For the purpose of hypothesis testing, a 
significance level of p < 0.05 will be regarded as significant [14]. We will conduct all the tests using SPSS version 27.0 
[23].  

We gave significant attention to ethical considerations for this investigation. We first filed it with the Jordanian 
Institutional Review Board (IRB) on February 4, 2025, under reference number 24_2/2025. Last but not least, on July 
14, 2025, it was granted final permission by the Directorate of Educational and Training, in addition to receiving 
approval from the Institutional Review Board of Queen Alia Military Hospital [25]. For the purpose of protecting the 
patients' privacy, all of the medical data were "de-identified" before they were evaluated [26]. We took this action 
because the research was retrospective in nature. We explained the research objectives to the parents contacted for 
follow-up, and they verbally cooperated. All private data was handled according to HIPAA and Jordanian data protection 
laws [26]. With retrospective designs, there are a few issues that might arise, such as inconsistencies in the 
documentation or variations in the manner in which clinical records are maintained [30]. 

 Before doing the full-scale study, we conducted a pilot audit of fifty records that were selected at random to ensure that 
the procedures for data extraction were consistent. The pilot audit allowed us to circumvent the issues that were being 
encountered [27]. Although the condition that children be treated with local anaesthetic be omitted is necessary to 
maintain consistency in the procedures [11], it is also recognised that this makes it more difficult to generalize the 
findings to all different kinds of dental treatment for children. Because of [5] The analytical rigour of this research is a 
consequence of the fact that it examines both clinical and experiential findings. This approach helps to fill in the gaps 
that exist between objective treatment measurements and the personal ideas of parents. By developing a validated, 
multidimensional happiness measure, the purpose of this research is to provide medical professionals with a helpful 
instrument that can be used to monitor and enhance the quality of treatment [16]. In addition to this, it will contribute 
to a greater discussion about patient-centered outcomes in paediatric dentistry [17]. Future modifications to the SatTot 
scale could enable real-time satisfaction monitoring through digital technologies [18]. It may also be evaluated in a 
variety of healthcare settings. 

3. Results 

Among the 119 paediatric dentistry cases that were examined, the research of mother satisfaction (SatTot) discovered 
that the mean score was 3.28 (±1.119). This value indicates that the overall levels of pleasure were average, but there 
was a significant amount of difference amongst the interviewees. The mean age of the children was 5.79 years, with a 
standard deviation of 1.512, and the mean wait time was 180.14 days, with a standard deviation of 116.578. This figure 
indicates that there were significant gaps between the time the operations were planned and the time they actually took 
place. 

 A bimodal distribution was seen in the levels of education of the parents, with forty-four per cent of them having 
completed at least a secondary education (which was denoted by the code G01). The fact that eighty-seven per cent of 
youngsters resumed their usual food intake and social activities within the anticipated time periods after the treatment 
is a positive indicator for the overall therapeutic findings. The results of the bivariate analysis revealed that there was 
a significant relationship between SatTot and all of the anticipated parameters (p<0.001). The correlation between age 
and happiness was relatively strong (r=0.410), which indicates that parents of older children reported significantly 
higher levels of contentment with their life. Waiting days showed the strongest negative connection (r=-0.675), which 
indicates that individuals were much less pleased when they had to wait for a lengthy period of time. The findings of the 
method showed that there was a large positive correlation between parental education and eating normalisation (r = 
0.395), whereas the results of social activity resumption (r = 0.344) and eating normalisation (r = 0.395) were much 
smaller but still statistically significant. 

Notably, there were almost no inter-variable correlations (all correlation coefficients were <0.371), showing no 
multicollinearity issues.The regression model explained 85.2% of the variation in SatTot (R²=0.852, F(5,113)=130.177, 
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p<0.001), and a corrected R² of 84.6% showed that it wasn't overly complicated. Every single one of the parameters had 
a significant impact on the comprehensive model (p<0.001). The most significant predictor was the level of education 
of the parents (β=0.433), followed by the number of waiting days (²=-0.370) and the age of the kid (²=0.379). The effects 
of social healing immediately after surgery (β=0.285) and eating again (β=0.224) were reduced, but they were still 
significant. The happiness scale equation that was discovered, which is 
SatTot=0.348+0.281×Age−0.004×WaitingDays+0.973×Education+0.956×SocialActivity+0.775×Feeding, has the 
potential to be used as a trustworthy computer tool in clinical contexts. 

 Particularly noteworthy is the fact that the negative estimate for waiting days (-0.004) demonstrates that the happiness 
ratings decreased by 0.12 points for every additional 30 days of delay period. Conversely, higher levels of education 
(0.973) and social healing (0.956) led to practically identical increases. The age-related effects (0.281 each year) 
demonstrate that developmental characteristics have an impact on how parents feel about their kid's health, even if the 
youngster does not have any improvement in their condition. In addition to the fact that the 95% confidence intervals 
for all values other than zero demonstrate that the effects are significant, the standard error of the model, which is 0.440, 
demonstrates that it is quite accurate. Following the occurrence, the power analysis revealed that there was a more than 
99% probability of detecting effects at a significance level of α=0.05. Additionally, residual diagnostics demonstrated 
that the errors were distributed in a normal manner, as shown by the Shapiro-Wilk p-value of 0.214. The Durbin-Watson 
statistic, which was 1.923, demonstrated that there was no autocorrelation.  

Additionally, the variance inflation factors, which were all less than 1.8, provided further evidence that the model was 
still stable. Clearly, the pleasure of families is a multifaceted phenomenon. Administrative issues, such as wait times; 
social factors, such as education; and clinical results, such as healing measures, all have an impact on it. Every one of 
these elements contributes to the formation of broad perspectives. The investigations of the subgroups revealed 
intricate patterns. An example of this would be families where the parents had college degrees, who were 1.2 points 
happier than families where the parents had only basic education (t (117) =5.892, p<0.001). Additionally, cases that 
took more than 200 days to be treated were 1.8 points less satisfied than those that were treated within 60 days (F 
(2,116) =27.341, p<0.001). Researchers found a 0.9-point difference in happiness between 7–10-year-olds and 3–6-
year-olds (p = 0.003).  

This might be due to variances in the severity of the therapy or the degree to which the children were able to 
communicate effectively. When outliers (n=6) were removed from the model, the coefficients did not vary by more than 
3%, and bootstrapped estimates (1,000 samples) revealed essentially identical patterns of significance. Sensitivity 
testing demonstrated that the model was resilient. The SatTot scale exhibited a high level of internal consistency, as 
evidenced by the Cronbach's value of 0.891. This value indicates that all item-total correlations were more than 0.5. As 
a result of the fact that 64.8% of the variance was explained by a single primary component (eigenvalue = 3.892), the 
concept that there is only one variable is supported. The findings of this study demonstrate that the happiness of a 
family does, in fact, have a complicated structure. They also demonstrate the significance of clinical, demographic, and 
operational aspects in the overall picture. Due to the outstanding accuracy of prediction (ROC AUC=0.924 for 
distinguishing between high and low levels of happiness), it is clear that this information may be used immediately to 
assist in the enhancement of quality. There is a possibility that in the future, projects may establish varying degrees of 
satisfaction criteria depending on waiting times or the educational levels of families. This will allow for performance 
ratings to be more pertinent to these circumstances. 

Table 1 Descriptive Statistics of Study Variables (N=119) 

Variable Mean ± SD Range Coding Scheme 

SatTot 3.28 ± 1.12 1-5 1=Lowest, 5=Highest 

Child Age (years) 5.79 ± 1.51 3-10 Continuous 

Waiting Days 180.1 ± 116.6 14-412 Days from referral 

Parent Education 44% G01* 0-1 0=Basic, 1=Secondary+ 

Social Activity 87% Yes 0-1 0=Delayed, 1=On-time 

Post-Op Feeding 88% Yes 0-1 0=Delayed, 1=Normal 

G01=Secondary education or higher. SatTot=Composite Satisfaction Score (range 0-5). SD=Standard Deviation. * 
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Table 2 Significant Correlations with Parental Satisfaction (SatTot) 

Predictor Pearson's r p-value Interpretation 

Waiting Days -0.675 <0.001 Strong negative effect 

Parent Education 0.602 <0.001 Strong positive effect 

Child Age 0.410 <0.001 Moderate positive effect 

Post-Op Feeding 0.395 <0.001 Moderate positive effect 

Social Activity 0.344 <0.001 Weak positive effect 

All correlations significant at α=0.05 (1-tailed). Effect sizes: |r|>0.5=Strong; 0.3-0.5=Moderate; <0.3=Weak. 

 

Table 3 Final Regression Model for Parental Satisfaction (R²=0.852) 

Predictor β 95% CI t p-value VIF 

Constant 0.35 (-0.20, 0.90) 1.26 0.210 - 

Parent Education 0.43 (0.80, 1.15) 11.12 <0.001 1.23 

Waiting Days -0.37 (-0.004, -0.003) -8.73 <0.001 1.41 

Child Age 0.38 (0.23, 0.33) 10.39 <0.001 1.08 

Social Activity 0.29 (0.71, 1.20) 7.69 <0.001 1.12 

Post-Op Feeding 0.22 (0.51, 1.04) 5.72 <0.001 1.19 

β=Standardized coefficient; CI=Confidence Interval; VIF=Variance Inflation Factor (all <2 indicate no multicollinearity). Model F (5,113) =130.18, 
p<0.001. 

 

 

Table 4 Clinical Interpretation of Predictor Effects 

Factor Practical Impact Example Score Change* 

+1 Education Level Secondary+ vs basic education +0.97 points 

30-Day Wait Reduction From 180 to 150 waiting days +0.12 points 

+1 Year of Age 4-year-old vs 5-year-old patient +0.28 points 

Normal Social Return Delayed vs on-time activity resumption +0.96 points 

Normal Feeding Delayed vs immediate food intake +0.78 points 

Calculated from unstandardized coefficients. Total SatTot range: 0-5 points. * 

4. Discussion 

The findings of this research support the hypothesis that the level of satisfaction that parents have with the dental 
treatment that their children get is a multifaceted notion that is influenced by administrative, clinical, and social aspects 
together. The SatTot scale that was created was very good at predicting results (R² = 0.852), with family education, 
waiting times, and healing steps after treatment being important factors. The findings shown here are comparable to 
those discovered by Almeida et al. [31], who also discovered that mother education was a significant predictor of 
happiness (β=0.41, p<0.001) in a Brazilian sample. However, their model explained a lesser amount of variance 
(R²=0.63). It is possible that the fact that our model incorporates process delay measures, which were not used to the 
same extent in other research [32], is the reason why it is superior in terms of describing things. Notably, the negative 
impact of longer waiting days (²=-0.37, p<0.001) lends weight to the findings of Alshammari et al. [33], who discovered 
that the level of customer satisfaction in Saudi Arabia decreased by 0.8 points for every 100-day delay. On the other 
hand, our findings are not the same as those obtained by Patel et al. [34].  
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A group of individuals from the United States were examined, and the researchers discovered that waiting time did not 
have a significant impact on the outcome (p = 0.21). This might be due to the fact that individuals have different 
conceptions of what constitutes service, or it might be because the booking systems in their environment are more 
effective. The substantial correlation (β=0.43) between parental education and happiness is comparable to the findings 
seen in Germany [35] and Japan [36], where it was shown that educated parents had 1.5–2.0 times greater probability 
of being content. The reason for this is presumably due to the fact that individuals who have a greater understanding of 
health are able to establish more reasonable objectives for outcomes [37]. However, our research was the first to 
quantify this effect as a 0.97-point rise in SatTot for each degree of education. In Pakistan, Khan et al. [38] found a 
peculiar correlation between education and happiness (r=-0.28, p=0.03). They believed that the difference was due to 
the fact that parents with higher levels of education also anticipated better service. Socioeconomic variables can 
significantly alter impacts across various domains, making it essential to have evaluation techniques that are suitable 
for the specific culture.  

Cross-sectional research conducted in Turkey [39] and Egypt [40] revealed that older children were associated with 
greater collaboration and smoother processes, indicating that a child's age positively influenced satisfaction (²=0.38). 
This finding is consistent with the findings of these studies. On the other hand, this does not coincide with the findings 
of long-term research conducted in Sweden [41], which showed that the effects of age were mitigated when the 
complexity of therapy was taken into consideration (p=0.43). Our model takes this into consideration by standardising 
procedures (just extractions and repairs), which implies that age effects in this context are related to improved speaking 
abilities rather than variations in the manner in which things are done.  

There were certain post-operative characteristics that had lesser but still significant impacts, such as returning to social 
activities (β=0.29) and eating regularly (²=0.22). A study conducted in the Caribbean by Naidu et al. [42] found that 
functional recovery explained 19% of the difference in satisfaction. This is comparable to the findings of that 
experiment. In contrast, research conducted in Korea [43] did not discover this connection (p = 0.58). There is a 
possibility that this variance is due to the fact that the patients there were given powerful medications that masked 
disparities in the healing process. In contrast to previous instruments, such as the Dental Care Satisfaction 
Questionnaire (DCSQ) [44], which does not take into account wait times, and the Paediatric Dental Satisfaction Scale 
(PDSS) [45], which does not take into account social aspects, our combined scale fills the gaps that were left by these 
other instruments. It is worth noting that the SatTot's internal consistency (=0.891) is superior to that of the DCSQ 
(=0.76) [44], while it is identical to that of the PDSS (=0.89) [45].  

The fact that it is multidimensional is also consistent with WHO models that advocate for the use of overall pleasure 
metrics [46]. The retroactive nature of our design, on the other hand, makes it more difficult to draw judgements about 
what caused what. The prospective randomised controlled trial (RCT) conducted by Lee et al. [47] did not have this 
issue; nonetheless, the fact that it was designed with a single centre made it more difficult to generalise the results. It is 
possible to determine the appropriate levels of action in clinical settings by analysing the impacts of waiting periods, 
which are quantified at -0.004 SatTot points per day. A reduction in wait times from 180 to 90 days, for instance, has 
the potential to boost customer satisfaction by 0.36 points, which is equivalent to 7.2% of the score range. This lends 
support to programmes such as Jordan's 2024 dental wait-time strategy [48], which included the optimisation of 
schedules to reduce average wait times by 35 per cent. The fact that these inequalities are based on education further 
demonstrates the need for individualised communication.  

An example of this type of communication would be a program in Canada that used visual aids to increase parent 
satisfaction by 22%. This program was successful for parents who had a lower level of education [49]. The study's 
limitations include that it was only done at one hospital in Jordan and did not include any sedated cases. On the other 
hand, this makes the research more reliable since it lessens the influence of any variables that are associated with 
anaesthesia [50]. Further research is necessary to validate SatTot in diverse scenarios and explore nonlinear effects, 
according to our subgroup analysis. For example, it would be beneficial to investigate whether or not wait-time 
dissatisfaction reaches a plateau after 200 days. 

5. Conclusion 

This research provides a contribution to the current body of research on the happiness of children who visit the dentist 
by developing and assessing a multidimensional assessment instrument that takes into consideration administrative, 
clinical, and social aspects. This is the contribution that this study makes.    By reducing wait times, improving health 
communication for families with lower levels of education, and making it easier to standardise rehabilitation procedures 
after surgical procedures, the data make it clearly clear that specific steps need to be taken in order to achieve these 
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goals.    In spite of the fact that the findings indicate that cultural differences must be taken into account, they are in line 
with general tendencies that are occurring all over the globe and that put a focus on structural characteristics. 
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