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Often the role of a dispensing 
optician (DO) will include 
resolving patient concerns 
and, perhaps more 

importantly, providing training and 
oversight to non-qualified staff to 
minimise factors that may impact on 
successful patient care. Across the 
healthcare sector, appropriately 
managed patient expectations have 
often been found to be inextricably 
linked to satisfaction with 
recommendations and treatments, and 
the optical sector is no different1,2. 

This article will explore the importance 
of expectation management and consider 
common case studies that can, if not 
considered carefully, lead to remakes, 
reputational damage and patient 
dissatisfaction. 

Great expectations
By Mark Hickton BSc (Hons), Cert Ed, FBDO, FHEA

EXPECTATIONS  
AND SATISFACTION 
We must remember that every patient is 
an individual, with individual needs, 
expectations and outlooks. The ethos 
‘treat others the way you expect to be 
treated’ should therefore be recast ‘treat 
others the way they expect to be treated’ 
if we choose to adopt a person-centred 
approach3. 

Ultimately, the aim is that all patients 
should be satisfied with the level of service 
they receive and the efficacy of any 
dispensed product, and this is only really 
achieved if their experience of the service 
or product meets or exceeds their 
expectations4. 

It may be that practitioners believe 
patients will be satisfied if the service and 
products have been delivered correctly, 

FIGURE 1. With individual expectations, patient satisfaction can still vary from patient to 
patient even when the experienced service is to the same standard
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expectations in 
relation to the time 
available to discuss 
the patient’s eye 
health and 
concerns8. 

Studies have 
found a number of 
other factors that 
will shape a 
patient’s 
expectations, 
either realistically 
or unrealistically, 
before the patient 
makes contact 
with the eyecare 
practitioner. 
Experiential 
factors and socio-
demographics, 
such as gender, 
age and social 
class (Figure 2), have been found to 
influence patient’s expectations in 
healthcare9. 

In relation to professional service-led 
businesses, problematic expectations can 
sometimes be described as fuzzy, implicit, 
and unrealistic5: 

  
FUZZY EXPECTATIONS 
Fuzzy expectations stem from when 
patients have no clear understanding of 
the service, including the impact the 
service is expected to have on their 
lifestyle, and may feel that the experienced 
service requires improvement that cannot 
be precisely quantified. To focus these 
expectations, it is suggested that the 
patient’s needs should be clearly 
determined and aligned with what the 
service can provide. 

 
IMPLICIT EXPECTATIONS 
Implicit expectations are those associated 
with the implied promises of the service 
or product; i.e. a patient may visit an 
optical practice with an expectation that 
their eyesight will be improved, even 
though the patient has not been explicitly 
promised this. 

Historical interactions with the 
company or competitors in the sector may 
also generate implied expectations for 
future relations. Clearly keeping the 
patient informed throughout the stages of 
the customer journey, and discussing pros 
and cons of recommendations, will help 

and the patient’s vision has been corrected 
to an acceptable level; however, we must 
adopt the person-centred approach and 
understand how an individual’s 
perceptions and expectations may be 
shaped by other factors outside the latest 
practice encounter3. Ojasalo5 highlights 
the theory of disconfirmation, which 
states that satisfaction with a service is 
influenced by how well the service 
matches the patient’s expectations; two 
different patients could experience exactly 
the same service, but end up with differing 
levels of satisfaction based on their initial 
individual expectations (Figure 1). 

Management of expectations is also 
suggested to be especially important for 
service-led businesses, such as the 
delivery of sight tests and the dispensing 
of optical products, as patients cannot 
easily preview or test a service compared 
to physically tangible products6. 

Patients will have preconceived 
expectations in relation to the 
patient/practitioner encounter, and it has 
been highlighted that patients typically 
expect clear, competent and honest 
communication of medical information 
and recommendations throughout their 
interaction with the practice7. 

This supports the strong stance that 
the General Optical Council (GOC) and 
Optical Consumer Complaints Service 
(OCCS) adopt in encouraging the 
development of strong communication 
skills for eyecare professionals to promote 
trust in the profession, with the OCCS 
stating in its 2024-25 report8: “For many 
consumers, they are anxious about their 
health and sight, and the situation is 
exacerbated when the communication and 
explanations do not meet their expectations 
or needs”. 

The OCCS recently highlighted the 
impact of patient expectations on 
complaints, and has shown that patient 
expectations are steadily increasing in the 
eyecare sector. Current economic factors, 
such as the cost-of-living crisis and 
consumer confidence, are influencing 
patient expectations8; the OCCS has 
noted that these factors have resulted in 
driving up patient expectations in relation 
to durability and longevity of optical 
products (in some cases, to beyond 
realistic expectations). 

Additionally, a doubling of complaints 
involving sight tests has highlighted that 
there is a notable trend in patient 

reveal and mitigate any implicit 
expectations the patient may have. 

  
UNREALISTIC EXPECTATIONS 
Unrealistic expectations are expectations 
that are impossible or highly unlikely to be 
achieved within the eyecare 
recommendations or treatments. Even if 
the eyecare test and dispense is 
conducted to the highest standards, 
unrealistic expectations can still cause 
patient dissatisfaction. 

Calibrating unrealistic patient 
expectations can be supported through 
truthful marketing of the service and 
products provided, and the objective 
discussion of products/treatments and 
limitations. 

 
Expectations may be influenced by 

misinformation encountered in everyday 
life, either from anecdotal reporting of 
experiences by family or friends, over-
exaggerated marketing claims, or dubious 
sources of health advice (especially in 
relation to online searches10). A study by 
Hughes et al11 found that some patients 
still believed wearing spectacles would 
cause their vision to deteriorate further.     
It may be easy to dismiss these patients   
as being unreasonable, but as 
professionals it is our duty to: 

• Listen to patients and take account of 
their views, preferences and concerns, 
responding honestly and appropriately 
to their questions. (GOC standard 1.2)12 

GENDERSOCIAL
CLASS

PATIENT
EXPECTATIONS

EXPERIENCE

AGE

FIGURE 2. External factors that influence a patient’s expectations



D I S P E N S I N G  O PT I C S    A P R I L  2 0 2 6

CPD

3

• Consider all information provided by 
your patients, including where they 
have undertaken research in 
advance of the consultation. Explain 
clearly if the information is not valid 
or relevant (GOC standard 1.6)12 
  

I’m not happy with these spectacles… 
Within the specific context of ophthalmic 
dispensing, the following are examples of 
factors that may impact on the patient’s 
expected visual experience: 

• Lens optical constraints (such as 
lens form, spectacle minification, 
Abbe number, etc) 

• Pathology (such as age-related 
macular degeneration, cataracts, 
retinopathy, keratitis, etc) 

• Usage factors (such as working 
distance, posture, etc) 

• Habitual wearing experience 
(including corrected vision and 
limitations of previous lens types) 
  
Within the extremely competitive 

optical sector, both patients and 
practitioners are exposed to highly 
positive brand claims bestowing the 
benefits of the product for the patient. 
Utilising their extensive knowledge of 
lenses and optics, DOs should be able to 
apply critical thinking skills and research 
when considering the most appropriate 
lens option(s) to satisfy a patient’s visual 
needs. 

With the practitioner being able to 
visualise the finished product, including 
the impact of lens thickness, cosmetic 
expectations can also be addressed with 

the patient before the product is glazed 
(Figure 3). At the same time, not all 
solutions will offer perfect visual 
support in every environment, and the 
practitioner will often need to manage 
the patient expectations by advising 
them of any limitations inherent within a 
lens design or working task. 

This process requires a certain 
amount of balance; concentrating on the 
limitations too much, and neglecting the 
overall benefits, tends to induce 
uncertainty in the patient’s mind. 
Controlling expectations can help 
promote patient satisfaction if the 
product exceeds the revised 
expectations, but a patient could be 
discouraged from going ahead with a 
product that would ultimately benefit 
them if they believed it suffered from 
too many limitations or flaws5. 

Patient satisfaction has been noted 
to be negatively impacted by a lack of 
understandable advice8; expectation 
management should be facilitated by 
good communication, combined with 
limited technical jargon, to ensure the 
patient understands the advice and 
constraints discussed by the eyecare 
practitioner6. 

The first of the following case 
studies highlights precautions required 
within the dispensing of varifocal lenses 
for the presbyopic patient. This is a key 
area in which expectation management 
needs to be embedded in the dispensing 
process, especially for first-time 
wearers as highlighted in case study 
one.  

CASE STUDY ONE 
  
RE:   -1.75/-0.25 × 180       Add: +1.75 
LE:    -2.00DS                            Add: +1.75 
  
Patient wants to try varifocal lenses for the 
first time. Previously worn single vision 
distance lenses. Works in a telemarketing 
call centre. 

  
The rapid advancement of progressive 

power lens (PPL) designs over recent 
years has led practitioners to recommend 
these lenses as the first choice for 
presbyopes. Wavefront technology and 
freeform surfacing have supported better 
visual performance13 and consumer 
confidence in such corrective lenses, and 
there is an increasing presence of varifocal 
marketing within mainstream media. 

Whilst these factors contribute to 
more patients successfully embracing 
varifocals, it should be remembered that 
they are by no means a perfect lens; a 
study by Beesley et al14 found that 
varifocal lens wearers contributed to 40 
per cent of rechecks analysed within the 
study. 

Moss and Shaw-McGinn argued that 
varifocals could be dispensed perfectly, 
but a lack of managing expectations in 
relation to usage and advising of a 
reasonable adaption period could impact 
on patient satisfaction6. 

Wearers should be advised of the 
areas of surface aberrational astigmatism 
that will be present in the inferior nasal 
and temporal areas of the lens, and how 
they should look down the lens and 
control their head posture when reading. 
This expectation management must be 
tempered with effective communication 
skills; a patient considering a first-time 
varifocal lens will typically experience a 
significant increase in cost compared to 
single vision lenses. 

The benefits of varifocal lenses must 
always be highlighted to offset the 
presence of ‘areas of soft-focus’ 
(describing this as ‘distortion’ has a more 
negative connotation, unless you feel the 
patient will understand this terminology 
more). 

In this case, there is cause to consider 
habitual use of previous spectacles in 
managing this patient’s expectations. It 
can be seen that the patient’s Add 
effectively results in a minimal near vision 
prescription, and it is likely that the 

 FIGURE 3. Supra and rimless display frames, with their dummy lenses, may create unrealistic 
expectations of the finished lens thickness to less informed patients
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patient wears no correction for reading or 
VDU work. 

When wearing varifocal lenses for the 
first time, the patient will encounter a 
smaller field of view (FoV) for near and 
intermediate tasks, and may also find that 
viewing a VDU at eye-level will involve a 
less-than-comfortable head posture for 
sustained viewing. 

It has been the author’s experience 
that varifocals are often recommended to 
patients if they mention VDU use in their 
consultation; whilst intermediate ranges 
are obviously available to wearers of 
conventional varifocals, the elevated head 
posture requirements for sustained VDU 
work should be part of the expectation 
management – with, perhaps, some 
discussion on supplemental occupational 
lenses if appropriate (Figure 4). 

  
CASE STUDY TWO 
  
RE:   +1.25/-0.50 × 180        Add: +2.50 
LE:    +1.75/-1.00 × 75           Add: +2.50 
  
55 year-old patient, works in IT support. 
Has ‘reading’ spectacles that are five years 
old, and has recently ordered some single 
vision spectacles from an online dispensing 
site. They have used their latest reading 
prescription based on a sight test they have 
recently had at your practice. The patient 
has returned to the practice believing their 
prescription is incorrect because they 
cannot read documents on their desktop 
computer screen. 

With the increasing use of display 
screen equipment at intermediate ranges, 
working distance concerns are still 
unfortunately, in the author’s experience, 
relatively common in practice. Beesley et 
al also highlighted that working distance 
concerns contributed to a significant 
proportion of the rechecks in the studied 
sample group14. 

In this case study, the patient’s 
habitual experience with their old 
spectacles has influenced their 
expectations for their new spectacles; 
patients do not always realise that their 
new reading spectacles will not provide 
them with intermediate working 
distances, especially when the old 
spectacles would have originally been 
referred to as ‘reading’ spectacles at the 
time of dispense. 

The use of ‘reading’ in this context 
may form an implied patient expectation 
that the spectacles will allow reading for 
both close work and VDU work. 

From the beginning of the sight test, 
visual working distances should be 
established for the patient’s vocation and 
hobbies, and intermediate adds (along 
with the associated working distance) 
should be recorded when appropriate. 

This consideration will inform the 
dispense, and help initiate conversations 
relating to intermediate tasks and 
limitations of single vision lenses. Not 
only will this help understand and manage 
expectations, and reduce potential 
practice erosions from remakes or 

refunds, but it will also offer a chance to 
discuss more versatile occupational 
lenses to meet patient needs15. 

Despite potential time challenges in 
busy practices, research has shown that 
patients would appreciate if practitioners 
took the time to provide more information 
and explanation to rationalise their sight 
test prescriptions and recommendations, 
allowing patients to make more informed 
decisions when considering product 
benefits16. 

  
CASE STUDY THREE 
  
RE:  +3.25/-0.50 × 180  Add: +4.00 6/18 n12 
LE:  +4.00DS                        Add: +4.00 6/24 n14 
  
70-year-old patient; diagnosed with 
significant age-related macular 
degeneration six years ago. Patient has 
come to collect new single vision reading 
spectacles, but is unhappy that they still 
cannot read the newspaper with their new 
reading spectacles despite being advised 
that their prescription had changed. 
Patient is happy that the lenses are 
cosmetically better looking, having been 
dispensed with 1.74 aspheric lenses.   

  
Perhaps one of the most emotional 

areas of dispensing and managing 
expectations is when dealing with the low 
vision patient. With failing vision, 
desperation to find successful remedies 
can promote false hope in any potential 
suggested treatment. Patients who are 
struggling to achieve required acuities to 
support their day-to-day life may allow 
their expectations to become inflated, and 
potentially unrealistic, when offered an 
opportunity of improved vision afforded 
by a new pair of spectacles17. 

The required expectation 
management may also need to be 
extended to family and carers of the 
patient; without perceiving the impact of 
the visual loss themselves, family and 
friends are typically unsure as to why 
simply prescribing a new pair of 
spectacles, or a simple magnifier, may not 
necessarily solve the patient’s visual 
issues17. 

For some form of quantitative 
comparison, it is important that habitual 
visual acuity (VA) and vision (unaided VA) 
are recorded to help clarify the potential 
visual impact of the new prescription, 
although the recording of these values is 

FIGURE 4. Postural requirements, working distances and FoV expectations 
should be managed in the modern digital world
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not always adhered to14. This information 
can be used to communicate the extent of 
improvement to both patient and family, 
with perhaps the help of a vision chart, to 
calibrate expectations (Figure 5). 

It is suggested that patients respond 
more to improvements in qualitative 
factors: an increase in reading speed 
without acuity; an improvement of fluency 
in a working task or hobby; a minor 
increase in quality of life17. Such factors can 
promote satisfaction if the practitioner 
carefully manages the expectations of the 
impact of the low vision pathology, and 
discusses the pros and cons of any aid to 
be dispensed. 

It should be noted that, in this case, the 
patient has been dispensed thin aspheric 
lenses. As spectacle magnification is 
influenced by centre thickness and the 
form of the lens, consideration of thicker 
lenses would enhance magnification, 
though expectation management would be 
required when considering the cosmetic 
impact. 

Table 1 highlights some common 
limitations or misconceptions of other 
optical products, in which patient 
expectation management is likely to be 
required. 

  
IMPROVING PATIENT 
SATISFACTION 
In the contemporary optical practice, one 
of the key roles of the DO is to manage the 
concerns of returning patients and their 
new spectacles. Although this can be 
optically fascinating, and often allows DOs 
to utilise their advanced ophthalmic 

TABLE 1. Common limitations or misconceptions of other optical products 
in which patient expectation management is likely to be required

FIGURE 5. Ensure low vision patients 
understand the achievable near vision 
outcomes with best correction to manage 
expectations

OPTICAL PRODUCT/FEATURE IMPACT ON PATIENT EXPECTATION               
AND SATISFACTION

Photochromic lenses

Climate temperature may hinder reaction 
speed and activated LTF (with modern plastic 
lenses, photochromic lenses tend to change 
more quickly in warmer temperatures, but 
may not be as dark13,18). Additionally, 
performance may be limited when trying to 
operate behind a windscreen19

Polarised lenses

Patients may struggle with some liquid-
crystal displays (due to cross-polarisation), 
and may observe strain patterns in certain 
plastics (including lenses glazed with too 
much tension)18,20

Polycarbonate
An excellent ballistic protective lens material, 
but subject to observable chromatic 
aberrations with high prescriptions13,21

Myopia control lenses
These lenses will not halt the progression of 
myopia; patient expectations should be 
carefully controlled in the overall myopia 
management process22

Anti-reflective coatings
With the unfortunate informal labelling of 
‘anti-glare’ coatings, patients may expect 
these lenses to eliminate surface glare (for 
example, glare off wet roads) 

Hard coatings

Again, with potential misinformation referring 
to these coatings as ‘anti-scratch’, some 
patients expect the lenses to be impervious 
to damage. The term ‘scratch-resistant’ 
should be properly adopted

Prescription lens 
thickness

With display frames containing ‘dummy’ plano 
lenses, this may initially create unrealistic 
cosmetic expectations for the patient viewing 
the frames

Multifocal contact lenses
Typically, multifocal contact lens designs will 
tend to present some compromise for 
extreme near and/or distance vision tasks23,24
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knowledge, it can often be a difficult 
patient encounter to begin with. A 
concerned patient will be typically 
disappointed at the least, or even 
confrontational and angry. 

As mentioned previously, DOs are 
often responsible for providing training to 
qualified and non-qualified staff. Whether 
or not this is officially implemented in the 
practice staff development programmes, 
the DO should try to take the lead in 
encouraging and developing accurate and 
ethical dispensing approaches among 
their colleagues. 

This ethos is embedded under the 
‘Work collaboratively with colleagues in the 
interest of patients’ GOC standards12. A 
transformational leadership stance should 
be adopted within the eyecare practice, 
with professionals supporting and 
empowering clinical staff in their 
development when considering patient 
concerns25. 

Ensuring that we adopt a professional 
attitude to complaints, regardless of the 
difficulty of the patient or their 
misconceptions, helps promote a 
transformational leadership approach by 
example26. Employees are more receptive 
to personal development and training if 
they can clearly experience a gain in 
intrinsic motivation through job 
satisfaction and a more positive 
workspace. 

Embedding the focus of empathy and 
good communication in staff 
development, alongside the importance of 
managing patient expectations, will result 
in higher patient satisfaction and more 
positive staff/patient interactions. 

Good communication and expectation 
management training can result in a 
reduction in the associated remake/refund 
erosions, but remakes will still occur. 
Beesley highlights UK figures of around 
two to three per cent of sight tests, or four 
to six per cent of dispensed spectacles, 
resulting in rechecks14. 

Any remakes should be discussed with 
the associated practitioner, but done so in 
a supportive manner that embeds 
constructive criticism and encourages 
self-reflection. Whilst there are many 
models that could help facilitate a 
reflective process, the Driscoll ‘What? So 
what? Now what?’ model can provide a 
simple framework which can be adopted 
when training staff with differing levels of 
skills and expertise27. 

As an example from one of the 
aforementioned scenarios: 

• What?: The patient came back 
unhappy with the posture 
requirements of the conventional 
varifocal I dispensed 

• So-what?: Some patients may 
view their digital monitor (or 
perhaps more than one monitor), 
set at eye level, for at least seven 
hours a day in their workplace. 
Conventional varifocals have 
limited FoV for intermediate, and 
they are fitted with the primary 
gaze aligned with the distance 
portion 

• Now what?: Enhance my 
communications with the patient 
to include hobbies and lifestyle. 
This will help strengthen the 
patient relationship, but also help 
me identify when I need to manage 
expectations and suggest 
additional vocational solutions 
  
It should be remembered that 

training should be an ongoing process, 
and often requires periods of revision 
and practise for the mentees to retain 
the required level of skills. 

  
SUMMARY 
Many complaints from dissatisfied 
patients typically involve a breakdown 
of communication at one or multiple 
stages in the patient’s journey. 
Managing a patient’s expectations 
throughout the service we provide will 
go some way to minimise incidences of 
dissatisfaction. Indeed, the OCCS has 
found a steady decline in the number of 
complaints relating to varifocal lenses, 
and this has been attributed to more 
effective communication being utilised 
by practitioners8.   

As an academic in ophthalmic 
dispensing, a frequently-asked question 
is why communication skills are so 
highly represented within the 
curriculum considering most students 
already work in practice. The reply is 
clear: the success of an optical practice 
requires building a strong patient-
practitioner relationship, supported by 
honesty and trust, through effective 
communication. This ensures patients 
continue their eyecare journey with the 
practice, with future generations of 
family potentially following suit.

MARK HICKTON is a dispensing 
optician with 27 years' experience 
within the optical industry. He has 
worked as a lecturer in ophthalmic 
dispensing at Bradford College for 
the last 17 years, and is the module 
leader for the optics, visual optics, 
and ophthalmic lenses modules. His 
college scholarly activity revolves 
around the area of visual and audio-
visual perception. Mark is an ABDO 
Fellow, a Fellow of the Higher 
Education Academy, and an 
experienced CPD author.
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