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ABSTRACT 

 

Background: Swedish healthcare is frequently claimed to be top class. A view not only 

communicated by politicians and the media, but also shared by an average citizen - for decades. 

Certain statistical indicators seem to support this: Sweden historically scores very high in life 

expectancy, stroke and cancer survival and infant mortality. 

At the same time, it is being reported that Swedish healthcare is suffering from a number of 

problems. While statistics looks reassuring, it focuses on results rather than processes, and does 

not take patient perceptions into account. Patient perspective seems to be somewhat overlooked in 

general in favour of more operations-focused research.  

  

Purpose: The purpose of this study is to address the shortage of relevant literature and describe 

patient experience surrounding service failure in the fairly unique institutional context of Swedish 

public healthcare. Patient experience will include patient perceptions on service failure and 

recovery, as well as patient expectations and post-failure responses.  

  

Method: The study employed a qualitative approach with 13 semi-structured interviews.  

 

Conclusion: The study located reasons for service failure, which are fairly consistent with both 

previous research on this matter and the reported struggles of Swedish healthcare. It was also found 

that service recovery is not a common occurrence. Determinants for patient expectations and 

variability in patient post-failure responses were also uncovered. 
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 1 

 

1. INTRODUCTION 

 A short summary of how Swedish healthcare system is organized and financed is given, and 

current challenges are outlined.  After that, healthcare services and healthcare failures are briefly 

described from a theoretical standpoint. The problem formulation and delimitation are given last.  

 

1.1 Institutional background  

  

Public healthcare is the central part of Swedish welfare system. Swedish healthcare is 

decentralized, and responsibility is divided mostly between city councils. The central government 

provides the legal and normative basis and sets the political frame for medical care. Swedish 

healthcare is mostly tax funded.   

 

The present-day healthcare in Sweden is attributed characteristics that may seem paradoxically 

different. Certain statistical findings such as stroke and cancer survival rates, infant mortality rates 

and life duration are traditionally among the highest in Europe (Dagensmedicin, 2018). At the 

same time, the overall position in European rankings is weakening, Swedish healthcare quality 

indicators are reported to be the worst amongst the Nordic countries and Sweden is approaching 

the bottom of the European list in terms of “value for money” (EHCI, 2018).   

  

Possibly the most reported issue is long waiting times (Björk, 2016). The recent surveys show that 

waiting time for meeting the family physicians in primary care is one of the longest in Europe 

(Hjertqvist & Björnberg, 2015) and when it comes to operations or specialist treatment, the number 

of people waiting longer than 90 days has tripled over the past four years (Bilner, Lindeberg & 

Magnusson, 2018). Strangely enough, Sweden has one of the highest proportions of health 

professionals per resident in EU (OECD, 2018), however, the low number of consultations per 

doctor is “striking” (OECD, 2019). 
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Sweden also has the lowest amount of available hospital beds in Europe and one of the shortest 

durations of in-patient hospital care (Socialstyrelsen, 2018). Despite the last factor, hospital 

overcrowding remains a problem (Socialstyrelsen, 2019).  

  

As a result of hectic working conditions and being overloaded medical staff is leaving the public 

sector or medical field in general (Isacson, 2018) and Socialstyrelsen (2019) confirms the shortage 

of medical personnel, which naturally aggravates the existing problems.   

  

From a patient perspective, it is reported that Swedes demonstrate “high levels of trust” for 

healthcare: according to SKL (2019), 61 percent of residents generally trust the quality of medical 

care. However, the percentage of satisfied patients has been declining (SKL, 2019) and it can be 

argued if 61% is indeed a sufficient proportion to conclude that the trust levels are high.   

 

The debate on service quality in Swedish healthcare has been determined by a relatively recent 

reform. The law was passed in 2008 (2008:962) which enabled patients to choose both primary 

and specialist medical care and not be bound to a local healthcare outlet. The purpose of this law 

was reportedly to give a higher level of influence to healthcare consumers (Wingblad, Mankell & 

Olsson, 2015).  The law also introduced an element of competition to the Swedish healthcare, as 

the reputation of a service provider directly influences patient choices of a healthcare outlet and 

the inflow of patients. It is important to underline that such clinics, though privately run, are still 

state funded and are subjects to state-imposed conditions.  For instance, Swedish legislation does 

not allow service providers to compete on price, excluding adult dental care and private non-state 

funded medical outlets (Ekonomifakta, 2017).   

  

The amount of privately run primary care outlets has considerably increased (Andersson, Jannlöv 

& Rehnberg, 2014). The geographic distribution is, however, uneven: in Stockholm two out of 

three primary care clinics are run by privatized actors, while in Norbotten and Örebro only about 

one tenth of all primary care outlets are run privately (SKL, 2017). Specialist care is still mostly 

offered by public hospitals (Andersson et al., 2014).  
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It has been proposed that privatized outlets are neither of higher quality nor cheaper than the state-

owned healthcare providers, and that the current system stimulates offering healthcare to “cheap” 

patients requiring inexpensive treatment rather than those with costly needs (Wingborg, 2017). 

The system is also characterized by a lack of equal availability, partially due to the fact that low 

income neighborhoods and regions have fewer medical clinics (Wingborg, 2017; Wingblad, 

Isaksson & Bergman, 2012).    

  

  

1.2 Theoretical background  

  

Healthcare services share a set of common characteristics with other services. Firstly, healthcare 

services are relatively intangible and are characterized by simultaneous production and 

consumption (Sparks & Fredline, 2007). Healthcare services are also highly variable due to high 

involvement of the “human factor”. Healthcare services are both labor and skill intensive, which 

entails significant variability in both communication and technical skills of clinicians (Berry & 

Bendapudi, 2007).  

 

The human factor from the medical personnel side causes medical mistakes on a daily basis 

(Svanvik, 2001).  But in healthcare service, customers - that is, patients - are also expected to play 

an active role and thus they also determine the success of the outcome, assuming the role of “co-

creators of value” (Nambisan & Nambisan, 2009). The importance of interaction of patients and 

healthcare providers has been discussed by other authors: Choi and Kim (2013) found a positive 

correlation between quality of interaction and customer satisfaction.  

 

However, it has been established that not all interactions in healthcare allow for equally active 

patient involvement and co-creation: the magnitude of patient roles is therefore also variable, and 

largely depends on the specific type of illness or treatment (Elg, Engström, Witell & Poksinska, 

2012). Berry and Bendapudi (2007) also mention that patients are reluctant co-producers since 
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healthcare services, unlike desired and “fun” services, is often something they need but may not 

want.  

   

Other reasons that make it challenging to provide failure-proof services and that apply to healthcare 

are: ambiguous service process definitions, inseparability in service, high employee turnover, 

customer heterogeneity and customization, varying psychological attributes of individuals 

involved, service sabotage (Lewis & Spyrakopoulos, 2001; Um & Lau, 2018; Tsikriktsis and 

Heineke, 2004).  

 

All these factors predetermine the diverse and spontaneous nature of healthcare service delivery, 

and it has been established that in a varied and unpredictable environment, achieving a “zero 

defect” situation is next to impossible (Sparks & Fredline, 2007).   

 

1.3 Problem formulation, purpose and research question 

 

Although studies on service failure seem abundant, healthcare failures have received relatively 

little attention. It can be attributed to the fact that hospitals are a closed system and medial service 

failures are reluctant to be disclosed (Chiu, Luong & Chi, 2018). Besides, unlike satisfaction, 

patient dissatisfaction has received very little attention, even though it is thought to be a more 

concrete and informative indicator (Um & Lau, 2018). 

 

It has been observed that research on service failure generally drifts towards private sector, and 

that public service failure has not received a lot of attention (Van de Walle, 2016). Even if studies 

on healthcare failure, recovery and quality do not explicitly specify their focus on private 

healthcare matters, they seem to proceed from assumptions that are of limited relevance to the 

public healthcare system, at least in the form it has taken in Sweden. A typical example of such 

assumptions looks like this: “hospitals must strive for excellence, to “zero defections”, retaining 

every customer” (Reichheld & Sasser, 1990).  
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While this may be true in highly competitive markets, with competition in Swedish healthcare 

being considerably reduced, equally strong incentives to retain and please customers may simply 

not exist, and survival of service providers does not have to depend on “zero defections”.  

 

Finally, patient perspective seems to be somewhat overlooked too. Um & Lau (2018) found that 

the perceived causes and consequences of service failures remain virtually unexplored. Some 

experts maintain that the research on healthcare tends to be operational focused rather than patient 

focused (Bergman, Hellström, Lifvergren & Gustavsson, 2015). Bergman et al. (2015) observed 

that the existing literature has put too much focus on the improvement of the solutions and the 

operational improvement rather than tackling the patient’s concerns.  

 

Therefore, the purpose of this study is to address the shortage of patient-centered research and 

look into patient experience surrounding service failure in Swedish public hospitals, as well as 

shed some light onto the impact of the fairly unique institutional context in Sweden.  

 

The research question that is going to guide me in my research is: 

 

What is the patient experience surrounding service failure in Swedish public hospitals? 

 

1.4 Delimitations 

This thesis is analyzing patient perceptions and essentially presents only one side of the story. That 

is, the managerial and employee perspectives are not included in this research.  

 

Besides, the study is limited to public healthcare providers only. Privately owned medical outlets 

were left out.  

 

Finally, patient experience is a very broad concept which can be viewed from many standpoints, 

from clinical research to psychological perspectives. These aspects do not fall in the area of my 

interest.  
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For the purposes of this paper, patient experience surrounding service failure will be treated as a 

service management phenomenon and include such issues as patient expectations on service 

quality, patient perceptions of possible service recovery, patient-perceived reasons for service 

failure, as well as patient responses to failure.  

 

2. THEORETICAL FRAMEWORK 

 

Service failure can be defined as the service performance that do not meet the customer’s 

expectations in a way that leads to the customers dissatisfaction (Wilson, Zeithaml, Bitner, & 

Gremler, 2016). To paraphrase, customers are dissatisfied because the service quality they 

received falls below their expectation (Chuang et al., 2012).  

This notion, which includes three fundamental categories - service failure, customer expectations, 

service quality - will serve as a cornerstone for my research.  

 

Each category will be elaborated on consecutively, followed by the discussion on service recovery 

and an overview model.  

 

2.1 Service failure 

 

Service failure has been a focus of research in number of studies. It was investigated from a 

broader, cross-industrial perspective: for instance, emotional responses to service failure were 

studied: it was established that service failure has a negative effect on satisfaction (Chuang, Cheng, 

Chang & Yang, 2012). The emotions facilitated by service failure may include anger, remorse and 

regret (Walton & Hume, 2012).   

 

The behavioral effects of service failures were also studied: they include negative customer 

responses such as switching the service provider, complaints, and negative word-of-mouth (for 
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example, Zeelenberg & Pieters, 2004; Gelbrich, 2010; Lin, 2012). In the healthcare context, it was 

found that dissatisfied patients “switch, complain, actively engage in negative WOM, are less loyal 

and intent not to return to the healthcare service providers” (Um & Lau, 2018).  

  

The antecedents for service failure were also brought up in the literature: Bitner, Booms & Tetrault 

(1990) investigated unfavorable incidents leading to customer dissatisfaction. Isolated precursors 

or factors of influence for service failure were studied by, for example, Teng, Chen, Chang and Fu 

(2014) who addressed the effects of time pressure; Sarkar Sengupta, Balaji and Krishnan (2014) 

studied the weight of brand reputation. Characteristics relating to the consumer, such as nostalgia 

(Jeon & Kim, 2017), consumer acculturation (Weber, Hsu & Sparks, 2014), customer age (Varela-

Neira, Vázquez-Casielles & Iglesias, 2010) were also touched upon. 

 

Another essential theoretical issue in service failure is the ascription of responsibility, that is, who 

bears the blame for it in the minds of consumers. Existent literature does not demonstrate a clear 

consensus. Some authors believe that if a service encounter presupposes a high degree of consumer 

participation, then consumers are willing to accept their own, or partial, responsibility for the 

failure (Zeithaml et al., 2016). Conversely, some studies point to a self-serving bias, and propose 

that customers are more likely to blame service providers for failures to maintain their self-esteem, 

even if they have actively participated (Bendapudi & Leone, 2003, as cited in Chen, 2018).  

 

Blame ascription is also discussed in the context of attribution theory: according to Weiner (2000), 

a customer is either attributing failure to a temporary factor and sees is as an isolated accident, or 

to a more permanent factor and assumes that is a typical, lasting performance. The dissatisfaction 

is stronger if the latter is the case. 

One of the implications of attribution theory is that when a company has a reputation of a good 

service provider, or if the past performance of the firm has been of a high standard, then an 

experience of a service failure will be attributed to a temporary or unstable factor rather than 

fundamental deficiencies in a service organization (Weiner, 2000).  

 

Another element of attribution theory is controllability (Weiner, 2000). Consumers assess if failure 

was in control of the service provider. If they deem that provider was indeed responsible and the 
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failure was preventable, it generates stronger negative responses such as anger and dissatisfaction, 

and if the perceived controllability is low, customers tend to be more forgiving (Walton & Hume, 

2012). The authors however specify that if even an uncontrollable cause falls into the category of 

deeply entrenched systemic problems, it is viewed as negatively as if it were controllable. 

 

Service failures differ in terms of their magnitude. Service failure severity is “the measure of the 

enormity of the loss that a consumer faces as an outcome of service failure” (Sengupta et al., 2014) 

and how critical the incident is perceived to be. An important distinction associated with this is 

done according to the Grönroos model of service (2000) which divides services into core and 

supplementary. As interpreted by Walton and Hume (2012) in relation to healthcare, core services 

are actions aimed at providing medical care itself (nurse responding to a patient request), while 

supplementary are supposed to facilitate or enhance the core services (providing meals and snacks 

in the hospital). It was empirically determined that core service failures are perceived as more 

critical and lead to higher levels of dissatisfaction (Walton & Hume, 2012).  

 

2.1.1. Public service failure 

 

Van De Walle’s work (2016) is one of the few filling the gap in the research on service failure in 

the public sector. The author proposes that public services “fail differently”. They differ in terms 

of consequences - public organizations do not easily go out of business and tend to survive rather 

than die, this is why existential threats that private organizations are facing are less palpable for 

them. Besides, the context public organizations operate in is to a large degree politically 

determined: for instance, organizations can reflect certain political forces and trends, and service 

perceptions are often framed by customer attitudes to those (an opponent of political inclinations 

of service organization will perceive it more negatively).  

 

Van De Walle proceeds to outline several types of public service failures.  

 

Failure by ignorance denotes situations when failures are recognized by customers, but not by 

providers, who do not detect the need to adapt or reform their services. 
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Failure by rigidity happens when providers are aware of the failures, but unable to start working 

efficiently due to administrative or regulatory limitations, for instance, obligations to provide equal 

treatment to everyone.  

 

Failure by failed intervention takes place when providers are aware of the problem and try to 

address it but fail at doing so. It is attributed to the fact that public organizations deal with complex, 

controversial social problems which makes finding an adequate response hard.   

 

Failure by neglect is the result of disinterest of service providers in improving, allowing the 

service to falter and is usually associated with political motives. For example, such services may 

serve social groups who are not vocal of their dissatisfaction and do not represent a power voting 

group or be a guarantee for a certain status-quo on the market (dominance of private actors, for 

instance) that policy makers do not want to challenge. 

 

Failure by design refers to failures which are meant to happen, that is, some services are designed 

to be deficient. In the public sector, such measures can be employed when demand is high, but 

resources are scarce, and are aimed at curbing demand. The author gives some examples: failures 

by design can include cumbersome procedures to apply for government subsidies, “excessive red 

tape in order to discourage welfare applicants to apply for benefits or for health care, or lengthy 

proposal forms in research grant applications”.  

 

Failure by association, according to Van De Walle, occurs when there is negativity bias towards 

public sector providers. Bad reputation of a service provider clouds actual experience. Minor 

failures are perceived as big and good performance is not recognized or is seen as exception.  

 

2.1.2. Service failure in healthcare 

 

Service failure in healthcare is thought to be quite a difficult territory to research, as medical 

service failures are viewed as “confidential, private, and reluctant to be disclosed” (Chiu et al., 
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2018). Service failure in healthcare is specifically critical: it is associated with higher mortality 

rates and poor treatment outcomes (Um & Lau, 2018). In addition to failures that are directly life-

threatening, such as wrong treatment or surgical mistakes, the risks of service failure in healthcare 

include potential lack of compliance to the prescribed treatment, when a dissatisfied patient is busy 

complaining or switching service providers (Um & Lau, 2018).   

 

It proved to be challenging to find studies that specifically focused on service failures in healthcare 

and had a sufficiently broad focus. Typology of patient responses to failures seemed to be one of 

more common areas of interest. Um and Lau (2018) studied the effect of different level service 

failures on patient responses in South Korea. Walton and Hume (2012) also analyzed variables 

affecting post-failure responses in patients. Bousnina and Zaiem (2019) explored emotional 

responses of Tunisian patients to service failures, specifically concentrating on revenge tendencies.  

 

Chiu et al. (2018) analyzed healthcare service failures in a narrow sense, focusing on medical 

malpractice in Taiwanese hospitals. Elder and Dovey (2012) also focused on medical errors and 

adverse events such as misdiagnosis and incorrect or delayed treatment, but also touched upon 

process errors, such as administrative or communication transgressions.  

 

Some information related to service failure can be derived from research on healthcare quality. For 

example, when studying patient-reported service quality at an American hospital, several “quality 

incidents” were outlined, which can serve as an approximation for service failure typology: wait 

and delays, poor communication, environmental issues and amenities, poor coordination of care, 

poor interpersonal skills and unprofessional behavior of the personnel (Weingart et al., 2005). 

Similarly, when analyzing patient dissatisfaction, other authors identified main domains of it: 

ineptitude, disrespect, prolonged waits, ineffective communication, lack of environmental control 

and substandard amenities (Lee, Moriarty, Borgstrom & Horwitz, 2010). 

 

Research on Swedish healthcare, while not formally describing service failures, does offer some 

relevant insights. Eriksson and Svedlund (2007) attempted to shed some light on patient 

dissatisfaction, focusing more on the patients’ feelings and arriving at the proposition that 

dissatisfaction most often arises from “a lack of and struggle for confirmation”. Skålen, Nordgren 
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and Annerbäck (2016), while reviewing the formal complaints made by Swedish patients, found 

that the majority of complaints concerned medical treatment, the second largest group was 

complaints about organization/rules, followed by complaints concerning attitudes/communication. 

In another study, unpleasant healthcare encounters of male patients were analyzed. The authors 

(Skär & Söderberg, 2012) established that the causes for dissatisfaction can be divided into two 

main groups: being met in a disrespectful manner and not receiving a personal apology.  

 

2.2. Customer expectations 

 

Customer expectations is a central concept in investigating service failure - essentially, it can be 

said that it all begins with expectations. Expectations are formed prior to service encounters, and 

the actual performance is evaluated against them, that is, expectations serve as a reference point 

for assessing service quality, and they can influence or bias customer evaluations and responses 

(Choi & Mattila, 2008).   Perception can disconfirm expectation (either for “worse” or “better”) or 

confirm it (“neutral” comparison) (Mohd Suki, Chiam Chwee Lian & Mohd Suki, 2011).  

 

Performance that falls short of expectations is denoted “negatively disconfirmed”. The more 

negative the disconfirmation, or discrepancy between expectations and the service delivery, the 

greater the dissatisfaction.  

Researchers have proposed different classifications of customer expectations, though they all seem 

to share some common logic. Miller (1977) defined “ideal” expectations as the “wished for level” 

of performance, and at the other end of the spectrum there are “minimum tolerable expectations” 

defined as the lower level of performance acceptable to the consumer. Additionally, what 

consumers feel they deserve based on their investment were denoted “deserved expectations”.   

Roughly dividing expectations into “ideal” and “acceptable” is closely tied to a concept of “zone 

of tolerance” which all customers are assumed to have: if service performance falls short of 

customer ideal expectations but does not exceed the acceptable range, poor service quality will not 

lead to dissatisfaction and customers will accept it (Um & Lau, 2018). To paraphrase, not all cases 

of negative disconfirmation lead to service failure.   
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It is important to understand how and why certain expectations emerge. One can rely on the work 

by Zeithaml, Berry and Parasuraman (1993), which defined several antecedents affecting customer 

perceptions of service delivery. Their proposals also fit in the above-mentioned disconfirmation 

theory.  

Zeithaml et al. (1993) divided the factors into two categories following logic similar to Miller’s 

(1977) - those relating to desired (ideal) service delivery and relating to adequate (minimally 

acceptable service). In order not to complicate the narrative, I leave out the original two factor 

categorization of the antecedents and will treat them as variables that have the potential to affect 

customer expectations. 

Enduring service intensifiers are lasting factors that increase consumer sensitivity to service. 

One of them are derived service expectations, that is, expectations driven by another party. Another 

example is personal service philosophy, that is, a general attitude about how service should be 

carried out.  

Another factor of influence is personal needs - what is essential for a physical or psychological 

well-being of an individual.  

Transitory service intensifiers that lead to a temporary increase in adequate service level, for 

example, a personal emergency, or problems with an initial contact with a service provider. 

Another factor is the perceived service alternatives. Zeithaml et al. (1993) found that the presence 

of other service providers to choose from narrows the zone of tolerance and heightens the levels 

of expectations. Lim and Tang (2000), when discussing patient expectations in Singapore, also 

found that the competition on healthcare market and awareness of existing alternatives increase 

customer expectations. 

Self-perceived service role, the degree to which customers can influence the process: if customers 

think that have done their part in the delivery, the expectations rise. Situational factors need to 

be taken into account as well, certain external circumstances, such as force-majeure events beyond 

service providers’ control, can lower the expectations. Service promises, both explicit such as 

advertising or public statements, and implicit, such as visual cues at a facility were also mentioned. 

Finally, the authors predicted a dependency between consumer expectations and word-of-mouth 

and past experience. Speaking of past experience, it has been proposed that returning customers 



 

 

 

 13 

with high expectations of the company’s service tend to be more forgiving of service failure (Choi 

& Mattila, 2008): previous positive interactions with a service provider or its good reputation serve 

as buffer, alleviating the impact.  Conversely, an initial service failure may negatively frame future 

encounters: it has the potential to “sensitize” customers to more negative perceptions in upcoming 

service elements (Zainol, Lockwood & Kutsch, 2010). 

The discussion on consumer expectations in healthcare is not limited to the factors proposed by 

Zeithaml et al. (1993). Even though it appears that the literature on patient expectations have 

mainly a narrow focus, specific to one or two segments of healthcare, for example, maternity ward 

or palliative care, a few more general studies have been identified. Chalamon, Chouk and 

Heilbrunn (2013) suggested that the psychological profiles of patients themselves and their core 

values play a significant role. An effect of culture on consumer expectations was also studied. 

Nguyen, Cao and Phan (2015), applying a Hofstede’s cultural dimensions model, found that 

cultural value orientations of the patients are significantly associated with their service quality 

expectations. In an empirical study, Bostan, Acuner and Yilmaz (2007) established a positive 

correlation between level of education and expectations: patients with a university education had 

especially high expectations. 

The significance and usefulness of patient expectations has been questioned by some researchers. 

For example, Alrashdi (2012) notes that healthcare is a highly specialized and complex field with 

many actors all catering to a single patient, and the pronounced heterogeneity and complexity 

typical for a healthcare process may make patient evaluations invalid. It is therefore implied that 

patients do not have the knowledge and competence required to form expectations that could be 

relevant for healthcare providers in their quality enhancement attempts. To cite the author, patients 

are not likely to have enough information about service standards to be able to know what to expect 

from it. Alrashdi (2012), when questioning the reliability of patient perceptions, also noted that 

healthcare is the kind of service people usually do not desire and consume in a stressed state, and 

not seldom the encounters have, in a way, a negative undertone, which, again, may compromise 

the reliability of their perceptions as evaluators of actual quality.  This view is shared by Berry and 

Bendapudi (2007) who note that different combinations of illness, pain, uncertainty and fear can 

cause patients “to be far more emotional, demanding, sensitive, and/or dependent than they would 

normally be as consumers”. 
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Piper (2010) also acknowledged the presence of an emotional component, with uncertainty and 

risks leading to anxiety amongst patients, which “places the patient in a predisposition concerning 

the anticipation of care”. She suggested that the patients are not always rational about their 

perceptions, due to the fact that irrational expectations lead to irrational perceptions. The factors 

that impede rational attitudes include strongly negative word of mouth (“horror stories”); influence 

by relatives and friends; unstable psychological state, leading to hypersensitivity.  

  

2.3. Service quality  

 

Service quality is evaluated when customer expectations face reality - that is, put in the context of 

a service encounter.  

 

As stated by Dagger, Sweeney and Johnson (2007), healthcare quality has historically been 

assessed using objective criteria such as mortality and morbidity (Dagger et al., 2007). While these 

parameters are necessary for assessing clinical quality, “softer, more subjective assessments are 

often overlooked” (Dagger et al., 2007).  

 

Since services are subjectively evaluated experiences, it is suggested to see service quality also as 

subjective, or “perceived service quality”, “a global judgement, an attitude”, as proposed by 

Parasuraman, Zeithaml and Berry (1988), which is the view supported by a number of other 

researchers (Cronin & Taylor, 1992; Dagger et al., 2007). That is, service quality is essentially 

equated with customer perceptions about it. Perceptions can be defined as a consumer's judgment 

of, or impression about, an entity's overall excellence or superiority (Dagger et al., 2007), which 

is often described in terms of discrepancy between expectations and actual performance.  

 

 Some authors do not entirely agree that service quality is necessarily equivalent to perceived 

service quality, and instead suggest that service quality is divided into two elements: actual quality 

and quality as perceived by consumer (Shafei, Walburg & Taher, 2015).  However, since it is 

assumed that patients often lack the competence to accurately assess the “actual” healthcare 
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quality, relying on the easier cues such as interpersonal skills of the personnel (Berry & Bendapudi, 

2007), it has been proposed that “it is the perceived quality, as opposed to the actual or absolute 

quality, that is important for healthcare professionals to manage” (Shafei et al., 2015).  

 

Nonetheless, service quality as perceived by the customer may differ from the quality of service 

actually delivered. Healthcare quality embodies many elements of varying importance: they can 

be relatively minor, for example, waiting time for an appointment or convenience of finding a 

parking space, or can relate to the clinical competence of the personnel (Ashill, Carruthers & 

Krisjanous, 2005). It has to be pointed out that staff and patients may have different perceptions 

of what is and isn’t important, and what can be insignificant from staff’s perspective can be a 

source of extreme frustration for patients (Ashill et al., 2005).  

 

Besides, patient-centered assessment of service quality has to take into account that patients may 

sometimes simply want the wrong thing, for example, medication in the form of tablets instead of 

an injection, which, while more preferable for the patient, may be not the best treatment from a 

medical standpoint (Lee, 2017).  

 

Service quality is a concept that has generated a lot of debate in the literature and is considered 

difficult to universally define (Parasuraman, Zeithaml, & Berry, 1985), particularly in medical 

services, which are especially diverse, and it is difficult to apply the same definition of quality to 

for example primary care and orthopaedics or surgical field (Winblad et al., 2012).  

  

The researchers, though not having a unanimous perception of service quality, seem to agree that 

it is a multidimensional concept.  According to Grönroos (1984), service quality has two 

components, namely, technical quality and functional quality. The technical quality refers to the 

primary care attributes like treatment provided, infrastructure; while functional quality embodies 

secondary care attributes or how the service is delivered like friendliness of service personnel or 

timely delivery.  

 

Service quality is often assessed by the traditional SERVQUAL model which includes five factors, 

i.e. reliability, assurance, tangibles, empathy, and responsiveness (Parasuraman et al., 1988). 
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The popular framework for healthcare quality assessment proposed by Donabedian (1966) is based 

on a triad of structure, process, and outcome used to evaluate the quality of health care. He defined 

“structure” as the settings, qualifications of providers, and administrative systems through which 

care is delivered; “process” as the components of care delivered; and “outcome” as recovery, 

restoration of function, and survival.  

  

While outcome is often included as a component of healthcare quality, measuring the results in 

healthcare can be challenging. The problem with measuring healthcare results, according to Choi, 

Lee, Kim and Lee (2005), could be a consequence of the time discrepancy between the moment 

when the service is provided and the occurrence of results. Besides, in primary care, it may be hard 

to trace the relevant results (Winblad et al., 2012).   

 

In my study, I am going to mainly rely on a model of healthcare service quality by Dagger et al. 

(2007) as it seems to cover the essences of the above-mentioned influential frameworks and is 

consistent with them. Besides, the dimensions were formulated on the basis of empirical analysis 

in the healthcare setting. The model embodies four healthcare quality dimensions: interpersonal 

quality, technical quality, environment quality and administrative quality.  

 

Dimension Subdimensions 

Interpersonal Manner: the attitude and behavior of a service 

provider. 

 

Communication: transfer of information and 

degree of interaction. 

 

Relationship: trust, mutual liking, bonding. 

Technical Outcomes achieved: the outcome of the service 

encounter(s) as perceived by patient 
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Expertise: competence, knowledge, 

qualifications, or skill. 

Environmental Atmosphere: intangible, background elements. 

 

Tangibles: physical elements of the 

environment. 

Administrative  Timeliness: appointment waiting lists, waiting 

time, ease of changing appointments etc.  

 

Operations: coordination and facilitation of the 

core service via administrative means. 

 

Support: aspects adding value to the core 

service. 

 

Table 1: Dimensions of service quality (Dagger at al., 2007) 

 

The dimensions were verified for their respective impact on service quality perception. Technical 

quality and administrative quality proved to have the greatest effect. Interpersonal quality and 

environment quality also demonstrated to be important predictors of the overall quality perception, 

but to a lesser extent (Dagger at al., 2007). This is consistent with the relative weight of the 

Parasuraman et al. model dimensions (1998) mentioned earlier in the text. 

2.4. Service recovery 

 

The conventional definition of service recovery is the actions taken by an organization in response 

to a service failure (Wilson et al., 2016) which are aimed at re-establishing customer satisfaction 

and loyalty (Van Vaerenbergh & Orsingher, 2016).  
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Service recovery in the literature is often discussed in the light of economic benefits (or losses, if 

not done properly) for the company. Miller, Craighead and Karwan (2000) state that the ultimate 

goal of service recovery is repeat sales and customer retention, while Andreassen (2000) names 

customer retention and cash flow. Grönroos (2000) proposes that a well-executed service recovery 

stimulates customer loyalty, and loyal customers are more profitable than new ones.  

 

It was suggested to view service recovery through the lens of social exchange theories (Smith, 

Bolton & Wagner, 1999): a service encounter resulting in failure and, subsequently, recovery can 

be seen as an exchange in which the customer experiences a loss as a result of failure and the 

organization attempts to provide a gain, in the form of a recovery, to compensate for that loss.  

It appears logical to assume that for service recovery to be effective, the exchange of resources has 

to be perceived as fair (Wirz & Mattila, 2004). Therefore, more severe failures require larger scale 

recoveries (Smith et al., 1999).  

 

Justice theory is also used in service recovery discussion. Customers evaluate the fairness of a 

service recovery along the three dimensions of justice: distributive, procedural and interactional. 

Distributive justice is usually defined as what the customer receives as an outcome of the recovery 

actions, for example, an excuse or monetary compensation (Mccoll-Kennedy & Sparks, 2003). 

But being treated fairly embodies more aspects than merely receiving an outcome, even if it fulfills 

its compensatory function. Two other dimensions of justice - procedural and interaction - are 

equally important. Procedural justice refers to the policies and processes regulating recovery (Wirz 

& Mattila, 2004), for example, the speed of reacting to a failure or providing a platform for 

complaints. Interactional justice describes the quality of interaction post-failure, and concerns 

perceived empathy and helpfulness of personnel (Wirz & Mattila, 2004), as well as interpersonal 

sensitivity, treating people with dignity and respect, or providing explanations for the events 

(Mccoll-Kennedy & Sparks, 2003). Interestingly, Tax, Brown and Chandrashekaran (1998, as 

cited in Mccoll-Kennedy & Sparks, 2003) found that interactional justice has the strongest effect 

of trust in a service provider as well as overall satisfaction. 
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To outline possible service recovery tactics, I will use classification proposed by Bell and Zemke 

(1997).  

 

Apology: it is a necessity to acknowledge the error. Apology is considered more efficient when 

delivered in person, by someone who can acknowledge the wrongdoing on behalf of the 

organization. The importance of apology is shared by Bolshoff & Leong (1999) who believe that 

the first necessary step is to acknowledge wrongdoing and to apologize, even if no tangible 

compensation can be offered. The main advantage of apology is that it can be done quickly, reduce 

the consumer’s anxiety and/or anger.  

Urgent reinstatement: It is important to react quickly and, at the very least, demonstrate “the 

good intent”, signaling the customer that the best possible job to rectify the issue is being done.  

Empathy: Bell and Zemke (1997) consider it to be the centerpiece of service recovery. It is the “I 

know how you feel and I care about you” signal. It is critical for customers to see that what 

happened to them matters, that service providers identify with the misfortune.  

Symbolic atonement (reparation): At a basic level, it is any gesture that says, “We want to make 

it up to you”.  

Follow up: it is a final stage and is not always obligatory. However, it can provide a sense of 

closure for both customers and providers and reinforce the “we care” message.  

 

The authors underline that these recovery tactics are hardly viable without a foundation: recovery 

must be a part of the overall orientation to identify and respond to customer needs and expectations 

and giving the front-line employees the authority to make decisions that favor the customers.  

 

Bowen and Johnston (1999) have also drafted a set of recovery activities, which conceptually do 

not differ too much from those proposed by Bell and Zemke (1997): response (acknowledgement, 

apology, empathy, management involvement), information (explanation and assurance), action 

(taking concrete steps), compensation. 

 

However, they emphasized importance of specific communication components. The first is a mere 

acknowledgment of a failure. The weight of acknowledgment was also discussed by Huang, 

Mitchell, Dibner, Ruttenberg and Tripp (2018): instead of the customer seeing the service provider 
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as the enemy, acknowledgment can show that the company is on their side. It has to be mentioned, 

however, that when major healthcare outcomes are concerned, acknowledgment of wrongdoing, 

especially if documented, may induce a legal action against the hospital (Schweikhart, Strasser & 

Kennedy, 1993).   

 

Bowen and Johnston (1999) also specify providing explanation for the failure as one of the key 

steps. From a healthcare perspective, it is important to mention that the communication between 

medical professionals and patients is unbalanced in terms of knowledge distribution and authority. 

A common hinder for effective service recovery is that doctors believe that patients cannot 

accurately evaluate the medical matters and may therefore be reluctant to engage in explanations 

(Schweikhart et al., 1993).  

 

Regardless of the chosen method of recovery, it is generally agreed that response should be quick. 

Schweikhart et al. (1993) state that a quick response does not allow dissatisfaction to fester and 

reduces potential negative word-of-mouth effects. Hart et al. (1990) also noted that recovery is 

only fruitful when it is quick.  

 

Another aspect to consider is whether recovery should be reactive (apologizing after receiving a 

complaint) or proactive. Proactive service recovery is grounded in organizational commitment to 

foresee and identify critical incidents beforehand to be able to address them promptly. In other 

words, organizations have to be active problem finders (Hart et al., 1990). This is particularly vital 

in the industries where customers are unlikely to complain. Being aware to customer needs and 

expectations and responding to them (Bell & Zemke, 1997) can also be seen as a component of 

proactive service recovery.  

  

2.4.1. Service recovery in healthcare 

 

Service recovery in healthcare has not received much attention in the literature. The previously 

discussed financial benefits and competitive gains of service recovery are of limited application in 

healthcare, thus making service recovery less relevant than in other fields. Hospitals, specifically 
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in countries where healthcare is state-funded, do not have to compete for patients. Even if the 

environment does have some degree of competitions, patients seldom make a choice themselves: 

they can simply choose the nearest facility, be referred to a certain hospital, or be bound to it by 

their insurance plans (Schweikhart et al., 1993). Ashill, Carruthers and Krisjanous (2005) also state 

that in public healthcare, there is less emphasis on customer retention; lack of competition leads 

to complacency and service recovery initiatives are therefore not prioritized.  

Besides being set aside on an organizational level, service recovery may be opposed on an 

individual basis too, that is, by medical practitioners themselves (Schweikhart et al., 1993). Service 

recovery may be seen as an unwanted extra activity on top of their tasks, which will be taking time 

and focus away from their direct job functions, which are complicated and risky as is. Schweikhart 

et al. (1993) also mentioned that some healthcare workers “may see their roles as being above 

consumer complaints since customers cannot understand the difficulties in performing work”. 

 

It is possibly not surprising that patients generally have low expectations when it comes to service 

recovery (Gutbezahl & Haan, 2006). According to their observations, respondents, when being 

asked to predict reactions to their problems, said that 55 percent of the time their complaints would 

be ignored, while another 17 percent suggested that administration would defend hospital’s 

interests.  

 

To summarize the discussion on customer expectations, service quality, service failure and 

recovery, the following model was designed, incorporating several studies mentioned earlier. The 

concepts are separated by the “demarcation lines” according to the phases in the service 

failure/recovery process.  

Antecedents (factors of influence) for patient expectations and expectations themselves are located 

on the pre-encounter level. Afterwards expectations are faced with the real-life service encounter 

and are tried against the perceived quality, which belongs to the encounter level. Post-encounter 

level encompasses consumer responses such as satisfaction, dissatisfaction and service failure. The 

final level – post-failure actions - is when the service provider comes into play, either efficiently 

recovering service failure or failing to do so. 

Moving along the red path will result in service failure and, without appropriate recovery 

measures, a lasting customer dissatisfaction.  
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Figure 1: “Critical path” of service encounters 

PQ = Perceived Quality; IE=Ideal Expectations; AE=Acceptable Expectations. 
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3. METHOD 

3. 1. Research Philosophy 

 

The research philosophy used in this research is interpretivism. Interpretive approach intends to 

understand a phenomenon or event from an individual standpoint (Scotland, 2012), which 

complies with the research question and purpose of this study. Another assumption of 

interpretivism is that the reality is subjective, open to individual interpretation and cannot be 

measured by rational quantifiable metrics (as is the case with a positivist approach with its notions 

of certainty and permanence). In my study, reality is essentially processed by two interpretation 

channels - the respondents who offer their perspective on the events and the researcher who 

interpret their interviews, therefore, the logical choice is to rely on the interpretivist philosophy as 

guidance.  

 

3. 2. Research approach 

 

Two common approaches are deductive and inductive reasoning, with deductive being associated 

with positivist research philosophy and inductive closer connected to interpretivist.  

 

Given the interpretivist nature of my study, inductive method could have seemed as the most 

obvious choice, however, I believe that the method in my case is not clear-cut but rather embodies 

elements from both deductive and inductive approaches. Deductive components stem from 

existing theories and models pertaining to, for instance, service quality which serve as a premise 

for the analysis of empirical findings. Inductive elements are also evident: by analyzing the 

empirical data and making reasonable generalizations, I am hoping to enrich existing theoretical 

knowledge or progress to new contributions to theory.  
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My study has an exploratory form and seeks to gain new insights about problems that have not 

been extensively researched before.  

 

This study is going to utilize qualitative research methods. The primary purpose of doing 

qualitative research is to understand the behavior of consumers, experiences and feelings in 

relation to the social phenomena, which is difficult to obtain through quantitative research methods 

(Strauss & Corbin, 1990). Besides, some experts believe that qualitative research is better suited 

to gain understanding in matters involving patient perceptions on quality and service failures. 

Typical quantitative methods such as formalized satisfaction surveys have been criticized for their 

lack of accuracy and misguiding potential (Cusick, 2009 as cited in Piper, 2010), as they are unable 

to capture the complicated and sometimes irrational nature of human character. Martin, McKee 

and Dixon-Woods (2015) also noted the limited potential of “formal”, quantitative approaches 

when monitoring healthcare matters, and discussed the weight of “soft intelligence”. 

 

In relation to service failures, it has been proposed that patients are more willing to open up about 

their negative experiences when given the chance to talk about them in the form of potential 

improvement recommendations, which is unattainable with quantitative research (Lee et al, 2010). 

Lee et al. (2010) also note the benefits of qualitative research in sensitive matters: "directly asking 

patients whether any experience during hospitalization caused them to feel disrespected, and 

allowing room for explanation, might more efficiently identify problem areas". 

 

3. 3. Data collection 

 

3.3.1. Secondary data collection 

 

In exploratory research, early evaluation of secondary data is critical, since it allows to quickly 

assess what has been researched already and which matters have been overlooked (Wrenn, Stevens 

& Loudon, 2001). Since the central part of my research is service failure, this was my starting 
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point for finding secondary data. The data on service failure in general was plentiful, however, the 

same cannot be said about service failure in healthcare, still less in Swedish healthcare. This 

necessitated complementing the literature research on service failure (and models relevant to it) 

with collecting information about healthcare in general, and Swedish healthcare - in particular.  

 

Literature research included secondary sources acquired from JU’s library database, as well as 

Google and Google Scholar search engines. The latter was also used to assess the citation index to 

ensure credibility of the data. I did not set any time frame for my literature research, as the 

discussed problem include aspects that were equally relevant also in the relatively distant past. In 

searching articles and reports on the institutional problems, I preferred the most recent sources.  

 

Key words I used (alone and in combinations) for finding academic articles: service failure, service 

quality, service recovery, customer expectations, customer perceptions, patient experience, patient 

perceptions, patient dissatisfaction, healthcare, medical care, hospitals. Their Swedish 

equivalents were also tried.  

To find several narrow-focus articles, I used reference lists of the studies I’ve encountered.  

 

 

3.3.2. Primary data collection 

 

To ensure flexibility and to allow the respondents elaborate on the questions to the extent they 

deem necessary, the interviews have been semi-structured. Semi-structured interviews are 

characterized by a larger degree of freedom and adaptability: they usually include a set of pre-

formulated questions that outline main areas of interest, but they can vary with each interview and 

follow-up questions can be asked if needed (Saunders, Lewis & Thornhill, 2012).  Another 

potential benefit of such format is that interviewees can mention some aspect previously not 

considered by researchers (Larsen, Kärnekull & Kärnekull, 2009).  
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While being aware of the pitfalls associated with it, I took the decision to conduct several 

interviews via telephone. It was mainly motivated by the necessity to interview patients from 

different regions of Sweden and avoid a location bias.  

 

The respondents were selected on the basis of convenience sampling at the initial stage (via 

personal relations) and snowball sampling thereafter, thus expanding the pool of informants. 

Preference was given to the more recent cases of service failure: the least recent case is dated 2015.  

 

This table with sociodemographic characteristics of the respondents can be found in Appendix 1.  

 

Five interviews out of thirteen were taken in person. All interviews but two were recorded. Two 

interviews as per respondents’ request were not recorded: I was making notes which were 

immediately after translated into a more coherent form on the computer.  

 

Eight interviews were held in English. The remaining interviews could not be held in English as 

the respondents expressed the wish to talk in their native language. These interviews had to be 

translated to English which can potentially harm the reliability of the data. I chose to accompany 

the English translation with the original Swedish phrasing if the phenomenon could not be 

accurately translated into English.   

 

The interviews lasted from 15 to 80 minutes long.  

 

The interviewees were guaranteed anonymity. Due to the fact that some cases were fairly specific 

and could be traced to the identity of participants, some details such as the participants’ countries 

of origin, exact age, service providers and certain details pertaining to the nature of the described 

problems had to be omitted.  
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3.3.2. Data analysis  

 

The first step was transforming the interviews in the text form. The author chose not to transcribe 

all interviews verbatim due to the fact that some respondents engaged in side stories that had little 

relevance to the research purpose but were important for their thinking and reflection processes. 

Thus, the interviews were transcribed selectively in line with the proposals given by Halcomb and 

Davidson (2005).  

 

The method I used to analyze the data is closest to directed content analysis (Hsieh & Shannon, 

2005): I began by identifying the key categories of patient experience which stemmed from the 

service management literature and formed my questions accordingly. These categories were used 

as key concepts for coding. Since my approach was a combination of deductive and inductive 

methods, the possibility of forming new categories that could possibly arise from the data was kept 

open. After that, I searched for meaningful citations to illustrate the discussed phenomena. Finally, 

the trends and commonalities, as well as connections to the theoretical framework, were identified. 

 

 

3.2 Method discussion 

To ensure trustworthiness of the study, reliability and validity need to be reflected on.  

Reliability refers to whether study produces consistent findings that could be repeated if they were 

replicated by another researcher (Saunders, 2012). As a consequence of the chosen research 

method, reliability is possibly low in this study, since patient experiences are dependent not only 

on internal, emotional factors which are volatile, but also on external environment determining 

healthcare services in Sweden, which is not constant either. Therefore, my study rather aims at 

providing a “snapshot” on how public healthcare is perceived in the present. Nonetheless, if 

external factors were held constant, I believe that a replicate study would generate some similar 

results. This is supported by the fact that the empirical findings show resemblance to the much-

disputed struggles in Swedish healthcare. Apart from that, I attempted to increase reliability by 

basing my interview questions on existing theories, as well as pre-testing them on family members.  
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Validity reflects the accuracy of reflecting the studied phenomena with the means of collected 

data (Bryman, 2008). To ensure validity, methods, data collection and analysis were described in 

detail. The components filling the concept “patient experience” were included based on 

influential theoretical models, which were also taken into account when formulating interview 

questions.  

 

 

4. EMPIRICAL FINDINGS 

 

The empirical findings were sorted into three solid blocks: Patient-perceived reasons for service 

failure, patient expectations and post-failure responses, and patient-perceived service recovery.  

 

4.1 Patient-perceived reasons for service failure 

 

Service failures are analyzed according to service quality dimensions proposed by Dagger et al. 

(2007), which each dimension representing a domain of patient dissatisfaction.  

 

It has to be noted that service failures as perceived by respondents were mostly multidimensional, 

that is, failures involved several components of service quality.  

 

This table summarizes the empirical findings of the reasons for service failures in Swedish public 

healthcare. It proved to be difficult for the majority of respondents to clearly identify one isolated 

reason for service failure. In many cases, it seemed to be a “critical mass” of negative emotions 

coming from different fronts that constituted a service failure in the eyes of the patients. In the 

table, the dimensions where service fell below expectations are marked with a cross. The red cells 

indicate the primary domain of dissatisfaction in each case. The conclusions were drawn based on 
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the patients’ initial brief description of their encounters with healthcare, as a reply to the question 

“What happened?”. For example, if a respondent chose to describe their negative encounter as 

“They missed my blood clot, I almost died”, the case was attributed a red indicator in the Technical 

dimension. Likewise, if a patient responded with “This was a long struggle getting an 

appointment”, the Administrative dimension was marked in red. The amount of attention 

respondents gave to a particular negative component of the encounters in the further discussion, 

as well as the magnitude of emotional response associated with them (as perceived by the 

interviewer) were also considered. 

 

 

Code name Technical Interpersonal Environmental Administrative 

P1 X X  X 

P2 X X  X 

P3  X X X 

P4 X X   

P5 X   X 

P6  X  X 

P7 X X   

P8  X  X 

P9  X  X 

P10 X X   

P11  X  X 

P12 X X X X 

P13 X X  X 
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Table 2: Patient-perceived reasons for service failure 

 

4.1.1. Technical level 

Technical level pertains to outcome of a contact with healthcare as perceived by patient, as well 

as their competence and skills.  

This in many cases was the core part of a service failure.  

 

Not receiving instrumental investigation. 

In this group, patients were dissatisfied with the reluctance of the medical personnel to use 

diagnostic procedures in the treatment.  

 

P1 could not get an instrumental investigation of her bladder: “I got referral for that procedure 

after almost a year of complaints <...> They were essentially treating me with conversations, so to 

speak”. 

 

P7 was taken to an emergency department with acute abdominal pain and felt that she did not 

receive the necessary medical assessment: “She just pressed on my stomach a bit. <...> How come 

they did not even take a blood sample to rule out something serious”. 

 

P12 arrived at the emergency department with severe headache and vision disturbances. The 

doctor’s assessment occurred after almost 8 hours and lasted, as reported by patient, around one 

minute. “He asked me to look at his finger and said that there was nothing wrong with my brain. 

<...> There was no neurological examination, no x-rays. And if he had looked at my medical 

journal, he would have found out that I had been in the hospital already with similar symptoms”. 

 

 

In three cases, serious conditions were overlooked due to the absence of appropriate medical 

tests.  
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P2 felt unwell after a surgery and could not reach his doctor via telephone for three days, while 

the nurse at the reception was uncooperative. “On day four I was in a lot of pain, pain in my chest 

and fever. She told me to take alvedon1. I just sat in the car, drove to the seaport and got on the 

ferry to (another country). And went directly to the hospital there. They did an MRI right away and 

it turned out that I had a blood clot”. 

 

P5 went to a clinic to seek help for coughing and weakness and was prescribed cough medicine. 

A week later a patient was admitted to the emergency department after some resistance of the 

reception staff. The patient was then diagnosed with “pretty severe pneumonia” and had to stay in 

the hospital for three days: “It would not have been so bad if they took a blood test or listened to 

the chest when I first came to the clinic2.  

 

P10, who suffers from diabetes, increased her insulin intake by her nurse’s admission which 

resulted in insulin overdose. “I got an extremely disinterest nurse who kept increasing my insulin 

without controlling my own values”. 

 

Finally, P4 faced unprofessional treatment by her psychiatrist who made an inappropriate comment 

at their first meeting “I exposed myself to him, what he said made me feel unsafe and insecure, I 

lost the trust”.  

 

4.1.2. Administrative level 

 

Waiting times, difficulties in making appointments, coordination of activities was named by 

several patients.  

 

Predictably, several patients mentioned long waiting times.  

 

                                                
1 Over-the-counter painkiller 
2 ”vårdcentralen” 
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P3 complained about having to spend the whole night at the emergency department: “We were 

prepared to wait 2, 3 hours, but 8 hours, this is a bit too much”.  

 

After being informed that her baby died in the womb, P9 was told to put the situation on hold for 

a long weekend: “They said, you need to take a pill to induce labor, but you can get that pill only 

after the Easter break. Knowing that I had to wait so long with a dead fetus inside was horrible”.  

 

Arranging an appointment 

 

Difficulties with access to primary care were mentioned by several patients.  

  

P1 was describing the procedure of booking an appointment as “long and painful”: “They ask you 

to call them, you call multiple times only for them to call you back, then they call you back, then 

you happen to miss their call, it’s your turn to call them again”.  

 

P5 bemoaned the lack of online booking. “In Sweden, you always need to call. They have to call 

you back, and it takes so much time away from them…” 

 

Getting emergency care was also a source of dissatisfaction in two cases:  

 

P7 commented on the emergency calls processing routine, which included several steps and she 

had to give her details at all times, while being in pain.  

 

P5 faced resistance of receptionist nurses when trying to get into emergency department: “At the 

reception they were refusing to take me in, saying basically that I was not sick enough, it is just a 

flu, don’t panic”. 

 

Struggles with access to specialist care was a recurrent theme. 

 

P11 ended up at the emergency department for a sudden increase in blood pressure and was 

promised a referral to a clinic for a deeper investigation. The referral was received. However, 
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getting an actual appointment proved to be a challenge. First she encountered a nurse that refused 

to book an appointment in person: “The receptionist told me to go home and call instead.  <...> 

We book via phone calls, and we have no free spots anyway. <...> Of course, it is easier to deny 

people when you don’t have to look them in the eye”. The patient was willing to wait as long as 

needed for the appointment but that did not seem to help. “I explained that I have no acute case, I 

can wait, book me in a month, two months from now. To which she responded that in her system 

she can only access the nearest three weeks, which are fully booked. She said, call tomorrow at 8 

in the morning and see if there are any new free spots. <...> And when I call at 7.59 the phone 

line is not opened yet, and at 8.01 I get a message “there are no available spots”.   

 

P13 who has a chronic condition struggled to get specialist care before and during her pregnancy 

and was not prescribed the medication until she was 15 weeks pregnant: both primary care 

physician3 and midwife deemed medication unnecessary. “He just brushed me off, nicely of 

course, told me “no worries”. Same thing with my midwife. She was saying that I don’t need any 

medication, “no worries”, started explaining why in her opinion it was not needed. How can a 

midwife make judgements about a complicated condition that a doctor specializing in a different 

field should evaluate? I am not saying midwives are unqualified, I know they are, but I mean it is 

niche competence”.  

 

P11 compared trying to get an appointment with participating in a military battle: “They are 

fighting tooth and nail not to let you in. I am shuddering thinking that I have to call them again 

soon. Which weapons am I supposed to use to break through?” 

 

P1 described the process of getting access to specialist care using a similar metaphor: “It feels like 

there is a security guard that is defending the entry at all costs”. 

 

 

Deficient organization  

 

                                                
3 distriktsläkare 
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- Across different entities: 

 

P9 got a feeling that the healthcare system has some disbalance. She came to a gynecological 

emergency department after having been directed there by the medical consultations phone line 

(1177), a decision which the nurse at the hospital seemingly did not like: “When we told her that 

we were advised to come by 1177, she turned to her colleague and grumbled “Again they are 

sending people over here”.  

 

P6 described his struggles with the lack of system integration across medical outlets in different 

regions of Sweden: “What happens is that I have to manually hand over the track record to the 

new department, so each time I have a new doctor,  I have to restart the process from the square 

1, and I don't get any continuous following of the dynamic.  

I have to make same tests all the times, some tests I have done 10 times, and it also implies the cost 

for the system”.  

 

 

P11 noted the illogical element in the system: “She kept on telling me, if you are feeling bad, go 

to the emergency. But this is absurd, I have been there already, and they gave me a referral to the 

clinic. Why would I go to the emergency again?”  

 

P12 was displeased with the conflicting information: “I asked him (the doctor) if it can be eye 

migraine. He looked at me and said, there is no such thing. But I’ve just read about it on 1177, I 

said. No, there is nothing that is called this, he said”.  

 

 

- Internal: 

 

P10 reacted to the internal organizational problems: “I would book a time, come to the clinic, she’d 

say no you don’t have an appointment today, you are not on the list, so I had to go back”.  
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P10 also noted the lack of cooperation between her diabetes nurse and a doctor: “They should work 

together more tightly. He was supposed to control the dosage, keep her actions under control, but 

he did not, and I’ve seen him maybe once”.  

 

P3 questioned the way human resources are distributed: “There was a note in the room, where 

they asked for consideration, it was something along the lines of, “we have only one doctor on 

duty, who is also doing rounds at the in-patient department”. Like it is the most natural thing that 

the doctor is alternating between two facilities! What kind of emergency is that, with one doctor 

who may not even be there when you come, but is at some other place, attending to admitted 

patients”.  

 

Support 

 

Only one case fits into this subdimension. 

 

P8 was being discharged from the hospital following a surgery. She ordered a hospital cab home 

which never arrived: “I was just dropped at the reception alone to wait for it, I was weak, could 

not even think clearly. I was sitting there for an hour before I realized that they’d must have 

forgotten to order the cab”.  

 

 

4.1.3. Interpersonal level  

This was a common source of dissatisfaction amongst the interviewed patients which they 

spontaneously commented about.  

 

Manner:  

 

P1 perceived the attitude of the medical personnel as indifferent and abrasive: “I had a feeling that 

they want to get rid of you at all costs…”.  P9 also remarked “it honestly felt that they wanted to 

just get rid of me”. 
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Not being taken seriously was mentioned by several respondents. P7 who was admitted to the 

emergency department with acute stomach pain commented: “They were not taking me seriously 

and I had to prove that it was my place to be there at all”. Similarly, P5 felt that she was questioned 

and “not taken seriously”.  

 

Lack of sensitivity was recalled by P3: We did not bring any diapers, or formula milk and were 

not offered any, either”. 

 

A comment perceived as cynical was named by P9 who came to an emergency department with 

suspected pregnancy loss and was asking to be assessed by doctor: “The nurse just told me that 

there was no rush anyway, and said literally “If it happened, it happened”. Meaning that if the 

baby had died, they were unable to help anyway.  <...> It was very hurtful”.  

 

P11 who was trying to book an appointment for her high blood pressure told that she felt that the 

receptionist nurse was “mocking” her: “She told me that the phone line for booking opens at 8.00. 

But then she added “But I have to forewarn you, it can happen that at 8.01 there will be no free 

spots already”. It felt like a mean joke”. 

 

P9 was also shaken by the lack of empathy and compassion after being told that she lost her 

pregnancy: “I just screamed like I was in a nightmare. In the middle of it all I somehow managed 

to ask them to bring in my husband, who was waiting in the corridor. They did not think about it 

themselves. No one came up to me to hold me or something…Everyone was just formal and 

business-like”. 

 

P12 felt that the doctor questioned the validity of her concerns. “As soon as he entered the room, 

I sensed the “what are you doing here?” attitude, dismissive. <...> “If it was migraine, you would 

have been rolling on the floor screaming now”, he said”. 

 

Being too nice is also not appreciated by some. 
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P10 said: “She (the nurse) was all buddy-buddy <...>But diabetes is a serious disease, and it must 

be talked about in a serious manner, they have to be open about the consequences and that it 

changes your life. They play it down too much”. 

 

P8 perceived the attitude of medical providers as ungenuine: “They are of course respectful and 

pleasant, but I judge by actions not by words. If I don’t get the help I need, what is the worth of 

that?” 

 

P13 had similar observations: “I think a lot of effort is being put in reception4. They are always 

nice and polite <...> And then you find yourself leaving their office with nothing but that pleasant 

conversation. But this is not what I need when I come to the doctor. <...> Reception, 

communication, all those pretty words, they should come second. Give me the medical help I need 

instead”.  

 

P1 also noted the discrepancy between words and actions: “Holistic approach5, they really like 

that word. I must say I haven’t seen it once”. 

 

 

Communication:  

 

P3 felt that the nurses did not communicate with him during an eight-hour waiting time in the 

emergency department: “It felt that they were basically sitting out their time waiting for the doctor 

to arrive, they were not updating us at all”.  

 

P2 who felt unwell after surgery and tried to see his operating surgeon complained about 

communication rigidity and non-responsiveness of the receptionist: “It felt like I was talking to a 

robot, she was repeating the same thing, call on this phone...even after I said that this number was 

apparently out of coverage or something”.   

 

                                                
4 “bemötande” 
5 “helhetssyn” 
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P11 described the encounter in similar terms: “She is sitting there with a stone face, repeating the 

same phrases she was taught to use”.  

 

P10 felt like she was not receiving enough guidance from her diabetes nurse: “She did not explain 

what diabetes actually is. No guidelines, no lists, no diet plans, no “this you can do, this you have 

to avoid”. 

 

P2, in a similar way, did not find that he’d received sufficient information which resulted in post-

surgery complications: “They gave me those shots that would suffice for 4 days or so, I did not 

receive any paper where it would have been clearly written that I had to take them longer that 

that”.   

 

Relationship:  

 

P6 who struggles with a chronic disease complained about “temporary doctors”6 in the north of 

Sweden:  “If you meet a person multiple times, you feel responsible, you have to take care of that 

relation, but if you know “I are not here in two months, I am moving”, you don’t care, you see 

your patients as an object”. 

 

P4 described an uncomfortable situation where her psychiatrist at the first meeting, where sensitive 

matters were shared, made a compliment which she perceived as inappropriate. To make it worse, 

the compliment had been preceded by the doctor’s admission that he “was not supposed to say it”, 

and in doing so he, as perceived by P4, “basically announced that he is unprofessional”. 

 

4.1.4. Environmental level 

 

 This did not appear to be a common source of dissatisfaction for the respondents.  

 

                                                
6 staffettläkare 
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P3 mentioned that they were not provided conditions suitable for an infant during their 8 hour wait 

at the emergency department: “There were no beds in that room, only chairs. It felt like a cage 

<...> They could have probably offered a baby cot or a stroller, it seems like basic things”.  

 

P12 said that upon being admitted to the hospital for severe headache she was put in the corridor 

as the rooms were occupied: “I had a headache and I ended up in the corridor, it was extremely 

light there so my headache only got worse”.  

 

 

4.2. Patient expectations and post-failure responses  

In this part, pre-failure (expectations) and post-failure (responses) elements of patient experience 

are presented. 

4.2.1. Results regarding patient expectations 

 

Past experience proved to be a possible factor of influence in some cases. Several respondents 

acknowledged that they themselves have had negative experience with Swedish public healthcare 

prior to the discussed encounter (P1, P6, P7, P8, P13), negative experience in their nearest circle 

(P11) or have encountered negative word-of-mouth and media attention (P3, P9). Some of the 

respondents reported positive previous experience (P2, P4, P10, P12).  

Familiarity with the procedures was also a contributing factor to the expectations:  

“Last time I had these symptoms they did a full neurological investigation. This time, I was only 

asked to look at his finger” (P12).  

Foreign background or exposure to foreign healthcare also seemed to affect the expectations. 

Patients from this category were evaluating healthcare in Sweden against their previous 

experience:  

“In (home country) you can always go to a private clinic, where you get even a CT scan the same 

day if needed” (P1);  

“I was reading the (home country) pregnancy forums, it is a big difference of course” (P9); 



 

 

 

 40 

“No other country has 12 hour waiting times in the emergency” (P11); 

 “Why can’t they provide online booking? In (home country) we have it, and you can even check 

the rankings of the doctors” (P7);  

“They would have taken a blood sample in (home country), they always do” (P5);  

“I told them that in (country of previous residence) my pregnancy would have been considered 

high risk” (P13). Patients 1, 13 were also in touch with their doctors from their respective home 

countries.  

 

Service promises were also indirectly mentioned several times. In one case, service promises 

stemmed from the international image of Sweden:  

“I could not believe it was happening in a developed country, let alone Sweden. It is known as a 

model welfare state, so much talk about it abroad” (P13).  

In another case, a word frequently used in a healthcare context represented a service promise which 

was not fulfilled: “Holistic approach, they really like that word. I must say I haven’t seen it once” 

(P1).  

P3’s expectations were derived from the very definition of the emergency department. “Waiting 

the whole night for the doctor and they still call it “emergency7”?  

 

In some cases, it seemed to be the status of the medical professionals that, in a way, conveys a 

promise for certain depth and complexity in interventions and judgement: P7 was disappointed by 

the nurse actions which she perceived as too basic: “I could have done it all by myself”. P12 said: 

“He told me to take ipren8, great, but he did not try to understand the reasons of my condition”. 

 

Patient characteristics such as gender and age did not provide definite insights due to the limited 

variety of the sample. The same applies to the education level as well, although a tentative 

observation can be made that the interviewed patients without university education put a higher 

emphasis on the verbal components, explanation, guidance (P2, P10, P12) while patients with 

university education expected more concrete, “instrumental” measures: for example, P1 resented 

being “treated with conversations”. P7 who did not get any diagnostic procedures commented “I 

                                                
7 “akut vård” 
8 an over-the-counter painkiller 
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felt that I wasted my time, I did not gain any new knowledge by coming there. I could have done it 

all by myself”. 

P5 remarked:” They should not check probabilities of what it most likely could be instead of finding 

out what it actually is. You cannot just check the boxes, oh looks like a flu, you have to go deeper 

than this”.   

 

P13, similarly, said “They really take their time to give you some pedagogical explanation, usually 

to motivate the lack of intervention, why the x-ray or ultrasound or blood test is not needed, et 

cetera. And then you find yourself leaving their office with nothing but that pleasant conversation. 

But this is not what I need when I come to the doctor”.  

 

Likewise, P8 said “I judge by actions, not by words”.  

 

Presence of other service providers is discussed in the literature as the factor affecting customer 

expectations. In this study, it was rather the absence of alternative service providers that was 

mentioned by respondents.  

 

“You can neither get something out of the public system, nor go private. There are no 

workarounds. You may want to take care of yourself, get an ultrasound, for example, on your own 

initiative just to take some extra caution, but you can’t” (P1).  

 

“I could not find a private specialist doctor in our city, the only place where they have that unit is 

at the public hospital. <...> That made me feel desperate, they don’t want to help me, I am willing 

to pay to get help elsewhere, but it is just not possible. This is nonsense” (P13). 

 

“They don’t have private healthcare and you have to queue. And they have only one place where 

you can go if it is acute. And since they don’t help people right away, people come back with the 

same problems, and you have more queues of the same people” (P5). 

 

“I tried to switch to another clinic, but I was advised not to, they said, no we are totally swamped 

with patients, it’s even worse here” (P11).  
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4.2.2. Results regarding post-failure patient responses 

 

4.2.2.1. Attribution of responsibility 

 

The results show a range of different opinions.  

 

Deficiencies on the system level were mentioned by several patients: 

 

“Primary healthcare is very bad. <...> The system does not work as is, and the employees don’t 

want to put any effort either, as well” (P1). 

 

“The system is not working for you, it is working against you” (P8). 

 

“Ok, I understand not everyone needs specialist care, I understand that it is expensive. Primary 

care function is filter out those patients who don't need it. I get it. But somehow even those who 

need it are also filtered” (P13). 

 

“You cannot save money on the sick, then save money on the healthy. So much is being spent on 

worthless things, all these getaways9, conferences…Millions! Put it to work instead” (P11).  

 

“The doctors are simply tired of their jobs, they are overworked, and they see no joy in their jobs” 

(P12). 

 

Economic motives: 

“They see the cost, not the patient” (P6). 

 

                                                
9 “utflykter” 
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“They think about money and forget about people” (P8).  

 

“I know they cut money. But it resulted in providing overall bad service” (P7) 

 

Political motives: 

“I blame the politicians. They prioritize the wrong things. For the amount of taxes we pay, we 

should have excellent healthcare, not the bare minimum” (P3).  

 

“In Sweden we have strong labor union for doctors. What they did is they limited the seats in the 

medical schools, so shortage of doctors is artificially created” (P6).  

 

Patients 4, 9, 10 ascribed the responsibility to individual, isolated factors (“human error”). 

 

4.2.2.2. The lasting impact of service failure 

 

A relatively common reaction was lack of trust and not wanting to rely on the Swedish public 

healthcare. 

 

“I have stocked up on my medicines and I don’t even bother going there anymore. It is just sad 

that I have to waste my vacation in (home country) on medical visits instead of getting help here” 

(P1). 

 

“I did not say anything to them, because in Scandinavia, we vote with our feet. If I need to go to 

the doctor or do a check-up, I will rather go to my own country since I don’t trust Swedish 

healthcare that much anymore” (P7). 

 

“I think it is risky to get sick here. This “no worries”10 attitude is dangerous. I know that if a real 

emergency happens, you will be taken care of well. But there are also cases when it not obvious 

                                                
10 “Ingen fara attitude” 



 

 

 

 44 

what the problem is, or it can be many things. In this case, you're in trouble. If anything happens, 

I guess I will have to be a medical tourist in (home country)” (P13).  

 

“I got a feeling that you can die here, and no one will care, they will talk their way out of it 

somehow” (P2). 

 

Less dramatic response was given by P5 who changed to a privatized clinic immediately after her 

episode: “I have transferred to (name of a privately-owned provider) right away. It is a big 

contrast, they do take you seriously”. P10 also switched providers and has been happy with her 

new diabetes nurse.  

 

P11 also tried to switch to a privatized clinic in her region, but was told that it is equally, if not 

more, overloaded with patients. However, she said that she still has trust in the Swedish public 

healthcare, “especially operations”. “Once you get to a doctor, you know you are in good hands. 

The problem is that you have to fight for it”.  

 

P12, in a similar fashion, said that she still feels that the healthcare can be trusted but acknowledged 

the necessity to “argue for yourself” to get help. P3, likewise, remarked: “A concern has grown 

that you have to fight to get medical help”.  

 

Regarding “fighting” mechanisms, P1 is considering relying on the following tactic: “The next 

time I may just prepare a document with all my symptoms and concerns listed, and ask the doctor 

to write “No treatment or investigation required”, and put his signature on it”.  

 

P9 was feeling disappointed for a while, however, the positive experience that followed restored 

her trust in the Swedish healthcare, and now her attitude is “balanced”.  

 

P4 considered her problem solved and did not harbor any negative feelings.  
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4.3. Service recovery results 

 

Only 4 patients out of 13 interviewed have experienced what can be classified (possibly, with a 

stretch in certain cases) as service recovery. In three cases out of these four patients took a 

proactive role and conveyed their dissatisfaction via informal or formal channels.  

 

P3 who spent 8 hours in the emergency department with his infant child and was not admitted, 

called the “quality line” of the hospital the incident took place.  

 

“I called that line where they process complaints, and described the situation to some manager, 

who agreed that it was not acceptable and that she will bring it up at the next meeting. I don’t 

know what happened after that… probably nothing”.  

 

Despite the skepticism about the effects of his complaint, the patient still felt better after the 

conversation:  

“It was nice that I was not totally shut down, that there was a channel I could vent my 

dissatisfaction to. It allowed me to get over the situation, I guess you can say I got some closure”.   

From a theoretical standpoint, it is closest to response from classification suggested by Bowen and 

Johnston (1999): acknowledgement that a problem occurred and alleged managerial involvement. 

  

However, P3 lamented the lack of immediate response by the personnel involved in a service 

encounter:  

“They cannot change that they are understaffed, I guess we share this common understanding. But 

they could have still put some effort into making patients a bit more comfortable psychologically, 

reassure… But they were just sitting there looking bored. <...> They did not think about our 

discomfort or are just totally “desensitized”.  

 

P6 expressed his dissatisfaction with the lack of adequate measures for his chronic disease and got 

a referral to a private clinic.  
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“I said I am not accepting this anymore. We had the discussion, I said I can’t have it like this, it 

does not work. <...> And they sent me to a private specialist”.  

While being satisfied with the actions of the doctor, the patient stated that as a recovery measure 

to his lasting health issues it was not “sustainable”: “I will probably not get back to the same 

private specialist. It is too costly for the public system to pay for private clinics. So there will be 

no consistency for me either”.   

In Bowen and Johnston’s (1999) typology this recovery measure is closest to “action”: concrete 

measures were taken to compensate the inability of the clinic to provide the necessary treatment.  

 

P4 who encountered an inappropriate, seemingly flirtatious comment during her first meeting with 

a new psychiatrist chose to tell about her concerns to another specialist at the same facility, a 

psychologist she’d known from before. The situation was resolved.  

“My psychologist spoke to their boss, and we had a meeting all four of us. He did apologize and 

explained that he was just trying to be nice. <...> She really tried to make me feel comfortable and 

followed up on the situation”.  

 

This particular example seems to embody all the characteristics of a successful service recovery 

as stated by Bell and Zemke (1997): the response was quick (urgent reinstatement), included 

apology by the doctor at fault, the patient felt that the personnel was genuinely concerned about 

her emotional discomfort (empathy), reparation (meeting with a discussion to rebuild trust) and a 

follow up were made.  

 

P12, unlike the rest, did not initiate the service recovery. She experienced what she felt was nurses’ 

initiative to make her feel better for the long waiting time and being accommodated in the corridor 

instead of a room:  

 

“The nurses were really kind. They gave me a blanket, brought sandwiches, they explained 

multiple times why the doctor cannot come and see me now. <...>  I really felt they were doing the 

best they can”.  
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These actions fit into “empathy” in Bell and Zemke’s (1997) typology of service recovery 

measures. Besides, it has the characteristics of “proactive service recovery”: the measures to 

mitigate the negative effects of the known problem (waiting times and lack of vacant rooms) were 

taken before the patient voiced his complain.  

 

The other respondents did not have much to tell about service recovery. The interview questions 

intended to gain insights about possible recovery measures, such as “Did you feel that the 

personnel try in any way to make it up to you or to mitigate the negative effects?” were sometimes 

met with audible surprise. P3 responded: “Eh, no. The attitude is absolutely nonchalant: it is what 

it is. They are totally numb to the problem, I mean, they see it all the time”.  

 

P11 responded: “Absolutely nothing (was done). No compassion, no sympathy. She was literally 

saying, what can I do. I am not a magician”.  

 

P9 said: “They did explain why the wait takes so much time, but it was almost in an accusing way, 

as if to say, why did you bother coming so late, we have only one doctor here”.  

 

P13 did not see any reaction after her nurse should have found out that her judgements were wrong: 

“Nothing like, turns out I was actually wrong, I was misleading you. No. She acted as if nothing 

happened”.  

 

In some cases, the absence of service recovery might have been a result of the service failure was 

simply not recognized by service providers.  

 

P1 felt that the service providers implied that she had excessive demands rather than they fail to 

provide the required measures: “I don’t think they consider that something is wrong, that the 

problem exists. When I tried to insist on deeper investigation of my issues, I was told that I worry 

too much about my health”.  

 

In other cases, the service failure, or rather, its magnitude, became evident after the service 

encounter with the provider “at fault” had ended. This happened with P2 and P5, whose medical 
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issues were initially not attended to or misdiagnosed.  In both cases, the failures remained unknown 

to the initial providers. P5 was happy to finally get the medical help she needed and wanted to get 

over the situation, and P2 did not see any point in submitting a complaint.  

 

Viewing complaining as “meaningless” was a recurrent phenomenon. When asked if she somehow 

voiced her dissatisfaction, P9 said “It is just a waste of time. They will of course say yes, yes we 

will look into that, but that’s all”. P11 responded “Of course I confronted them, first politely, 

then... But it is totally useless.  <...> My brother filed some complaint to Patient committee11 and 

so what? Nothing happened. Pointless”.  

 

P12 also chose not to voice her dissatisfaction to the doctor but for another reason: “No, it is never 

easy to confront the doctor unless they are really showing empathy. It is the authority”. 

 

P13 had another reason for non-disclosure of her dissatisfaction: “I don't know, they are always 

so nice and friendly and essentially it makes it very hard to initiate a conflict. When they are all 

smiles. It makes you reluctant to break the nice atmosphere and criticize them or push for your 

interests. But essentially this niceness is being used against you in a way”.  

 

P8, conversely, by her own admission “believes in the power of complaints”. She filed a formal 

complaint after the hospital provided cab that was supposed to take her home did not arrive. 

However, the response hardly can be seen as service recovery. “I was told that the nurse had told 

them that I never ordered that cab. Which is ridiculous, she just lied”.  

 

 

 

 

 

 

 

                                                
11 Patientnämnden 
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This table summarizes the findings: 

 

Code name Dissatisfaction 

voiced 

Formal 

complaint 

submitted 

Service recovery 

attempted 

Type 

P1 No No None  

P2 No No None  

P3 Yes Yes Yes Response 

P4 Yes No Yes Urgent 

reinstatement + 

apology + empathy 

+ reparation + 

follow up 

P5 No No None  

P6 Yes No Yes  Action 

P7 No No None  

P8 Yes Yes None  

P9 No No None  

P10 No No None  

P11 Yes No None  

P12 No No Yes Empathy 

P13 No No No  

Table 3: Patient-perceived service recovery results 
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5. ANALYSIS OF THE EMPIRICAL FINDINGS 

 

5.1. Service failures 

Dagger’s et al. model on service quality (2007) was used to identify the sources for patient 

dissatisfaction, arriving at the reasons for service failure in Swedish public hospitals. I found that 

service failure in the analyzed cases was often a cumulative concept: that is, several elements of 

service performance were perceived as deficient by patients and all combined could not be 

assimilated by their respective zones of tolerance, thus resulting in service failure. In other words, 

service failures involved several dimensions of service quality.  

 

Technical and administrative components of service quality were the dominating reasons for 

service failures (in 11 of 13 cases), which is in line with Dagger et al. (2007) findings that these 

quality dimensions are of the highest importance for patients and do not contradict to Skålen et al. 

(2016) results on reasons for formal complaints in Swedish hospitals.   

 

Technical components included absence of diagnostic procedures (P1, P5, P7, P10, P12), not 

enabling a post-operative doctor assessment (P2).  Administrative failures happened due to long 

waits (P3, P9), hindering access to specialist care (P1, P11, P13), emergency care (P5), lack of 

system integration across different entities (P6), faulty processing of patients request for 

transportation (P8). In all cases but two (P9, P8) the described encounters fit the interpretation of 

core service failures proposed by Walton & Hume (2012), that is, patients’ needs for medical care 

were not met appropriately or not fulfilled at all.  

 

Access to medical care has to mentioned specifically. Controlling patient inflow to specialists is a 

common phenomenon sometimes referred to as “gatekeeping” and it is aimed at reducing use of 
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expensive specialist care when it is unnecessary (for example, Reibling, 2011).  This is justified 

by the assumption that patients may have their own ideas of what is necessary and, in some cases, 

demand the treatment that is in fact not indicated (Lee, 2017).  

 

However, some respondents in this study faced resistance with getting an appointment when the 

need for specialist assessment was warranted by patients’ known medical background (P2, P6, 

P13) and even when the referral was already issued (P12). Besides, patients reported struggles in 

accessing primary care (P1, P12) and emergency care (P5).  

 

While it is believed that patients are unable to correctly judge the quality of medical services due 

to lack of specific knowledge (for example, Lee, 2017), in three cases the existence of failures was 

validated by other healthcare providers (P2, P5, P10, P13) or acknowledged by the staff at the 

same medical outlet (P1, P6, P11).  

 

Failures with dominating interpersonal component happened in two cases (P4, P9), which 

supports the relatively low impact of it established by Dagger et al. (2007). However, indifference 

and lack of empathy (P3, P10, P8, P12), rigidity and uncooperativeness (P2, P11) were frequently 

brought up and could have contributed to overall assessments. Two patients (P8, P13) offered an 

unusual perspective: seemingly sympathetic attitude of the personnel in absence of concrete 

measures was regarded as redundant and insincere pleasantries. In a way, this contradicts to the 

assumption that patients, being unqualified to judge clinical care aspects, tend to rely on 

interpersonal elements to evaluate service quality (Berry & Bendapudi, 2007): it appears that 

sometimes patients do look beyond the facade.  

At the same time, it complements the idea proposed by Walton & Hume (2012): in healthcare, 

complementary actions and gestures cannot compensate shortcomings on the “main front” (core 

service).  

 

 

A similar observation followed from P10’s case where the patient perceived that the overly 

familiar tone of her nurse actually inhibited her from conveying the risks diabetes entails.  
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P4 was also repelled by the compliment her psychiatrist paid her, which in her eyes testified to his 

questionable professional and ethical skills.  This failure may be attributed to the mismatch 

between various psychological characteristics of participants (Lewis & Spyrakopoulos, 2001): the 

doctor, as per his later explanation, wanted to be nice and cordial, whereas the patient considered 

his demeanor overfamiliar.   

 

Finally, in compliance with previous research (Dagger et al, 2007; Parasuraman et al., 1988) 

environmental factors were not of critical importance to the patients. No failures had this 

component as a major contributor; uncomfortable facilities were mentioned twice (P3, P10) as an 

ingredient of other, more extensive deficiencies of emergency care.  

 

5.2. Patient expectations and post-failure responses 

 

5.2.1. Expectations 

 

As it has been mentioned earlier, patient perceptions of service are shaped by expectations (for 

example, Choi & Mattila, 2008) and experiences are evaluated against them. Expectations, in their 

turn, are formed by a number of antecedents. One of the antecedents that manifested especially 

clearly was past experience. My findings support the notion of positive past experience serving as 

a protective buffer, mitigating the long-lasting negative impact of a failed encounter (Choi & 

Mattila, 2008), which was seen in respondents P4, P10, P12. However, the potential of positive 

past contacts is not unlimited: in case of a severe failure (P2) previous successful interaction with 

Swedish public healthcare did not have any alleviating effect.  

 

Unfortunate past experiences and negative word-of-mouth frame the future encounters accordingly 

(Zainol et al., 2010), which was also evident in this research. Recurrent or long-lasting issues, 

including those of friends and relatives, inspired feelings of resignation and hopelessness (P1, P7, 

P8, P11, P13) and had a damaging effect on patient trust in all cases but one. This may be connected 
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to a typical for public sectors phenomenon - failures by association (Van De Walle, 2016). Own 

struggles and/or critical discourse on Swedish healthcare may create negativity bias and prompt 

patients to overlook the good elements of care and view encounters as failures without sufficient 

rationale, or “vilify” the providers. For example, in presence of such bias, the recurrent notion 

“they just wanted to get rid of me” or, as put by one of the respondents, the “no worries attitude”, 

can in fact be just a genuine case of ungrounded patient concerns that did not require any medical 

intervention, at least at the time the encounter took place.  

 

While no definite conclusions on culture influence (as suggested by Nguen et al., 2015) could be 

made, foreign background in general seemed to be a negative predictor. Patients with exposure to 

foreign healthcare had higher expectations about the scope of medical interventions and speed of 

processes, based on their home experience, and experienced a stronger negative disconfirmation. 

This thought process exposed the weaker sides of Swedish healthcare, which aggravated the 

frustration and led to stronger negative responses. While Zeithaml et al. (1993) found that the 

presence of alternative providers increases the expectations and makes patients more demanding, 

in my research it was observed that the absence of “workarounds” makes foreign patients detest 

the system and become more receptive to the negative elements of it.  

 

Service promises were also a factor of influence. While no explicit promises were made by service 

providers, they are somehow derived from such cues as the public image of Sweden abroad (P13), 

language choices of healthcare providers (“emergency department” and “holistic approach”) 

which did match the reality. One patient referred to the amount of taxes paid (P3), which resembles 

Miller’s deserved expectations (1977): patients expect a certain “return on investment” for the 

taxes they pay.   

 

While it was found that patients with high education have higher expectations (Bostan et al., 2007), 

interview findings in this study rather suggest certain variations in how patients’ expectations were 

distributed depending on their educational background. As specified in the findings part, patients 

with high education seemed to have higher expectations in relations to tangible, instrumental 

interventions, while those without had higher expectations about guidance and explanation.  
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5.2.2. Post-failure responses 

 

 

The most radical responses to service failures - declaring the intention to avoid Swedish healthcare 

and seek treatment in home countries if possible - were demonstrated by the foreign patients (P1, 

P2, P7, P13).  

 

Switching providers happened in three cases with positive results. It has been observed that 

switching potential is closely connected to the absence of alternatives when it comes to emergency 

or specialist care which is mostly provided by public organizations, as was discussed by Andersson 

et al. (2014) in relation to the “free choice reform”.  Switching options in smaller cities, as 

illustrated by P11 case, also seem to be limited. Switching also appears to be of questionable 

benefit for patients with chronic diseases who require continuity (P6). It is remarkable that several 

patients (P1, P3, P11, P13) explicitly said that the absence of switching options magnifies their 

frustration with Swedish public healthcare.  

 

Formal complaints were made in two cases (P3, P8), though at the time of the interview one more 

patient was considering submitting a formal claim. The reasons for non-complaining listed by 

patients were “meaninglessness” (P1, P2, P9), being unfamiliar with procedure (P11), content with 

how the problem was solved by other providers (P5, P10), unwillingness to ruin the pleasant 

atmosphere (P13). Another reason is that sometimes, service failure was realized in hindsight, 

when the contact with the provider “at fault” was no longer active. At this point, confronting them 

did not feel equally critical. This complies with the Choi et al. (2005) claim that outcomes in 

healthcare (including, as it appears, negative ones) are hard to trace, as there is a time gap between 

the service encounter and the occurrence of results.  

 

The low complain rates of this study are consistent with the existing findings of Gutbezahl & Haan 

(2006) who established that patients often view complaining as pointless. It has to be noted that 
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one of the patients who did report the failure to the quality control channel did it largely “to get 

some closure” and did not believe it would result in some actions on the hospital’s part. The other 

patient, by her own admission, “always complains” as it is a part of her personal philosophy.  

 

Several patients’ responses included a certain degree of acceptance of the imperfections of public 

healthcare but showed commitment to change the degree of own participation: several patients 

said that they are going to take a more proactive role: “to fight to get care” (P3), “to learn to reason 

with them” (P12); or to adopt a more formal, threatening approach (P1). This is a response that 

seems to have not been mentioned in the existent literature.  

 

The study also generated some interesting insights about responsibility ascription. No 

respondents acknowledged an element of their own responsibility in the service failure. This can 

be explained by the fact that the analyzed cases did not entail any active patient participation in 

service delivery, which, as suggested by Zeithaml et al. (2016) is needed for customers to accept 

their blame for the failure. Three patients (P4, P9, P10) responded that they blame the individuals 

delivering care. However, two of them spontaneously admitted that they are aware of the 

underlying problems such as mismatch between supply and demand in Swedish healthcare.  

 

The remaining interviewees ascribed the responsibility to inherent problems that are not limited to 

a particular medical outlet. The patients’ interpretations ranged from perceived economic interests 

on the providers’ side, to flaws on the political or legislative level.  The latter resembles failure by 

neglect in the Van De Walle’s (2016) public failures classification: in patients’ minds, the 

politicians prioritize other social groups above healthcare users, thus allowing the service to falter.  

When discussing the failures, some patients (P1, P2, P3, P7, P8, P11, P13) appeared to recognize 

some form of “malicious intent” behind them, that is, that their needs are being deliberately set 

aside or health put to risk suiting the financial or “gatekeeping” objectives. The interviewees 

mentioned, for instance, the inconvenient and disruptive telephone booking system that is 

employed in Swedish hospitals or, as expressed by one respondent, being forced to “jump through 

the hoops” to get a referral to a diagnostic procedure. This resembles failures by design described 

by Van De Walle (2016), that is, discouraging and cumbersome procedures may be perceived as 

designed this way intentionally to discourage users from seeking medical help unless absolutely 
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necessary. As one of the more pessimistic respondents put it, “they want to get rid of you and make 

sure you don’t want to come back”.  

 

Controllability is also a parameter affecting customer responses to failure. It is known that failures 

perceived to be outside of providers’ control, customers tend to be more forgiving, and vice versa 

(Walton & Hume, 2012). The majority of respondents (P1, P3, P5, P6, P7, P8, P9, P11, P12, P13) 

appeared to understand that the medical employees they directly interacted with did not have the 

power to turn around the status quo regarding, for instance, long waiting times or flawed booking 

policies; there was a sense of acknowledgment that medical staff are subject to external forces that 

can force them to digress from the optimum course.  

 

However, it did not seem to have an alleviating effect on the patients’ responses which were 

negative. This supports the idea that when even an uncontrollable cause falls into the category of 

deeply entrenched systemic problems, it is viewed as negatively as if it were controllable (Walton 

& Hume, 2012). It can also be proposed that in healthcare, perceived uncontrollability may not 

only lack the capacity to mitigate the negative reactions, but in fact amplifies them: understanding 

that the problems are so profound and widespread that they can neither be resolved nor avoided 

(by resorting to private healthcare clinics, for instance) leads to heightened sense of frustration, 

helplessness and fear.  

 

However, while technical and administrative aspects are to a large extent outside of frontline 

employees’ control, interpersonal components - which are perceived as controllable on an 

individual level - also fell short of patient expectations on many occasions, as demonstrated in the 

findings.  

 

5.3. Service recovery 

The findings on service recovery did not generate a particularly large basis for discussion: only 

four patients (P3, P4, P6, P12) reported that service recovery was attempted. This is consistent 
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with Ashill et al. (2005) and Schweikhart et al. (1993) observations that service recovery in 

healthcare is either not prioritized or opposed by individual employees. 

 

Out of these four individuals, two (P4, P12) seemed to be pleased with the way the problem was 

handled, though in P12’s case the overall impression of the service encounter remained negative. 

P3 and P6 acknowledged that they did feel better after the recovery, but nonetheless could not call 

it effective. This can possibly be explained by the justice theory discussed by Wirz and Mattila 

(2004). Procedural and interactional justice seemed to be fulfilled (P3: channel for complaints was 

provided, the contact person expressed sympathy; P6: the action was taken quickly; the doctor 

listened to the patient and was accommodating). Conversely, distributive justice was not carried 

out, leaving patients dissatisfied: service recovery did not fulfill its compensatory function. 

Likewise, in P12’s encounter, the recovery only concerned one element of service failure (long 

and uncomfortable wait) and could not compensate other, thus leaving the patient dissatisfied.  

 

 

The other patients did not feel that they were offered any service recovery, though as shown in the 

findings, in some cases the failure remained unknown to the provider.  

 

When service failure was evident to the service provider, particularly aggravating to the patients 

was the nonchalant attitude of the personnel: that is, the absence of outward acknowledgment of 

failures or transgressions. This can be illustrated by observations of P3 who, when discussing long 

waits at the emergency, said that the nurses seemed “totally numbed” to the situation, while P10 

felt that her counterpart was almost cynical about struggles with booking.  

 

Meanwhile, acknowledgment is considered to be the necessary starting point in service recovery 

(Bolshoff & Leong, 1999) and should be demonstrated at all times, preferably followed by apology 

- even when the tangible compensation is not possible.   

 

It appeared that some patients are sensitive to the form acknowledgement takes. The apathetic “it 

is what is” attitude (P10) may have an adverse effect. P3 did not appreciate the written note in the 
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room that informed patients of the long waits due to one doctor serving multiple departments; the 

casual tone conveying the situation P3 found abnormal and unacceptable only “fueled his anger”.  

 

 

6. CONCLUSIONS 

In this part the main conclusions that manifested from my findings will be listed in a concise form.  

  

● Service failure seemed to be a multifaceted phenomenon with was in many cases formed 

by the combination of several transgressions. It was nonetheless possible to identify that it 

is mostly administrative and technical (outcome) deficiencies service failures are centered 

around. 

 

● Interpersonal elements were also a common source of complaints. At the same time, 

interpersonal excellence alone cannot compensate the flaws on other fronts and was 

perceived as insincere by some patients. Environmental aspects ranked last in importance. 

 

● The interview findings imply that service recovery is not a common occurrence in Swedish 

public hospitals. Even its easily available forms such as acknowledgment and explanation 

do not appear to be actively used or do not fulfil the restorative function. It has to be said, 

though, that service failure is sometimes qualified as such by patients retrospectively, that 

is, not immediately after a service encounter took place, and remains unknown. This 

disables the opportunity for recovery. 

 

● It was found that patient expectations are dependent on past experience and indirect service 

promises. Expectations in relation to tangible medical interventions and diagnostic 

procedures seem to be to higher in patients with exposure to foreign background. 

 

● Common patient responses to failure included taking distance from Swedish healthcare 

altogether and switching. In three cases switching entailed positive results. Some cases, 
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however, suggested that switching is not always possible of favorable. The modest supply 

of switching options appeared to particularly aggravate foreign patients. 

Several patients committed to adopting a more active role in service delivery. Formal 

complaints were not a common matter. 

 

● Attribution of responsibility varied from isolated factors to extensive systemic ones, the 

latter being the dominating group. In this group several patients voiced suspicion that the 

services may be flawed on purpose.  

 

● The findings imply that the organizational particularities of Swedish public healthcare are 

often not received well and are sources of frustration on their own.  

 

 

7. DISCUSSION 

7.1. Managerial perspective 

 

As illustrated in this study, service failure in healthcare usually involved several dimensions of 

service quality. The majority of patients appear to understand that administrative and technical 

issues are hard to solve locally, as they are a part of larger scale problems on the systemic level, 

and some of the respondents sympathize with the individual personnel for that reason. However, 

while patients are unhappy that the system is flawed, this dissatisfaction seems to be magnified 

when they perceive that the system is also unkind and indifferent. Interpersonal components of 

service quality seem to be easier to control and change, and while they cannot make up for more 

fundamental deficiencies in all cases, they can mitigate the negative effects in some, not allowing 

the issues surpass the critical threshold and result in service failure. 
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The same can be said about service recovery. The tangible recovery measures such as reparation 

are of limited application in healthcare, and it is understandable why frontline employees are 

reluctant to apologize for something that may suffer from themselves (which is likely the case in, 

for instance, administrative failure stemming from the mismatch between demand and supply). 

However, in terms of service recovery, the patients do not seem to expect a lot: possibly an 

acknowledgment and empathy, as put by Zemke and Bell (1997), the “I know how you feel and I 

care about you” message could be enough to alleviate the negative impact and prevent trust 

distortion. It was found, after all, that interaction post-failure has the strongest effect of trust in a 

service provider as well as overall satisfaction (Tax et al., 1998).  

 

7.2. Future research perspective 

 

In my research, several differences between foreign and local patients have surfaced. They seem 

to differ in their expectations, perceptions and intensity of post-failure reactions. However, I have 

not taken into account such aspects as cultural backgrounds or acculturation. This can be an 

interesting area to investigate.  

 

Another direction for research could be deeper analysis if failures in Swedish public healthcare 

correspond the characteristics of public service failures proposed by Van De Walle (2016).  

 

7.3. Limitations  

 

• The main limitations concern the sample of this study. First of all, it is skewed in terms of 

gender: the majority were women. While it does offer some geographic variance, several 

regions of Sweden were not represented.  In the foreign respondents’ group, all but one 

come from Europe.  
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• In hindsight, the choice of method was questioned. While semi-structured interviews 

certainly have their benefits, they also entailed difficulties: a few discussions on sensitive 

matters provoked emotional responses among patients. Possibly, in some cases a 

synchronous online interview could have been more comfortable for both parties.  

 

• Being the only author can be seen as an advantage, as all material is being processed by 

one person which enables deep and comprehensive understanding, but it also comes with 

constraints: only one perspective is being presented, not allowing for so called “investigator 

triangulation”.   

 

• Finally, since I lack any extensive expertise in Swedish law and political processes, as well 

as healthcare matters, the risk of misinterpreting or overlooking certain aspects has to be 

considered.  
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9. APPENDIX 1 

 

Sociodemographic characteristics of the respondents: 

 

Respondent Gender Age Nationality  Education 

P1 Female 45-50 Another European country Masters’ degree 

P2  Male 30-35 Another European country College 

P3 Male  30-35 Sweden Masters’ degree 

P4 Female  25-30 Sweden Student, bachelor’s 

P5 Female 20-25 Another European country Student, bachelor’s 

P6 Male  25-30 Sweden Student, bachelor’s 

P7 Female  20-25 Another European country Student, bachelor’s 

P8 Female 45-50 Another European country Masters’ degree 

P9 Female  30-35 Another European country Masters’ degree 

P10 Female 55-60 Sweden High school 

P11 Female  45-50 - Bachelor’s degree 

P12 Female  30-35 Sweden College 

P13 Female 30-35 Another European country Masters’ degree 

 


