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ABSTRACT
Objectives: Patients’ perception of the quality and
patient-centredness of healthcare has gained increasing
interest in the last decade in Sweden, as in other
countries. The purpose of the study was to evaluate to
what extent patients perceived Swedish healthcare as
patient-centred and to explore the satisfaction levels
related to gender, education level and to having or not
having Swedish as one’s mother tongue.
Design and settings: This study has a cross-
sectional design. Analyses were based on the first
national patient surveys in Sweden, conducted between
2009 and 2010. The surveys included responses from
232 518 patients who had been in contact with
primary, outpatient, inpatient, or emergency care units.
Survey questions related to indicators of patient-
centred care and sociodemographic variables were
selected for the analysis. The patients’ level of
satisfaction in the selected indicators was analysed and
compared by sociodemographic and background
factors. Multivariable logistic regression models were
used for analysis.
Results: The patients expressed high levels of
satisfaction in questions related to the ‘Respect’
indicator (81–96% satisfied) but lower levels in most
of the other indicators of patient-centred care. Only
25–30% of the patients reported they had been told
about possible warning signs of their condition or
treatment and 58–66% said they had received enough
information about their condition. Group differences
were detected. The most satisfied patient groups were
men, individuals with low levels of education and those
with Swedish as their mother tongue.
Conclusions: According to these first national patient
surveys, achieving patient-centred healthcare for all
citizens is a challenge for Swedish healthcare
authorities. Future analyses of national patient surveys
should show whether national efforts to encourage
acceptance of patient-centred approaches and
strategies for equal care will give intended results.

BACKGROUND
In 2004, the WHO highlighted patient-
centred care as part of their patient safety

programme.1 In 2008, under the title ‘Putting
people first’, the organisation emphasised
that, in order to achieve overall targets for
primary healthcare, the patient’s perspective
must be the focus of all measures taken.2 The
issue of the patient’s perspectives remains
vitally important; research demonstrates that
a patient-centred approach has favourable
effects on a number of outcomes.3–5

What is patient-centred care?
The origin of the term ‘patient-centred care’
is usually attributed to various similar terms
that were introduced in the 1950s and 1960s.
In contrast to ‘disease-centred medicine’,
researchers and practitioners started to use
expressions such as ‘patient-centred

Strengths and limitations of this study

▪ Strengths of our study are that it covers four dif-
ferent types of healthcare settings, with many
units in each setting, and that the participants
include patients from most parts of Sweden.

▪ All respondents had had a recent experience of a
healthcare visit, and we were able to check for
self-reported health status in the analysis.

▪ The number of respondents is large enough to
give a comprehensive picture of central aspects
of patient-centredness in the Swedish healthcare
system.

▪ One of our aims was to estimate differences in
perceptions related to gender, socioeconomic
factors and having or not having Swedish as
one’s mother tongue. However, it is likely that
we underestimated the disparities among these
groups, due to the comparatively lower response
rates among them.

▪ Another limitation is the questionnaire design,
which gives important information at a popula-
tion level, but on the other hand fails to give
deeper understanding of people’s perceptions
and thoughts.
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medicine’, ‘person-centred medicine’ or ‘client-centred
counselling’,6 hoping that the new terminology would
move the focus away from diseases to a more holistic per-
spective where a patient is viewed as a whole person.7

Measurements of patient-centred care in Sweden
In 2005, the Swedish National Board of Health and
Welfare defined patient-centred care as ‘care given with
respect and consideration for the specific needs, expec-
tations and values of the individual, and that these are
taken into account in clinical decisions’.8 An additional,
elaborated definition was presented in 2008.9

Patient-centred care was included as one of the quality
domains in the framework of ‘Good care’, developed by
The Swedish National Board of Health and Welfare in
2006.8 The other domains were safety, accessibility, effi-
ciency and equity. The domains were originally defined
by the Institute of Medicine in the USA in 2001.10 The
quality domains were operationalised by The Swedish
National Board of Health and Welfare into indicators
and associated questions to enable measurement of
patients’ perceptions of the quality of care.11 The ques-
tions were constructed to measure different aspects of
healthcare from patients’ perspectives.11 This work was
based on experiences from Picker Institute, UK,12 and
the questionnaires can be understood as Swedish ver-
sions of the UK questionnaires. A study supported the
internal validity of the inpatient hospital care survey.13

National patient surveys on patient-centredness have
been conducted in the UK since 2001.14

Parts of the results of this first Swedish national
patient survey have been presented previously, primarily
in Swedish reports. However, no overview from four dif-
ferent settings, including reports of the attitudes among
subgroups, has been brought out into the international
public domain. The aim of this study was to explore to
what extent patients in different healthcare settings in
Sweden perceived healthcare as patient-centred and to
capture the various demographic factors affecting these
perceptions.

METHODS
The focus of this study is patients’ perceptions of
patient-centredness in Swedish healthcare. Analyses were
based on the first national patient surveys in Sweden,
including cross-sectional data from 2009 and 2010. The

surveys were conducted by a survey institute (Indicator)
on behalf of the Swedish Association of Local
Authorities and Regions (SALAR). Survey data were
shared with the research group. The present study was
made on behalf of the National Board of Health and
Welfare, which has the right to use data from the
national patient surveys together with SALAR. Thus
ethical approval was not required. The members of the
research group were not involved in the development of
the survey questionnaires (see online supplementary
file) and did not conduct the data collection.

Data collection
The first national patient survey in Sweden was launched
in 2009 and addressed patients in primary care. In sub-
sequent years, surveys were conducted in outpatient,
inpatient and emergency care settings (table 1). Swedish
healthcare is organised into 21 regions and county coun-
cils, and most of them participated in the surveys.
The surveys were conducted by a survey institute

(Indicator); it describes the data collection as follows: all
patients who visited the selected healthcare unit during
four consecutive weeks of the study period were regis-
tered. Patient information files were sent to the survey
institute, which had the mandate to manage the survey.
From these files, random samples of patients were taken.
In the primary and outpatient care surveys, samples were
based on a standard random sample of 200 patients per
unit, which was later adjusted to the number of visitors
at each setting. This procedure was also applied in the
inpatient care survey, however, the breaking point here
was 100 patients. In the emergency care survey, a
random sample of 400 patients per unit was used. The
techniques listed above were used due to the variation in
numbers of patients visiting different types of healthcare
settings.
The SALAR was involved in the development of the

questionnaires (see online supplementary file). The core
questions in the questionnaires were based on the Picker
survey. Minor justifications and additions were con-
ducted, which were later user-tested and piloted, but only
on a small scale.
The selected patients each received a postal survey

questionnaire (see online supplementary file) and a
return envelope within 1–4 weeks after their visits to the
healthcare units. Reminders were sent twice, after 2 and
4 weeks. The second reminder contained another copy

Table 1 Information on the four national patient surveys

Setting Year Numbers of units Number of respondents Response rate %

Primary care* 2009 830 centres 94 662 59.7

Outpatient care† 2010 967 outpatient clinics 88 268 63.7

Inpatient hospital care* 2010 727 inpatient clinics 34 603 66.5

Emergency care‡ 2010 89 emergency care units 14 985 53.7

*All counties and regions participated except Norrbotten and Stockholm.
†All counties and regions participated except Kronoberg, Norrbotten and Stockholm.
‡All counties and regions participated except Kronoberg, Norrbotten, Västerbotten and Stockholm.
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of the questionnaire. It was also possible to respond to
the questionnaire online, in Swedish or in several other
languages. Questionnaires where at least one question
was answered were included in the analyses. Individuals
who visited the unit more than once during the study
period were included only once.
The surveys consisted of items addressing different

aspects of healthcare from the patients’ perspective
(selected items, table 2). Patients were asked to judge
whether they were fully, partially, or not at all satisfied
with each item. The current study analysed items regard-
ing the patient-centredness and captured the disparities
related to gender, age, education level and having or
not having Swedish as one’s mother tongue.

Data analysis
Questions related to patient-centred care were selected
for the analysis (table 2). The selection of questions,
judged to be reflecting each indicator, was performed by
two of the authors (IS and IB). For instance, in the
primary care survey, five questions were included to
measure the indicator ‘Respect’ (the patient is treated
respectfully as an individual). These five questions were:
(1) Did you feel that you were treated considerately and
respectfully?, (2) How were you treated by the person
with whom you made the appointment?, (3) How do
you assess the way you were treated at the clinic recep-
tion?, (4) How do you assess the doctor’s approach? and
(5) How do you assess the way you were treated by the
laboratory personnel?. Of these five, two were selected
to the present analysis (questions 1 and 4). In the
second analysis (logistic regression), one question was
selected for each indicator. Here, a core question or a
question judged to be the most important was chosen.
In the example presented above, question 1 was selected
for the logistic regression analysis. Similar selections
were chosen for the analysis of the other indicators.
The analysis also examined associations between level

of satisfaction and some possible explanatory
variables: age (continuous); gender (man/woman);
Swedish as mother tongue (yes/no); years of education
(≤9/≤12/>12).
The association between each outcome and explana-

tory variables was studied using logistic regression
models. In the regression models, each outcome was
dichotomised as ‘completely satisfied’ versus ‘otherwise’
(ie, when patients answered that they were partially satis-
fied, not satisfied or ‘not applicable’). ORs of not being
completely satisfied versus being completely satisfied
were calculated, and p values <0.05 were considered stat-
istically significant.
OR>1 have to be read as an indication of odds for not

being satisfied regarding the selected question for the
group considered, compared with the reference group.
The final results were adjusted by region, number of
previous contacts with healthcare units during the past
6 months and perception of one’s own health status.

RESULTS
The total number of respondents was 232 518. The
response rate in the four settings varied between 54%
and 67%. In all four settings, the response rates were
lower among younger people and among men. The web-
based questionnaire was used by 5.4–7.3% of the respon-
dents, and 0.3–0.4% used a language other than
Swedish.
The background characteristics of the patients who

answered the surveys are summarised in table 3. There
were more female participants in all four surveys. The
majority of patients (>90%) had Swedish as their mother
tongue. In terms of education status, around 40% had
9 years or less of education, followed by 30–35% having
up to 12 years.
Table 4 presents the level of patients’ satisfaction. The

highest level of satisfaction (81–89%) was found in the
‘Respect’ indicator, and 92–96% of patients were satis-
fied with how they had been addressed by their physi-
cians. A high grade of satisfaction was also seen in the
‘Experiences addressed’ indicator, where 84–90% of the
patients reported they were satisfied with how they had
been listened to by the physician. On the contrary,
another question related to the same indicator rendered
among the lowest levels of satisfaction. Only 36–37%
answered that their doctor had questioned them about
any previous illnesses or health problems. Two questions
with the lowest levels of satisfaction were those concern-
ing whether the doctor had told them about possible
warning signs (‘Possible warning signs’ indicator) (25–
30% satisfied) and the question of whether they had
joined in and discussed referrals on planning and imple-
mentation of the patient’s own care (‘Feels involved’
indicator), with 21–42% satisfied.

Regression analysis
Six questions, one in each of the six indicators, were
used in regression analyses (see the questions and indi-
cators in table 4). The details of regression analysis are
presented in table 5.
From all types of healthcare settings, women

expressed lower satisfaction levels than men in all indica-
tors except ‘Feels involved’; no difference compared
with men was noted in the ‘Feels involved’ indicator in
the emergency care survey.
In primary care, patients not having Swedish as their

mother tongue had lower satisfaction levels in three indi-
cators (‘Respect’, ‘Patient’s experience addressed’ and
‘Feels involved’). Regarding inpatient hospital care, a
lower satisfaction level was reported in only one indica-
tor among patients not having Swedish as their mother
tongue (‘Feels involved’). Patients with more than
9 years of education were less satisfied in most of the
indicators in all four surveys. Results were adjusted by
region, number of previous contacts with healthcare
units during the past 6 months and perception of one’s
own health status.
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Table 2 The six defined indicators of patient-centred care for Good care concept and questions constructed to measure the

level of patient-centred care in Sweden

Indicator Explanation

Questions in the surveys selected for

analysis

Study

variables

The patient is treated

respectfully as an

individual

This is one of the basic requirements in

patient-centred healthcare. All care should

be based on respect of all people’s

equality, the dignity of the individual and the

individual’s autonomy and integrity.

Respectful treatment should characterise

everything from the first encounter

throughout the whole care process

HSL (1982:763) § 2a

Did you feel that you were treated

considerately and respectfully?

How do you assess the doctor’s

approach?

Respect

The patient’s own

knowledge and

experiences are

utilised

It is important that the patient is met

according to his/her social circumstances

and that the care is given with respect and

sensitivity for the individual’s specific

needs, conditions, expectations and values

By utilising the patient’s own knowledge

and experiences, the chances of being able

to participate in his or her own health, care

and treatment are increased

Did the doctor take sufficient regard of

your own skills and experiences of your

illness/your problem?

Did the doctor listen to what you had to

say?

Do you believe that the doctors took a

holistic approach to your care? (inpatient

hospital care)

Did the doctor enquire about any previous

illnesses or health problems that you felt

were relevant to the visit?

Patient’s

experience

addressed

The patient is offered

individualised

information

concerning state of

health, diagnosis

and methods for

examinations, care

and treatment

Health and medical services are obliged to

give the patient individualised information

concerning state of health, diagnosis and

methods for examinations, care and

treatment. This is regulated in HSL

(1982:763) § 2a) and in LYHS (Professional

Activities in the Health and Medical Field

Act) (1998:531), chapter 2 § 2. Through

information, the patient can gain the

knowledge, understanding and insight that

are needed for involvement. If the

information cannot be given to the patient it

should instead be offered to the relatives

Did you get enough information about

your condition?

When you asked the doctor about

something that was important to you, did

you get an answer that you understood?

Enough

information

The patient receives

sufficient information

and support to

handle his or her

own health*

The information provided should give the

patient knowledge, understanding and

insight, offer prerequisites for the patient’s

involvement and have an impact on his or

her own health, care and treatment

Did the doctor tell you about the possible

warning signs that you should be aware of

regarding your condition or treatment?

Did the doctor explain what you should do

if problems or symptoms were to

continue, worsen or return?

Possible

warning

signs

The patient is offered

the possibility of

desired continuity of

healthcare contacts*

The greatest possible continuity of contacts

and information should be sought and

different measures should be coordinated in

a useful way to strengthen the possibility of

independence in daily life. This indicator is

supported in HSL (1982:763) § 2a

Did you know where you could go if you

needed help or had any further questions

after the visit?

Continuity

of care

Involvement in the

planning and

implementation of

the patient’s own

care*

The healthcare should be based on the

individual’s autonomy and integrity. The

care and treatment should as far as

possible be planned and implemented in

agreement with the patient. This is

regulated in HSL (1982:763) § 2a. Patients’

involvement has an impact on adherence to

and outcome of the treatment

Did you feel involved in decisions about

your care and treatment to the extent that

you wanted?

Did you join in the discussion of referrals

for continuing care with other healthcare

providers or hospitals? Did you feel that

you were involved in the planning of your

continued healthcare?

Feels

involved

Table translated by the authors, from the National Swedish Board of Health and Welfare’s original.
*Comment in the National Indicators of Good care report:11 “The questions in the National Health Survey must probably be further developed
to cover this indicator”.
HSL, Health and Medical Services Act; LYHS, Professional Activities in the Health and Medical Field Act.
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Analyses on the ‘age’ variable showed that older age
correlated to higher levels of patients’ satisfaction (not
presented in table 5).

DISCUSSION
This study explored a number of different aspects
related to patient-centredness as perceived by patients in
Swedish healthcare. The findings of the first national
patient surveys in Sweden highlight a number of areas
for improvement. In addition, the study revealed some
significant disparities between groups, related to vari-
ables including gender and not having Swedish as one’s
mother tongue.
The national patient survey indicated that many

patients in Sweden were satisfied in one out of the six
studied indicators of patient-centred care, namely
‘Respect’. However, for all other indicators, a large pro-
portion of patients were not satisfied. For instance, less
than two-thirds (58–66%) reported that they had
received enough information about their conditions and
less than one-third (25–30%) had received enough
information about possible warning signs of which they
were to be aware. Furthermore, only 58–69% felt
involved in decision-making about their treatment and
16–42% reported that they had been involved in the
planning of their healthcare.

In general, patients gave similar scores regardless of
which healthcare unit they had visited, but a few dispar-
ities were noted. Patients from inpatient care were more
satisfied with how they had been involved in the care
planning and also knew where to seek further help in
case of necessity. More patients in outpatient care were
satisfied (78%) compared with patients in emergency
care (65%) with how the doctor addressed the questions
that were important to them.
The results from the present study with low levels of

satisfaction in patient-centred issues are consistent with
findings from The Swedish Agency for Health and Care
Services Analysis.15 Sweden was also low in comparison
with other countries. In five of the six studied dimen-
sions of patient-centredness, Sweden showed lower satis-
faction than the UK, Switzerland, the USA, New
Zealand, Australia, Canada, the Netherlands, Germany,
France and Norway.15

Differences among groups of patients
Our findings suggest that having a foreign background,
having higher education, or being a woman, were asso-
ciated with lower satisfaction levels. Similar results have
been reported in other studies. One study suggested
that inpatient healthcare primarily satisfied independent
patients in good health,13 and another found that the

Table 3 Background characteristics of patients answering the surveys conducted in primary care, outpatient hospital care,

inpatient hospital care and emergency care

Characteristics

Primary care

% (n)

N=94 662

Outpatient hospital

care % (n)

N=88 268

Inpatient hospital

care % (n)

N=34 603

Emergency

care % (n)

N=14 985

Sex

Male 38.5 (34 705) 42.9 (35 900) 46.3 (15 321) 45.4 (6622)

Female 61.5 (55 462) 57.1 (47 863) 53.7 (17 803) 54.6 (7960)

Age (years)

16–44 29.0 (26 771) 21.9 (19 011) 13.2 (4466) 26.3 (3790)

45–64 30.9 (28 543) 31.5 (27 351) 26.4 (8956) 29.7 (4278)

65–74 19.8 (18 319) 25.3 (21 909) 25.6 (8691) 20.2 (2917)

≥75 20.2 (18 691) 21.3 (18 472) 34.7 (11 776) 23.8 (3435)

Education (in years)

≤9 40.5 (36 037) 38.4 (32 315) 48.2 (16 110) 39.5 (5644)

≤12 36.3 (32 276) 35.8 (30 143) 32.3 (10 786) 37.2 (5316)

>12 23.2 (20 586) 25.8 (21 670) 19.5 (6512) 23.2 (3315)

Mother tongue

Swedish 90.7 (84 574) 92.4 (80 322) 92.2 (31 306) 90.2 (13 108)

Not Swedish 9.3 (8657) 7.6 (6631) 8.0 (2738) 9.8 (1423)

Number of previous contacts with healthcare units the past 6 months

Never 15.6 (14 481) 11.5 (9988) 20.2 (6797) 25.5 (3682)

Once 19.6 (18 254) 16.3 (14 103) 16.1 (5413) 18.1 (2620)

2–3 times 36.5 (33 946) 32.9 (28 467) 30.7 (10 333) 29.4 (4250)

≥4 times 28.3 (26 330) 39.3 (34 024) 33.0 (11 127) 26.9 (3889)

Perception of one’s own heath

Excellent 9.9 (9187) 10.6 (9171) 8.6 (2927) 13.2 (1914)

Very good 22.5 (20 973) 21.8 (18 870) 18.3 (6191) 23.0 (3327)

Good 33.0 (30 709) 32.0 (27 721) 28.9 (9789) 29.1 (4216)

Ok 28.1 (26 142) 28.6 (24 772) 34.0 (11 515) 26.7 (3867)

Bad 6.5 (6069) 7.0 (6085) 10.1 (3428) 7.9 (1143)
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most satisfied groups were older, with excellent health
status and with lower levels of education.16 In a UK
survey,14 better experiences of healthcare were corre-
lated with being older, male and White. In the present
study, we controlled for self-reported health status.
Patients with foreign backgrounds rated higher satisfac-
tion levels in some of the indicators of patient-centred
care. However, low satisfaction levels were commonly
demonstrated in the ‘Respect’, ‘Patient’s experience
addressed’ and ‘Feels involved’ indicators. It is known
that people with foreign backgrounds experience poorer
quality of healthcare. In the UK, non-White patients
reported negative experiences, especially concerning
access and waiting times, involvement in decisions about
their care and treatment, and regarding the quality of
information given to them.14 In the Netherlands,
patients of non-Dutch ethnic origins described

inadequate information exchange with care providers,
and experience of prejudiced behaviour on the part of
care providers.17 In Australia, persons from five different
non-English speaking areas discussed significant barriers
and the need for greater access to interpreters, and cul-
turally appropriate communication and education.18 An
earlier study from Sweden identified complex and inter-
twined challenges, including sociocultural diversity, the
language barrier and challenges that migrants face in
navigating through the Swedish healthcare system.19

National patient surveys and impact on quality of care
A large number of surveys aimed at patients and resi-
dents have been carried out on the international level.11

Whether national patient surveys have impact on the
quality of healthcare is not clear, and only a few scien-
tific papers focusing on this issue could be found.

Table 4 Indicators related to patient-centeredness analysed in four healthcare settings in Sweden

Questions (indicators) Options

Primary

care % (n)

Outpatient

hospital

care % (n)

Inpatient

hospital

care % (n)

Emergency

care % (n)

Did you feel that you were treated considerately

and respectfully?* (Respect)

Yes 81.9 (76 215) 88.7 (76 680) 84.5 (28 569) 80.6 (11 629)

Otherwise 18.1 (16 823) 11.3 (9735) 15.5 (5246) 19.4 (2806)

How do you assess the doctor’s approach?

(Respect)

Good 91.7 (85 929) 95.5 (83 355) 92.5 (31 337) 92.1 (12 434)

Otherwise 8.3 (7763) 4.5 (3924) 7.5 (2554) 7.9 (1071)

Did the doctor take sufficient regard of your own

skills and experiences of your illness/problem?*

(Experiences addressed)

Yes 65.5 (61 220) 72.5 (62 577) – –

Otherwise 34.1 (32 192) 27.4 (23 686) – –

Did the doctor listen to what you had to say?

(Experiences addressed)

Yes 83.5 (78 344) 89.9 (77 608) – –

Otherwise 16.5 (15 472) 10.1 (8678) – –

Do you believe that the doctors took a holistic

approach to your care? (Experiences addressed)

Yes – – 62.3 (20 206) –

Otherwise – – 37.7 (12 215) –

Did the doctor enquire about any previous

illnesses or health problems that you felt were

relevant to the visit? (Experiences addressed)

Yes 35.9 (33 438) 37.0 (31 890) – –

Otherwise 64.1 (59 763) 63.0 (54 353) – –

Did you get enough information about your

condition?* (Enough information)

Yes 57.6 (53 460) 66.3 (57 012) 64.0 (21 572) 60.8 (8756)

Otherwise 42.4 (39 386) 33.8 (29 002) 36.0 (12 135) 39.3 (5652)

When you asked the doctor about something that

was important to you, did you get an answer that

you understood? (Enough information)

Yes 73.1 (68 365) 77.7 (67 355) 67.6 (22 856) 64.9 (8812)

Otherwise 26.9 (25 204) 22.3 (19 348) 32.4 (10 970) 35.0 (4758)

Did the doctor tell you about the possible warning

signs that you should be aware of regarding your

condition or treatment?* (Possible warning signs)

Yes 24.6 (22 862) 29.0 (24 728) 30.3 (10 062) 27.8 (2297)

Otherwise 75.4 (70 197) 71.0 (60 583) 69.8 (23 193) 72.3 (5978)

Did the doctor explain what you should do if

problems or symptoms were to continue, worsen

or come back? (Possible warning signs)

Yes 47.2 (43 976) 44.9 (38 383) 44.9 (15 098) –

Otherwise 52.8 (49 202) 55.0 (47 038) 55.1 (18 493) –

Did you know where you could go if you needed

help or had any further questions after the visit?*

(Continuity of care)

Yes 47.6 (44 153) 60.0 (50 588) 70.3 (23 590) 57.5 (4764)

Otherwise 52.4 (48 536) 40.0 (33 727) 29.6 (9961) 42.5 (3523)

Did you feel involved in decisions about your care

and treatment to the extent that you wanted?*

(Feels involved)

Yes 63.2 (58 342) 69.1 (58 297) 62.4 (20 714) 58.5 (8304)

Otherwise 36.8 (33 921) 30.9 (26 076) 37.6 (12 484) 41.5 (5879)

Did you join in the discussion of referrals for

continuing care with other healthcare providers or

hospitals? Did you feel that you were involved in

the planning of your continued healthcare? (Feels

involved)

Yes 21.2 (19 726) 16.2 (13 502) 42.4 (13 990) –

Otherwise 78.7 (73 222) 83.8 (69 987) 57.6 (19 000) –

*Questions were included in the logistic regression models.

6 Kandelaki K, et al. BMJ Open 2016;6:e009056. doi:10.1136/bmjopen-2015-009056

Open Access



Table 5 Logistic regression models for primary care, outpatient hospital care, inpatient hospital care and emergency care

Indicators

Respect, OR

(95% CI)

Patient’s experience

addressed, OR (95% CI)

Enough information, OR

(95% CI)

Possible warning signs,

OR (95% CI)

Continuity of care,

OR (95% CI)

Feels involved,

OR (95% CI)

Primary care (n=93 038) (n=93 692) (n=92 846) (n=93 059) (n=92 689) (n=92 263)

Gender

Men Ref Ref Ref Ref Ref Ref

Women 1.154 (1.110 to 1.201)* 1.043 (1.013 to 1.073)* 1.117 (1.084 to 1.150)* 1.206 (1.167 to 1.247)* 1.128 (1.096 to 1.161)* 0.914 (0.887 to 0.943)*

Language

Swedish Ref Ref Ref Ref Ref Ref

Other 1.261 (1.189 to 1.337)* 1.517 (1.440 to 1.598)* 1.021 (0.971 to 1.073) 0.655 (0.621 to 0.691)* 0.790 (0.753 to 0.830)* 1.561 (1.484 to 1.641)*

Education (in years)

≤9 Ref Ref Ref Ref Ref Ref

≤12 1.046 (1.000 to 1.095) 0.896 (0.866 to 0.928)* 1.209 (1.168 to 1.252)* 1.083 (1.041 to 1.126)* 1.056 (1.021 to 1.093)* 1.004 (0.968 to 1.040)

>12 0.955 (0.906 to 1.007) 0.766 (0.737 to 0.797)* 1.239 (1.191 to 1.289)* 1.160 (1.110 to 1.213)* 1.144 (1.101 to 1.189)* 0.907 (0.870 to 0.945)*

Outpatient care (n=76 264) (n=77 452) (n=75 991) (n=75 447) (n=74 554) (n=75 054)

Gender

Men Ref Ref Ref Ref Ref Ref

Women 1.215 (1.155 to 1.279)* 1.063 (1.021 to 1.106)* 1.146 (1.106 to 1.188)* 1.093 (1.053 to 1.133)* 1.125 (1.075 to 1.177)* 0.905 (0.876 to 0.935)*

Language

Swedish Ref Ref Ref Ref Ref Ref

Other 1.329 (1.228 to 1.438)* 1.359 (1.272 to 1.452)* 1.145 (1.076 to 1.218)* 0.803 (0.754 to 0.856)* 1.071 (0.993 to 1.156) 1.499 (1.416 to 1.586)*

Education (in years)

≤9 Ref Ref Ref Ref Ref Ref

≤12 1.050 (0.988 to 1.115) 1.050 (1.001 to 1.102)* 1.215 (1.164 to 1.268)* 1.131 (1.082 to 1.181)* 1.102 (1.044 to 1.164)* 1.026 (0.987 to 1.066)

>12 0.982 (0.918 to 1.050) 0.988 (0.937 to 1.042) 1.324 (1.263 to 1.388)* 1.212 (1.154 to 1.273)* 1.229 (1.158 to 1.305)* 0.927 (0.888 to 0.968)*

Inpatient care (n=31 925 No data available (n=32 130) (n=30 575) (n=31 334) (n=31 495)

Gender – –

Men Ref – Ref – Ref Ref

Women 1.360 (1.271 to 1.455)* – 1.172 (1.113 to 1.233)* 1.316 (1.252 to 1.383)* 1.288 (1.220 to 1.359)* 1.012 (0.963 to 1.064)

Language – –

Swedish Ref – Ref – Ref Ref

Other 1.046 (0.933 to 1.173) – 0.883 (0.804 to 0.970)* 0.637 (0.584 to 0.696)* 0.704 (0.641 to 0.773)* 1.163 (1.063 to 1.272)*

Education

(in years)

– –

≤9 Ref – Ref – Ref Ref

≤12 1.174 (1.083 to 1.273)* – 1.216 (1.144 to 1.294)* 1.046 (0.988 to 1.107) 1.182 (1.108 to 1.260)* 1.141 (1.075 to 1.211)*

>12 1.341 (1.223 to 1.471)* – 1.396 (1.299 to 1.501)* 1.244 (1.161 to 1.333)* 1.420 (1.314 to 1.534)* 1.148 (1.069 to 1.232)*

– –

Emergency care (n=14 435) No data available (n=14 408) (n=8275) (n=8287) (n=14 183)

Gender –

Men Ref – Ref Ref Ref Ref

Women 1.431 (1.307 to 1.567)* – 1.297 (1.204 to 1.397)* 1.224 (1.095 to 1.367)* 1.126 (1.027 to 1.235)* 1.035 (0.963 to 1.112)

Continued
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When national patient surveys were introduced in the
UK in 2001, the intention was to provide a method to
‘enable the health service to measure itself against
aspirations and experience of its users, to compare per-
formance across the country, and to analyse trends over
time’.14 Furthermore, expectations were that the surveys
would help services to become more patient-centred. It
is possible that the authorities in Sweden had similar
expectations when the Swedish surveys were launched.
However, when the researchers studied the effect of the
yearly UK surveys from 2002 to 2009, they concluded
that there was very little improvement in patients’ experi-
ence of healthcare.14 Barriers for health professionals’
and managers’ use of patient survey data to improve
patient-centred care were described as organisational,
professional and data related.20

Whether surveys in Sweden will have the desired
impact on the level of patient-centredness in Swedish
healthcare is difficult to predict. A number of strategies
to increase the patient-centredness in healthcare have
been launched by the Swedish government. For
example, a campaign commissioned by the Ministry of
Social Affairs focused on vulnerable elderly patients and
promoted patient-centredness.21 In 2015 a new patient
law was launched, with the aim of further strengthening
the position of the patient in healthcare.22

A national strategy for the years 2012–2016, launched
by the Swedish government, addresses methods aiming
at increasing equality in healthcare.23 Active work
towards equality requires awareness and knowledge of
the existing differences in health among different
groups. The national strategy for equality in healthcare
contains, among a number of other approaches, the
visualisation and analysis of disparities in care, treatment
and treatment results.23 This study is an example of how
disparities among groups of patients can be illuminated.
Developing patient-centred care is essential in order to
improve healthcare quality. The objective is to recognise
that needs of every patient must be met and treated
individually.
Equality in health and healthcare can be reached by a

patient-centred approach where all persons receive care
and treatment based on their individual needs.23 Factors
related to patient-centredness are related to the overall
rating of care.14 16 Many actors involved in Swedish
healthcare are implementing efforts with the aim to
reinforce more patient-centred care. The role of the
national patient surveys in this process is to continue
measuring and to follow the development of Swedish
patients’ perceptions of healthcare quality, including the
degree of patient-centredness.

Methodological considerations
The analysis was adjusted for self-reported health status
as less favourable experiences are commonly reported
by patients with poorer self-rated health status.13 Also,
the number of previous healthcare visits were adjusted
for in the analyses. Poorer self-rated health status has
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been demonstrated among Swedish Assyrian/
Syrian-born patients in comparison with that of
Sweden-born patients.24 The study was also adjusted for
geographic areas, because regional differences in the
quality of healthcare have been demonstrated.23

It is possible that many patients with foreign back-
grounds were less likely to participate in this survey. This
group seemed to be under-represented as the partici-
pants reporting not having Swedish as their mother
tongue constituted between 7.6% and 9.8% of the total
responders. Population statistics from 2009 also show
that 14.3% of Swedish citizens were born outside
Sweden, and when Swedish-born citizens with both
parents born outside Sweden were included, this group
represented 18.6% of the total population.25

The number of patients included from the four differ-
ent healthcare settings was high. The response rate was
54% to 66%. This level of response rate is common in
citizen surveys conducted by local healthcare authorities
and regions.
It is important to note that, despite the high number of

study participants, we cannot exclude the possibility that
less satisfied patients did not participate in the survey. An
important question is whether the non-responders have
different experiences than those who responded. A study
based on a patient survey in Denmark explored possible
bias due to non-respondents.26 There, the total response
rate was 54%. Background characteristics were compared
and the conclusion was that the difference between
respondents and non-respondents was minor. However,
in a small subgroup, such as the patients with foreign
backgrounds in the present study, it is possible that this
selection of patients caused a more pronounced bias of
the results. If this is the case, the results probably have a
positive bias and, consequently, the presented disparities
are not exaggerated.
Despite the fact that later surveys have been con-

ducted, we still consider it valuable to present the results
of the first surveys, as they provide a baseline for poten-
tial future analysis.

CONCLUSIONS
In conclusion, the first national patient surveys in
Sweden revealed that patients were mainly satisfied with
one aspect of patient-centredness, that is, ‘Respect’,
whereas large proportions of patients were not satisfied
with the other analysed aspects (‘Patient’s experience
addressed’, ‘Enough information’, ‘Possible warning
signs’, ‘Continuity of care’ and ‘Feels involved’). Many
patients felt that they were met with respect and were
satisfied with how they had been treated by the doctor.
Fewer were satisfied with the information about their
condition and possible warning signs, and also with how
they had been involved in the planning of care.
Differences in experiences of patient-centredness

existed among patient groups. Lower levels of satisfac-
tion were registered among women, persons not having

Swedish as their mother tongue and persons with higher
levels of education.
Ongoing national programmes in Sweden promote

increased patient-centredness in healthcare, and empha-
sise this approach as a strategy for equal care. Analyses
of future national patient surveys should show whether
these efforts will give the intended results.
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