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 Summary 

The hypothesis of this thesis was that a link exist between the state of an organisation's internal 

communication, and the level of service quality delivered as perceived by customers. In this process 

three sub-questions were answered; how patients perceive the service quality of Hvidovre Hospital, 

how we can measure internal communication, and lastly how employees rate the level of said 

communication. 

In order to research the hypothesis, 200 surveys were handed out to patients at the Infectious 

Diseases Ambulatory to gauge the level of service quality. This was combined with an internal 

survey to the employees and an interview with a nurse working in the ambulatory, to gauge the 

internal communication climate by measuring the level of employee engagement. 

Theoretically, the thesis establish the proposed link through a combination of two models; the 

SERVQUAL model by Parasuraman et al (1985), Curry (1999) and Luk & Layton (2002), and a 

newly developed conceptual model of internal communication by Ruck & Welch (2012). Focussing 

on the different perceptions of quality between management, employees and patients, using 

employee engagement to measure the level of internal communication, the thesis propose a new 

mixed-model, explaining the relationship between the two concepts. 

The collected data confirmed the hypothesis, with almost all areas of service quality that could be 

affected by internal communication showing significantly better scores than those not affected. The 

overall score for internal communication and patients rating of the total service experience are 

almost equal, further substantiating the conclusion. 

The areas that Hvidovre Hospital needs to focus on based on my research are; visible support for 

employees, which both employees and patients rate as being way too low. The other area that needs 

focus is higher identification with organisational values for employees. 

For the service quality areas influenced by internal communication, the worst scores are related to 

employees not showing enough empathy when patients have a problem, and patients not being told 

exactly when they are going to receive treatment. In total, the ambulatory is only ever so slightly 

below patient expectation, but if the mentioned issues are addressed through internal 

communication, it should be able to meet or exceed said expectations. 
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Chapter 1: Introduction 

Introduction 

Today, more and more hospitals are branding themselves as being "high quality". Living up to such 

a predicate however, can be an enormous task. What hospitals provide are not specific products, but 

a service, which changes both the parameters of quality, and the dynamics of the process of 

"selling" said service. 

It are the nurses and doctors that provide the hospital's customers, the patients, with the service they 

require. But unlike other industries, it is the provider and not the customer who decides which 

service the customer should receive. This means that most people are not capable of judging the 

quality of the treatment itself, and so rate the part of the service encounter that surrounds the 

treatment, namely their interaction with employees. 

Therefore, this interaction is bestowed much more weight than would otherwise have been the case. 

How patients perceive their service encounter is a unique mix of a multitude of things from past 

experiences and advertising to word of mouth, which all boils down to the expectations they have of 

the service they will get, and the service encounter itself. The expectations of the patients are not 

something the hospital has any direct control over, but the service and the way it is performed 

certainly is. 

Ensuring that employees provide the best service they can is thus one of the most important tasks 

for any hospital. What makes this difficult is the need for uniformity; the ability for different 

employees to provide service to different patients in different situations while keeping the 

experiences consistent across the board. 

To do this, the organisation needs to ensure that the inner workings of the "corporate machine" are 

well oiled and function smoothly. This should be done by ensuring employees are committed to the 

organisation and the work it does; 

"it is only through the desire of people within the organisation to provide quality service and 

products - to each other and the final customer - that marketing promises or other outputs can be 

delivered" (Clutterbuck & James 1997:255). 
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Desire's theoretical term is "employee engagement", and is the direct outcome of an organisation's 

internal communication. This is because the elements that employee engagement is built upon are 

all elements that are either controlled- or influenced by internal communication. 

Internal communication has undergone radical changes over the last few years, and with things such 

as CSR (Corporate Social Responsibility) becoming a stable topic for communication, several 

authors are now calling for a paradigm shift, away from using internal communication as a way of 

insulating or buffering the company from outside influences, to using it as a bridging mechanism to 

enhance the perceived image stakeholders, e.g. customers/patients, have of the organisation.  

Communication is even more important at hospitals than in other businesses, where the proper and 

timely exchange of information can mean the difference between life and death, literately. Better 

internal communication will improve response times, reduce human errors and increase quality of 

care for patients. This is the reason for communication being so interesting in the healthcare 

perspective. For public hospitals, this is even more true. Employees at Danish public hospitals have 

been stretched thin over the last couple of years due to cut backs, so communication should be even 

more at the forefront to ensure the same level of information exchange. 

It should stand to reason, that if employees are not happy with their work and the company they 

work for, they will not deliver their best. Their performance will not be optimal, and this will be felt 

by customers in the service encounter. 

This relationship has not been thoroughly investigated, which in my opinion leaves a "blind spot" in 

both areas of theory, as both can benefit from the other. 

Problem identification 

The focus of the thesis is thus to understand the relationship between internal communication and 

service quality through a combination of theories, models and empirical application. Through this I 

hope to offer new insight into how public healthcare organisations, and in particular Hvidovre 

Hospital, as my case company in particular, can adjust their level of service quality by addressing 

issues of internal communication. 

The main issue driving my research is therefore; can internal communication affect service quality? 

This leads into the research question for the thesis. 
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Research question 

Based on the above, the following hypothesis is proposed: 

There will be a positive connection between internal communication and service quality, 

measurable through employee engagement and patients perceptions of quality. 

In relation to this hypothesis there are several sub questions that needs to be addressed; 

sub question 1)  

How do patients perceive the level of service quality provided by Hvidovre Hospital? 

sub question 2) 

How can we measure the state of internal communication at Hvidovre Hospital? 

sub question 3) 

What is the state of Hvidovre Hospital's internal communication and how is it rated by the 

employees? 

Delimitation 

In the following section, case-, theory- and method delimitation will be outlined. 

Case delimitation 

For the investigation of a possible link between internal communication and service quality in the 

public health sector, a specific case had to be chosen to allow for empirical data collection. Through 

Ellen Jespersen, Head of Unit for Medical Devices at Danish Health and Medicines Authority, I 

was referred to Vice Director Torben Mogensen at Hvidovre Hospital. I had no prior knowledge of 

this particular hospital and chose it purely based on the recommendation from the Danish Health 

and Medicines Authority. The data collection itself is centred on a single department within 

Hvidovre Hospital. 

Theory delimitation 

The theoretical focus of the thesis will be to try and establish a link between the theories of 

corporate communication and service quality. Service quality has become a stand-alone construct, 

that does not need to be inserted into more general satisfaction theory to be either understood or 
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applied, and I will therefore limit my framework for this particular area to the original theory of 

service quality developed by Parasuraman et al. in 1985. 

Communication theory is much more diverse than service quality, and has peeled off in a number of 

directions. The focus will be on the internal communication, disregarding external communication, 

as there has already been research that establishes the effect it can have on a customer's perception 

of the company.  

Ruck & Welch (2012) developed a model for assessment of the internal communication through 

employee engagement, based on research done by D'Aprix (2006). Although this model is still only 

conceptual, I have chosen to use it as a starting point for trying to gauge the internal communication 

at Hvidovre Hospital, working up to this model through a framework focused on internal corporate 

communication. 

Method delimitation 

Based on the conceptual model by Ruck & Welch (2012), I intended to do an interview with the 

department nurse Lene Rosenørn. However, after making several attempts at contact over a four 

week period, without any response, I opted to do an interview with one of the regular nurses instead 

(Appendix E). It stands to reason that some of the answers regarding management of the department 

is not as thorough as they would otherwise have been and I have been unable to confirm the 

answers through other sources, thus errors might exist. 

Furthermore, as this thesis is only interested in preliminary insights into the possible qualitative 

relationship between service quality and internal communication, and not the weighting or 

statistical significance between variables within the SERVQUAL- or the internal survey, no 

quantitative measures have been applied, beyond those done to make sense of the data the survey 

provided i.e. percentage calculations, averages etc. 

As a way of ensuring the accuracy of the SERVQUAL survey, the best method would have been to 

do a focus group with patients from the Department of Infectious Diseases. This could not be done, 

but as an alternative, the people who helped assure the correctness of translation within the survey, 

were asked to comment on the subjects. Additionally, 20 surveys were distributed to patients as a 

trial run, asking for comments on the subject of service quality, and in the final survey, the last 
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question prompts respondents to comment if there were areas which were not covered by the survey 

that should have been improved to change their perception of service quality. 

Hvidovre Hospital at a glance 

In the following paragraphs I will briefly introduce my case organisation and the situation relating 

to the department in which I will be collecting my data. 

Hvidovre Hospital employs roughly 3500 people who tends to 56.000 admitted patients a year. 

Every 24 hours around 700 ambulatory patients comes through the ambulatories and emergency 

room. 40 percent of all patients goes through an "optimised treatment course", a method of 

accelerated treatment engineered by a medical team lead by professor Henrik Kehlet at Hvidovre 

Hospital. The main facility at Kettegård Allé holds around 7.000 rooms for treatment and 

examinations (Hvidovre Hospital 2011). 

An interesting fact is that almost every fourth employee at Hvidovre Hospital is newly employed, in 

2009, the turnover rate for employees were 25 percent, which is very high for a normal business, 

but the high stress and the continual cutbacks on staff might account for this. Due to the particular 

type of job, this might even be a fairly standard rate for this particular sector, although I have not 

been able to verify this. 

To ensure the technical quality of the facility, Hvidovre Hospital is accredited by Joint Commission, 

an international  non-profit organisation that certifies hospitals worldwide to international standards. 

The Joint Commission reports, show that Hvidovre Hospital has been accredited four times, last 

time in 2011, and proved that the hospital has a high standard of technical quality. 

Infectious Diseases Ambulatory 

The Infectious Diseases Ambulatory is an ambulatory that deals specifically with diseases such as 

hepatitis B and C, HIV and Aids, tropical diseases and of course other serious infectious diseases. 

The ambulatory had approximately 14.000 ambulatory patients in 2007, which  shows the enormity 

of the workload the department deals with, as this mounts up to over 50 ambulatory patients a day 

(Hvidovre Hospital 2012). 

The nurses mostly work independently with their own tasks and patients, and thus the jobs are very 

individualised, meaning that there might be less teamwork related tasks then what would normally 

be expected. 
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Internal communication in the Infectious Diseases Ambulatory 

The internal communication within the Infectious Diseases Ambulatory, functions in three distinct 

ways; first, there is the unofficial day to day communication between employees, which is done 

face-to-face. The line manager is part of this daily communication pattern, more so than would be 

expected in a larger unit (Konradsen 2012).  

Second, there is the communication from management to the unit, which is done by email in one of 

two ways, either by sending separate emails to all employees in the unit, or by sending emails to the 

line manager with information for her to distribute to the unit. The line manager also has a weekly 

meeting with other line managers, and a monthly interdisciplinary meeting with the upper 

management.  

Third, we have the official communication between line manager and employees. This takes the 

form of several different meetings, one each morning to keep everyone abreast of updates, which is 

mostly related to job-specific tasks that needs to be focused on, observed or changed. These last 

about half an hour and is only for the around 10 people operating the ambulatory on a daily basis, 

and is a continual evaluation of the unit's performance, but is usually done in an unstructured 

manner. 

Additionally there is a weekly meeting, that also includes doctors, which is mostly used for 

discussion surrounding patient treatment-courses, and as such is mostly an informational forum for 

doctors to pass on important information regarding patients. This is expanded monthly to also 

include secretaries. 

Lastly there are a number of unscheduled meetings for the line manager with the executive board, 

which is called on a need-to basis, and therefore is difficult do use for data-purposes, but is none the 

less an indicator about the communication channels available to the unit. 

The LUP-report 

The LUP-report (den Landsdækkende Undersøgelse af Patientoplevelser) is a yearly survey done 

amongst admitted and ambulatory patients. Both patients at public hospitals and patients at private 

hospitals, with expenses paid for by with public funds, are included. The latest report is from 2011. 

138.195 patients participated, giving a response rate of 60% (Region Hovedstaden 2012). The 

survey is done by Region  Hovedstaden's Unit for User Surveys, which is a knowledge unit for 

examining patient-perceived quality. Since 2009 the survey has been done yearly. 
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It is slightly different than the SERVQUAL, as it uses a mix of measurement scales instead of one 

specific. 

In relation to the questions asked, the survey does not have any questions focusing on tangibles on 

the overall assessment, but does have a few questions about locales in the department-specific data. 

Instead it has an area solely focusing on the intervening period between visits to ambulatories or 

post-visits. Additionally it has an area focusing on the type and volume of information given to 

patients and how they perceive this. Besides this, it has many questions, which are very similar to 

the ones asked in SERVQUAL, with different wordings. 

The reason why I did not use the information in the LUP-report instead of collecting my own 

separate data, is because the data is almost one year old, and thus any changes done within the 

department or unit within the last year would not be reflected in the data.  

Additionally, I wanted the two sets of data I needed to be collected within as small a time window 

as possible, to ensure that whatever mindset or attitude was prevailing at the tie, would be reflected 

in both sets, which would not be the case if the 2011 data had been used. 

The data in the LUP-report can still be useful however. I will compare data from the SERVQUAL 

survey with the data found in the LUP-report in chapter four, and thus use it as a means of post-

validation. 

Chapter 2:  Methodology 

Philosophy of Science 

have chosen a research philosophy of pragmatism. The ongoing debate between epistemology and 

ontology, on whether to choose a subjective or an objective way of analysis and view on reality, 

pragmatism offers a more mixed view, which I find helpful in the pursuit of this research. 

Epistemology concerns itself with what constitutes acceptable knowledge in a given field of study, 

meaning reality is represented by ´real´ objects; houses, cars, computers etc, and because these 

things exist separate from the observer, epistemologists claim that data collection is more reliable 

(objective), and thus less biased and prone to error (Saunders, Lewis & Thornhill 2007). 

On the other hand, ontology concerns itself with nature of reality, and address questions about the 

assumptions that researchers have about the way the world operates. Its two main aspects; 
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subjectivism and objectivism. Subjectivism is grounded in social phenomena and the view that 

these are created from perceptions and actions of social actors, and the fact that this is a never 

ending process. In objectivism, social entities exist besides the social actors, meaning that for 

example, the job of manager and its description is a social entity that is removed from the social 

actor; the person that fills the job as manager, allowing one to study the entity separate from the 

actor. Another way to describe the difference is to say that objectivists would say that organisational 

culture is something an organisation has, while subjectivists would say is it something the 

organisation is (Saunders, Lewis & Thornhill 2007). 

Pragmatism offer us a mix of these two approaches, as pragmatism argues that in reality, choosing 

one aspect over the other is impractical, and that the research question should be what determines 

which philosophy should be considered, meaning that unless such research question does not clearly 

suggest one aspect over the other, it is perfectly acceptable to work with both philosophies, mixing 

qualitative and quantitative methods (Tashakkori & Teddlie 1998). 

Approach 

Seeing that I have chosen a pragmatist philosophy of science, the approach to the research involved 

is similarly mixed. Instead of choosing a deductive or inductive approach, I have chosen to use 

abduction, which is the use of both induction and deduction. This is due to the fact that this thesis 

incorporates both of these in different sections. Thus, we observe a deductive approach in the 

beginning of the thesis as the theoretical framework is developed, based on existing theory and 

research, with modifications due to the specific industry and selected sector within it. In the later 

part of the thesis, an inductive approach is adopted, as my data objective is to gather new 

knowledge about the relationship between service quality and internal communication, and establish 

how we can link these two variables. 

Research design and strategy 

This thesis has adopted an explanatory research design, as it is an attempt to establish and describe 

the relationship between two variables. The strategy for this thesis is a mix of case study and survey 

strategy. This is because survey is the obvious answer to our question related to the consumer's 

expectations and perceptions regarding service quality, as these data will be collected by survey, 

and this is, according to Saunder, Lewis & Thornhill 
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"a popular and common strategy in business and management research and is most frequently used 

to answer who, what, where, how much and how many questions" (2007:138). 

This is the method of choice for defining "the end result", how the consumer perceives the service 

rendered, and it gives us an outline of where to look for possible reasons if the survey reveal 

problem areas. It yields a large amount of data which we can use to suggest possible relationships 

between variables, and the ability to quantify the collected data will enable an easy overview of 

how patients perceive service quality. 

On the other hand, we are trying to establish a link to internal communication. This aspect of the 

thesis is more case study-oriented. Robson terms a case study as 

"a strategy for doing research which involves an empirical investigation of a particular 

contemporary phenomenon within its real life context using multiple sources of evidence" 

(2002:178). 

Communication will, by its very nature always be contemporary, as it is something that happens in 

real time, and just like a service, you can never recreate it a hundred percent. A case study also 

enables us to gain a rich understanding of context, and is good for answering the "why"-questions 

(Saunders, Lewis & Thornhill 2007). Additionally, the methods for collecting data, as stated above, 

must be multiple to enable triangulation, which refer to the use of different techniques for collecting 

data, to ensure that the data is actually telling us what we think it is telling us. 

This means that the research conducted is a mixed-model research, using both qualitative and 

quantitative methods of data collection, with a cross-sectional time horizon, as this research will be 

a "snapshot" of how service quality and internal communication is represented and how it is related 

to each other at a certain point in time, and not a longitudinal study of how it has progressed over 

time. 

Data and design 

The initial idea was to do a survey of a 100 patients that had been admitted to the Infectious Disease 

Ward for bedbound treatment. These would experience a longer encounter with staff, and compared 

to other patients they would probably experience a multidisciplinary encounter, which would better 

show if a long-term consistency existed. However, after conferring with the nurse in charge of the 

Infectious Diseases Ward, which includes several departments, it became apparent that the turn-
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over of patients would be too slow, and many patients too ill to be able to participate in the survey. 

It was instead agreed to select the Infectious Diseases Ambulatory, which has many more patients 

daily, and thus a higher chance of finding enough patients that would participate. The downside is 

the switch to short-term patients. I tried to address this issue by increasing the sample size by an 

additional 100, in effect hoping that by increasing the sample, what I would lose in longer 

measurements of the service quality, I would gain by having additional shorter measurements to 

examine. 

For the patient survey, I applied an adapted version of a questionnaire called SERVQUAL 

(Appendix G), which I will explain in depth in the theory section. As the survey design is inherent 

in the SERVQUAL, and thus has not been changed in all but minor details, issues pertaining to 

specific areas of the questionnaire, will be discussed in the SERVQUAL theory. There is however, 

one general aspect which needs to be considered in relation to doing a survey, which is the choice 

of sampling method. Theory states that there are two basic designs to sampling; probability and 

nonprobability (Hair, Bush & Ortinau 2009). 

Probability sampling defines each sampling unit as having a known probability of being selected for 

the sample within the defined target population (Hair, Bush & Ortinau 2009). There are rules as to 

how one goes about selecting members from the population, both to ensure an unbiased selection of 

sampling units, but also to ensure that the selected sample is actually a proper representation of the 

target population. This also enables the researcher to assess reliability and validity of the data, and 

the results can be generalized for the entire population within a defined margin of error. 

Nonprobability sampling, is thus the opposite of probability sampling, as the probability of 

selecting a unit for sampling is unknown. This means that the choice of selection is based on what 

knowledge the researcher or interviewer has of the population and the topic investigated. 

Furthermore, whether or not the sample is representative of the population becomes dependent upon 

the approach chosen for the sampling and the execution of it. Additionally, this less structured way 

of addressing the issue of sampling is somewhat impairing the degree to which we can generalise on 

the data collected from the selected sample (Hair, Bush & Ortinau 2009). 

Unfortunately, there are several inhibitors that prevent us from using a probability sampling method 

for data of this thesis, the reasons being the following; 

 1) The thesis is cross-sectional and not longitudinal 
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 2) We are unable to define the target population accurately 

 3) Probability sampling requires each unit in the sample to be identified 

 4) It is time consuming 

 5) It is more costly than using nonprobability sampling 

Based on the above five reasons, I have chosen to employ the nonprobability sampling method. Of 

the four available methods; convenience, judgment, quota and snowball- sampling, I have chosen 

the judgment sampling, where respondents are chosen because it is believed they fit the criteria of 

the study (Hair, Bush & Ortinau 2009). The judgment that will be employed here is that of the 

nurses of the Infectious Diseases Ambulatory, as they have been handing out the surveys to 

patients. I believe the ability of the nurses to choose suitable patients for the survey far exceeds my 

own, and based on this assumption, the sample generated by this type of sampling should yield 

better data than if one had employed the convenience-method. 

However, as with all nonprobability sampling, one cannot measure how accurate the respondents 

represent the population - here being all the patients at the ambulatory. Therefore, the data collected 

should be interpreted cautiously when it comes to generalisations, according to Hair, Bush & 

Ortinau (2009). They also state that the degree of accuracy needed for a  project can dictate the 

choice of sampling method and as we are only interested in preliminary insights on the relationship 

between internal communication and service quality, the required degree of accuracy of our sample 

is not as high as that required of standardised probability sampling. 

Reliability, validity, Biases and errors 

According to van Herk et al. (2005), researchers should pay attention to at least three types of 

potential bias: 

  (1) construct bias (which can occur when the construct is being examined across 

 different cultural contexts or countries); 

  

 (2) method bias (such as bias due to interviewer-interviewee interaction, research 

 method, or characteristics of the sample); and 

  

 (3) item bias (distortions in several items in the measurement instrument). 
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To eliminate construct bias, the adapted SERVQUAL questionnaire was first distributed to 10 

random people. They were given the questionnaire to assess it for readability, and to uncover any 

grammatical, spelling or contextual errors. Additionally, they were asked to translate each of the 

dimensions on the SERVQUAL, from Danish to English, which was then compared to the original 

English version and retranslated to better fit. Furthermore, a trial survey of 20 questionnaires were 

handed out in the Department for Infectious Disease, to asses if patients understood the questions 

and to test how fast the survey could be carried out. The comments and lessons from these 

questionnaires resulted in several rewordings of questions to ensure precision in what was asked, 

and a few questions had to be changed to eliminate double-meanings and to ensure a uniform 

understanding. 200 questionnaires were then distributed to the department in two batches of 100, 

and out of the 200, 39 had to be discarded, mostly due to non-completion of the survey, or fill-out 

errors such as more than one "X" set on a single Likert-scale. This left 147 questionnaires to pull 

data from, all of which have been compiled in Appendix A and B.  

To minimise item bias, an adapted form of SERVQUAL was chosen. This adaption was developed 

specifically for the health care industry, and has been tested via factor analysis by its authors, and 

thus should have less distortion on the measurement items, which should ensure that this version of 

SERVQUAL is better suited to the needs of this thesis.  

Reliability is the ability to reproduce the same result accurately. But because no two questionnaire 

will ever be identically filled out and the internal communication will likewise be a fluid concept 

that will undergo constant change, results will not be exactly replicable. The method of gathering 

the data however, will of course be replicable, whether in another department within Hvidovre 

Hospital, or in a different department at another hospital. Generally speaking, as long as the outside 

parameters of a service unit within the public health care sector is chosen, methodological reliability 

should be high. 

Regarding the concept of scale measurement, information drawn from respondents is usually 

classified as one of four categories;  

"verifiable facts, mental thoughts/emotional feelings, past or current behaviours, and planned 

future behavior intentions" (Hair, Bush & Ortinau 2009:341). 

As the perception of service quality is based on subjective opinion, this categorise the data as "state-

of-mind data". This type is not observable through external sources, which means once we ask a 
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respondent to give an opinion, we have no way of verifying the truth of the statement. This makes 

accuracy reliant on the honesty of the respondent, which could potentially mean false data, but I do 

not see this as a likely scenario, as it is in the interest of the patient to state their honest opinion, as I 

believe that all patients want the best service available. 

Survey concerns 

As many of the respondents have been admitted before, it is important to understand, that their 

heightened or lowered expectations can be influenced by visits to other wards within the hospital, so 

the fact that their current service-encounter at the Infectious Diseases Ambulatory might have failed 

to meet expectations, does not necessarily mean that the ward provides below-optimum service, but 

that patients might view the ward not as a unit on its own, but as part of a whole, thus not judging 

the ward separately, but as only part of the perceived service-encounter with the hospital as a whole. 

This is further stressed by many of the comments that patients have provided, several of which, is 

concerning criticism of other wards. 

Furthermore there has been some selectiveness of patients for the survey. This is mainly due to the 

fact that the Infectious Diseases Ambulatory has a high percentage of non-Danish speaking patients, 

which have been excluded because the survey was in Danish, but also to ensure an adherence to a 

Danish cultural context as I will discuss further in the theory section. Furthermore, there is also a 

large segment of the socially deprived, which includes addicts, which can often be seen to exhibit 

bouts of radical behaviour that require a certain handling from the staff in relation to tone of voice 

and general demeanour, that can easily be mistaken for hostility, and these patients have therefore 

also been excluded from filling out surveys. 

There is also a concern relating to the survey's question 2 (E2 or P2). The question relates to the 

cleanliness of the hospital areas and examination rooms. This question is rated very poorly by the 

patients participating in this survey, and although some of the negative result might be explained by 

the perceived low sanitation of toilet-facilities (see data and analysis section for clarification), I 

believe that a large part can be explained by the amount of construction and maintenance that were 

being undertaken at the time of the survey. The operation of heavy machinery, the amount of 

workers and noise, could easily be regarded by many as being unhygienic, causing the poor 

evaluation. 
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Data collection & typology 

The method for collecting the data for this thesis is mixed. Two surveys were used, one for 

measuring the level of service quality perceived by patients and another one for gauging the 

employees understanding and satisfaction with the internal communication. To augment the latter, 

an interview was done with one of the nurses of the Infectious Diseases Ambulatory. It was done as 

a semi-structured interview, with a number of questions about the inner workings of the department, 

but several detours into a general discussion of the hospital were made, as the conversation 

progressed. This means that the data is mostly primary data, i.e. data gathered specifically for the 

purpose of this thesis. Some secondary data is used to create appropriate scales of measurement to 

allow for comparison, especially for the data collected for the internal survey. 

Response rate 

The number of surveys to be handed out was based almost entirely on how many could be done in 

the time available, thus there was no calculation of what the appropriate number of respondents 

would be according to theory. Given the amount of patients that frequent the Department of 

Infectious Diseases, the sample of 200 surveys will only constitute around 1.3% of the total 

population (based on 2007 admittance numbers). 

Chapter 3: Theory 

This section will cover the theory that will be applied to the research question, along with the 

discussion of how they assist in gaining understanding of the issue at hand and how we bridge the 

gap between the two areas of theory.  

Corporate Communication 

Corporate communication started out as a purely public relations function, only concerned with 

advertising or communicating with press. As the industrial revolution ended, the needs of both 

public relations and marketing, made them distinctly different, one catering to the public in general, 

the other to the specific markets of the company. Since the 1980's, they started to merge back 

together, as Philip Kotler stated (cited by Grunig & Grunig 1991:261): 

"there is a genuine need to develop a new paradigm in which these two subcultures work most 

effectively in the best interest of the organization and the publics it serves." 
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As the impact of mass media advertising decreased, while the costs rose, many companies began to 

explore the use of public relations as a way of carrying marketing messages, combining the two 

disciplines. As it was discovered, the overlap and complementarities that exist between these areas, 

means that it is useful to align them with one another, managing them in an integrated fashion, the 

manner of which was highly debated through the 80's and 90's (Cornelissen 2008). The two 

disciplines are normally not merged into a single entity within companies, as there are still 

differences between the two regarding audience and activities, but they are balanced against each 

other and managed within the overall framework of Corporate Communication, which implies a 

holistic approach to viewing and practising communication management spanning the two 

disciplines. Gronstedt (cited by Thorson & Moore 1996:302) explains that corporate 

communication: 

"inserts the various communication disciplines into a holistic perspective, drawing from the 

concepts, methodologies, craft, experiences, and artistries of marketing communication and public 

relations". 

The reason for this approach stems from a number of factors, which includes, but are not limited to; 

the needs and roles of stakeholders, more message clutter, the need for message effectiveness 

through consistency, a need for control over communication channels and an increase in 

accountability (Van Riel 1995, Scholes & Clutterbuck 1998, Formbrun & Van Riel 2004). 

The three concepts that underpin the practice of corporate communication are; stakeholders, identity 

and reputation. Organisations have now realised that it is necessary for them to communicate 

effectively with a host of different stakeholder groups, to ensure a healthy reputation for their 

company and to ward off potential issue that could damage said reputation. 

This is a shift from the classical "input-output"-model of strategic management (see below) where 

the power lies with the organisation as the different players like employees, investors and suppliers 

all are merely contributors who are compensated for their inputs, which the company then 

transmute into a benefit for the customer. In this model, the interest of the involved parties are 

purely financial. This is represented by the blue circles, the black arrows indicating their one-way 

relationship. 
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(Combined model of input-output model and stakeholder model, Cornelissen 2008). 

In the stakeholder model of strategic engagement, power does not rest with the organisation, but is 

evenly distributed, as it assumes that anyone with a legitimate claim to the company do so to obtain 

benefits, but there is no difference in priority for one interest over another. These relationships can 

be both financial and otherwise, and the attitude of the relationship change accordingly. This means 

that instead of being immune to outside pressure from public opinion or the government, this model 

recognises the interdependency that exists between the company and stake-holding groups, which 

are groups that can both affect- and in turn be affected by the organisation (Donaldson & Preston 

1995). Employees are a group that can both be affected by- and they themselves affect an 

organisation. In the above model, the extended relationships are represented by the green arrows, 

depicting the reciprocity inherent in the exchange, the stippled circles representing the additional 

groups that can be seen as stakeholders. 

As there are numerous stakeholders for any larger organisation, it is important to determine how 

much and in what way, a company must communicate with each stakeholder group. To do this we 

turn to the Stakeholder salience model (see below), which is structured around identifying 

stakeholders and classifying them according to how much; Power, legitimacy and urgency a 

specific group of stakeholders have, the establishment of this telling us the how visible (salient) or 

prominent a particular group is to the organisation. The model includes three layers for defining 

stakeholders, the outer lying layer which is latent, consisting of those who have only one of the 

three attributes, such as; charity organisations, environmentalists or the media. 
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(Cornelissen 2008:53). 

In the second layer of the model we find those that possess two attributes, classified as expectant 

stakeholders. It is in this second layer that we find employees, as these have the two attributes; 

power and legitimacy, as they both have legitimate claims over the company in form of for example 

money or benefits, while also wielding a lot of power to influence the company, something that we 

will explore even further in the next section. Employees are dominant stakeholders, and investors, 

owners and customers also belong in this group. All expectant stakeholders will need to be 

communicated with, regardless of, which two of three attributes they possess. Otherwise they could 

potentially migrate into the third layer. 

In the third layer we have definitive stakeholders, who have both power, legitimacy and urgency, 

meaning that they should be communicated with immediately. Shareholders can, if their legitimate 

interest is not served, gain urgency and use their power to affect the company. This could for 

example be in the form of trying to remove senior executives, prompting the communication 

practitioners to attend to their concerns right away. 

Based upon this stratification of stakeholders, a company can know how much they need to 

communicate with any particular group and also what the key theme of the communication should 

be. This insight can be used to determine whether a group should be merely informed of decisions, 

or if they should be actively communicated with. As Cornelissen (2008) states, groups such as 
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customers, employees, suppliers and shareholders will always need to be listened to and may also 

have to be part of the decision-making process, to ensure their continued support. 

Internal communication 

It is important that the organisation communicates with their employees to strengthen morale and 

increase identification with the organisation. This is to ensure that employees support the 

organisation and know how to perform their own specialised tasks. Furthermore, organisations need 

employees to communicate with each other in order for them to cooperate to reach company goals 

(Cornelissen 2008).  

Internal communication can be further divided into two different types of internal communication: 

1) management communication, and 

2) corporate information and communication systems (CICS) 

The first refers to communication between a manager and his or her subordinates. It is often task-

specific and related to employees and their morale and well-being. Where this form of 

communication has a narrow focus, CICS has a broader angle, and is concerned with transmission 

of corporate information to all employees of the organisation. Although the focus of these two 

forms of internal communication is different, they are also complementary and one need both types 

to ensure informational flow. If an organisation does not master both types, employees can become 

demotivated and overall communication will be ineffective (Cornelissen 2008).  

Both management communication and CICS are within the concept of "downward communication", 

meaning that information flows from the top of the organisation down through its hierarchy, CICS 

providing general information about the company as a whole and management communication 

providing department specific information. Opposite downward communication we find "upward 

communication", which is information flowing upward from employees to the different 

management levels. Upward communication is usually facilitated through the inter-personal setting 

of management communication, and it is important because employees' responses to a working 

environment, critique of management decisions, or new ideas, can be used to improve overall 

performance.  
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Organisational identification through Internal Communication 

It is a well known fact in today's contemporary science, that there are significant benefits for an 

organisation if its employees identify themselves with it. Employees identifying with the company 

will exhibit behaviour helpful to the organisation, which means that it is, or should be, a high 

priority. We define organisational identification as 

"the perception of oneness with or belongingness to an organization, where the individual defines 

him or herself in terms of the organization(s) of which he or she is a member" (Mael & Ashforth 

1992:104).  

Research done by Dutton et al. (1994) shows that the level of identification increases with the 

perceived prestige that is associated with a company. If an employee perceive his or her 

organisation to have a strong reputation, the individual will identify more strongly with it. This is 

further enhanced if there is a fit between corporate beliefs and values and those upheld by the 

individual. So the better the fit between the company's and the employee's values, the stronger the 

identification. 

Internal communication is closely tied to organisational identification, and studies done by both 

Smidts et al. (2001) and Bartels (2006), reveal that downward communication, can enhance 

organisational identification, if the information that is send, is perceived by employees to be reliable 

and accurate. At the same time, the information given, needs to be valid and necessary for the tasks 

an employee needs to perform to enhance identification. 

By combining this downward communication with upward communication, allowing employees to 

both be well informed about the direction of the company and also have an impact on the policies 

and decision-making, we have the basis for what can be labelled 'good internal communication'. 

Thus, the bread and butter for internal communication is to facilitate proper channelling of 

information, so that is flows both upward and downward within the organisation, and in this way 

elicit active participation from employees. 

What has been outlined here, is the ideal situation that should be created and sustained in order for 

internal communication to be termed successful. However, this is often not the picture that emerges. 

In many cases, internal communication fails, and instead becomes internal information. This is 

because more often than not, communication becomes a one-way operation, only relaying 

information downward. This is because the upward part of internal communication is based on 
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active participation from employees as stated above, and without said participation, upward 

communication will naturally fail. 

The reason for this failure however, does not necessarily rest with the employees themselves, but 

with management. Although employee participation or commitment is a concept that should be 

sought after by all companies, it is often hampered by the very thing that should help facilitate it, 

namely management. This is because although participation from employees is desirable, 

cultivating it is not an easy task. Participation involves a degree of empowerment to employees 

through different mechanisms and processes within the organisation, but ultimately, the 

responsibility of ensuring proper upward communication rests with the manager. Organisational 

silence, which is the word used to describe non-participation, can have many reasons, but Morisson 

and Milliken (2000) argues that especially two factors have a strong influence on whether or not 

employees exhibit participation. It is worth mentioning that the authors describe organisational 

silence as being a deliberate withholding of information about potential issues or problems related 

to the organisation. 

The first factor is the managerial belief system, the second; managerial fear of negative feedback, 

and both are often seen to  

"systematically cause employees to feel that their opinions are not valued and that thereby 

discourage them from speaking up" (Cornelissen 2008:199). 

The managerial belief system is built on the notion that employees are at the bottom of the pyramid, 

and therefore do not possess the necessary knowledge to provide valid, up-to-date feedback. This 

particular belief is according to Morisson and Milliken (2000) particularly widespread among 

managers, who perceive their role within the organisation to be that of controlling and directing 

staff. They believe that employees do not have a broad enough understanding of the company, 

which leads to what the authors call; information asymmetries, meaning the gap in knowledge that 

managers believe exist between themselves and the employees. With the concept of management 

communication in mind, this asymmetry of information actually falls back on the managers 

themselves. If they do not ensure proper management communication, employees will never gain 

the knowledge needed to increase their understanding of the company. 

The fear of negative feedback is a product of managers feeling threatened by the feedback, both 

regarding personal feedback, or feedback related to organisational decisions, which they identify 
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themselves with. By trying to avoid any awkwardness relating to these two types of feedback, they 

will try to steer clear of negative information coming from employees, thus effectively stopping the 

flow of upward information. This avoidance is not necessarily approved of by the organisation or its 

values, and thus, the senior management staff might encourage feedback from their employees but 

simply never get it because line managers further down the chain avoids receiving or passing on 

said feedback (Morisson & Milliken 2000). 

Furthermore, both the belief that employees cannot contribute in a useful way, and the fear of 

negative feedback, is usually found in conjunction with a general lack of means to enable or 

enhance an employee's ability to contribute information, meaning that the mechanisms that would 

allow staff to comment on potential problems; questionnaires, task forces, work-committees, open-

door-policies etc., are simply not in place, as it can be seen by middle-management to undermine 

managerial control.  

If any of these factors are in play within a company or a department, it will severely affect the 

communication climate. Information needs to flow upward and downward, but also formally and 

informally, creating an open communication climate that will serve to help both the employees and 

the company (Downs & Hazen 1977, Cornelissen 2008). 

This is where corporate information and communication systems (CICS) should have its place, as a 

tool to facilitate open and frank communication from top management to the entire workforce. It 

could also function as a security measure, by using CICS to distribute employee satisfaction surveys 

for example, it could ensure that the survey was implemented, initially bypassing line-managers and 

showing employees that the senior executives care about what the individual worker thinks. 

Managers could then present the data back to their own departments, inviting discussion or 

feedback, thus ensuring that management communication would be initiated. 

When there is an open communication climate, the employees will feel more valued and identify 

more strongly with the company, and in turn, the company will have gained an additional resource 

for enhancing its business. However, as stated above, the opposite happen more often than not, and 

the reason for this can often be traced back to simple oversight and a wrong distribution of 

resources for the company: 

"organisations would never think of introducing a new electronic communications system without 

investing a great deal of financial and human resource in training, support, help desks, refresher 
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courses and the like. And yet it is often these same organisations which presume that their 

managers have an innate ability to take over - if not enhance - the human communication system 

without training and support" (Clutterbuck & James 1997:254). 

Often, the people who are promoted to a management position in a company, are those who are 

perceived as being good at their job. Unfortunately, being good at your job and managing your own 

tasks do not necessarily mean that you are good at managing people and their tasks. I believe that 

the problem in this instance is the belief that exists in many organisations, that communication is 

something that just happens automatically. Companies will have policies and guidelines in place for 

how to communicate properly and their values will include "openness" or "responsiveness" or 

words to that effect, but stating guidelines and values is one thing, actively acting upon them is 

quite another. Setting policy and values are a passive part of communication. It is wrong to believe 

that the company only need to set the boundaries for proper communication and then let people sort 

it out amongst themselves. 

As shown in the model below, an organisations identity is a construct, build on vision, culture and 

image. The vision is top management's view of how the organisation should ideally be. Culture is 

the organisational values as they are perceived by employees, and image is how the organisation is 

perceived by outside stakeholders. As Cornelissen (2008) explains, for an identity to work, 

everybody needs to pull in the same direction, and if this is not true, there will be misalignment. 

This creates a gap between desired an actual state, if for example, top management choose to take 

the company in a direction employees do not accept or understand. If this happens, the emerging 

gap will flow through the organisation and; 

"a range of sub-optimal outcomes are anticipated including employee disengagement, customer 

dissatisfaction and general organizational atrophy" (Cornelissen 2008:70). 
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(Alignment tool for vision, culture and image, Cornelissen 2008) 

This is why organisations need communication managers. There is a need for facilitation between 

vision and culture and their downward and upward flow of internal communication. This is to 

ensure alignment between the direction in which the company wants to move, and the values of 

employees. Without facilitation, the image that is presented to stakeholders will be incorrect. 

In order for communication managers to reach this alignment, he or she needs to ensure an open 

communication commitment from employees. This commitment, or engagement should be 

channelled through the line manager, so that he or she becomes the conduit for proper 

communication, both internally between employees and between employees and the organisation as 

a whole. This is because; 

"Top-down media, particularly electronic media, rarely generate buy-in and commitment or 

positively influence behaviour. And nor does addressing employees, electronically or otherwise" 

(Clutterbuck & James 1997:254). 

What the authors mean is that the medium must not be the message, as lack of a proper channel can 

distort or lessen the impact of its content. They move on to state that for communication to 

positively influence employees, it needs to be both relevant and come mostly from face-to-face 

communication with a trusted source, making the line-manager an ideal candidate. 
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However, as can be inferred from the above, communication managers and line-managers are by no 

means one and the same, the former usually taking on an advisory role to the latter. To be effective 

in this capacity, they must understand their own role as an internal communicator, what functions 

they need to fulfil and what they are suppose to pass on to others. In addition, they need to 

understand the communication-needs of the employees and how these needs affect engagement. 

An effective communication climate is according to Robertson (2005) based on the topics of 

personal, job, operational and strategic issues, many of which are seen in a study done by Hargie & 

Tourish (2009) which lists the following as topics that employees require information about; (in 

order of importance) 

 How problems that I report in my job are dealt with 

 How my job contributes to the organisation 

 How decisions that affect my job are reached 

 Things that go wrong in my organisation 

 Staff development opportunities 

 My performance in my job 

This has also been shown by Truss et al. (2006), as they found that the most important factors for 

employee engagement to be; 

 Having opportunities to feed your views upwards 

 Feeling well informed about what is happening in the organisation, and 

 Thinking that your manager is committed to your organisation. 

(cited by Ruck & Welch 2012:296). 

This shows us that it is important to enable/allow upward feedback and that managers need to take 

care of the concerns that employees put forward. This is supported by Sluss, Klimchak & Holmes 

(2008), who found that out of all the relationships that exist in and around organisations, two seems 

to be paramount to employees; the relationship with the immediate manager, and the relationship 

with the organisation as a whole. This is also maintained in research done by Millward & Postmes; 

"The fact that identification with the superordinate grouping of 'the organisation' was particularly 

relevant to performance is important for theoretical, empirical and pragmatic reasons" (2010:335). 
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This notion has been built upon by Knight & Haslam (2010), as their research showed that a lack of 

organisational identification could be linked to increased sickness, burnout and stress. Ruck & 

Welch (2012) states that the above is a clear sign of why it should matter to companies to invest in 

Internal Corporate Communication. The term has been defined by Welch & Jackson (2007:186) as;  

"communication between an organisation's strategic managers and its internal stakeholders, 

designed to promote commitment to the organisation, a sense of belonging to it, awareness of its 

changing environment and understanding of its evolving aims". 

D'Aprix (2006) found that communication on an organisational level is rooted in the company's 

vision and perceived values, but corporate image and identity is not included in internal 

communication, as it usually belongs in external communication. According to Cartwright & 

Holmes (2006), the incorporation of these two subjects into internal communication, should be 

strongly encouraged, as the collective image of the organisation is reflected back at the employee. 

They perceive people outside of the organisation, to ascribe them some of the same attributes as the 

company they work for, making corporate identity and image quite important to employees. 

 

Source: Ruck & Welch (2012) 

The model consists of six topics, which each contains a question that needs to be addressed through 

the line manager and corporate internal communication. Employee engagement should theoretically 
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comprise these six topics, which we can further divide by using the definitions of Cornelissen 

(2008) to split them into upward and downward communication topics. Below, I have outlined the 

direction of communication, the question relating to it that needs to be addressed, and under which 

topic it belongs; 

Downward communication: 

 I am well informed about what is going on and what is planned and my line manager is 

committed to the organisation (Strategy, goals and values). 

 My organisation provides plenty of support for people (Support). 

 I know what my job responsibilities are and how they contribute to the team and 

organisation (Role). 

 I know how I am doing and have good development opportunities (Performance).  

Upward communication: 

 I identify with the organisation's values and am an advocate of what it does (Identification). 

 I have regular opportunities to have a say and what I say is treated seriously (Voice). 

After dividing these, we can again draw lines back to CICS (downward communication) and 

management communication (upward communication) and it becomes possible to place a link 

between employee engagement and the state of a company's internal communication. This will be 

elaborated on further in the discussion of theory-section. 

Service quality 

It is widely recognised, both in the manufacturing and services industries, that "quality is a key 

determinant of market share and return on investment as well as cost reduction" (Parasuraman et al 

1984, cited by Babakus & Mangold 1992:767). That the ability to replicate a product to a uniform 

standard is necessary in order to have a strong business, should come as no surprise, and the fact 

that tight quality control helps to ensure this is also a fact. Service quality is therefore, in essence, 

the same as product quality, but with a much higher degree of variability. This would imply that 

service quality belongs under Quality Management theory, but because a service or an experience 

can never be exactly the same twice, the focus moves from how a service is delivered, to how a 

service is perceived. 
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Service quality is a facet in general customer satisfaction theory, with its emphasis on a service 

delivered. This sets it apart from general customer satisfaction because it deals with a very specific 

and elusive aspect of satisfaction. The lack of a physical product as the main focus for the 

consumer, means that what would otherwise normally be perceived as "extras" or "benefits" such as 

good customer service, pleasant staff, a neat setting etc, suddenly becomes the centre of attention 

(Babakus & Mangold 1992).  

The service quality construct and the SERVQUAL model 

As explained by Ladhari (2009) the construct of service quality is based on four distinctive features; 

Intangibility, perishability, inseparability, and heterogeneity. By its very definition, a service is a 

temporary construct unlike a product which has fixed physical attributes. A service is intangible 

because the performance of one is difficult to assess, and the perception of said service by 

customers, is hard to gauge. This performance of service also makes it heterogeneous because you 

cannot replicate a service exactly as it was made the last time, as they will differ from other 

performances by time, place, producer, customer etc. (Ladhari 2009). This involvement of the 

customer in the creation of a service, also means the provider does not possess the same level of 

control over the "finished product" as a normal producer of goods will have, as it will be a co-

creation between provider and consumer. When combined with the fact that a service is perishable 

because it cannot be stored, and inseparable because it is produced and consumed at the same time, 

it is easy to see why companies find it so hard to measure their level of service quality.  

Thus, the one measurement that is easily identified is the one made by the customer. This also 

means that the measurement is subjective, as each customer will have a different perception of a 

given service, making it different from objective service quality, which will usually involve fixed 

scales of measurement against concrete, homogenous standards (Ladhari 2009). This type of service 

quality can also be termed "technical service quality". The perceived level of service quality is 

defined by Grönroos as; 

 "[...] the outcome of an evaluation process, [whereby] the consumer compares his expectations 

with the service he perceives he has received, i.e. he puts the perceived service against the expected 

service. The result of this process will be the perceived quality of service" (cited by Ladhari 

2009:173). 
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Parasuraman et al (1988) thus describes service quality as the gap between perceived and received 

service. These gaps exist both internally and externally, and Parasuaraman et al. (1985) stated that 

the perception of quality is influenced by five different gaps; 

1) Gap 1 represents the difference between customer expectations and management perceptions of 

customer expectations. 

2) Gap 2 is the difference between management perceptions of consumer expectations and the 

translation of these perceptions into service-quality specifications (objective standards). 

3) Gap 3 is the difference between the service actually delivered by frontline service personnel on a 

day-to-day basis and the specifications set by management. 

4) Gap 4 represents the difference between service delivery and what is promised in external 

communications to consumers. 

5) Gap 5 is the difference between customer expectations and perceptions (perceived service 

quality). 

(Ladhari 2009:173-174).  

Gap 1-4 are all influencing Gap 5, the only gap that is not in the control of the company, while all 

other gaps can be adjusted and reduced if a proper "gap analysis" is done. Parasuraman et al. (1985) 

argues that this analysis is critical to the company, as it allows them to identify discrepancies 

between how the provider perceives the quality dimensions, and how the consumer does. The above 

gaps are visually represented in the SERVQUAL model shown below: 
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The original 5-gap model was redefined in 2002 by Luk & Layton to include two additional gaps, 

namely gap 6 and 7. Gap 6 is the difference between the expected service of the customer and 

employee perception of customer expectations. Gap 7 is the difference between employee- and 

management perceptions of customer expectations. These two gaps are important, as they are an 

important part of closing the loop in my argumentation that internal communication can affect 

service quality, as it highlights the fact that although management might have an idea of what the 

customer want and translating this into quality standards, the employees might not agree with 

management. This will severely affect the service delivery, as there will be a discrepancy between 

what is considered good service delivery for the organisation and for the employees. The employees 

have not been specifically singled out in the original model, which makes it inferior to the redefined 

7-gap model, as the employees have a huge impact on the whole service encounter, as they are the 

ones involved in it, not management. Thus in order for us to decrease the distance between 

perceived and expected service, we also need to consider how the employees perceive the 

expectations of the customer, and how this might be different from the perceptions of management, 

and in turn focus on how we can minimise this difference to ensure a service delivery that is in line 

with service quality specifications and expectations. 
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The SERVQUAL model was originally created by Parasuraman et al (1985 & 1988) and is one of 

the most widely accepted and recognised tools for measuring service quality. It consists of 22 items 

(statements), spread out between five different dimensions, and was first used in retail banking, 

credit card services, repair and maintenance of electrical appliances, long-distance telephone 

services, and title brokerage (Ladhari 2009). SERVQUAL is based on the above mentioned Gap 5, 

and builds on ten dimensions that Parasuraman et al. (1985) discovered through focus-group 

interviews, which he subsequently folded into five generic service-quality dimensions; 

1) Tangibles (measured by four items): the appearance of physical facilities, equipment and 

personnel; 

2) reliability (five items): the ability to perform the promised service dependably and accurately; 

3) responsiveness (four items): the willingness to help customers and provide prompt service; 

4) assurance (four items); the knowledge and courtesy of employees and their ability to inspire trust 

and confidence; and 

5) empathy (five items): the level of caring and individualised attention the firm provides to its 

customers.  

(Ladhari 2009:174).  

These dimensions are each measured by the 22 paired items mentioned earlier, expanded into 44 

questions, where the last 22 items is a rephrasing of the first 22 items, only with a specific subject 

company inserted. Each item is based first on the expectation of which service is delivered, and 

second on the perception of what level of service was then actually experienced. Each item is an 

acknowledgement on how much one agrees or disagrees with a statement pertaining to one of the 

five dimensions of quality, determined on a seven-point Likert scale. The two statements are then 

given each a number, which subtracted from each other (perception-minus-expectation) gives a 

"gap score", which shows how good or bad a particular company scores in that dimension. 

Despite the fact that the SERVQUAL has seen significant use in various industries in different 

nations, there are still a lot of debate about various aspects of the instrument. Some of these have 

been addressed in the methodology section, and some are related to the applicability of 

SERVQUAL in different settings such as the online-environment, which is not important for this 
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project, and thus will not be discussed. However, there are several other critiques of the model that 

needs to be addressed;  

 Emphasis on process rather than outcome. 

One of the major criticisms of SERVQUAL, is that it has emphasis on process instead of outcome. 

Grönroos (1990) has identified service quality as consisting of two parts; functional quality and 

technical quality. Functional quality is the manner in which the service is delivered, and technical 

quality the outcome of the service performance. This view is supported by Rust & Oliver (1994) 

who argue that service quality is based on a perception of 

o The consumer-employee interaction (functional quality) 

o the outcome (technical quality), and 

o the service environment. 

In this view, it is clear that SERVQUAL is skewed heavily towards the consumer-employee 

interaction, and has thus been criticised for not taking the outcome of the service encounter into 

account. 

This particular criticism is actually an advantage in the healthcare industry, as the patient does not 

possess the skills needed to assess the technical aspect of the service rendered to them (Babakus & 

Mangold 1992). This is a unique feature to the healthcare industry according to Bakar et al. (2008) 

who argues that patients lack the ability to determine the skill of a surgeon or the diagnostic ability 

of a general practitioner. Traditional healthcare service is usually measured in technical terms that 

may not carry meaning for the patient, thus making them unable to respond properly, i.e. a patient is 

not qualified to judge whether or not a test for diagnosing a particular disease was appropriate and 

done effectively.  

They are however, fully capable of assessing how the service is performed, how staff behaves, 

personal hygiene of a doctor, lab cleanliness and so on. Other research done by Devebakan & 

Aksarayli (2003) confirms that patients are better suited to judging functional- than technical 

quality. The critique of a skewed emphasis, thus becomes a strength, which augments the survey for 

my intended purpose because I am only interested in the customer-employee interaction. 

 SERVQUAL's use of different scores.  
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The notion that service quality is the outcome of a difference between two set of scores; the 

consumers expectation to a service before it is performed, and the actual experienced service, is 

similar to a concept found in general satisfaction research, called "disconfirmation of expectations" 

(Ladhari 2009). Despite this, the use of this "gap-approach" has been called into question by several 

authors. Ekinci & Riley (1998) states that the perception-minus-expectation score does not have a 

psychological equivalent, and thus is inaccurate. Other researchers argue that difference-scores do 

not pertain any additional information than what is already given in the perception score, making 

expectation scores redundant, because consumers rate perceptions higher than expectations 

(Babakus & Boller 1992, Buttle 1996). This is further underlined by Cronin and Taylor (1994) who 

stated that SERVPERF, an alternative to SERVQUAL was far superior because it only focused on 

the perception scores.  

According to Ladhari (2009), Parasuraman et al. (1994) argues against the above criticism, stating 

that  

"the gap methodology provides useful information about strengths and weaknesses within each 

service-quality attribute" (Ladhari 2009:184),  

because if you want to change or improve your service quality, you need to know the direction and 

depth of the difference between expectation and perception, not perception alone. This is 

collaborated by Angur et al. (1999), who found that the gap-model was less convoluted and easier 

to use when examining specific service deficits. Likewise,  Bolton & Drew (1991), concludes that 

the gap between perception and expectation was the most important determinant of service quality. 

Lastly, Carrillat et al. (2007) used a combined dataset of 17 different studies to compare the 

predictive validity of both SERVPERF and SERVQUAL, and found that both were equally valid in 

predicting overall service quality (Ladhari 2009). 

 Applicability of a generic scale for measuring service quality in all service settings 

This critique is based upon a host of authors who have questioned the usability of SERVQUAL 

across different industry-specific settings, and many of these authors argue that separate 

measurements geared toward a particular industry might be more accurate ((Babakus and Boller 

1992; van Dyke et al. 1997; Jabnoun and Khalifa 2005 and Akbaba 2006). I have amended this 

critique by adapting the SERVQUAL to the healthcare industry as suggested by Babakus & 

Mangold (1992), which I will explain in depth in a following section. 
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 Applicability of SERVQUAL in different cultural contexts 

According to Ladhari (2009), several authors also question the use of SERVQUAL in certain 

cultural context, as research has shown that some industries are more susceptible to cultural bias, 

e.g. the banking industry. This means that SERVQUAL could be unstable across cultural contexts, 

and this can have implications, seen from a methodological point of view. 

Particularly three things can threaten the validity of the instrument;  

 Interpretation of distance between scale points, also known as metric invariance (Steenkamp 

& Baumgartner 1998); meaning that the perceived difference between the numbers three and 

five might be perceived differently across cultures. 

 Cultural difference in response styles (Diamantopoulus et al. 2006); this relate to the use of 

mid-points, the degree of cultural modesty, and the perception of extreme responding, i.e. 

choosing the lowest or highest end of the scale. 

 Translation into a different language than English (van Herk et al. 2005); wrongful 

translation can result in measurement error if the language used, does not have an 

appropriate equivalent terminology for the various subjects.  

 

Moreover, research suggests that a qualitative study should be undertaken to ascertain whether other 

dimensions need to be added to the five SERVQUAL dimensions. Such a qualitative study could be 

undertaken through interviews and/or focus groups with customers to obtain information about their 

expectations and how well the firm performs on the service-quality dimensions (Ladhari 2009). 

Although SERVQUAL has never been made for-, or tested in a Danish context, it has been tested 

on healthcare services in the UK and Holland, which lends it credibility within a European context. 

I have duplicated the English, adapted version of the SERVQUAL, because I believe, that although 

our cultures are in many ways different, illness can transcend cultural boundaries, as a patient will 

generally want the same thing whether one is from one country or the other; to be cured. Although 

the expectancy of how long one should wait for treatment, or how healthcare personnel addresses 

patients might differ according to what is culturally acceptable, it does not remove the validity of 

the questions settled upon by Babakus & Mangold (1992), which have later been tested in Holland 

by Kettinger et al. (1995) and later  in the UK by Kilbourne et al. (2004). In both instances, it was 

concluded that cultural context does not compromise the validity of the measurements. Thus, it 
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seems a fair conclusion that if the questions are valid in the above three instances, they should hold 

true for a Danish context also. 

Although I was unable to verify this through a focus group with patients, I did an alternative 

measure. I have both asked the people that help me translate the survey, but also myself as a Dane, 

if there was anything that they or I thought should be asked either instead of or in extension of the 

questions already given; nothing was brought up or came to mind. Additionally, as a further 

validation of the adapted SERVQUAL being viable for a Danish context, I included an additional 

question that bade the respondent give any comments as to what areas other than those included, 

should be considered if their assessment of the service quality should be revised. No issues came up 

that could not readily be related to a question already asked in the survey. 

On a similar note, as mentioned earlier, the non-Danish speaking segment of the patients at the 

Infectious Diseases Ambulatory, was excluded from filling out a survey. Beside the fact that many 

could not read Danish sufficiently, another reason for their exclusion was to ensure that the level of 

service quality was not measured by a different set of cultural values other than Danish, thus by 

only selecting people that were Danish, we ascertain a higher degree of cultural uniformity, 

ensuring that although we cannot determine the cultural weight of each questions, they were all 

judged with the same amount of cultural importance, i.e. waiting time, behaviour of staff, 

cleanliness and so on. 

Redefining the SERVQUAL model to the healthcare sector 

Adapting the SERVQUAL instrument to fit a particular industry is a lengthy process. It involves 

altering the questionnaire and then testing these alterations in a patient sample, calculating 

correlations, determining coefficients etc. This in itself would constitute a large undertaking that 

would not fit into the parameters of this thesis, as the SERVQUAL is only a tool for gathering data 

to investigate a possible link to internal communication, not the actual focus of the investigation. 

That being said, the tool must of course be fairly accurate to yield usable data. To that end, we 

examine and adopt the version of SERVQUAL put forth by Babakus & Mangold (1992). These 

authors adapted the SERVQUAL questionnaire to fit the healthcare sector. 

The adaptation was made in cooperation with both healthcare professionals and patients, and 

subsequently tested on a sample of patients from a mid-sized hospital in the US. They tried to 
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address all the major criticisms that I have put forth in the above paragraphs, which resulted in a 

number of adjustments: 

As Babakus & Mangold (1992) discovered, several items on the scale were irrelevant or redundant 

for the healthcare sector, and they were subsequently removed. All remaining items were tested for 

content validity, to minimize the potential for error.  

Also, the use of mixed connotations has been rejected, as the authors found that this confused the 

respondents, thus all statements were converted to positive connotations to ensure uniformity in the 

responses. However, additional research needs to be done to test how the positive connotation affect 

responses in comparison to negative connotations. Through my review of SERVQUAL literature, it 

does not appear that this particular aspect has yet been researched. 

The original Likert scale is a five-point scale with a neutral middle response and two 

positive/negative responses on either side. Parasuraman et al. (1988) discarded the original scale 

and instead opted to use the expanded seven-point scale, to allow for a finer subdivision of 

responses. For the healthcare sector however, Babakus & Mangold (1992) found that the decreased 

difference between point on the seven-point scale, frustrated respondents, and therefore reverted to 

the five-point scale. This increased the response rate and quality of responses.  

In summation, they concluded that the model is applicable, and their adaption of the survey itself, 

most of which was done in cooperation with healthcare personnel, minimises many of the potential 

pitfalls;  

"These results indicate that the scales can be successfully used to assess the magnitude of the gap 

between patient perceptions and expectations. For this particular purpose, the modified 

SERVQUAL appears to be a concise and practical instrument useful for monitoring expectations 

and perceptions" (Babakus & Mangold 1992:779). 

That being said, I have had to alter the SERVQUAL questionnaire further, as the hospital in my 

research is publically funded. Thus, asking about the nature of billing is irrelevant as patients are 

not required to pay for services in cash, but do so through taxes, meaning that a patient normally 

does not know how much they are "paying" for the services they acquire. Therefore question E6 has 

been changes from "Hospitals should be accurate in their billing" to "Patients should not be injured 

in connection with treatment or admittance to a hospital". This new question was decided on after 
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asking Department nurse Lene Rosenørn for suggestions on what could be put instead of billing, 

and her recommendation is a viable one. Every day, between five and ten employees report 

incidents that could have or have injured a patient, and it is believed that in total only around ten 

percent of incidents is reported (Hvidovre Hospital 2011), meaning that safety is a prominent area 

that needs constant vigilance. 

Besides this, a question about previous admittance has also been included, to see if there are any 

notable difference between patients that have experienced the hospital before and those that have 

not, or at least has an experience so far in the past that it is outdated. 

Thus, based on the paragraphs above, I base my investigation on the premise that the SERVQUAL 

is usable, and are not interested in measuring the preciseness of the model, but how it can assist us 

in gaining knowledge about the level of service quality provided, and help us understand where 

improvement is needed and how it relates to internal communications.  

Theory discussion 

The concept of service quality has been around for more than 25 years, and has since its inception 

risen to become a key cornerstone in what is today termed as "customer retention". As the notion of 

marketing and branding has expanded and become a necessity in almost any product-based market, 

thus service quality has likewise expanded. Service quality is to service-providers, what product 

quality is to a manufacturer. Without service consistency, one cannot expect to retain customers, as 

the number of providers available today, makes it both easy and convenient for consumers to switch 

from one to the other. 

The service that a company provides is delivered by- and through its employees, and through this, 

they become part of the "product", evaluated on equal footing with a normal product. What this 

means, it that if a company wants to gain a consistency of "product", it must ensure consistency in 

the service encounter. There are of course many more variables that are not in control of the 

service-provider, that a manufacturer would otherwise be able to control. This is due to the nature of 

the service encounter, which is an exchange between the customer and the employee. This would 

also be the case for a manufacturer when their employees sell their product in e.g. a store, but when 

a physical product is present, the interaction between the employee and the customer is not the most 

important, the product is. When the product instead becomes a service, the interaction between 

employee and customer suddenly becomes an integral part of the "product", meaning that it is given 
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far more weight than would otherwise have been the case. Therefore, in order for companies to 

ensure that their service is as uniform as possible, so all customers receive the same service, they 

must have quality control. 

Controlling one's employees can be a tricky business; they must adhere to the organisational values 

of the company, believe in them, and be committed to serving the company's needs in the best way 

possible. This can in my opinion, only be done through proper communication with the employees, 

meaning that corporate communication must be uniform and unencumbered throughout the 

corporate hierarchy. 

Communication theory today though, is not uniform in the least, lacking the cohesiveness, or at 

least gathered acceptance, of certain fundamental theories as the subject of service quality does 

(Downs & Adrian 2004). This means that the path between communication and service quality, 

allowing internal communication to be the quality control of service quality, is not entirely clear. 

This is especially apparent when one looks at the nature of the communication theories that exists 

today. 

Since no umbrella theory of communication exist, the correct approach to dealing with internal 

communication is murky at best. In practice, this means that consultants and auditors of 

communication are forced to assail each communication issue in a different way, using different 

kind of theories, and thoroughly search these approaches for inconsistencies or contradictions 

(Downs & Adrian 2004). Many theorists are more concerned with the technical aspect of 

communication, which way it flows, what methods a company employs, what channels might be 

utilized, how to optimise communication technology and so on. This is all related to process; how 

to conduct communication properly, but without taking into account what is actually being 

communicated through the otherwise "correct channels" (Ruck & Welch 2012).  

Several communication tools exist for the purpose of mapping the communication of a company. 

These are seen as the established approaches to communication assessment, but although 

accredited, and can provide valuable insight for the company as to how a communication 

environment functions, they lack focus on several important topics as will be discussed below.  

The most prominent assessment tools are; the Communication satisfaction Questionnaire (CSQ) and 

the Internal Communication Association survey (ICA). The ICA is described by Ruck & Welch as  
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"a comprehensive approach made up of eight main sections [...]one of the sections explore content 

and another channels, four are more generally about processes and volumes of information sent 

and received and two can be tailored to specific organisational issues" (2012:296). 

The topics within the ICA are mostly related to the job itself; promotion, pay, performance etc., 

which omits the wider organisational angle, skewing the data towards individual jobs, and missing 

the important part of organisational identification. This being said, there are, especially in the last 

two sections which can be tailored for different issues, questions related to organisational aspects, 

but these are related to how much information is received through a given channel instead of what 

information is received. This is how most internal communication audits are focussed, and although 

the data is certainly valuable, it stresses the fact that it is a view from a management standpoint, on 

how the communication functions, not an employee's view of communication content (Tourish & 

Hargie 2009). 

The CSQ works differently than the ICA, and has a different focus. It is centred around dimensions 

of communication satisfaction, which includes among other things; organisational integration, 

relation with supervisor, media quality, personal feedback and more. It is grounded more in general 

satisfaction rather than in the volume of information (Ruck & Welch 2012), and by this, comes 

much closer to the new contemporary line of thinking within communication theory, which is the 

concept of bridging instead of buffering, which is more concerned with content than process. 

Studies including the use of CSQ shows that  

"the areas of greatest employee satisfaction are supervisory communication and subordinate 

communication and the area of least satisfaction is personal feedback [...]" (Ruck & Welch 

2012:297). 

However, the CSQ has several shortcomings as shown by Tourish & Hargie (2009) and Zwijze-

Koning & de Jong (2007), chief among them being the omission of decision-making, new 

communication media and top management communication. As further explained by Zwijze-

Koning & de Jong (2007), although both the ICA and the CSQ have high reliability and validity, 

they are extremely focussed on the quantitative approach, and the authors above argue that these 

should not stand alone, but be complemented by qualitative information and tools.  

Again we see a focus on process rather than content, which further stresses the importance of the 

research done in this thesis. Content should come before process. I am not arguing that process is 
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not important, because it surely is. My point is that one should be sure that what is communicated is 

actually correct, before worrying about how it is communicated, although both things will of course 

affect each other. The problem with the above mentioned audits is therefore that they only reveal a 

half-truth, missing the vital part of content. 

It is this part, and the connection it should have to the perception of service quality, that constitutes 

the "grey area" that we are in, theoretically speaking. I hope to bridge these two areas of theory; 

internal communication and service quality, by trying to focus on the content of communication. 

This is done through an operationalisation of the conceptual model Ruck & Welch (2012) 

developed earlier this year, and by combining this model with the model for service quality, it 

should be possible to elaborate on the relationship between these two concepts. This will help to, 

both shorten the gap between theories, but also show that the models overlap in certain areas.  

However, in order to be able to measure whether or not internal communication has an impact on 

service quality, we need to first determine which areas of the service quality construct it can 

actually affect. 

The key areas that internal communication should be able to affect are; the employees, 

management, and through this, the service delivery itself. It will also influence external 

communication, the last part of the provider-side of the SERVQUAL model, but it will be 

indirectly, here through the service quality specifications, which it should also affect.  

Just like with the stakeholder model of strategic management, there is a need for reciprocity in order 

for internal communication to function properly. This means, that there ideally should be a running 

evaluation between the above mentioned areas. Internal communication should thus help us 

minimise the gap that exist between the external expectations of the consumer, and the internal 

perceptions of said expectations. This translates into an ability to directly minimise;  

 Gap 6 between employee perceptions of patient expectations and the expected service for 

patients, and 

 Gap 7 between management perceptions- and employee perceptions of patient expectations. 

Minimising these two gaps should then help to minimise; 
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 Gap 2 between management's perception of expectation and service quality specifications, 

and 

 Gap 3 between service quality specifications and the service encounter itself. 

 

It is clear, that internal communication will have the biggest impact on those questions that directly 

involve the employees, as these will be the focus of internal communication. 

Relating this to the SERVQUAL survey itself, we can separate the questions asked into two groups, 

those affected- and those not affected by internal communication; 

Not affected: G1, G2, G4, G6, G10, G11, G13 and G15. 

Affected: G3, G5, G7, G8, G9, G12 and G14. 

I have singled out G10 and G11, because I wanted to clarify my reasoning for not including them as 

affected questions, although they directly involve employees. G10 is about patients feeling safe in 

their interaction with employees, and G11 is regarding the perceived competence of employees. 

Although the outcome of these questions revolves around the actions of said employees, and is 

definitely an important aspect of the perception of service quality, especially when it comes to 
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competencies, they are not as much related to internal communication as they are to personal skills. 

As shown in the employee engagement survey (Appendix F), the questions about role is about 

knowing what one's job is, and how it contributes to the unit. It is not about how well one performs 

this job. In essence, you can know all there is to know about how you should ideally perform your 

job, but not carry out the tasks well. If my hands slightly unsteady, and it is a genetic trait, and not 

relating to nervousness etc., then I will not be able to inject people as well as one with steady hands, 

regardless of how well I know what my task is. Thus I stipulate that competence is more reliant on 

personal skill set than communication.  

That being said, internal communication can still have an impact, but the indirectness and volume 

of impact is not sufficient to warrant inclusion in the affected-group. Following the above example, 

internal communication could have an influence by uncovering the need for employees to want to 

become better at injections, but it cannot make them better at it. 

The same goes for question G10. The patient's feeling of safety, is often linked to the perceived 

confidence of the individual performing the medical-related tasks that needs to be done. This is 

again a personal trait that is not a direct outcome of internal communication. There should also be a 

clear connection between the feeling of safety, and the competence of the employee, making G10 a 

partial outcome of G11, again making the effect of internal communication indirect. 

On a side note, to broaden the view on this discussion, the two gaps that internal communication 

will have the most direct influence on; gap 6 and 7, can be linked to the stakeholder model of 

Cornelissen (2008), as the gaps between management vision and employee culture, and the gap 

between the latter and the image projected to stakeholders, which shows at least one area where the 

two concepts overlap. 

So, to sum up this section, internal communication should be affecting the level of service quality, 

by minimising the gaps between how management and employees perceive customer-expectations, 

and between employee perceptions of customer expectations and the actual expectations of the 

customer. Minimising these gaps should ensure more precise service quality specifications, and in 

turn, ensure that employees deliver a service that is as close to these specifications as possible. 

Employee engagement is applied as a way of measuring the state of the internal communication, 

while at the same time providing data for comparison with the service quality data, to examine the 

proposed link.  
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Chapter 4: Empirical data and analysis 

 

Why data and analysis have been mixed into one section 

The reason for this is to create cohesiveness between the analysis and the data. Methodologically, it 

is more sound to keep analysis and comments on a specific section of data in close proximity with 

said data to avoid confusion. Furthermore, it streamlines the reading and understanding, and reduce 

the need for restating the data in the analysis.  

Thus, to make the big picture less convoluted, and to allow for quick comparison, I have mixed the 

presentation of data and the analysis into one section, so that the analysis and any remarks related 

directly to a specific set of data is, wherever possible, included directly below the results. All data 

have of course also been included as a separate section in the appendix, should one wish to peruse 

the raw data (Appendix A-D). 

SERVQUAL patient survey data 
When presenting these data, there is a division between males and females, which was done to see 

if there would be any notable differences between answers according to gender. This will be 

stipulated accordingly when a particular sex is singled out, which means that whenever the words 

"patients", "people" or "respondents" are used, it covers the combined genders of both males and 

females as one group, and the numbers presented will therefore be a combined average for both 

sexes. 

The initial response rate to the patient survey was 93%, but after erroneously filled out 

questionnaires had been removed, the usable response rate ended at 73.5%. This provided 147 

questionnaires, of which 90 had been filled out by males and 57 by females. Respondents were an 

average of 46 years old for males, and 42 years old for females, with the age span going from 21 to 

72 years of age. 

Highest percentage of earlier admittance for both sexes are within one year at 50% for males and 

52.63% for females, giving an average of 51.02% of patients to have been previously admitted 

within the last year. Second-highest percent is 27.89% for patients not admitted at all within the last 

five years, with the percentages of patients having been admitted previously within the last two, 

three, four or five years emerging at 11.56%, 2.72%, 2.72% and 4.08%. This means, that more than 

half of the patients who filled out the survey, have previous experiences with a hospital within the 
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last 12 months, meaning that they have a "fresh" view of both what they expected and what they 

received the last time they were admitted. Additionally, combining the percentages, a total of more 

than 70% of patients have been admitted at least once within the last five years, and out of these, 

60% have an experience from within the last 24 months, which terms the expectations and 

perceptions of these patients as recent.  

What this means, is that the patients in this setting can be termed "experienced customers", or 

"returning customers", which in all likelihood means that they are even more aware of what they 

want from this particular type of service encounter, than new patients are. This is also clearly 

reflected in the data, as for both males and females not admitted within the last five years, the 

overall perception score is better than of those admitted at least once in the last five years. For 

males, the score is -0.40 for previously non-admitted, compared to -0.45 for earlier admitted. For 

females, the score is -0.28 for previously non-admitted, compared to -0.57 for earlier admitted. This 

gives a combined gender average for non-admitted patients of -0.34, while the average for earlier 

admitted patients is -0.51, clearly underlining the expectation, that people with previous experience 

will have higher expectations for this particular kind of service-encounter. 

Additionally, it seems that women are more impressionable, but also more open-minded. They have 

lower expectations if they have not been admitted previously, compared to their male counter parts, 

but their expectations, once previously admitted, are higher than for the similar group of males. 

Overall, this is also represented in the fact that the overall perception of quality for females are -

0.49, and  -0.45 for males, again showing women to be slightly less satisfied with their service-

encounter. This gives us a total average perception of overall service quality of -0.47. 

Seeing that our gap scores can range from -4 to +4, -0.47 only seems slightly negative. However, 

when we look at the data, the worst/best results recorded for females are -2.67/1.53 and for males 

the results are -1.73/0.93, meaning that the overall score of -0.47, although close to zero, should not 

be regarded as insignificant. Especially when one considers that only 20% of males, and only 19.3% 

of females have rated their service-encounter at zero or above. 

This being said, the spread of the questions for SERVQUAL, both for males and females, are 

clustered around two groupings of scores, one in and around the -0.20 range or below, and another 

around the -8.00 to -1.00 range, most respondents lying in the former range. Outside these two 
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groupings, are the extremes mentioned above, which for each gender numbers around 10 

respondents, including both negative and positive extremes. 

Having a gap score of zero means that the perception of the service-encounter has met all the 

expectations the patient had, but that it did not succeed in exceeding any of the expectations. The 

optimum position for a service provider, should at least be to meet the expectations of its customers, 

and preferably to exceed service expectations, to ensure satisfied customers, and continuous 

business improvement. 

The perception of the different subscales were for males (first number) and females (second 

number) and the total subscale average (third number) as listed below: 

Tangibles: -0.58 / -0.67 / -0.62 

Reliability: -0.58 / -0.61 / -0.59 

Responsiveness: -0.23 / -0.20 / -0.22 

Assurance: -0.52 / -0.62 / -0.56 

Empathy: -0.20 / -0.24 / -0.21  

Comparing the male subscales to the average perception of overall quality for both sexes (-0.47), 

only responsiveness and empathy are rated better than the average, while all other subscales rated 

lower, although it must be said in some cases like assurance, as little as 0.05 points lower. The same 

holds true for the female subscale scores, where both responsiveness and empathy also rates better 

than average. 

Again we see the more negative attitude of the females reflected in the subscales, as the average 

scores are all more negative than the same male scores, with the exception of the subscale 

responsiveness which were rated more negative for males than females. 

Dissection of SERVQUAL subscales 

If we advance another level into the survey, we see that the averages for the subscales are in many 

instances more heavily influenced by single questions being very negative, rather than the entire set 

of questions. This of course, is important when it comes to examining the underlying cause for a 

particular subscale value. Therefore, this next section is a dissection of the survey into individual 

questions and how they perform in relation to their parent subscale. When talking about the rating 
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for a particular question, the reference will be to the combined gender average, unless it is 

specifically stated that we are talking only about either the female or male rating. I will restate the 

rating for each subscale in each paragraph for easy reference and comparison. It is important to 

note, that in the bullet points below, I have written the questions as thematic sentences, and not the 

exact wording, unless this was necessary to be able to clarify observations or ratings. Where this has 

been done I have stated so explicitly. 

Note also, that I use the words "rating" and "score" interchangeably, to allow for variety in reading 

and sentence construction. 

Tangibles 

The subscale is made up of three questions and had an overall rating of -0.62. The questions are 

related to;  

 modernisation of equipment (G1),  

 cleanliness (G2), and  

 how presentable employees are (G3).  

It is here that we see the most negative rating of all the subscales, and it is clear, that G1 and G2 are 

the reason for this. The rating for G1 is -0.80 and -1.03 for G2. G3 on the other hand is only at -

0.03, making the gap extremely small between how presentable patients think hospital employees 

should be and how presentable they were actually perceived to be. This makes how presentable 

Hvidovre Hospital's employees are, the best rated question in the subscale. Additionally, this is also 

the only question in the scale that can be related directly to the behaviour of ambulatory employees, 

the other questions being more related to budget allocation and sanitation personnel. The rating of 

G2 is the second lowest in the entire survey, but this could be a mix of low sanitation of toilets and 

a lot of construction around the Infectious Diseases Department, meaning that the examination 

rooms would perhaps not be rated low, but as the wording of the question does not specify 

examination rooms but premises in general, this distinction is not clear. 

Reliability 

Like tangibles, reliability also consists of three questions, with a subscale rating of -0.59. The 

questions revolve around: 

 Hvidovre Hospital delivering treatments at the time promised (G4), 
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 When patients have problems, employees are sympathetic and reassuring (G5), and 

 Patients not being harmed during admittance (G6). 

This subscale has the second lowest rating after tangibles. Here however, the rating is caused 

equally by all three questions. G5 has the best rating at -0.40, with G5 at -0.52 and G6 at -0.86. 

Here is the first question (G4) where we see male patients having a slightly lower rating of G4 at -

0.58 compared to females at -0.42.  

What is important here is the very low rating for G6, which is almost 0.5 lower than the overall 

perception of quality. The reason for this could be one of two things;  

Hvidovre Hospital has a quality system in place where employees can rapport unintended incidents 

that occur during treatments. This can be anything from minor incidents of wrong size indication on 

bandages to incidents that cause the death of a patient and everything in between. Obviously, most 

incidents are not of the terminal variety, but might still cause harm to patients in one way or the 

other. Statistics from Hvidovre Hospital suggest that there are around ten incidents reported every 

day.  

With this amount of incidents a year, it could be that enough patients in the survey has either 

experienced an incident themselves or know patients- or heard of patients that have been involved 

in an incident to cause this low rating. 

The other reason, which I find more likely considering the comparatively small sample to the entire 

population of patients admitted each year, is related to the survey design. I believe that the low 

rating is due to many respondents choosing the nil-value of the Likert scale, the "either or/don't 

know" value. The reason for this could be due to the wording of the question. The wording was 

originally; "patients do not get injured during admittance", but several comments in the trial survey 

revealed that people read this too literally, seeming to forget that it is an opinion-related question, 

and not a numerically-supported statement. Thus the wording was changed to; "It is your opinion 

that patients are not harmed during admittance. It still seem however, that respondents does not feel 

comfortable agreeing to this when they do not know whether incidents occur or not, despite the fact 

that the answer should be based on personal experience. If the wording had been changed to reflect 

the personal experience even more, I believe this question would have a much higher rating. 
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Responsiveness 

Also consist of three questions with a subscale rating of -0.22. The questions are; 

 Employees tell patients exactly when services will be performed (G7) 

 Patients receive prompt service from employees (G8) 

 Employees are always willing to help patients (G9) 

Responsiveness has the second best rating, only surpassed by empathy. This is due to the quite high 

ratings of G8 and G9, rated at -0.08 and -0.12 respectively. In opposition to the earlier subscales, 

responsiveness consist solely of questions relating to the employees and their performance. 

The willingness of employees to help are very close to meeting patient expectations, as are patients 

perception of receiving prompt service. The one thing that keeps responsiveness from being the 

highest rated subscale is G7, which is rated significantly lower than G8 and G9, at -0.45. This puts 

it just above the bar compared to the -0.47 for the overall quality.  

What is really interesting here though, is the fluctuation between male and female ratings. We have 

seen that female patients generally rate questions lower than male patients, but in responsiveness 

this trend is reversed. G7 and G8 are rated -0.39 and 0.00 for females, completely meeting 

expectations for prompt service. Comparing this to the male ratings we see -0.50 and -0.13 for G7 

and G8 respectively. Comparing these values to those of the last question, we see a peculiar pattern, 

as females suddenly reverse back and rate G9 at -0.23 against -0.06 for males. Upon further 

examination, this reversal seems unusual contrasted with the relationship between question G8 and 

G9, which should not be an inverse relationship. There should be a clear connection between the 

delivery of prompt service and the willingness of employees, as it seems logical that without a 

willingness to help patients there can be no prompt delivery of service, but while female 

expectations of prompt service are fulfilled, they do not perceive employees to be as willing to help. 

Opposite this, male patients, although the two ratings are very close, still rate employees as being 

more willing to help than they are to deliver prompt service. 

The difference could be grounded in a belief that an employee can deliver fast and reliable service 

without really being willing to do so, but this seems counterintuitive, and additional research should 

be undertaken to uncover the reason for this disparity. 
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The reason for the lower rating of G7 compared to the other questions in this subscale could be 

related to the very high waiting time experienced by many patients as is shown in the comment 

section further down. The low rating means there is room for improvement. 

There are a number of reasons that can explain why employees does not tell patients when exactly 

they can expect a service to be performed, many of which is touched upon in the comment section 

further below. Suffice to say that it would likely require an investment in better communication 

equipment between departments to be able to predict specific timings for examinations and 

treatments. However, due to the nature of the service encounter, and the different needs of patients, 

it seems unrealistic to be able to improve this without first addressing the underlying reasons for the 

long waiting time from one unit to another. 

Assurance 

This is the largest subscale of the survey, consisting of four questions, with a total subscale rating at 

-0.56. This rating is the third lowest, and the last subscale that has a lower rating than the total 

overall quality rating, although only being worse by 0.07. The questions in this subscale are; 

 Patients feel safe in their interaction with employees (G10) 

 Hvidovre Hospital's employees are knowledgeable (G11) 

 Employees are polite (G12) 

 Employees get adequate support from Hvidovre Hospital do to their jobs well (G13) 

The perception of patient safety in the employee-interaction is rated at -0.47, which is again 

lowered due to the female rating of -0.58 compared to the better male patient rating of -0.40. The 

rating of G10 could be related to the next question in the survey; G11, which is rated at -0.52, 

showing almost the same difference between male and female patient ratings as G10, the difference 

between genders only being 0.03 smaller. The connection between the two questions are actually in 

the reverse order of their placement within the survey, as G11 will be the affecter, G10 being the 

affected. It is a logic conclusion, that if patients does not feel that Hvidovre Hospitals employees are 

knowledgeable, they will not feel safe in their interaction with said employees. This is most likely 

again, due to the nature of the encounter, as a patient is in essence trusting the employees with their 

life/health. 

Jumping to G13, this is the lowest rated question in the entire survey, at -1.26. This question was 

also one that was reworded after the initial trial survey, changing it from "Employees get adequate 
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support [etc]", to "It seems like employees get adequate support [etc]". This was done to try and 

emphasise, that the question was to be based on the respondent's immediate opinion and not on 

factual information. 

Again, as we saw with G6, the extremely low rating seem to be a mix of two reasons; the first one 

in relation to the question is that  patients does not feel that Hvidovre Hospital gives enough support 

to its employees.  

Another reason is that many patients just do not know enough about the amount of support given to 

employees to want to comment either positively or negatively. This would again be due to the fact 

that the nil-value on the Likert scale contains both "neither or" and "do not know" in the same point, 

but also because non-committal answers to questions that people feel are too unspecified, is 

common. This is supported by a comment from a female patient, which states; (question has been 

abridged and translated) 

"The formulation of questions makes it difficult to give a real answer, as they are very broad" 

(female patient K19). 

Question G12 is a rarity in this survey, as it is the only question with a non-negative rating, ending 

at precisely 0.00, due to an only slightly negative score for female patients, and a slightly positive 

score for males. Thus in the combined total for this question, the perceived level of politeness fully 

lives up to patient expectations. The only other place in the survey where we see a non-negative 

rating is in G8, where females rates it at 0.00. All other questions in the survey have negative 

ratings to a lesser or greater degree. Given that male patients actually rate this question above zero, 

and females still rate it negatively, also makes this question the one with the highest difference 

between male and female scores at 0.24. The reason for this difference seems to be a few very 

negative ratings from female patients, relating to several specific incidents where these patients 

have not felt they were being addressed properly. I have been able to shed some light onto these 

incidents, as they have been commented on by the mentioned female patients. Although I have a 

separate section for classification of comments further below, I have include those pertaining to 

statements about employees not speaking politely here, for further analysis; 

"Every time I approach/address the nurses, I am treated poorly and unfairly. They do not talk 

polite, although this does not apply to everybody" (female patient, K27). 
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This patient's perception score of question G12 was -4, the lowest possible score. It becomes clear 

that this particular patient has either had one very negative experience with the department or the 

hospital in general, or several negative experiences compounded, as incidentally, she is responsible 

for the overall lowest rating in the survey; -2.67, which is extremely low compared to the overall 

level of quality at -0.49. The best rated questions are G7 and G10, both at -1, all other questions are 

rated lower. The worst questions are G4, G5, G9 and G12, all rated at -4, which, with the exception 

of G4, all relates directly to employee behaviour. 

This shows the possibility of a further connection to G9, as logic dictates that if a person is 

unwilling to help patients, it will affect shows of sympathy and politeness. This observation is also 

based on personal experience, as I used to work for a service providing company, and I have seen 

both in my training and through observation of employee-customer interactions, that without the 

aforementioned willingness or passion to do a good job, things such as empathy, politeness, prompt 

service and the desire to "go the extra mile" for a customer, can suffer greatly. 

Another female patient express a similar negative attitude towards nurses; 

"[...] and nurses needs to be both more polite and better at showing empathy for patients, and try to 

take patients more serious" (female patient, K16). 

Again we see a correlation between the comment and the rating of the individual questions. This 

patient has the second lowest score for overall quality at -2.33. 

Generally, I disagree with the comment from female patient K19 (see above) on the questions being 

too broad, as they are quite specific as to who or what one is being asked to evaluate. I do however, 

agree that question G12 is quite broad in its topic, as it just state "support", and not any specific way 

in which Hvidovre Hospital makes sure that their employees get adequate support. Though this is 

the only comment in all those received that point out this problem, it seems plausible that this could 

also be the reason for the low score of G6, relating to patients not coming to any harm. If the 

question had instead been whether or not the respondent had ever been injured, and not patients in 

general, this could very likely have given a different score. 

Upon further reflection, there is another possible option to consider, which is that Hvidovre 

Hospital does give enough support to employees, but does not manage to convey this to patients, 

which is an interesting conclusion from a communications perspective, albeit be it the external part 
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of communication. However, once again, other than stating my personal belief about which reason 

seems the most plausible, it is not possible to conclude further without additional research. 

An interesting facet in relation to G10 and G11, is that the topic of patient safety can be very 

differentiated depending on which type of quality one looks for. Coupling this with G6 about 

patients not being harmed during admittance, we see that functional and technical quality can in fact 

be unrelated. G6 and G10 are based on the opinions and feelings of respondents, where as technical 

quality is related to the number of incidents. Thus, it is possible that the functional quality of safety 

can be high, e.g. patients feel safe and their opinion is that people does not seem to be harmed 

during admittance, while the technical quality might be low, in reality making safety much lower 

than it is perceived. I have however, no specific data to suggest that this is the case for Hvidovre 

Hospital beyond the incident reports already mentioned. 

Empathy 

In empathy there are only two questions, with the subscale rated at -0.21. 

 Employees give patients personal attention (G14) 

 Hvidovre Hospital has patients' best interests at heart (G15) 

The personal attention rating for employees are -0.02, putting it extremely close to employee 

satisfaction at 0.00, which is not what can be said for G15, which have a score of -0.41. Although 

this is a bit higher rating than overall quality, it does not change the fact that the rating of this 

question tells us a lot about how patients view the hospital's loyalties. This shows a lack of 

confidence in the purpose of the hospital.  

The high score of -0.02 ties in well with the good score of G9, willingness to help patients, and the 

generally better scores for the questions relating directly to the employees. 

As Hvidovre Hospital is a public health care provider, it should have the best interests of the 

patients at heart, unlike a private hospital which will have the higher purpose of making profit. With 

the employees receiving fairly good scores across the board, it strike me as strange that patients 

does not believe the hospital to have their best interest at heart, since the hospital is its employees so 

to speak. This point to the fact that patients view the hospital as an entity separate from its 

employees. The reason for this is not apparent, but could be that patients separate employees and 
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management and does not view management favourably, although this cannot be ascertained 

without further investigation. 

Classification of comments 

As stated earlier, I added an additional question to the survey, prompting the respondent to 

comment if there were anything in relation to the service quality that would improve their 

assessment, other than what had already been asked in the survey. Out of the 147 returned surveys, 

42 of these contained comments. These could generally be grouped together in several related 

topics and it is found that these topics goes a long way towards emphasising- and elaborating, on 

the issues that Hvidovre Hospital are facing, while also stressing which areas patients feel require 

more effort than others.  

After each topic I have inserted some of the comments for emphasis and clarification. The 

comments have been loosely translated into English and also in a lot of cases, been abridged, 

because many had more than one area of concern, and these were often written out in single 

sentences, classifying them under more than one topic. The original phrasing of the comment (in 

Danish), can be found in Appendix D by adhering to the respondent number given after each quote.  

The following six topics span almost 80% of all comments. They have only been numbered for easy 

reference, and are not ranked in order of how many comments each topic has. The parenthesis after 

each topic states the expectancy-questions which the topic would be most related to. Comments that 

did not fit into the six classifications below, or which were simply too non-committal, too off topic, 

or too few to warrant a grouping of their own have been left out. However, those that had value 

pertaining to this thesis and did not fit a specific group have been included elsewhere where 

appropriate. 

 1) Cleanliness and hygiene are too low (E1 & E2) 

Many of the comments are relating to the cleanliness found in the toilet areas of the hospital, but 

several of them are also concerned with the tidiness of the common areas and the worn look of 

some of the examination rooms.  

Although a large part of the gap score will be because of the low sanitation of the toilets; as 

mentioned earlier, negative comments and poor gap-scores on the topic relating to the neatness of 

the hospital could also be due to the large amount of construction and repair that is currently 
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underway in several common areas of the hospital, which would more than likely make people 

associate the amount of workers, the high sound level and the heavy machinery, with a low level of 

cleanliness. What this entails for the survey of service quality, is that although the result is still valid 

as it is a picture of the quality at a given point in time, it would be appropriate to redo the survey 

after the construction and maintenance is completed, to double-check results. 

"Better hygiene, more cleaning in the wards." (Male patient, M5). 

"I've been admitted at the Infectious Diseases Ward. The toilet-facilities were extremely unsanitary 

due to other, very ill patients." (Male patient, M27). 

 2) average wait-time is too long (E4, E7) 

This is the topic most comments are concerned with. The average wait-time from arrival until an 

appointment is too long. This relates to three things; the average wait-time for "walk-ins", which is 

ambulatory patients who comes into the clinic without a scheduled appointment, average wait-time 

for already scheduled appointments, and the average wait-time for having blood samples taken. The 

first one should be understandable, as an unscheduled visit to the clinic puts you at the back of the 

line unless it is an emergency, but the comment for most patients is about the fact that they have to 

wait up to several hours past the time of their original appointment. It could also be due to rotating 

staff, which causes raising and falling of experience and knowledge in the ward. Several comments 

also relates to the taking of samples, particularly blood-samples, where many patients also perceive 

the waiting time to be overly long. This however, is not done in the Infectious Diseases Department, 

and although it is still a valid conclusion that the average waiting time should be reduced, the issue 

in the blood-sample unit lies outside the scope of this thesis. For the patients of the ambulatory, the 

reason seems linked to the next grouping and is discussed below. 

"Shorter waiting for examinations [is needed]." (Male patient, M19) 

"Examination-appointments needs to be observed [...]." (Male patient, M46) 

"At my first visit I waited for almost two hours, despite having an appointment." (Male patient, 

M90) 

 3) Better follow-up and more time for each individual patient (E9 & E14) 



Page 58 of 134 
 

It seems several patients feel that the allocated time for each patient is not enough to answer the 

questions they have about their treatment or illness, coupled with a lack of follow-up on the 

problems patients face. Some wanted more time for questions in the acute reception, but I think this 

is a problem that is hard to solved, as there is no schedule for the acute reception, and if many 

patients are ill, there will naturally be less time per patient.  

The additional time wanted for individual patients in scheduled appointments are equally unlikely, 

as this would limit the amount of patients that can be seen per day, and if this is to change, 

additional staff needs to be on hand, which is not possible given the current budget situation 

hospitals face. This seems to be some of the most difficult questions to alter perception on, as it will 

be very hard to find additional minutes for each patient each day, without incurring more hours for 

each nurse, which would cross the budget line each line-manager has to observe. Unless of course, 

some of the administrative work that nurses do, could somehow be done quicker or transferred to 

other personnel. 

On a related point, although several comments states that patients want more time for their 

appointments, the average wait-time may be linked to this issue. If we assume that nurses and 

doctors and the hospital in general act in the best interest of the patient, they might feel a need to- or 

an obligation, to spend more time with each patient than is otherwise permitted. If this is the case, 

then the next patients appointment will be moved slightly, and if the pattern is then repeated with 

extra time allocated to this next patient, following patient appointments will continue to be pushed 

further and further behind schedule, until we have the scenario given in topic number two. This 

might be the compromise for nurses and doctors, who are pressured from two sides, as patients want 

more time and management want budgets to be met, thus hospital staff might inadvertently have 

created a golden mean to try and uphold the perceived obligations at both ends. This can of course 

only account for part of the delay, as other factors also come into play as mentioned, but it might 

offer a partial explanation.  

To confirm  that this is indeed part of the explanation, would require additional research, 

investigating how many minutes are allowed per patient and then find out how many minutes are 

spend in average per patient. This would require the presence of a researcher at the Infectious 

Diseases Department to observe appointments over several days. It is an interesting topic for future 

research. 
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What limits the time from patients is most likely due to organisational administrative obstacles, 

which combined with the loss of experience and knowledge caused by the high turnover of 

employees. 

"[What is needed is] better time to answer follow-up questions [from patients] in the acute 

reception." (Female patient, K55) 

"There can be an absence of follow-up on problems relating to your illness." (Male patient, M15) 

 4) Cost-cutting lowers quality (E13 & E15) 

This is one of the biggest hurdles for hospitals in general, as funding controls almost every aspect of 

the care given to patients. There are of course always room for optimisation, and this can have a 

profound effect on the means available for other peripheral activities such as additional follow-ups 

or more time to attend to patients beyond what their illness require. Additionally, a surplus of 

workers if these are not needed is a waste of resources that could be spend better on improving 

other areas of a hospital. However, beyond a certain point, optimisation stops being positive and 

becomes a negative force when used in the extreme. It might be possible for the nurses and doctors 

to run a bit faster and thus cut away additional staff, but if you do this too much, the result will 

inevitably be negative, as people will become stressed, less cooperative, and sick. The high turnover 

rate of employees could possibly be linked to this problem. 

The issue at hand here is that Hvidovre is a publically funded hospital, and thus does not have any 

control over their own funding, as this is all done politically. Therefore, this is a point where 

Hvidovre Hospital does not have any influence beyond the internal distribution of said funds.  

"Do not save so much [on hospital funds]. The staff must have the necessary calm to be able to do 

their job satisfactory." (Male patient, M48) 

"Generally, more resources [are needed]to perform optimal healthcare." (Female patient, M25) 

"There is a lack of staff and sometimes I cannot get enough help." (Female patient, K1) 

 5) Lack of transparency and knowledge-sharing with patients (E10 & E11) 

This topic relates to patients feeling left out of the loop of their own treatment, not being given 

enough information about their diagnosed illness. The comments do not specify which type of 
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information this concerns, but both types of information; verbal and written, could be faulted. The 

latter however, is stressed by a large satisfaction-survey done by Danske Regioner, which is an 

interest-organisation for the collective healthcare regions of Denmark. In their survey, a total of 

over 138.000 patients which had been treated at a hospital within the last year, were polled on their 

view on the level of written information at Danish hospital. The article states that the hospitals fails 

miserably at providing adequate written information regarding patient treatment, particularly for 

those patients going through long treatments. Every third respondent has not received any form of 

written information during their admittance (Dr.dk 2012), which is a staggering number, given that 

Hvidovre Hospital alone has around 56.000 patients admitted each year. The chief consultant for the 

organisation; Danske Patienter (Danish Patients), Annette Wandel, states that written information is 

of key importance to patients with long treatment courses. She also states that (quote translated into 

English): 

"When you are told that you are seriously ill, you enter into a state of chock. In this condition, many 

are unable to receive the important information that the doctor is providing [verbally]. So it is good 

to be sent home with something in writing, to process together with relatives" (Dr.dk 2012:6th 

paragraph). 

So this seems to be an industry/sector-wide problem, rather than a problem related specifically to 

Hvidovre. I have experienced this myself, and the state of chock comes in many degrees and does 

not necessarily have to concern serious illness. It is well known in the educational sector that 

information given in a variety of fashions, will fasten better in the mind of the receiver, especially if 

the written information goes together with pictures. So information given in a way that is easy to 

remember, will make patients feel better informed. Thus having less questions and therefor a 

decreased need for consultation time. Also written information gives a possibility to address 

“touchy” issues like partnership and sex during illness, Which gives the patient information, they 

otherwise often are shy of asking, which again will increase the feeling of being well informed. This is also 

confirmed by the Chairman of the Health Committee under Danske Regioner, who states that 

"written information is an incredibly important supplement, which the hospitals must not 

downgrade" (Dr.dk 2012:7th paragraph). 

My conclusion is that this could be greatly improved by making sure that the act of handing out 

written material became a focus point for the hospital. Through my interview with nurse Bitten 

Konradsen, I learned that the hospital employ focus-areas as a way to remind- or improve certain 
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areas that might normally be overlooked, such as remembering to get patient consent forms signed, 

which was the example given by Mrs. Konradsen. She explained further that these change often 

enough, which would make it easy to make remembering to hand out written material, an area of 

focus. 

By having it as a focus area would also help to instil the habit of handing out written material, and 

to my knowledge, focus areas are applied to the hospital as a whole, meaning that it would raise the 

awareness of this issue in all departments. 

"It is frustrating to be met by a lack of knowledge. More inter-department cooperation would not 

hurt" (Female patient, K54) 

"[I] have experienced very poor information [...]" (Female patient, K24) 

 6) High replacement of doctors for patients during a course of treatment 

This is not only related to the headline above, but also to the fact that several patients feel that one 

is "handed off" from one person to the other when presenting a problem, from a nurse to a doctor, 

back a nurse etc. It would seem several patients feel there should be a sort of contact-person 

attached to patients, that could help put together the information gathered, and assess the situation 

based on a holistic approach. There is however, a misconception on part of the patients, because I 

relayed this to Bitten Konradsen, the nurse I interviewed, and the picture is quite different from 

what patients seem to believe. 

All patients are actually associated with a specific doctor which is their contact if they are on any of 

the proposed treatment courses. However, this is of course only doable for patients with a 

predetermined schedule of appointments, and if you are in a treatment course, you come in on a 

regular schedule to have check-ups. The misconception of the high replacement of doctors stems 

from two things; first, when patients are admitted to the ambulatory, it is not the same as seeing 

your contact-doctor. Doctors work in shifts in the ambulatory, thus when you make an appointment, 

or if you just walk in, you will be seen by the doctor on shift that day. Naturally, with so many 

patients, it is not possible to match an unscheduled visit with a doctor not on shift. Additionally, 

nurses cannot predict which doctor will be on what shift, as the doctors are free to swap shifts 

between themselves to make their schedule work, as the Infectious Diseases Ward has priority over 
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the ambulatory, and thus needs to be staffed first. This means that it can be a different doctor then 

anticipated that has a certain shift. 

Second, many of the doctors attached to the Infectious Diseases Ambulatory, are junior doctors 

[reservelæger], which means that they are in a two or three year-rotation between different 

departments of the hospital. This, coupled with the fact that patients in treatment courses used to 

have regular checkups up to four times a year, but now only have two, means that a patient might 

only see a doctor three or four times before he is replaced with another, accounting for the 

perception of a high replacement rate. 

The fact that patients are unaware that they have a specific doctor attached to them, and the reason 

for him or her changing every two or three years is due to educational reasons, also speaks to the 

topic before, about lack of transparency. There is clearly a gap in communication between doctors 

and patients if the latter are unaware of the above fact. 

"One or two [from the staff should] follow the patient, so you do not have to have so many different 

nurses" (Male patient, M5). 

"You should have one person who follows the patient in their treatment course, who could gather 

and assess the information the patient is given" (Female patient, K23). 

Comparing SERVQUAL to the LUP-report 

Although comparing to the LUP-report is difficult data-wise, as a different system for displaying 

results have been used, it is clear that the two reports have very similar results. 96% have said that 

the overall experience was positive, compared to the -0.17 for the questions affected by internal 

communication. Under the employee-section we see the schism also found in SERVQUAL, that 

some patients did not experience being attached to a specific doctor. Again females rate this more 

negative than males, as my survey also indicated. around 72% responded that nurses had time for 

them, comparing well to my own results of nurses being willing to help. Likewise, there is 

consistency with the third categorised group of comments from SERVQUAL about wanting more 

time for questions, where the LUP-report stated that 31.3% answered their questions were only 

answered to some degree. 

Sub conclusion on service quality 

Overall, service quality at the Infectious Diseases Ambulatory is quite good when the questions that 

are not affected by internal communication have been removed, and some of these might receive 
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better scores if they had been asked under different circumstances. Here meaning for example the 

cleanliness question, which had the second lowest survey score overall at -1.03. 

For the subscales, responsiveness and empathy have the best scores, both being very close to the 

average for all questions affected by internal communication, with tangibles, reliability and 

assurance all sitting close to the -0.60 range. These last subscales are well above the total overall 

quality score at -0.47. 

The employees fair very well in patient perception, baring the few comments already mentioned. 

They are very close to fully living up to patient expectations, which was also the conclusion of the 

LUP-report. In some areas such as G12 (politeness) they are exactly on point with expectations, 

even getting a positive score from males at 0.10. The same goes for prompt service, where women 

rate employees as living up to expectations, with G3 (representability) and G14 (personal attention) 

being so slightly negative; -0.04 and -0.05 respectively, that the numbers are almost insignificant. 

The same goes for the male equivalents, where the difference is smaller still, at only -0.01 for both 

questions.  

Overall, the questions affected by internal communication have a score better than -0.2, which is 

more than twice as good as the total overall quality rating. 

This score could have been even better if not for G5 (being sympathetic) and G7 (telling exactly 

when treatment is being done). These suffer under constraints that are difficult to change, one due to 

the nature of the job, the other because employees do not possess the knowledge necessary to 

provide patients with exact timings on treatments. 

The worst gap score for the entire survey was for G13 at -1.26 relating to employees receiving 

enough support, which we will touch more upon in the following section. 

Employee engagement survey data 

The employee engagement survey consisted of 11 questions, which were divided into six different 

subgroups. As mentioned before, the original concept model from Ruck & Welch (2012) only 

consists of six questions in total, one for each area of the model, but several of these were separated 

into multiple questions to avoid asking about opinions on more than one topic per question. The 

original six questions have been split into couples of two for each topic, with the exception of the 

support area, which has retained its one question (see Appendix H). 
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The response rate for the employee engagement is somewhat odd in this instance, as it is 160%. 

This is because the ambulatory is normally staffed by around ten people as Konradsen (2012) 

explains in the qualitative interview. However, to create a bigger sample, we agreed that she would 

try to include some of the doctors and secretaries that are attached to the department. This resulted 

in a total of 16 completed questionnaires. I was unable to found out precisely how many doctors and 

secretaries were connected to the Infectious Diseases Ambulatory, but it was alluded to in the 

interview that the number was probably around 50 all together. If that is the case, the response rate 

would be around 27%. In either case, the basic staff of the ambulatory all completed the survey and 

thus every questionnaire beyond that is only going to increase the accuracy and help validate the 

conclusions at a wider angle. 

To enable analysis of this survey, some parameters have to be put in place. This is because the 

model it is built upon is still only conceptual and have therefore not been field-tested yet. This 

means that we have no other data or values to compare it to and thus must lay down some 

guidelines.  

In the questionnaire the questions have been formulated into positive statements that the respondent 

is then asked to agree or disagree with. This has been done to mimic the approach of the 

SERVQUAL survey, to ensure unity of response. Furthermore, the employees have been asked on a 

similar Likert scale as the patients, ranging from "strongly disagree" to "strongly agree". 

Additionally, the scale did not include the "don't know"-option, instead only having the middle-

value as "neither or". This was done to ensure that the employees decided on a viewpoint and as all 

the questions were employee-specific, there was no reason why they should not be able to answer 

the questions in each topic. 

Thus, for the purpose of measuring whether or not the internal communication is good and how 

high employee engagement is, averages has been calculated for a number of different settings such 

as; single employee average, question average, topic average, directional communication average 

and so on. Everything below four is rated "less than optimum" and should be looked into for 

improvement possibilities. A score lower than three is considered very negative and should be taken 

care of immediately. A score from four to five is rated as good and sufficient for keeping up internal 

communication. 
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Considering the spread of the questions as was done for SERVQUAL, the same type of clustering is 

present, meaning a rather narrow spread. No respondent has given a score below three, with the 

biggest clustering around the score four. The questions that fall below the given threshold, all have 

a very clear tendency to receive scores of three and four, and thus one can alternatively look at the 

percentage of the score five, for each question to gauge the reaction of the respondents (Appendix 

F). 

Below I have shown each question, with its overall employee-average in brackets. They have been 

retranslated back into English from their Danish counterparts; 

Strategy, goals and values 

1. I am well informed about what is going on and what is planned in my unit (4.13) 

2. My line manager is committed to my unit (4.69) 

The overall average for strategy, goals and values is 4.41, which makes it the second highest 

average. There is no doubt that employees feel that their line manager is committed to the 

department they work in. They also feel well informed about current and future plans, although this 

score is 0.56 lower. In this instance, information is a mix of meetings, informal talks, emails and 

printouts, which could account for the slightly lower score, as employees might feel that they get 

enough information, but that the number of channels are either confusing or frustrating. It could 

also be that they feel the line manager communicates enough, but that she is not given enough 

information from the hospital's executive group. 

Although question 1 is above the lower threshold of 4.00, it is not above by much. The hospital 

should look into what they could do to improve this score further to ensure it does not fall beneath 

the threshold. 

Support 

3. My organisation gives plenty of support to the employees in my unit (3.81) 

Question 3 has the lowest score in the entire survey and is below the minimum-optimal score of 

4.00. That employees does not feel they get enough support, might very well be linked to the heavy 

cost-cutting, as touched upon in the SERVQUAL comment section. There has been several rounds 

of staff-reductions in the last few years and this type of action will definitely be seen as a lack of 

support for the employees. 
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Furthermore, there can be a link between questions 1 and 3 in relation to timing. As mentioned 

earlier, Region Hovedstaden is the executive body for all hospitals in the Copenhagen area, and 

they unfortunately, made a calculation error when calculating next year's budget for Hvidovre 

Hospital, meaning that the hospital will have to save another 38 million Danish kroner in 2013. This 

will break the no-severance-promise made in June by the hospital director Torben Ø. Pedersen 

(Larsen 2012). If the employees first heard about this error in the news, instead of hearing it directly 

from the executive board, this would both lower the score of support and make employees feel less 

well-informed.  

This conclusion is also based on personal experience from the merger of the two public 

administrations of the Danish Medicines Agency and the now new Danish Health and Medicines 

Authority. Employees at these two institutions were not informed about the merger before it had 

been leaked to the press, resulting in staff being called up by family members and friends to ask if 

they were going to get fired or not. This caused extremely low morale and resentment towards the 

administration, and this could also be the case for Hvidovre Hospital, although at the time of 

writing, I have been unable to verify this. 

An additional comment can be stated for this area, relating to the relationship in reverse, meaning 

the hospital trying to make the employees support the organisation, which is a co-dependent 

relationship to the one in question in this survey. One of Clutterbuck & James' (1998) conclusion in 

their paper, was that addressing employees through electronic media does not win hearts and minds, 

which could be why this particular score is so low. Hvidovre Hospital's management use email as 

their foremost method of delivering updates, news and important bulletins, which due to its 

impersonal nature does not garner support from employees. This reason might also be part of the 

explanation why the next area has an almost equally low score. 

Identification 

4. I know the values of my organisation and what it stands for (3.88) 

5. I identify with the organisation's values and am an advocate of what it does (3.88) 

Identification is the area with the second lowest score, with an average equalling the question 

scores, as these are identical. Two things are at work here; there is the knowledge of the 

organisation's values and whether or not the employee identify with the values. These two questions 

embody the vision-culture gap that we saw in the tool for alignment of vision, culture and image by 
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Cornelissen (2008), as there can be a huge difference between knowing what your company stands 

for and identifying with it. The ideal situation for the company is to ensure that employees knows 

all of the values the company promotes and that they identify strongly with them. This is most 

easily assured if the organisation actually practise the values it promotes, while trying to inspire the 

employee-culture, as stating the values publically is only ever the first step towards alignment. 

The difference between the questions if such had been the case, should preferably be that question 4 

would be higher than question 5, as it is hard to identify with values that you do not know. Perusing 

single employee questionnaires, this however is exactly what we find; respondents who have a 

lower score for knowing the values of the organisation, and a higher score for identifying with 

them. The only explanation in this regard would be that they identify strongly with the few values 

they know, and do not take into account that there are other values they might not identify with. 

The fact that the two questions have the same score is, although not exactly good news, not bad 

news either. Worst case scenario for the hospital would be for question 4 to have an extremely high 

score, with question 5 having a very low score, meaning the employees were well informed about 

the company values, but did not abide by- or support them.  

This aside however, the averages for these questions are too low and should be addressed. Question 

4 clearly shows that there are some parts of the corporate information and communication system 

(CICS) that does not function properly. A question that would have been interesting would be to ask 

respondents to list the values of Hvidovre Hospital, to see if there would be congruence between 

them agreeing they knew the values and testing how many they actually knew. 

Role 

6. I know what my job responsibilities are (4.94) 

7. I know how my responsibilities contribute to my team (4.63) 

Apart from question 2 in the area of strategy and goals, it is in the role-area that we find the highest 

rated questions and thus the highest average of 4.78. That employees know their responsibilities and 

how these contribute to their unit is a testament to the work of the line manager, as the delegation of 

tasks and ensuring that employees receive feedback on said tasks, are at the core of responsibilities 

for this type of manager. One of the reasons for these high scores are due to the very small size of 

this particular unit. With "only" around 10 employees on a daily basis, the bond between a single 

employee and the line manager is much stronger than if said manager had 50 or 100 employees to 
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take care of. Additionally, the small size also mean that employees help other employees in their 

daily work, again increasing the bond between them. With a stronger bond within a unit both with 

the manager and other employees, comes an increased feeling of responsibility, as Konradsen 

(2012) states, there is no place for people without passion for what they do, in such a small unit, as 

they will stick out like a sore thumb if they do not pick up their share of the daily tasks, and get 

along with the others. In a larger unit it would be easier to "hide" among the group and go 

unnoticed. 

Performance 

8. I know how I am doing (4.50) 

9. I have good development opportunities (4.31) 

Performance have an average of 4.41, on par with strategy, goals and values, as the second highest 

average. The knowledge of job responsibilities are well into the middle area of what is acceptable. 

The development opportunities are slightly lower, but this is to be expected in such a small unit, as 

there are only so many positions that can be filled. When comparing the score with the relatively 

small number of people in the unit, I consider it extremely high, but one has the opportunity to be 

moved around to other departments, thus creating a larger pool of positions to be filled than what is 

actually possible within a single unit. This seems the likely reason for the high score, but to exactly 

determine if this is indeed so, additional research should be conducted. The score of question 8 as 

mentioned, is well within of what constitutes a good score. This points back to a well informed unit, 

again leading back to a good line manager. 

Voice 

10. I have regular opportunities to have a say (4.19) 

11. What I say is treated seriously (4.38) 

The last two questions have an average of 4.28, that sits directly in the middle, with two areas 

having a lower- and two areas having a higher score. Opportunity to have a say is only slightly 

above four, meaning that this area should be kept on a close watch to ensure it does not fall below 

the threshold. Voice is one of two areas that can be classified as upward communication, and since 

there is only one other area, this means that there is less room to wiggle around, and fewer other 

areas to help increase the average. The other area in upward communication is identification, which 

as mentioned before, is below optimum. Therefore, although the focus for upward communication 
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should be on identification to begin with, the line manager needs to keep an eye on this area too, to 

ensure it does not get worse. 

The score of the question regarding opportunities to have a say, shows us that the morning meetings 

that are conducted, are more informational than communicational, informing employees about what 

is suppose to happen through the day or updates to procedures etc., and not so much as a forum for 

input. However, it seems that when employees are then finally given a say, they at least feel that 

they treated are seriously, as question 11 suggests. Again, we see the "across the fence" position for 

the line manager, as she has to facilitate feedback on both sides, but the fact that she might very 

well take the employees seriously, does not mean that the higher levels of management share this 

sentiment, although the score of the question seem to suggest that they do. 

Sub conclusion on employee engagement 

Dividing the different areas into upwards and downwards communication as mentioned above, we 

have identification and voice as upward communication, as these are areas where the employees 

channel their views up the organisational hierarchy. These two areas have a combined average of 

4.08, which is very close to the threshold. This is as mentioned above due to the low score of 

identification. 

In downward communication we have the rest of the areas; strategy, goal and values, support, role 

and performance. These have a combined average of 4.43, which sits much more secure almost 

halfway into the scale of what is acceptable. However, we have to note that this is because the other 

three areas make up for the very low score of support.  

Support aside, downward communication functions better than upward communication, this 

conclusion being based solely on their averages. The reason for this is first and foremost due to the 

high evaluation of roles within the unit. Unlike support and strategy, goals and values, which is a 

job for the communication professionals higher up the management chain, roles are done by the line 

manager, which means that the line manager in this instance is doing a good job. 

The close spatial proximity of line manager and employees also plays a role, as being physically 

close enables communication to happen easier and more often. Having more employees and a line 

manager further removed from where the employees work would create less dialogue and 

interaction than what is seen in this unit. The morning-meetings conducted every day would also 
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require more control from the line manager, as more people would want to be heard or offer 

opinions on the topics being discussed. 

The small unit size also makes the line manager's job much easier, as the extended bond that exist 

between employees due to higher familiarity, means that they tackle many communication-

inconsistencies themselves. If some form of disparity occurs, the employees will often sort it out 

among themselves rather than go to the line manager (Konradsen 2012), and thus their expectancy 

towards her is more geared towards dealing with employees who do not meet on time or leave 

before work is done, rather than personal disputes. Having a larger unit with more employees would 

also mean groupings and further division of the sub-culture, increasing the chance of 

communicational disputes between said groups, where as the likelihood of this happening in the 

Infectious Diseases Ambulatory is considerably smaller. I refer here to Konradsen's (2012) remarks 

of the unit functioning as an extended family, which I believe also increase the need for a 

consolatory tone when discussing communication issues. 

Comparing service quality and employee engagement surveys 
Overall, employee engagement haa a collective average of 4.30, which is a good score, based on our 

predefined threshold. Comparing this to the SERVQUAL data, we take the questions discussed in 

the theory section that would likely be affected by internal communication, and remove the 

remaining questions.  

The average of the communications-affected questions are -0.13 for males and -0.20, with a 

combined gender average of -0.17. The questions which are thus not affected by communication is 

at -0.73 for the combined average. This clearly proves, that the very low score of the questions 

outside the influence of internal communication, is forcing down the total quality average. 

Based on these numbers, compared to the score of the engagement survey, it would seem that 

internal communication does have an impact on service quality. When breaking down the score of 

communications-affected questions of male and females, it quickly becomes apparent what cause 

the score to dip into the negative. If 0.00 is the minimum goal, as it should be for any service 

provider, then there are two questions that stands out for male patients, as being distinctively worse 

than the others; G5 and G7. Without these questions, the rest are around -0.1 or above, making the 

difference between their score and zero, insignificant. 
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G7 have a worse score (-0.50) than the overall total quality average, and are about employees telling 

patients when they will receive specific treatment or examinations. A reason for the low score, as 

already mentioned, could be the lack of inter-department communication, making it impossible to 

tell patients exactly when they will be able to receive treatment. 

G5 is whether employees are showing understanding and reassurance when patients have a 

problem. The score here is not as low as G7, and are therefore better (-0.32), which is also better 

than the overall total average, but still falls short of the rest of the communications-affected 

questions.  

There is a natural discrepancy between the staff view – they have experienced patients that have 

worse conditions, and the patients view – they have never/or nearly never had a more serious 

condition. The professional staff needs to take their point of view up for consideration, to balance 

their reaction against the patient’s view of his situation. A professional approach to patient’s needs, 

will have to balance the care and attention they give to each, to be just right e.g. not overreacting, 

nor neglecting. The point of balance will be unique for every patient. Improvements here will be 

readily noted. 

I believe that the reason for this is related to the job itself and the requirements it put upon the 

employees. Being in an environment such as a hospital will inevitably harden one's emotions a 

little, as otherwise it would be hard to put it aside at the end of the day. So I do not think that the 

score is because the employees are not passionate about healthcare or helping patients, but are more 

related to what I would call "an occupational hazard", much like rescue-personnel or undertakers 

must harden themselves to perform jobs that others might not be able to. It is a difficult line to walk 

between showing compassion and being able to do your job efficiently, and it is my personal belief 

that healthcare personnel will slowly lean more and more towards efficiency the longer they have 

been in their job. Thus, improving this score could prove difficult. 

The same two questions are similar in score for females, with the odd exception that the scores are 

reversed, with G5 (-0.53) being close to the score of the male G7, and the female G7 (-0.39) being 

close to the score of the male G5. This reversal of scores could indicate that men and women weight 

these two questions differently; men being more concerned with timeliness, with women being 

more concerned with emotional support.  
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If we look at Q3 for the employee survey, and G13 for the patient survey, there is further evidence 

to support the proposed link. Both employees and patients have organisational support rated as the 

lowest area, clearly showing that the lack of support that employees feel, are transferred through to 

the patients. 

Another point that helps to prove the hypothesis is the identification for employees.  Knowing the 

values of the company, and identifying with them are the second lowest scoring area for the 

employee survey. This confusion about what values the organisation promotes and in turn wants it 

employees to focus on is unclear, and could be the reason why patients have rated the question 

about the hospital having the patients' best interests at heart, so low. The confusion among 

employees about the hospitals "true purpose", is likewise felt by the patients as shown in the gap 

score G15. 

It can be stated, that Hvidovre Hospital does have organisational values, and as Konradsen (2012) 

explains, these are handed out when one is first employed. However, I have read the material 

handed out to new employees, and although organisational values can be found at the very back of 

the material, a direct un-convoluted statement of the hospital's values is not clearly found. And 

foremost there is not any sign of organisational values being broken down to operational visions 

and missions and “daily life rules” in the wards which could explain why the employees has given 

this area a low score. This is an important point, since today it is possible for patients to choose 

which hospital they want to be in (frit sygehusvalg) and there is competition from private hospitals, 

which could mean low patient flow and thus lower budgets. 

A positive example of the proposed connection can be found between Q6 and Q7 for employees, 

and G8 and G9 for patients. Knowing what you need to do to do your job, and knowing how it 

contributes to the workings of the department, enables employees to deliver rapid service when the 

patients require it, as is seen by the good patients scores, especially on G8, which for women is at 

exactly zero. 

Overall, when comparing how employees rate internal communication, and how patients view 

overall service quality, there seem to be a close connection between the two. 

I included an additional question in the patient survey, asking respondents to rate their overall 

impression, but without having asked them about their expectation to this same question. This 

generate a number that range from 1-5, so it would be directly comparable with the employee 
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survey. The overall average for employee engagement is 4.30, compared to patients overall 

impression of 4.46, only giving a distance between the two scores of 0.16. 

To elaborate on this relationship, I have tried to show the connection between internal 

communication and service quality in the model shown below; 

 

Source: IC-SQ relational model, self-made 2012. 

The driving mechanism is the two interactions, one between employees and management, and one 

between employees and patients. The outcome of the first will be a set of functional quality 

standards, distinct from technical standards. These will then affect the employee-patient interaction, 

and the employees should then take these experiences from the operationalisations and see how they 

affect the standards. If so, these should then be injected back into the internal communication circuit 

to be re-evaluated and help alter or improve the quality standards, in turn improving the service-

encounter and patient perception. 

The argument that good internal communication is important not just for service quality, and that 

the interaction with staff is very important to patients, is validated by the Unit for User Surveys. 

The unit have done a study on cultural differences between east and west Denmark, and the report 
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shows that patients in general does not weight timeliness and cleanliness as high as proper treatment 

and good interaction with staff (Region Hovedstaden 2012). 

Chapter 5: Conclusion 

This thesis began with a hypothesis stating that; 

There will be a positive connection between internal communication and service quality measurable 

through employee engagement and patients perceptions of quality. 

Besides this there were tree sub questions that needed to be answered; 

sub question 1)  

How does patients perceive the level of service quality provided by Hvidovre Hospital? 

sub question 2) 

How can we measure the state of internal communication at Hvidovre Hospital? 

sub question 3) 

What is the state of Hvidovre Hospital's internal communication and how is it rated by the 

employees? 

The hypothesis lead into a theoretical discussion of how the concepts of internal communication 

and service quality could be related. Based upon this framework and the data collected I proposed a 

model that shows the missing link between the existing models used for each concept. Basically this 

new model proposes that the different mechanics making up internal communication and through 

this, the model for employee engagement acts as "gap-minimisers" or "streamliners" for equalising 

the differences between how management, employees and customers (patients) perceive quality and 

thus making sure that quality specifications are in line with patient expectations. 

The data collected and research done, shows that the proposed connection does exist. Almost all 

questions in the SERVQUAL survey baring one or two, that were anticipated to be affected by 

internal communication, showed significant better scores than the rest. In addition to this, the score 

for P16 asking patients for their overall assessment of their service encounter, and the overall score 

for the employee engagement, was almost identical, further substantiating this conclusion. Several 
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other areas that seemed to be linked were employees (Q3) and patients (G13) view on support for 

employees, and value identification (Q4&5) coupled with patients view on the higher purpose for 

the hospital (P15). Both questions within each set showed similar trends, which again highlights the 

proposed link. 

Research also showed that although the theoretical scale for measuring service quality went from -4 

to +4, the lowest score was -2.67 and the highest 1.53, both scores belonging to female patients. 

This at once shows Danes' cultural propensity for moderation of opinion, while at the same time 

showing that there is less of a difference between expectation and perception than one could have 

otherwise feared.  

Generally, male scores were more moderate than female scores, with a skewing towards male being 

more positive than female patients. That being said, female patients not admitted before, are more 

positive than their male counterparts, but females admitted within the last five years are more 

negative than males in the same group. 

Overall gap score for service quality is -0.47, which compared to the highest and lowest score 

above, makes it sit slightly above a middle score, but taking into account the spread of the 

questions, it is closest to the largest clustering around the -0.20 range. In light of having to live up 

to patients expectations it is slightly negative. However, the questions affected by internal 

communication were almost exclusively at around the -0.1 range, which is very close to meeting 

expectations. 

This leads into the second sub question of how one can measure the state of internal 

communication. This was done by measuring the level of employee engagement and using this as a 

gauge for internal communication, as the levers that ensure a high employee engagement are 

controlled through internal communication. Thus it was deduced that if engagement is low, it would 

be due to a lack of proper communication and vice versa with a high level of engagement, which 

would affect service quality either positively or negatively depending on internal communication 

score. 

The specific measurements were done through an operationalisation of Ruck & Welch's (2012) 

conceptual model of employee engagement, making 11 statements out of the six items in the model, 

with two statements for all sections except "support", which only had one statement. As stated 

earlier, the lowest rated items from the employees were support and identification, while the best 
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was employees knowing their roles within the ambulatory and how they were performing. This 

shows that the line manager is doing a good job of keeping employees well informed. 

Coupling this with the line manager's high rating of engagement within the unit, is what secures the 

high score for the overall downward communication, despite the fact that this area also includes the 

item with the lowest score. 

On the other hand, the upward communication is somewhat stunted in comparison although it is 

slightly above a 4.0 score which was the criteria for a good score. This means that it is an area that 

should be kept under a fairly tight watch to ensure it does not dip below the 4.0 threshold. 

Besides the two mentioned issues for support and identification, the state of the internal 

communication is rated as quite good. The reason for this is probably two-pronged, stemming from 

the fact that the number of employees is rather low, and the feeling of family. The former increases 

the latter, causing said feeling, which I believe improves communication, and further enhances the 

engagement of the line manager, improving and lifting the effort she puts into securing a good 

communication environment. 

Overall, 47 % of the SERVQUAL questionnaire was affected by internal communication. Although 

true that a larger part of the survey is therefore not influenced by internal communication, the 

cultural-difference report from the Unit for User Surveys proved that patients in both east and west 

Denmark put more weight on interaction with employees than other parts of the service encounter. 

This means that although the percentage is a little less than half, the importance of these areas far 

outweigh the rest, making this part of the SERVQUAL much more significant.  

This also goes to show the relevance of the research done in this thesis, not just for Hvidovre 

Hospital, but all hospitals in Region Hovedstaden, as the precursor for incorporating better service 

quality through internal communication is already partly in place in the form of the LUP-report. I 

believe that the research I have done can be easily tailored to fit in completely with this report, 

meaning that almost half of the work for a yearly review is done without any cost to the hospital. 

Regarding generalisations, it is concluded that the approach, method and findings can indeed be 

generalised and used through other departments at Hvidovre Hospital, or other hospitals in the 

region. I base this conclusion on the comparison done between the data I obtain through 

SERVQUAL, and the findings of the LUP-report. These seemed to be fairly aligned, and since the 
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LUP-report is done for the entire Danish healthcare sector, the findings and methods in my thesis 

should also be applicable elsewhere in this sector. 

So as an overall assessment, I return to the question driving the research; can internal 

communication affect service quality? 

Through the answer of the hypothesis and the sub questions related to this, my conclusion is both 

that it can, and in fact do so to great extend. Thus any public healthcare provider should analyse 

their internal communication to see how they can improve the service-experience for their 

customers. 

Recommendations 
Although one could argue that being so close to meeting expectations is really all that can be hoped 

for given the socio-economic situation and the state of the healthcare industry in general, I disagree.  

There is a lot of potential for improvement for Hvidovre Hospital, and despite the presence of issues 

that might be out of the hands of the hospital, exceeding expectations in the areas that internal 

communication can influence is more than viable. Achieving this would mean that these areas 

would be able to "shoulder the weight" of those that would be harder to improve, lifting the overall 

score. 

One reason to keep looking at internal communication, which should bear considerable weight for 

Hvidovre Hospital, is the fact that since Region Hovedstaden does the LUP report yearly, Hvidovre 

Hospital has an excellent database to draw upon. Testing the level of service quality is the most 

expensive part of revealing the state of its bond to internal communication, as it requires the 

participation of customers. However, as the LUP-report is not paid for by the hospital itself, it is a 

free, readily-accessible bank of data, which means that the hospital only needs to poll its employees 

to have two full sets of data to compare up against each other. This will greatly reduce the funds 

needed to continually monitor progress or potential trouble-spots in this area. 

There are several issues that need to be addressed if Hvidovre Hospital want patients perception of 

quality to go up. The good news is that at least part of the "quality-perception-deficit", can be 

regained by taking care of the internal communication issues.  

First and foremost is the need for visible support for employees. Both employees and patients need 

to see the hospital supporting their staff more. Note here the particular distinction in relation to 
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patient perception; there is not necessarily a need for more employee support, but more visible 

support. 

An important point relating to the engagement survey, is that the line manager needs to ensure that 

the employees opportunity to influence their work and to speak up is not impeded. Together with 

this, she should work with the upper management to ensure that employees feel more supported, 

and that management react seriously to suggestions from employees. As the conduit for both 

upward and downward communication it is up to the line manager to find and manage the balance 

between the needs of the organisation and the needs of its employees and ensure that everybody has 

a chance to be heard. 

Another issue that should definitely be addressed is the low rating for not only knowing the 

hospital's organisational values, but also the equally low identification with them. Although the 

rating is above 3.00 which is the middle score, it should be considerably higher, especially 

considering the purpose of a public hospital, the employees should be committed to the hospital's 

vision and mission, and through this; its values. The reason for the low rating seems to be a lack of 

enforcement of said values, in my interview it seemed that the values were handed out when one 

starts working at Hvidovre Hospital, which is not enough to make staff adhere to these value. 

Whether this is true or not does not really matter, what matters is, that this is the way employees 

experience it. Organisational values should, in a perfect setting, be completely ingrained in the 

organisational culture and guide the work-life attitude of employees. Addressing this should trickle 

through to patients, improving the perception of Hvidovre Hospital acting in the best interest of the 

patients. 

One way to permeate the employee culture with the organisational values, could be to increase the 

face-to-face information, and decrease the email-information. As research done by Clutterbuck and 

James (1993) has shown, electronic media does not win hearts and minds, and it is this de-

humanisation that makes management appear "faceless", stalling identification. Additionally, 

employees believe more in the information if it comes from a trusted source, which my research 

shows the line manager to be. This will however, increase the workload for the line manager, which 

is already significant. This can make it hard to implement the suggested change, the alternative 

being that upper management needs to start touring the departments more, to "put a face" on the 

people higher up in the management chain. This would increase peoples loyalty, to see executives 

care about its employees.  
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This could be made into a focus point for management, much like handing out written material 

could be a focus area for employees. Smaller informal focus groups with employees could be done 

to give them an opportunity to have management listen to their views on issues within the hospital. 

Alternatively, Management could "tour" the departments, again in an informal setting, to let 

employees see they care, and to talk with them about the things that affect their daily routines. 

Additionally, department-specific values should be created together with staff, as although the 

hospital's values exist, the focus for each department might need additional or slightly different 

values to focus on in the daily work, and the overall values for the hospital are not operational. One 

that could be done for the Infectious Diseases Ambulatory could be to measure re-admittance for 

patients with a low immune system, which has been infected with resistant bacteria found in the 

hospital. 

Furthermore, I have noted in the times I have been to Hvidovre Hospital, that there are plenty of 

boards in waiting areas, that holds posters for help lines and associations for specific diseases. 

Including posters about the hospitals values would not be difficult and would allow both staff and 

patients to see them constantly. Also, said boards could perhaps contain specific information about 

one's visit to the department, and answers to common questions that patients ask, which could 

streamline the process. This could free up more time for other questions that would normally make 

the examination or treatment go above the allowed timeframe, thus helping to decrease waiting 

time. 

Another recommendation that I was made aware of after speaking with patients, is to cut the 

amount of interruptions during an examination. I was given an example where a doctor during an 

examination answered a call on his phone and started to switch shifts with another doctor. Beside 

the fact that it is disrespectful to the patient who has already spend time waiting to be examined, it 

further lengthens the waiting time for the next patient. Thus one should look at how many 

disturbing elements intrude on examinations on a daily basis, to assess how it impacts waiting time, 

and reveal whether or not it is an issue. 

As an overall assessment of these recommendations, I would state that the issues involved, are not 

impossible to solve. Taking care of these will also highlight other issues that are somewhat out of 

the hospital's control, such as a lowered service due to lack of staffing and other budget constraints. 
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Lastly, although the overall score for the Infectious Diseases Ambulatory is quite good 

communication-wise, there is a thing to be said for inter-department communication. As I have 

mentioned before, the hospital could benefit in several areas with improved communication 

between different departments, and beside the data gleaned from the SERVQUAL questionnaire, 

my own experiences with the hospital supports this.  

Knowing what goes on in other departments could help shorten wait time, and would allow staff to 

more accurately tell patients when a certain treatment or examination would occur. It would also 

improve the perception patients have of the efficiency of the hospital. In my own capacity as a 

researcher, I was told the people I should talk to would be informed of me contacting them, but 

almost everyone I talked to seemed surprised that I had come, but not surprised that they had not 

been informed. To me, this speaks volumes of the state of inter-department or inter-unit 

communication. 

That no one reacted to the fact that they were not informed of my presence, make it seem like 

people have given up trying to improve the system, and accepted that it is not functioning correctly. 

It gives the impression of an uncaring organisation, which I know not to be true from my dealings 

with the staff which all seemed passionate about their jobs. However, if these slips in 

communication occurs regularly, which the staff's attitude seem to suggest, then it is sure to be 

picked up by patients too, affecting the overall perception of the hospital. 

Future perspectives 

Given the explanatory nature of the thesis, the proposition of my own model and the application of 

Ruck & Welch's (2012) conceptual model, means that the area of future perspectives is quite broad. 

There are many areas that would be both interesting and beneficial for the understanding and 

validation of the relationship between internal communication and service quality. 

First off, for service quality, one could look at whether nurses and doctors deliberately cause 

increased waiting time because they feel obligated to give each patient more time per appointment. 

Here, research on minutes per patient compared to allowance from budget should be done. This 

could actually also be an indicator for level of engagement (passion) exhibited by staff. 

Additionally, due to some of the results of the patient survey, I believe it would be helpful to have a 

patient focus group to further elaborate on the patients' feelings of safety and lack of confidence in 

employees' competence. 
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Concerning the internal communication, it is not as much additional areas of research, as it is 

validation that is needed. The conceptual model for Ruck & Welch (2012) as they state themselves, 

should of course be tested further to increase validity of the model. Personally, I believe that there 

might be additional areas that could be added to the model, which might affect employee 

engagement, such as the distribution of responsibility.  

Since my own proposed model is based on a conceptual model, further testing of the relationship 

shown by the hypothesis should also be undertaken. One thing that in particular, would be 

beneficial, would be to do the employee survey in a larger unit, to both to test the "extended-family-

bond" Konradsen (2012) talks about, in a larger setting, but also to increase the surveys ability to 

generalise its findings across departments and hospitals. 

Straying a bit off to the edge of the subjects, it would make sense to examine the external 

communication too, to ensure that there is consistency between the messages coming from both 

types of communication. I say this especially in the light of some of the very outdated-, wrong- and 

in some instances missing information found on the hospital's webpage. 
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Appendix A 

FEMALE E1 E2 E3 E4 E5 E6 E7 E8 E9 E10 E11 E12 E13 E14 E15 

1 5 5 4 5 5 5 5 5 5 5 5 4 5 3 4 

2 5 4 3 4 3 4 4 3 4 4 5 3 4 3 4 

3 5 5 5 4 5 5 4 5 5 5 5 5 5 5 5 

4 5 5 5 5 5 5 5 4 4 5 5 4 4 5 5 

5 5 5 5 3 4 5 3 3 4 5 5 5 5 5 5 

6 4 5 4 3 5 5 4 3 3 5 5 4 5 3 5 

7 4 4 4 4 4 5 5 4 4 4 4 4 3 3 3 

8 4 4 4 4 4 4 4 2 5 5 4 4 5 4 4 

9 4 5 4 4 4 5 4 3 4 5 4 5 4 4 5 

10 4 5 4 4 5 5 4 4 5 4 5 5 5 4 4 

11 1 1 1 1 1 1 1 1 1 1 1 1 1 4 1 

12 5 5 4 4 5 5 4 3 4 5 5 4 5 4 5 

13 3 5 5 4 4 4 4 4 4 4 4 4 4 4 4 

14 5 5 4 4 4 4 3 3 4 4 5 4 4 4 4 

15 5 5 5 4 4 5 3 3 4 5 5 4 5 4 4 

16 5 5 3 5 5 5 5 5 5 5 5 5 5 5 5 

17 5 5 5 4 4 5 5 4 4 3 5 4 4 4 5 

18 5 5 5 5 5 5 5 5 4 5 5 5 5 5 5 

19 5 5 4 4 4 4 4 2 4 5 5 4 4 4 2 

20 3 5 4 4 4 4 4 4 4 4 4 4 4 4 4 

21 5 5 5 5 5 5 4 4 4 4 5 5 5 4 4 

22 5 5 5 4 4 5 4 3 4 5 5 5 5 4 5 

23 5 5 5 3 5 5 5 3 4 5 5 4 5 4 4 

24 5 5 4 4 5 5 3 4 4 5 5 5 5 4 5 

25 1 1 1 4 1 1 4 4 1 1 1 1 1 4 1 

26 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

27 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

28 4 5 4 4 5 5 4 4 5 5 5 5 5 3 5 

29 4 4 4 4 4 5 4 4 4 4 5 4 4 4 4 

30 4 5 5 5 4 5 5 4 4 5 5 4 5 3 4 

31 5 5 4 5 5 5 5 4 5 5 5 5 5 4 5 

32 5 5 5 4 5 5 4 3 4 4 5 4 5 4 5 

33 5 5 5 4 5 5 4 3 4 5 5 5 5 4 5 

34 5 5 5 4 5 5 5 5 5 5 5 5 5 4 5 

35 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

36 5 5 5 5 5 5 5 4 5 5 5 5 5 5 5 

37 4 5 5 5 5 5 5 4 5 5 5 5 5 5 5 

38 5 5 4 3 5 5 4 3 4 5 5 5 5 5 5 

39 5 5 4 4 5 5 3 3 4 5 5 5 5 5 5 

40 5 5 5 5 5 5 5 4 5 5 5 5 5 4 5 

41 5 5 4 5 5 5 5 4 4 5 5 5 5 5 5 

42 4 4 4 4 4 5 3 3 5 5 5 5 5 4 5 
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43 5 5 4 3 5 4 3 4 5 5 5 4 5 3 5 

44 5 5 5 4 5 5 5 5 5 5 4 5 5 5 5 

45 5 5 4 4 4 5 4 4 4 4 4 4 4 3 5 

46 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

47 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

48 5 5 4 4 5 5 5 4 5 5 5 5 5 4 5 

49 4 4 3 4 4 4 4 4 4 4 4 4 4 4 4 

50 5 5 5 4 4 5 5 4 5 5 5 4 5 4 5 

51 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

52 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

53 4 5 4 4 5 5 4 3 4 5 5 5 5 4 4 

54 5 5 5 5 5 5 5 4 4 5 5 5 5 3 5 

55 5 5 5 4 4 4 3 3 3 4 5 4 5 4 5 

56 5 5 5 4 4 4 3 4 4 4 4 4 5 4 4 

57 5 4 4 4 4 5 4 4 4 4 4 4 5 4 5 

P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13 P14 P15 P16 

3 3 3 4 4 4 4 3 4 4 4 4 4 4 4 4 

3 3 4 3 3 3 3 4 4 4 4 4 3 4 3 4 

4 4 5 5 5 5 5 5 5 5 5 5 4 5 5 5 

3 4 4 4 3 3 3 4 4 4 4 5 3 4 4 4 

5 5 5 3 4 4 3 4 4 4 5 5 4 5 5 5 

3 3 4 3 4 4 2 3 3 4 3 5 3 3 3 5 

4 4 4 4 4 4 4 3 3 4 4 4 3 3 3 4 

3 4 4 4 4 3 3 3 4 4 4 4 3 4 3 4 

4 3 4 4 4 5 4 4 5 5 5 5 3 3 4 4 

4 3 5 5 5 4 5 5 5 5 5 5 3 4 5 5 

1 1 1 1 1 3 4 4 1 1 1 1 4 4 4 5 

3 2 4 4 4 4 3 4 4 4 4 4 4 4 4 4 

4 4 4 4 4 4 4 4 4 4 4 4 3 4 4 5 

4 4 4 4 4 4 4 4 4 4 4 4 3 4 3 5 

3 2 5 4 4 4 4 5 5 5 5 5 3 5 5 4 

2 4 5 1 1 2 1 1 4 2 2 3 3 4 3 4 

4 5 5 5 4 5 4 5 5 5 5 5 3 5 5 5 

3 4 5 3 4 5 4 3 4 4 4 4 3 4 5 4 

4 2 4 3 4 3 3 3 3 3 4 4 3 4 3 4 

3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 

3 3 4 2 4 2 4 5 5 3 4 4 3 5 4 5 

3 4 5 3 4 3 2 4 3 4 3 4 3 4 4 5 

3 3 3 4 4 4 4 4 4 3 3 4 3 4 4 4 

3 4 5 3 3 3 4 4 3 3 4 5 4 5 3 4 

4 3 2 3 3 3 4 2 3 4 4 4 3 4 4 3 

5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

2 3 3 1 1 3 4 2 1 4 2 1 3 2 3 2 

4 2 4 4 4 3 3 3 4 4 4 4 3 4 4 4 
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4 4 4 3 4 4 4 4 4 4 4 4 3 4 4 4 

4 4 4 4 4 4 3 4 3 3 3 4 3 3 3 4 

5 5 5 5 5 4 5 5 5 5 5 5 3 5 5 5 

3 3 5 4 5 3 4 4 4 5 5 4 3 4 4 5 

3 3 4 4 4 3 3 4 4 4 4 4 4 4 4 5 

3 4 5 4 5 4 4 4 4 4 4 4 4 4 4 5 

5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

5 5 5 5 5 5 5 4 5 5 5 5 5 5 5 5 

5 5 5 5 4 5 5 5 5 5 5 5 4 4 5 4 

4 3 4 4 5 4 4 3 4 4 4 4 4 4 4 5 

4 3 4 4 4 4 3 4 5 4 5 4 4 4 5 5 

4 4 4 5 4 3 5 4 5 4 4 5 4 5 5 5 

4 3 5 4 5 4 5 5 5 5 5 4 4 4 4 4 

3 4 5 3 4 5 4 5 5 5 5 5 5 5 5 5 

4 4 4 4 4 4 4 4 4 4 5 5 3 3 4 5 

3 4 5 4 3 3 3 4 3 5 3 4 4 4 4 5 

3 3 4 3 4 3 3 3 4 3 4 4 3 4 4 4 

3 3 5 3 3 3 5 3 3 3 3 5 3 5 3 5 

5 4 5 4 4 5 5 5 5 5 5 5 2 5 5 5 

5 5 5 4 5 4 5 4 4 4 5 5 4 4 4 5 

4 4 4 4 4 4 4 4 5 5 5 4 3 4 5 5 

5 4 4 5 4 4 4 4 4 4 4 4 4 4 4 4 

4 4 4 4 4 4 4 2 4 2 4 4 3 4 4 4 

3 3 4 4 4 4 4 1 3 3 3 4 3 3 4 3 

4 4 4 3 3 4 3 3 3 3 3 4 3 4 3 4 

5 4 5 4 5 3 4 4 5 4 4 5 3 3 4 4 

4 5 5 4 4 4 3 4 4 4 4 5 3 5 4 4 

4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 

4 5 5 5 5 4 4 5 5 4 4 5 5 5 4 5 

               
4,42 

                G1 G2 G3 G4 G5 G6 G7 G8 G9 G10 G11 G12 G13 G14 G15 GS 

-2 -2 -1 -1 -1 -1 -1 -2 -1 -1 -1 0 -1 1 0 
-

0,93 

-2 -1 1 -1 0 -1 -1 1 0 0 -1 1 -1 1 -1 
-

0,33 

-1 -1 0 1 0 0 1 0 0 0 0 0 -1 0 0 
-

0,07 

-2 -1 -1 -1 -2 -2 -2 0 0 -1 -1 1 -1 -1 -1 
-

1,00 

0 0 0 0 0 -1 0 1 0 -1 0 0 -1 0 0 
-

0,13 

-1 -2 0 0 -1 -1 -2 0 0 -1 -2 1 -2 0 -2 
-

0,87 

0 0 0 0 0 -1 -1 -1 -1 0 0 0 0 0 0 
-

0,27 
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-1 0 0 0 0 -1 -1 1 -1 -1 0 0 -2 0 -1 
-

0,47 

0 -2 0 0 0 0 0 1 1 0 1 0 -1 -1 -1 
-

0,13 

0 -2 1 1 0 -1 1 1 0 1 0 0 -2 0 1 0,07 

0 0 0 0 0 2 3 3 0 0 0 0 3 0 3 0,93 

-2 -3 0 0 -1 -1 -1 1 0 -1 -1 0 -1 0 -1 
-

0,73 

1 -1 -1 0 0 0 0 0 0 0 0 0 -1 0 0 
-

0,13 

-1 -1 0 0 0 0 1 1 0 0 -1 0 -1 0 -1 
-

0,20 
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-

0,07 
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1,00 
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0,67 

0 -1 0 0 0 0 0 0 0 0 0 0 0 0 0 
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-
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-

0,80 

3 2 1 -1 2 2 0 -2 2 3 3 3 2 0 3 1,53 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0,00 

-3 -2 -2 -4 -4 -2 -1 -3 -4 -1 -3 -4 -2 -3 -2 
-

2,67 
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-

0,93 
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-

0,27 
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0,93 
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0,47 
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0,87 
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-

0,07 
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0 0 1 0 0 -1 0 0 -1 -1 0 0 -1 0 -1 
-

0,27 

0 0 1 0 0 0 0 0 1 1 1 0 -1 0 1 0,27 

0 -1 -1 1 0 -1 -1 0 -1 -1 -1 0 -1 0 -1 
-

0,53 

-1 -1 -1 -1 -1 -1 -1 -3 -1 -3 -1 -1 -2 -1 -1 
-

1,33 

-2 -2 -1 -1 -1 -1 -1 -4 -2 -2 -2 -1 -2 -2 -1 
-

1,67 

0 -1 0 -1 -2 -1 -1 0 -1 -2 -2 -1 -2 0 -1 
-

1,00 

0 -1 0 -1 0 -2 -1 0 1 -1 -1 0 -2 0 -1 
-

0,60 

-1 0 0 0 0 0 0 1 1 0 -1 1 -2 1 -1 
-

0,07 

-1 -1 -1 0 0 0 1 0 0 0 0 0 -1 0 0 
-

0,20 

-1 1 1 1 1 -1 0 1 1 0 0 1 0 1 -1 0,33 

                
-0,89 

-
1,05 -0,05 

-
0,42 

-
0,53 

-
0,88 

-
0,39 0,00 ### 

-
0,58 

-
0,61 

-
0,14 

-
1,16 

-
0,04 

-
0,44 

 

  
* 

 
* 

 
* * * (*) (*) * 

 
* 

  

               

-
0,49 

non-com -0,81 
 

int com * 
-

0,28 including G10&11 in "int comm*" 
   non-com -0,75 

   
- excluding G10&11 from "int comm*" 
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0,20 

                

    
perception based on admittance: 

      

    
not admitted within last 5 years 

  

-
0,28 

   

    
within 1 year 

     

-
0,62 

   

    
within 2 years 

     

-
0,16 

   

    
within 3 years 

     

-
0,43 

   

    
within 4 years 

     

-
0,82 

   

    
within 5 years 

     

-
0,60 

   

    
combined perception 1-5 years 

  

-
0,57 

   

                

    
15 not admitted within 5 years 

      

    
30 

admitted within 1 
year 

       

    
5 admitted within 2 years 

      

    
2 admitted within 3 years 

      

    
3 admitted within 4 years 

      

    
2 admitted within 5 years 

      

    
57 

           

                

       
average age: 42 

     FEMALE Comment Age Earlier admittance 
        1 

 
x 33 5 

           2 
 

x 48 1 
           3 

  
41 - 

           4 
  

35 4 
           5 

  
46 1 

           6 
  

27 2 
           7 

  
47 5 

           8 
 

x 46 1 
           9 

  
36 1 

           10 
  

48 - 
           11 

  
39 2 

           12 
  

32 - 
           13 

  
62 2 

           14 
  

58 1 
           15 

 
x 49 1 

           16 
 

x 18 1 
           17 

  
37 - 
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18 
  

35 - 
           19 

 
x 34 1 

           20 
  

73 1 
           21 

  
32 - 

           22 
  

36 1 
           23 

 
x 60 1 

           24 
 

x 34 3 
           25 

 
x 36 - 

           26 
  

63 - 
           27 

 
x 20 1 

           28 
  

40 2 
           29 

  
50 - 

           30 
  

38 4 
           31 

  
44 1 

           32 
  

46 - 
           33 

  
37 1 

           34 
  

50 1 
           35 

  
65 - 

           36 
  

21 1 
           37 

  
22 1 

           38 
  

47 - 
           39 

  
29 1 

           40 
  

72 4 
           41 

  
61 - 

           42 
  

39 2 
           43 

  
28 1 

           44 
  

56 1 
           45 

  
33 1 

           46 
  

51 - 
           47 

  
49 1 

           48 
  

59 1 
           49 

  
49 1 

           50 
 

x 29 1 
           51 

 
x 62 1 

           52 
 

x 21 1 
           53 

 
x 57 1 

           54 
 

x 43 1 
           55 

 
x 25 3 

           56 
 

x 29 - 
           57 

 
x 37 1 
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Appendix B 

MALE E1 E2 E3 E4 E5 E6 E7 E8 E9 E10 E11 E12 E13 E14 E15 

1 5 5 5 4 4 5 5 4 4 5 5 4 5 4 5 

2 5 5 4 5 4 5 4 3 4 4 5 4 5 3 5 

3 5 5 4 4 5 5 5 4 4 5 5 4 5 4 5 

4 4 5 4 4 4 4 4 4 4 4 5 4 4 4 5 

5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

6 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

7 5 5 5 5 4 5 5 4 4 5 5 4 5 4 4 

8 5 5 5 5 5 5 4 5 5 5 5 5 5 5 5 

9 5 5 5 5 5 5 5 5 5 5 5 5 5 4 5 

10 5 5 4 4 4 5 4 3 4 3 4 4 5 4 2 

11 5 5 5 4 4 4 4 4 4 4 5 4 5 4 4 

12 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

13 1 5 5 4 4 5 5 5 5 5 5 5 5 5 5 

14 5 5 5 4 4 5 3 2 4 5 5 3 4 4 5 

15 5 5 5 5 5 5 5 4 5 5 5 5 5 5 5 

16 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

17 4 5 4 5 5 5 5 5 5 5 5 5 5 5 5 

18 4 5 5 5 4 5 5 5 4 5 5 4 5 4 5 

19 5 5 5 5 5 5 5 4 5 5 5 5 5 5 5 

20 5 4 3 4 4 4 4 4 4 4 4 4 5 3 4 

21 5 5 5 5 5 5 5 5 3 5 5 5 5 5 5 

22 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

23 5 5 4 4 5 5 5 4 5 5 5 4 5 4 5 

24 5 5 4 4 4 4 4 4 4 4 4 4 5 4 5 

25 5 5 4 4 5 4 4 4 5 5 5 5 5 5 5 

26 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

27 4 5 4 4 4 4 5 4 4 5 5 4 4 4 5 

28 5 5 4 5 5 5 5 5 5 5 5 5 5 4 5 

29 5 5 5 4 5 5 4 4 5 5 5 5 4 4 5 

30 5 5 5 4 5 5 5 4 5 5 5 5 5 5 5 

31 5 5 3 3 4 4 2 3 5 5 5 4 5 4 4 

32 5 5 3 5 4 5 5 4 4 5 5 4 5 4 5 

33 5 5 5 5 5 5 5 5 4 5 5 4 5 4 5 

34 5 4 4 4 5 5 5 4 4 4 4 4 5 5 4 

35 5 4 4 5 4 4 4 4 4 5 5 4 5 4 5 

36 5 4 4 5 5 5 4 3 4 4 5 4 5 4 4 

37 5 5 5 3 5 4 4 4 5 5 5 5 5 5 5 

38 4 4 4 4 4 4 4 4 4 4 4 4 4 3 4 

39 5 5 5 5 4 4 5 4 4 5 5 4 5 4 5 

40 5 5 5 5 5 5 5 3 5 5 5 5 5 4 5 

41 4 5 4 4 4 4 4 4 4 4 4 4 4 4 4 

42 5 5 4 5 4 5 5 4 4 5 5 4 4 4 5 
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43 5 5 5 5 5 5 4 5 5 5 5 5 4 4 4 

44 5 5 4 3 5 3 5 5 5 5 5 5 3 5 5 

45 5 5 5 4 4 5 4 4 4 4 4 4 4 3 4 

46 5 5 3 5 5 5 5 5 5 5 5 4 5 3 5 

47 5 4 4 5 5 5 5 4 4 5 5 5 5 5 4 

48 5 5 4 5 4 4 4 4 3 4 5 4 4 5 4 

49 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

50 3 1 1 4 4 4 4 3 4 4 4 4 4 2 4 

51 5 5 4 5 5 5 5 4 5 5 5 4 5 4 5 

52 5 5 5 5 5 5 5 4 4 5 5 5 5 4 5 

53 5 5 5 5 5 5 5 5 5 5 5 4 5 4 5 

54 5 5 5 4 4 5 4 4 5 5 5 5 5 5 5 

55 1 1 1 4 1 1 1 4 1 1 1 1 4 4 1 

56 4 5 4 5 4 4 4 3 4 5 4 4 5 4 5 

57 5 5 5 4 5 5 5 4 4 5 5 4 5 5 5 

58 5 3 4 5 4 5 5 5 5 5 3 4 3 3 4 

59 5 5 5 5 5 5 4 4 4 5 5 5 5 5 5 

60 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 

61 5 5 5 5 5 5 5 4 4 5 5 4 5 4 5 

62 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

63 5 4 4 5 5 5 4 3 3 5 5 3 5 3 4 

64 5 4 5 5 5 5 5 3 4 5 4 4 5 5 5 

65 5 5 5 3 4 4 5 3 4 4 5 4 5 4 5 

66 5 5 4 4 5 5 4 4 5 5 5 4 5 4 5 

67 4 5 3 4 4 5 4 4 4 4 4 4 4 4 5 

68 5 5 5 5 5 5 5 4 4 5 5 5 5 5 5 

69 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

70 4 5 5 4 5 4 4 3 4 4 5 5 5 5 4 

71 5 5 4 5 5 5 4 4 4 5 5 4 5 5 5 

72 5 5 5 5 5 5 5 5 5 5 5 5 5 4 5 

73 5 5 5 5 5 5 5 4 5 5 5 5 5 5 5 

74 5 5 5 5 5 5 5 4 5 5 5 5 5 4 5 

75 5 5 5 4 4 5 5 4 4 5 5 4 5 4 5 

76 5 5 4 2 4 5 4 3 4 5 5 4 5 4 4 

77 4 4 4 5 5 5 4 4 4 4 4 4 4 4 4 

78 4 5 4 5 4 5 5 5 5 5 5 4 5 4 5 

79 5 5 4 4 4 5 4 4 4 4 5 4 5 4 5 

80 4 5 5 4 5 5 5 5 5 5 5 5 5 5 5 

81 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

82 5 5 5 5 5 5 5 5 5 5 5 5 5 4 5 

83 5 5 5 5 5 5 5 5 4 5 5 5 5 5 5 

84 5 5 5 4 5 5 4 4 5 5 5 4 5 5 5 

85 5 5 5 5 4 5 5 4 4 5 5 4 5 5 4 

86 4 5 4 4 4 5 4 4 4 4 4 4 4 3 4 
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87 5 5 5 5 4 4 4 3 4 5 5 4 5 3 3 

88 4 3 4 5 4 5 5 4 3 5 5 4 5 3 5 

89 4 5 4 5 4 5 5 3 4 5 5 4 5 3 4 

90 4 5 5 5 4 4 3 4 4 4 5 5 5 4 4 

P1 P2 P3 P4 P5 P6 P7 P8 P9 P10 P11 P12 P13 P14 P15 P16 

5 3 4 4 4 4 4 5 5 5 5 4 4 4 4 5 

3 4 4 4 5 4 4 4 4 4 3 5 3 4 4 5 

4 4 4 4 5 4 4 4 5 5 4 5 3 5 4 5 

4 4 4 4 4 3 4 4 4 4 4 4 3 4 4 4 

4 4 4 4 4 4 5 5 5 5 5 5 5 5 5 5 

5 4 3 3 4 4 4 4 5 4 4 3 4 4 4 5 

4 4 5 4 5 4 4 4 4 5 5 4 4 5 4 5 

4 2 4 4 4 4 3 4 5 5 4 4 3 4 4 4 

4 3 5 4 5 5 5 4 5 5 5 5 2 3 4 5 

3 4 5 5 5 4 5 4 5 4 5 4 2 5 4 4 

4 4 4 4 4 4 4 4 4 4 4 4 3 4 4 5 

4 4 4 4 3 4 4 4 3 3 3 3 2 3 3 3 

3 3 5 4 5 3 5 4 5 5 5 5 3 4 4 5 

4 2 4 4 3 3 4 3 4 3 4 4 3 3 4 4 

3 2 4 2 2 3 2 2 4 4 4 4 2 4 4 4 

4 2 5 5 4 2 4 4 2 1 4 4 4 4 4 4 

4 1 5 4 5 5 4 5 5 5 4 5 3 5 5 5 

3 4 5 3 4 4 4 2 4 4 4 5 4 4 4 4 

4 2 4 2 5 2 5 2 4 4 4 4 3 4 4 4 

3 4 4 3 3 3 3 3 3 3 3 4 3 3 3 4 

5 4 5 5 5 5 3 5 5 5 5 5 3 5 5 5 

5 5 5 5 5 5 5 5 5 5 5 5 4 4 5 5 

3 3 4 4 4 3 4 5 4 4 3 5 3 4 3 4 

3 4 5 4 5 3 4 4 5 5 4 5 3 5 5 5 

3 4 4 5 5 3 5 5 5 5 5 5 3 5 5 5 

5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

4 4 4 4 4 4 3 3 3 3 4 4 3 3 3 3 

5 3 5 5 5 5 5 5 5 5 5 5 4 5 5 5 

3 3 4 4 3 3 3 3 4 3 4 3 3 3 4 3 

5 4 4 4 4 4 4 4 4 4 4 4 4 4 4 5 

4 4 4 4 4 4 3 4 4 4 4 4 3 4 4 5 

4 5 5 4 5 5 5 4 5 5 5 5 4 5 5 5 

5 4 4 4 4 4 4 4 4 4 4 4 3 3 4 4 

5 4 4 4 5 5 4 4 4 5 5 5 4 4 4 5 

3 1 4 3 4 2 3 3 4 4 5 3 3 4 4 3 

4 3 4 4 4 4 4 4 4 4 4 4 3 4 4 4 

4 2 4 4 2 3 4 2 2 4 4 2 3 2 3 3 

4 4 4 4 4 4 4 4 4 4 4 4 4 3 4 4 

4 3 5 4 4 4 4 4 5 4 5 4 3 5 5 4 
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5 5 5 3 4 5 4 5 5 5 5 5 4 5 4 4 

5 3 4 4 4 4 4 4 4 4 4 5 5 5 4 5 

4 3 4 4 3 3 4 3 3 4 4 3 3 4 3 4 

3 4 4 4 4 3 4 4 4 4 4 4 3 4 4 5 

4 3 3 5 3 3 5 5 5 5 5 4 4 5 5 5 

4 4 4 4 4 3 4 4 4 4 4 4 3 4 4 4 

4 4 4 1 2 3 2 2 2 3 3 5 3 4 2 3 

5 4 5 5 5 5 5 4 4 5 4 5 4 5 5 5 

3 3 4 5 4 4 5 4 5 5 5 4 3 5 5 4 

3 4 5 4 5 5 4 4 5 5 5 5 5 5 5 4 

3 4 5 4 4 3 4 4 4 4 4 5 3 4 4 5 

5 4 5 5 5 5 5 5 5 5 5 5 5 4 5 5 

5 5 5 4 5 4 4 4 5 4 5 5 3 4 4 5 

5 5 5 4 5 5 4 4 4 5 5 5 5 5 5 5 

3 2 4 3 3 5 3 3 5 5 4 5 3 4 4 4 

3 4 4 4 1 1 1 1 1 4 1 4 4 4 4 4 

4 5 5 4 5 4 4 5 5 5 4 5 4 5 5 5 

5 5 5 5 5 4 4 5 5 5 5 5 4 5 5 5 

3 3 4 5 4 5 5 4 4 3 3 4 3 4 4 3 

4 5 5 4 5 4 5 5 5 5 5 5 4 5 5 5 

4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 5 

4 5 5 4 4 4 5 4 5 5 5 5 3 5 4 5 

3 3 4 5 5 5 4 5 5 3 5 5 3 5 4 5 

4 4 4 3 4 3 4 4 4 4 5 4 4 5 5 5 

3 4 5 4 4 3 4 4 4 3 4 4 3 4 5 4 

4 3 4 4 4 4 4 4 3 4 4 4 3 4 4 4 

4 4 5 5 5 5 4 4 5 5 5 5 3 4 5 5 

3 4 4 4 4 3 4 4 4 4 4 4 3 4 3 5 

5 4 5 1 5 5 5 4 4 5 4 5 3 4 4 4 

5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 

4 4 4 4 4 4 4 4 4 4 4 5 4 4 4 5 

3 4 4 4 5 3 4 4 5 5 5 5 5 5 5 5 

5 5 5 4 5 5 5 4 5 5 5 5 5 5 5 5 

4 5 5 4 4 3 5 4 5 5 4 5 4 4 5 5 

5 4 5 4 5 2 4 4 5 4 4 5 3 5 5 4 

3 4 5 4 5 3 3 5 5 5 5 5 3 4 3 5 

3 4 4 4 4 4 4 4 4 4 4 4 3 4 5 4 

4 4 4 3 4 4 4 4 4 4 4 4 3 4 4 4 

4 4 4 5 4 5 5 4 4 4 4 5 4 4 4 5 

4 3 4 4 4 4 4 4 4 4 4 4 2 4 4 5 

5 5 5 4 5 3 5 5 5 5 5 5 3 5 5 5 

4 4 4 5 5 5 5 5 5 5 5 5 5 5 5 5 

4 4 5 4 5 5 5 5 5 5 5 5 3 5 5 5 

5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 
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4 3 5 4 5 5 4 4 5 5 5 5 2 5 5 4 

5 5 5 4 4 5 5 4 5 5 5 5 4 4 5 5 

3 3 4 3 2 3 3 3 3 3 3 4 3 3 3 2 

3 2 4 4 3 2 
 

4 4 4 4 4 3 3 4 4 

5 5 5 2 5 4 3 3 4 4 4 5 3 4 4 4 

4 3 4 1 4 3 1 4 4 4 4 4 3 3 4 4 

3 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 

                

              
P16: 4,46 

                G1 G2 G3 G4 G5 G6 G7 G8 G9 G10 G11 G12 G13 G14 G15 
 

0 -2 -1 0 0 -1 -1 1 1 0 0 0 -1 0 -1 
-

0,33 

-2 -1 0 -1 1 -1 0 1 0 0 -2 1 -2 1 -1 
-

0,40 

-1 -1 0 0 0 -1 -1 0 1 0 -1 1 -2 1 -1 
-

0,33 

0 -1 0 0 0 -1 0 0 0 0 -1 0 -1 0 -1 
-

0,33 

-1 -1 -1 -1 -1 -1 0 0 0 0 0 0 0 0 0 
-

0,40 

0 -1 -2 -2 -1 -1 -1 -1 0 -1 -1 -2 -1 -1 -1 
-

1,07 

-1 -1 0 -1 1 -1 -1 0 0 0 0 0 -1 1 0 
-

0,27 

-1 -3 -1 -1 -1 -1 -1 -1 0 0 -1 -1 -2 -1 -1 
-

1,07 

-1 -2 0 -1 0 0 0 -1 0 0 0 0 -3 -1 -1 
-

0,67 

-2 -1 1 1 1 -1 1 1 1 1 1 0 -3 1 2 0,27 

-1 -1 -1 0 0 0 0 0 0 0 -1 0 -2 0 0 
-

0,40 

-1 -1 -1 -1 -2 -1 -1 -1 -2 -2 -2 -2 -3 -2 -2 
-

1,60 

2 -2 0 0 1 -2 0 -1 0 0 0 0 -2 -1 -1 
-

0,40 

-1 -3 -1 0 -1 -2 1 1 0 -2 -1 1 -1 -1 -1 
-

0,73 

-2 -3 -1 -3 -3 -2 -3 -2 -1 -1 -1 -1 -3 -1 -1 
-

1,87 

-1 -3 0 0 -1 -3 -1 -1 -3 -4 -1 -1 -1 -1 -1 
-

1,47 

0 -4 1 -1 0 0 -1 0 0 0 -1 0 -2 0 0 
-

0,53 

-1 -1 0 -2 0 -1 -1 -3 0 -1 -1 1 -1 0 -1 
-

0,80 

-1 -3 -1 -3 0 -3 0 -2 -1 -1 -1 -1 -2 -1 -1 
-

1,40 
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-2 0 1 -1 -1 -1 -1 -1 -1 -1 -1 0 -2 0 -1 
-

0,80 

0 -1 0 0 0 0 -2 0 2 0 0 0 -2 0 0 
-

0,20 

0 0 0 0 0 0 0 0 0 0 0 0 -1 -1 0 
-

0,13 

-2 -2 0 0 -1 -2 -1 1 -1 -1 -2 1 -2 0 -2 
-

0,93 

-2 -1 1 0 1 -1 0 0 1 1 0 1 -2 1 0 0,00 

-2 -1 0 1 0 -1 1 1 0 0 0 0 -2 0 0 
-

0,20 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0,00 

0 -1 0 0 0 0 -2 -1 -1 -2 -1 0 -1 -1 -2 
-

0,80 

0 -2 1 0 0 0 0 0 0 0 0 0 -1 1 0 
-

0,07 

-2 -2 -1 0 -2 -2 -1 -1 -1 -2 -1 -2 -1 -1 -1 
-

1,33 

0 -1 -1 0 -1 -1 -1 0 -1 -1 -1 -1 -1 -1 -1 
-

0,80 

-1 -1 1 1 0 0 1 1 -1 -1 -1 0 -2 0 0 
-

0,20 

-1 0 2 -1 1 0 0 0 1 0 0 1 -1 1 0 0,20 

0 -1 -1 -1 -1 -1 -1 -1 0 -1 -1 0 -2 -1 -1 
-

0,87 

0 0 0 0 0 0 -1 0 0 1 1 1 -1 -1 0 0,00 

-2 -3 0 -2 0 -2 -1 -1 0 -1 0 -1 -2 0 -1 
-

1,07 

-1 -1 0 -1 -1 -1 0 1 0 0 -1 0 -2 0 0 
-

0,47 

-1 -3 -1 1 -3 -1 0 -2 -3 -1 -1 -3 -2 -3 -2 
-

1,67 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0,00 

-1 -2 0 -1 0 0 -1 0 1 -1 0 0 -2 1 0 
-

0,40 

0 0 0 -2 -1 0 -1 2 0 0 0 0 -1 1 -1 
-

0,20 

1 -2 0 0 0 0 0 0 0 0 0 1 1 1 0 0,13 

-1 -2 0 -1 -1 -2 -1 -1 -1 -1 -1 -1 -1 0 -2 
-

1,07 

-2 -1 -1 -1 -1 -2 0 -1 -1 -1 -1 -1 -1 0 0 
-

0,93 

-1 -2 -1 2 -2 0 0 0 0 0 0 -1 1 0 0 
-

0,27 

-1 -1 -1 0 0 -2 0 0 0 0 0 0 -1 1 0 
-

0,33 

-1 -1 1 -4 -3 -2 -3 -3 -3 -2 -2 1 -2 1 -3 
-

1,73 

0 0 1 0 0 0 0 0 0 0 -1 0 -1 0 1 0,00 
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-2 -2 0 0 0 0 1 0 2 1 0 0 -1 0 1 0,00 

-2 -1 0 -1 0 0 -1 -1 0 0 0 0 0 0 0 
-

0,40 

0 3 4 0 0 -1 0 1 0 0 0 1 -1 2 0 0,60 

0 -1 1 0 0 0 0 1 0 0 0 1 0 0 0 0,13 

0 0 0 -1 0 -1 -1 0 1 -1 0 0 -2 0 -1 
-

0,40 

0 0 0 -1 0 0 -1 -1 -1 0 0 1 0 1 0 
-

0,13 

-2 -3 -1 -1 -1 0 -1 -1 0 0 -1 0 -2 -1 -1 
-

1,00 

2 3 3 0 0 0 0 -3 0 3 0 3 0 0 3 0,93 

0 0 1 -1 1 0 0 2 1 0 0 1 -1 1 0 0,33 

0 0 0 1 0 -1 -1 1 1 0 0 1 -1 0 0 0,07 

-2 0 0 0 0 0 0 -1 -1 -2 0 0 0 1 0 
-

0,33 

-1 0 0 -1 0 -1 1 1 1 0 0 0 -1 0 0 
-

0,07 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0,00 

-1 0 0 -1 -1 -1 0 0 1 0 0 1 -2 1 -1 
-

0,27 

-2 -2 -1 0 0 0 -1 0 0 -2 0 0 -2 0 -1 
-

0,73 

-1 0 0 -2 -1 -2 0 1 1 -1 0 1 -1 2 1 
-

0,13 

-2 0 0 -1 -1 -2 -1 1 0 -2 0 0 -2 -1 0 
-

0,73 

-1 -2 -1 1 0 0 -1 1 -1 0 -1 0 -2 0 -1 
-

0,53 

-1 -1 1 1 0 0 0 0 0 0 0 1 -2 0 0 
-

0,07 

-1 -1 1 0 0 -2 0 0 0 0 0 0 -1 0 -2 
-

0,40 

0 -1 0 -4 0 0 0 0 0 0 -1 0 -2 -1 -1 
-

0,67 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0,00 

0 -1 -1 0 -1 0 0 1 0 0 -1 0 -1 -1 0 
-

0,33 

-2 -1 0 -1 0 -2 0 0 1 0 0 1 0 0 0 
-

0,27 

0 0 0 -1 0 0 0 -1 0 0 0 0 0 1 0 
-

0,07 

-1 0 0 -1 -1 -2 0 0 0 0 -1 0 -1 -1 0 
-

0,53 

0 -1 0 -1 0 -3 -1 0 0 -1 -1 0 -2 1 0 
-

0,60 

-2 -1 0 0 1 -2 -2 1 1 0 0 1 -2 0 -2 
-

0,47 



Page 101 of 134 
 

-2 -1 0 2 0 -1 0 1 0 -1 -1 0 -2 0 1 
-

0,27 

0 0 0 -2 -1 -1 0 0 0 0 0 0 -1 0 0 
-

0,33 

0 -1 0 0 0 0 0 -1 -1 -1 -1 1 -1 0 -1 
-

0,40 

-1 -2 0 0 0 -1 0 0 0 0 -1 0 -3 0 -1 
-

0,60 

1 0 0 0 0 -2 0 0 0 0 0 0 -2 0 0 
-

0,20 

-1 -1 -1 0 0 0 0 0 0 0 0 0 0 0 0 
-

0,20 

-1 -1 0 -1 0 0 0 0 0 0 0 0 -2 1 0 
-

0,27 

0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0,07 

-1 -2 0 0 0 0 0 0 0 0 0 1 -3 0 0 
-

0,33 

0 0 0 -1 0 0 0 0 1 0 0 1 -1 -1 1 0,00 

-1 -2 0 -1 -2 -2 -1 -1 -1 -1 -1 0 -1 0 -1 
-

1,00 

-2 -3 -1 -1 -1 -2 -4 1 0 -1 -1 0 -2 0 1 
-

1,07 

1 2 1 -3 1 -1 -2 -1 1 -1 -1 1 -2 1 -1 
-

0,27 

0 -2 0 -4 0 -2 -4 1 0 -1 -1 0 -2 0 0 
-

1,00 

-1 -1 -1 -1 0 0 1 0 0 0 -1 -1 -1 0 0 
-

0,40 

                
-0,72 

-
1,01 

-
0,01 

-
0,58 

-
0,32 

-
0,84 

-
0,50 

-
0,13 

-
0,06 

-
0,40 

-
0,46 0,10 

-
1,31 

-
0,01 

-
0,39 

 

  
* 

 
* 

 
* * * (*) (*) * 

 
* 

  

               

-
0,45 

non com* -0,81 
 

int comm* 
-

0,20 including G10&11 in "int comm*" 
   

non com -0,71 
   

-
0,13 excluding G10&11 from "int comm*" 

  

                

          

average 
age: 46 

   

          
          

 

       
perception based on admittance: 

   

       
not admitted within last 5 years 

-
0,40 

  

       
within 1 year 

   

-
0,43 

  

       
within 2 years 

   

-
0,32 
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within 3 years 

   

-
0,70 

  

       
within 4 years 

   

-
0,40 

  

       
within 5 years 

   
-1 

  

       
combined perception 1-5 years 

-
0,45 

  

                MALE 
 

Comment 
 

Age Pre-admitt. within # years 
      1 

   
70 1 

          2 
   

34 2 
          3 

   
44 1 

          4 
   

30 1 
          5 

 
x 

 
57 1 

          6 
   

57 - 
          7 

   
56 - 

          8 
 

x 
 

38 3 
          9 

   
48 - 

          10 
 

x 
 

21 1 
          11 

   
49 4 

          12 
   

55 1 
          13 

   
58 1 

          14 
 

x 
 

24 2 
          15 

 
x 

 
55 - 

          16 
 

x 
 

48 1 
          17 
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Appendix C 

Total of surveys handed out 200 
     Responses 186 93,0 % 

   filled-out surveys discarded due to 
errors 39 

     Total usuable surveys 147 73,5 % 
   

       Average perception of:  
      Overall service quality for FEMALES -0,49 

     Overall service quality for MALES -0,45 
     Overall service quality for both 

sexes -0,47 
     

       Perception scores based on 
admittance: Males Females Combined gender average 

 not admitted within last 5 years -0,40 -0,28 -0,34 
   admitted within 1 year -0,43 -0,62 -0,53 
   admitted within 2 years -0,32 -0,16 -0,24 
   admitted within 3 years -0,70 -0,43 -0,57 
   admitted within 4 years -0,40 -0,82 -0,61 
   admitted within 5 years -0,95 -0,60 -0,78 
   combined perception 1-5 years -0,45 -0,57 -0,51 
   

       Male subscale average: 
 

Diff. in subscale compared to average perception of SQ: 

  
For males For both sexes 

  Tangibles -0,58 0,13 0,12 
   Reliability -0,58 0,13 0,12 
   Responsiveness -0,23 -0,22 -0,24 
   Assurance -0,52 0,07 0,05 
   Empathy -0,20 -0,25 -0,27 
   

       Percent of males admitted: 
      not admitted within last 5 years 28,89 % 

    admitted within 1 year 50,00 % 
    admitted within 2 years 13,33 % 
    admitted within 3 years 2,22 % 
    admitted within 4 years 1,11 % 
    admitted within 5 years 4,44 % 
    

       Female subscale average: 
 

Diff in subscale comp to av. percept of quality: 
 

  
For males For both sexes 

  Tangibles -0,67 0,18 0,20 
   Reliability -0,61 0,12 0,14 
   Responsiveness -0,20 -0,29 -0,26 
   Assurance -0,62 0,13 0,16 
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Empathy -0,24 -0,25 -0,23 
   

       Percent of females admitted: 
      not admitted within last 5 years 26,32 % 

    admitted within 1 year 52,63 % 
    admitted within 2 years 8,77 % 
    admitted within 3 years 3,51 % 
    admitted within 4 years 5,26 % 
    admitted within 5 years 3,51 % 
    

       

       Total subscale average: 
 

Difference to subscale score: 
  

  
Males Females 

   Tangibles -0,62 -0,04 0,05 
   Reliability -0,59 -0,01 0,01 
   Responsiveness 0,00 0,23 0,20 
   Assurance -0,56 -0,05 0,06 
   Empathy -0,21 -0,01 0,02 
   

       Percent of people admitted: 
      not admitted within last 5 years 27,89 % 

    admitted within 1 year 51,02 % 
    admitted within 2 years 11,56 % 
    admitted within 3 years 2,72 % 
    admitted within 4 years 2,72 % 
    admitted within 5 years 4,08 % 
    

       

       

 
Tangibles Reliability 

Question: G1 G2 G3 G4 G5 G6 

Female individual question average -0,89 -1,05 -0,05 -0,42 -0,53 -0,88 

Male individual question average -0,72 -1,01 -0,01 -0,58 -0,32 -0,84 

Combined gender average -0,80 -1,03 -0,03 -0,52 -0,40 -0,86 
Difference between combined 
gender -0,17 -0,41 0,59 0,07 0,19 -0,26 
average, and "total subscale 
average" 

      

       

 
Responsiveness 

   Question: G7 G8 G9 
   Female individual question average 0,00 0,00 0,00 
   Male individual question average 0,00 0,00 0,00 
   Combined gender average -0,64 -0,76 0,01 
   Difference between combined 

gender -0,64 -0,76 0,01 
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average, and "total subscale 
average" 

      

       

 
Assurance Empathy 

Question: G10 G11 G12 G13 G14 G15 

Female individual question average -0,58 -0,61 -0,14 1,00 -0,04 -0,44 

Male individual question average -0,40 -0,46 0,10 -1,31 -0,01 -0,39 

Combined gender average -0,47 -0,52 0,00 -1,26 -0,02 -0,41 
Difference between combined 
gender 0,09 0,04 0,56 -0,70 0,19 -0,19 
average, and "total subscale 
average" 

      

       

 

Femal
e Male both 

   Score of Int.Comm. Affected 
questions -0,20 -0,13 -0,17 

   Score of questions not affected -0,75 -0,71 -0,73 
   

       Score of P16 males 4,46 
     Score of P16 females 4,42 
     gender average 4,44 
     

       Data explanations 
  Color codes: 

  
SERVQUAL scores: 

  Tangibles 
  

Strongly disagree 1 
  Reliability 

  
Disagree 2 

  
Responsiveness 

  

Indifferent/dont 
know 3 

  Assurance 
  

Agree 4 
  Empathy 

  
Strongly agree 5 

    
   

  
  E# : Expectations 

 
  

  P# : Perceptions 
 

  
  G# : Gap score, scale goes from -4 to +4 
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Appendix D 

Comments observed (in 
danish): 

       

          FEMALE COMMENTS: 
        

K1 
Mangler personale og nogen gange kunne jeg ikke få nok hjælp, svært ved at finde vej fra 
forskellige afdelinger 

K2 
Jeg kommer hovedsageligt på 1 afdeling, af og til ventetid (lille problem) ; Da jeg var indlagt i 
forbindelse med blindtarmsbetændelse var  

 
oplevelsen/servicen middel. 

      
K8 

Jeg kommer i fek. Medicinsk lab., og hvis jeg fr en tid om eftermiddagen, er lab. Oftes meget 
forsinket. Dvs tiderne skal overholdes. Jeg ved godt at det er  

 

umuligt hvis der kommer en hastesag, eller en patient har behov for længere samtaletid end 
der er afsat. 

K10 
Hvidovre hospital fungerer optimalt - i forhold til økonomien - (flere penge = nyt udstyr og 
flere kurser til personalet) Der kommer hele tiden nye  

 
ting/viden at lære. Toiletterne er slidte og de fleste klamme. 

   
K15 

Fordi meget god ikke giver plads til forbedring. Udvikling og forbedring skal være en del af 
hospitalet. 

K16 
Lægerne burde være til stede oftere. Og sygeplejerskerne skal både være mere høflige og 
være bedre til at vise patienterne medfølelse, og prøve at tage  

 
patienterne mere seriøst. 

      
K19 

Min kontakt med Hvh har været begrænset, men jeg har været tilfreds overordnet set. 
Formuleringen af spørgsmålene i skeamet vanskeliggør en reel  

 
besvarelse, fordi de er så generelle/overordnede. 

    
K23 

Man burde have een person som fulgte patienten i hele forløbet som kunne samle, vurdere 
de informationer patienten har fået, man har mange forskellige  

 
læger i et forløb. 

       
K24 

Har oplevet utrolig dårlig information, da jeg fik konstateret livmoderhalskræft, der ikke 
kunne klares med et keglesnit. Oplevet en læge der virkede  

 

fraværende og jeg fik følelsen af at han ikke hørte efter. Altid god service/smil etc fra 
sygeplejersker etc. 

K25 Generelt flere ressourcer for at kunne udføre en optimal sygepleje. 
  

K27 
Hver gang jeg henvender mig til sygeplejerskerne får jeg dårlig og uretfærdig behandling (de 
taler ikke pænt, gælder dog ikke alle). 

K50 
[hvad skulle der ændres på] At radiologen måske havde læst min journal inden han 
præsenterede sig. Han er dog under uddannelse og kom i tanke  

 
om det - men alligevel. 

      
K51 

Har ventet i ort.kir.amb. I 2 timer [efter] aftalt tid, gik til sidst. Fået forkert medicin på gyn. 
Afd. , men opdagede det selv, før jeg tog det. 

K52 Det kan altid blive bedre. 
      

K53 
Havde en følelse af ikke at blive troet på, (hvordan jeg havde fået Hep. C.) Lægen troede jeg 
havde været narkoman, hvilket jeg finder irriterende. 

K54 
Manglende viden er frustrerende at blive mødt med. Mere tværfaglig samarbejde ville ikke 
skade. 

K55 
Bedre tid til at svare på opfølgende spørgsmål i 
akutmodtagelsen. 

   K56 Bedre rengøring blandt 
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andet. 

K57 
Er lige "startet" på Hvidovre hospital, så der er lidt tale om en "førstehånds" vurdering. - men 
indtil videre en meget større positiv oplevelse end på de  

 
andre hospitaler i regionen, med f.eks. Super hurtig svartid. 

   

          MALE COMMENTS: 
        

M5 
Bedre hygiejne, mere rengøring på afdelingerne. Den samme eller 2 følger patienten, så man 
ikke skal have mange forskellige sygeplejerske -  

 
en stor fordel. 

       M8 Bedre opfølgning. 
       M10 Tidsfristerne. 
       M14 Samme læge hele forløbet. 

      
M15 

Der kan mangle opfølgning af problemer, vedr. Ens sygdom m/m. Henvendt til sygeplejerske 
og vidergivet til den behandlende læge. 

M16 
Det var dog et tåbeligt spørgeskema, forfatteren til det er ikke særlig 
kvik. 

  M18 Jeg mener ikke man er god til at holde de tider der er aftalt. 
   

M19 
Kortere ventetid til undersøgelser, og nemmere til at komme igennem til afdelingens 
telefontid - jeg havde glemt min kalender hjemme idag, og har ringet  

 

6 gange til formiddag, uden at jeg kom igennem. Først i frokosten kl 12-13 kom jeg igennem 
til en telefonsvarer. Personalet er altid høfligt, men jeg tror de  

 
er presset på tiden i forhold til at kunne yde den service /omsorg de gerne vil. 

 M20 Jeg har ikke været her nok til at vurdere tingene. 
    

M27 
Jeg har været indlagt på infektionsmedicinsk afdeling. Toilet facilitet meget uren pga andre 
meget syge patienter. Personale kommunikerer kun lidt om  

 

sygdom og behandlingsforløb. Jeg har desuden ikke fået de tider til sårsygeplejerske, som 
blev vurderet optimalt pga mangel på tider. 

M33 
Der har et par gange været meget lang ventetid ved blodprøvetagning. Den ene gang næsten 
2½ time. Er til gengæld meget tilfreds med  

 

infektionsklinikke
n. 

       
M36 

Det er tydeligt at mærke der er besparelser, og fyringsrunder har sat sit præg. Så hvad der 
kan gøres er for mig at se ude af hospitalets hænder. 

M40 Ventetid er for lang ved blodprøver. 
     

M46 
Undersøgelser skal overholdes iflg. Aftaler. Behandling udføres lige meget, hvor dyrt det er 
for staten. Der skal ikke undskyldes med at det var en dyr  

 

behandling og derfor skal patienten ikke tilbydes det. Beslutningenprocess fra 
hospitalsvæsenet skal foregå lidt hurtigere. ikke noget med at vente på  

 

en handling i flere år. det er for lang tid for patienter med alvorlig sygdom at vente 
på. 

 
M48 

spar ikke så meget så de ansatte altid kan ha den ro der skal til for at udfører deres job 
tilfredsstillende. 

M59 
Ved ikke hvad er det som kan ændret fordi det ser meget godt ud det hele. Skulle der være 
noget så skal det være parkerings kælderen. Der er ingen  

 

pladser så bilerne parkeres ulovligt, og dette medfører at kørerbanen er meget smalle og kan 
være farlige i en krise situation. 

M84 Personalet virkede til tider stressede. Nogle af lokalerne virkede slidte. 
  M85 Ens egen adfærd og samfundets økonomiske interesser bør vel også tælle med. 
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M86 
Lytte til hvad patienten 
siger. 

      
M87 

Rengøring. Smitte på 
sygehuset! 

      M88 Jeg synes ventetid med hensyn til at tage prøver kan godt blive bedre. 
  

M89 
Ved første besøg ventede jeg i næsten 2 timer på trods af at [jeg] havde en specifik tid. Jeg fik 
tilbudt frokost efter 2. klage hvilket var fint (maden var dog  

 

under al kritik, men det var ikke personalets 
skyld). 

    
M90 

Bliver behandlet i inf.med.amb og der er meget godt, men der er længe ventetid når man 
skal til blodprøvetagning. 
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Appendix E 

Transcription of interview with nurse Bitten Konradsen, 01-08-2012. 

!Interview has been edited for pause-words, repetitions and verbal idiosyncrasies! 

[  ] Marks words that the interviewer has put in to make the answers of the respondent more 

accessible. 

This transcription is in Danish as the interview was conducted in Danish. 

Første spørgsmål, hvem er nærmeste leder her i afdelingen, er det Lene [Rosenørn}? 

- Min nærmeste leder er en afdelingenssygeplejerske, og det er Lene ja.  

Og hvem sidder så efter hende? 

- Der sidder så en oversygeplejerske som sidder for hele specialet, som dækker over flere 

afdelinger.  

Og så med hensyn til fejlkilder [mht patient surveys] er der sket noget i afdelingen som du mener 

kan have påvirket resultatet, fyringsrunder, ekstra sygdom osv som kan have givet fx ekstra 

ventetider eller lign? 

- Nej, altså der er sommerferie, men det har ikke påvirket ventetiden for dem som sidder her, og de 

fleste af dem der kommer akut ved godt at de vil have ventetid, eller kan have det i hvert fald. Det 

er ikke det der er slemt, det har ikke fyldt meget. 

Hvordan synes du kommunikationen foregår internt? nu mener jeg ikke kun om den foregår godt 

eller dårligt, men hvordan foregår det rent praktisk hvis I skal dele noget med hinanden, har i 

afdelingsmøder eller hvordan hvis der er vagtskifte og information skal deles? 

- Nu sidder vi i ambulatoriet, så vi har ikke vagtskifte, det jeg ikke selv når i dag, det følger jeg selv 

op på i morgen, så på den måde kommunikerer vi meget med os selv, men i de forskellige 

faggrupper har vi møde hver morgen, både hvor vi tager hvad der er af problemer, men også hvad 

dagen bringer hvis der skulle være noget specielt. Ellers har vi tværfaglige møder en gang om ugen 

med lægerne, og en gang om måneden med sekretærerne. 

Hvor mange er I til de her møder? er det hele afdelingen der er med? 

-Det er de tilstedeværende på arbejde som typisk er de sygeplejersker der er på arbejde og så de 

læger der evt måtte være her, som igen er primært på første reservelæge og overlæge niveau. 

Og hvordan foregår de? altså er der en struktur for hvordan I holder dem? er der en dagsorden? 

-Sekretærmøderne prøver vi at lave en dagsorden til hvis der er noget vi skal huske at snakke om, 

ellers er de ganske ustrukturerede, hvor altså lægemøder det er mest behandlingsmøder hvor vi først 

tager og diskuterer de enkelte patienter der måtte være problemer med eller som skal have en 

behandling og så tager vi hvad der er af nyheder, altså hvis der kommer noget ny medicin eller hvis 

der er nogle andre blodprøver der skal tages, så vil de blive taget [op til diskussion] der også. Ellers 

kommer alt andet ud på mail, af nye ting og andre retningslinjer, altsammen på mail. 

Og det får I allesammen samlet ud på mail? 



Page 112 of 134 
 

-Allesammen på samme tid ja. 

Hvem er det der sender de mails ud? Er det Lene? 

-Det er typisk, at de nyheder der kommer, kommer fra oversygeplejersken, som er hende der sidder 

for det samlede, og hvis det er fra lægelig side så kommer det som regel fra sekretæren som har 

lavet det for den pågældende læge der har bedt om at få det gjort. Lene det er mere når vi holder 

vores afdelingsmøder, så laver vi en dagsorden, men den kan vi [selvfølgelig] godt lave sådan.. ikke 

nødvendigvis på mail. 

Okay. Afdelingsmødet, er det så det faggruppemøde I har hver morgen eller hvad for et af dem er 

det? Er det et der bare bliver sat på? 

- Det bliver bare sat på ja, det er sådan noget vi planlægger [efter behov]. Det vi har hver morgen 

det er sådan lige med en opdatering, er der noget nyt vi lige skal huske eller sker der noget i dag vi 

lige skal snakke om, eller det her det gjorde vi galt igår osv. Det er sådan en lige her og nu briefing 

hele tiden, så vi hele tiden får redet det ud der er.  

Det vil sige at afdelingsmødet der er sådan mere langsigtet og mere struktureret? 

- Det er langsigtet og mere struktureret ja. 

Ingen struktur er jo også en struktur, det er jo en organisk måde at arbejde på? 

- Jo, den største struktur er jo at vi er der hver morgen halv ni, altså, det er ikke altid vi er lige gode 

til det, det afhænger af hvad man lige sidder i, men det er hver morgen halv ni og der folk at nu er 

det altså nu vi lige sidder og drikker vores kaffe og lige tager dagens briefing, men vi er her også 

næsten allesammen hver dag, så det er meget nemt at gøre hele tiden. 

Og hvor mange var det I var sådan cirka? altså hvor mange er I med til de der møder om 

morgenen? 

- Vi er 7.. 8, 8 tror jeg vi er når vi her allesammen. 

Det vil sige I er langt flere når vi snakker de tværfaglige møder? 

- Der er vi langt flere. 

Og hvad med sekretærmøderne? 

- Så er vi også.. så er vi pludselig 6 sekretærer oveni hvis alle er her. Har man fri kommer man ikke 

ud til dem, så skal der virkelig være krise på bordet! Men så bliver det også kaldt som et struktureret 

møde hvis det er noget man SKAL komme til. Både pr mail og pr [verbal indkaldelse] "nu har vi 

møde!". 

Okay, men dvs eller får I alt hvad der generelt handler om nyheder og ting alle skal være 

opmærksomme på, det får I på mail? 

- Det er mail det hele ja. 

I har hver jeres mail så? eller er der en afdelingsmail I allesammen tjekker eller hvordan? 
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-  Vi har hver vores mail, som vi i princippet har ansvaret for at kigge minimum en gang om ugen, 

hvis ikke man kan komme til det hver dag. 

Hvem afgør hvad der skal deles og ikke deles, er det oversygeplejersken? nu tænker jeg i forhold til 

information, hvad I skal have af vide som sygeplejersker.  

- Det er en aftale mellem ledelsen og Lene i første omgang, og så kommer det videre til os. Hvis det 

er noget de har internt så kommer det ikke videre til os. 

Og det går jeg ud fra hun får [informationen] på sine egne møder? 

- Det får hun på egne møder ja. Hun har ledelsesmøde en gang om ugen også mener jeg det er. Jeg 

kan så ikke huske hvor tit de har med topledelsen. Jeg tror det er en gang om måneden, tværfagligt 

møde for hele afdelingen. Og så bliver de jo tit kaldt over i direktionen, det er så noget hvor de så 

bliver briefet. 

Og det er ikke noget der sker fast? 

- Nej, hvis topledelsen bliver kaldt over til direktionen så er det bare når der er noget, så dukker de 

op derovre. Jeg tror nok også de har deres månedlige "nu skal vi lige briefes om hvordan det står 

til"- møder. sådan noget med; hvordan er budgettet og sådan noget. 

Står hun [Lene] for at holde noget budget, eller er det noget ledelsen over jer gør? altså har I 

ligesom noget I ved I skal holde jer indenfor? 

- Altså Lene har en budgetramme for vores timer. hvad vi bruger af ting og sager, det ligger over 

hende. Hvis vi bruger for meget så får hun det af vide, hvis hun skal gøre noget. 

Men ellers er der ikke nogen restriktioner i lægger mærke til i dagligdagen? 

- Arh, altså hun skal holde de timer vi har, og der er ikke flere timer end hvad der er, så det er det. 

Skifter I så rundt på hinanden hvis nogen får for mange timer? eller kan I tage overarbejde osv? 

- Nej, vi har ikke overarbejde her. Altså vi kan godt have et kvarter eller en halvtime, men det er 

ikke noget vi har som sådan. vi har ikke vagter hernede, altså vi går allesammen vagt oppe i 

sengeafdelingen, men det er ikke noget vi kan ændre, det er ikke noget vi får færre eller flere timer 

til.  

Okay, så det er skemalagt det hele? 

- Fuldstændig, fuldstændigt rullet plant derudaf. 

Jeg har lagt mærke til at der er flere af spørgeskemaerne hvor patienterne gerne så at de havde den 

samme læge igennem hele forløbet, og så ville jeg i den forbindelse bare gerne høre hvordan det 

foregår med de skiftende læger. 

- Altså de faste patienter, som er i et fast forhold [patient forløb], har også en fast læge, problemet 

opstår med de akutte, for de bliver set af en akut vagtlæge og når de så kommer til svar så er det en 

anden læge der typisk giver dem svaret. Og det er noget vi arbejder på  men det er svært at 

arrangere når de går i vagter vores små læger [reservelæger]. Det er først når man får en regelret 

diagnose og man skal tilses jævnligt at de bliver set fast af den store læge [overlæge]. Så længe de 
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kommer ind akut og er i de akutte forløb, så er det desværre den vagt der er her [som de får om læge 

på det tidspunkt]. 

Men det vil sige at ellers, ved deres normale forløb der har en fast læge tilknyttet? 

- Ja, hvis det ikke er noget akut og den læge de har er her, så ja. altså hvis de er her og får af vide at 

de skal have en tid tre måneder frem, så bliver det deres kontaktlæge de bliver sat til hos. Men det er 

når de ringer akut eller kommer akut eller som ny [at lægerne skifter]. 

Okay, det var rart at vide da det ellers kunne virke som om man altid havde skiftende læger, så det 

ville have været forkert at konkludere at en patient ikke får den samme læge gennem hele sit forløb, 

for det gør de med mindre de kommer akut. Men det vil sige at I arbejder altså på at se om der kan 

laves et eller andet [omkring de skiftende læger for akut patienter]? 

- Vi ser på om vi kan blive bedre til at tilpasse ja, men igen der er vi underlagt at de kører i vagter, 

lægerne, og bytter en del indbyrdes fordi de skal have vagten til at hænge sammen. 

Okay, og I har ingen indflydelse på hvem der er hvor og hvornår? 

- Desværre ikke nej, og det er [fordi der] hundrede procent skal være belagt på sengeafdelingen 

først, så de har deres læger i vagtberedskabet, også dem der dækker skadestuen, at de står dernede. 

Så det vil sige at der altså er nogen der ligesom trækker prioritet over jer, når det gælder 

bemanding, der er noget der skal være på plads inden der bliver set på hvem der får lov at komme 

på vagt hernede [på inf.med. ambulatoriet]? 

- Altså vi får en hver dag, men de kører i "rul" [rullende vagtplaner], som er underlagt af at de skal 

holde de vagter de skal have, så om de er her mandag eller torsdag, det er underlagt af om de har 

weekendvagter eller nattevagter. Så de små læger [reservelæger] kører ikke et fast "rul" hernede. De 

store [overlæger] har allesammen deres vanlige dage, hvis du er overlæge om mandagen så er du 

altid overlæge om mandagen hernede.  

Okay, så det vil sige at det kommer an på hvor langt "oppe" [af rangstigen] man er? 

- Ja, det gør det. 

Har i nogen sikkerhedsforanstaltninger som sikrer at al information kommer videre i systemet? nu 

tænker jeg på hvis man kommer ind akut og bliver tilset af én læge, og det så er en anden læge der 

skal give svar, hvordan sikrer I så at der ikke sker tab af information? 

- Alt bliver dikteret, og alle ordinationer bliver skrevet ned. De sidder og taler [til en elektronisk 

diktafon tilsluttet deres computer], og så ryger det direkte ind i systemet og så er der en sekretær der 

skriver det ud, så med mindre de glemmer at gemme så er der altså ikke noget der går tabt. 

Så sekretæren sidder altså og transkribere det bagefter og kommer det ind på [patient] journalen? 

- Ja. Hun kunne i princippet godt sidde i Rusland, for det er jo noget der bliver hentet ned fra nettet, 

men de sidder her lokalt også. Men alle ordinationer bliver skrevet også i hånden. Så går de ud til 

den der udfører ordren, om det så er en sekretær der skal bestille noget eller det er os som 

sygeplejersker der skal bestille noget [varierer]. Og det er stadig fordi når lægen dikterer det ind, så 

går der lidt tid før det kommer tilbage til os igen, så for ikke at patienten skal vente så bliver de 

håndskrevet, de aftaler de har lavet også. 
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Et underspørgsmål til det var hvad sygeplejerskernes rolle var i den forbindelse [med at sikre 

informationen], men den er ikke noget videre så hvis det går direkte ind på computeren? 

- Det har jeg ikke noget med at gøre nej, til gengæld udfører jeg de ordinationer lægen har og giver 

tiderne og sender dem til blodprøve eller laver de undersøgelser [der er behov for] og udlevere det 

der skal, men skrivningen har jeg ikke noget med at gøre fra lægens side af. Jeg skriver selv det jeg 

selv laver med de patienter jeg selv ser. 

Er i her allesammen hver dag hele ugen [af dem der arbejder i afdelingen]? 

- Næsten, når vi har vagter har vi vores fridage, men ellers er vi her hver dag allesammen. Så er der 

dem der kun er ansat på 35 eller 32 timer har jo en ugentlig fridag i forhold til [andre], men altså 

ellers er vi her allesammen hver dag.  

Har i nogen måde at kommunikerer med dem på hvis der er noget de skal vide, eller kommer de 

bare til det næste faggruppemøde om morgenen? 

- Ja [de kommer bare til næste faggruppemøde]. Og igen kører vi i teams, det er de samme læger 

[overlæger] der har de samme sygeplejersker. Der var en periode hvor det også var de samme 

sekretærer der også skrev, men efter at det nu ryger direkte i systemet så skriver de lidt mere løst 

afhængigt hvor de kan se der lægger noget der skal skrives. 

Okay, så det vil sige at I er altså sat sammen i et team med en bestemt overlæge? 

-Ja. 

Og det er noget der bare er bestemt? 

- Det er noget vi selv har bestemt. 

Altså hvilket team I vil arbejde i eller? 

- Vi prøver at sætte folk sammen så de kan kommunikere sammen, sådan så man også er lidt i kemi 

med dem man går sammen med. Men ellers bliver man sat ind i et program og det følger man, så 

hvis man kommer som nyansat så overtager man det som den forrige havde og hvis det så ikke går, 

så bytter vi rundt. 

Så det vil sige man får en plads og hvis man så ikke er tilfreds med den, så skifter man rundt som 

der nu er mulighed for det? 

- Ja, altså tilfreds kan man ikke sige, men hvis ikke man synes man kan i kemi med den læge [man 

er blevet sat sammen med], så bytter vi rundt. 

Har i nogen værktøjer til kommunikation? har i hvis nu i synes der er et problem, har I så nogen I 

kan gå til andet end Lene?  

- Altså vi har en tilsynsmand, hvis vi har problemer, men det er sådan mere problemer med det 

personlige. Hvis det er fagligt, så er vi så lille en gruppe, vi er her allesammen hver dag, vi snakker 

okay sammen. Så hvis der er noget så tager man det når man sidder [i det]. eller også næste morgen, 

hvis det er sådan midt på dagen så tager vi det næste morgen. Men det kan kun lade sig gøre fordi vi 

er så lille en gruppe og fordi vi er her allesammen. Og ellers, hvis det er et problem man ikke synes 

man vil tage op med andre, så er det Lene, så er det en aftale man laver med Lene og tager den der, 
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og så må hun bringe den ud enten til den person det skal rettes mod eller også i større [forsamling] 

når vi er der allesammen. 

Det vil sige Lene laver altså konfliktløsning hvis der er brug for [sådan] noget? Så er det hende 

man går til? 

-Ja. 

Ved du om hun har nogen forudsætninger for det? nu ved jeg ikke hvordan hun er blevet 

oversygeplejerske. 

- Hun har en ledelsesmæssig uddannelse. og 30 år på bagen, så der må også lægge nogle 

kommunikationskurser bag. 

Er det en hun har taget efter hun er blevet afdelingssygeplejerske? kan man vælge det undervejs når 

man er blevet sygeplejerske? Har i mulighed for ekstra kurser? 

- Jaa, jeg tror faktisk i gamle dage hvor Lene er fra kunne man godt vælge at sige at nu vil jeg på 

ledelseshøjskole, så skulle man betale det selv. man blev typisk ansat et sted og hvis ikke man 

havde den så fik man den der hvor man var ansat [ledelsesuddannelsen]. men i dag ved jeg faktisk 

ikke hvordan de gør. 

Okay, jeg tænkte også mere om, hvis du nu pludselig fik lyst til at være afdelingssygeplejerske, om 

der så ligesom var et forløb du kunne melde dig til. 

- Altså så er der nogen forløbsmoduler med noget uddannelsemæssige ledelsesting, dem man 

mangler dem kan man så tage enten i moduler eller også som en hel årelang uddannelse, hvor man 

siger nu er jeg simpelthen væk et år for at gå på videre kursus. typisk er det så vidt jeg husker mere 

modul opdelt i dag, hvor man tager mange moduler og er væk  en periode.  

Har I nogen steder I kan få hjælp hvis I nu synes der er et behov for at ændre arbejdsgange, eller 

hvis der er noget hvor I siger "det her det fungerer overhovedet ikke, det er smartere at gøre sådan 

her", er det noget I bare styrer selv eller er der nogle retningslinjer i skal holde jer til? 

- Jeg tror primært det er noget vi styrer selv, og noget vi tegner os til rette med, det er jo ikke altid 

vi er enige. Vi er jo tit i konflikt med nogen der synes vi skal gøre det ene og nogen der synes vi 

skal gøre det andet, men jeg synes sygeplejerskegruppen er meget enige. Det er lidt mere svært at 

blive enige på det tværfaglige plan. Så er det typisk lægegruppen vi har konflikter med, men det 

bunder typisk i at lægerne har forskellige specialer de brænder for, og allesammen synes deres egne 

ting er de vigtigste. det er typisk oppe i sådan nogle ting når vi snakker om det [konflikter med 

lægegruppen]. Der prøver vi at lave en konsensus om hvordan vi gør det og så når den konsensus 

bliver fulgt så kan den enkelte sådan set selv styrer hvor meget de synes der skal med ind over af 

deres egne ting, men konsesusen skal følges. 

Og hvis det ikke kunne lade sig gøre, hvad ville så være næste skridt for jer hvis vi siger I 

overhovedet ikke kan blive enige? 

- Det tror jeg ikke jeg har prøvet. Men ellers er det jo proffessoren der til sidst er ansvarlig for hvad 

retningslinje der skal lægge her, som så udstikker den retningslinje der så skal følges. Han vil være 

den der skærer igennem og siger at vi har en beslutning for at det her forløb skal rumme "sådan" og 

sådan". Igen, så er det her et ambulatorie, så vi kører meget i regimer, pakkeløsninger kan man 
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kalde det. Hvis du har én diagnose, så er det den [specifikke] pakke du følger og de tilbud der ligger 

i den. 

Og hvis nu der skulle ændres i sådan et forløb, så er vi igen "oppe" [i hirakiet]? 

- Så er det typisk noget... ja, fordi professorerne mødes tværfagligt i hele landet og lægger selv 

konsensus om hvad skal det her pakkeforløb indeholde. 

Så det er ikke noget Hvidovre [hospital] selv bestemmer? 

- Det kan vi sagtens selv bestemme, men hvis man kommer med en diagnose af den type [inf.med.] 

så er der gerne på landsplan en ide om at hvis man har den diagnose så skal man tilbydes de 

[bestemte typer] blodprøver og de undersøgelser og de scanninger. Og så kan eget hospital godt 

belsutte jamen så har vi en læge der laver et projekt med [for eksempel] D-vitaminer, så kan man 

lave lidt mere på det, men sådan overordnet set er landet så lille, at går man her på Hvidovre 

[hospital] så får man samme behandling som man gør inde på Riget eller Skejby. Det er fordi vi er 

et lille land og en lille diagnose enhed. 

Er I som afdeling sat ind i hvad den overordnede strategi er for Hvidovre [hospital]? og hvad de 

har af værdier? 

- Dem har vi allesammen ja.  

Hvordan har I fået det? 

- Dem får man når man bliver ansat og så er man igen forpligtet til hele tiden at følge op på når der 

kommer nogle nye værdi forløb og nogle fokus områder.  

Og hvordan får I dem? 

- På mail, og hvis der er nogle helt nye værdi forløb så bliver der indkaldt til informationsmøde. 

Men igen, typisk kommer det igennem når ledelsen har været til direktionsmøde, at nu skal man det 

næste halve år have fokus på diæter eller fokus på rygestop eller hvad der nu måtte være.  

Hvordan med de organisatoriske værdier, altså sådan noget som fx medmenneskelighed eller hurtig 

behandling eller hvad det nu kan være? 

- Dem bliver du sat ind i når du bliver ansat og så kommer de løbende ud hvis der kommer noget 

nyt, så kommer de ud, igen via direktionsmøder som så kommer videre ned til os andre. Nu bliver 

vi så fint akkrediteret i forhold til hvad resten af landet gør, så der udstikkes hele tiden nogen fokus 

områder der skal være på hele landet. Det kan være banale ting som fx husk at patienterne skal 

skrive under, men det skal så kunne dokumenteres at man husker sådan nogle ting. Det kan skifte 

lidt, men værdierne for hospitalet ligger selvfølgelig fast. Det er nogen du får med dine 

ansættelsespapirer og du bliver informeret om når du kommer her, hvilke værdier hospitalet har. og 

hvis der er ændringer til det så er det noget vi bliver sat ind i løbende. 

Hvor nemt er det for jer at gå videre hvis I har nogle problemer? Nu er der selvfølgelig Lene, men 

kunne I i princippet gå videre hvis nu vi [som eksempel] siger at det var en helt horribel 

afdelingssygeplejerske, kunne I så gå udenom hende hvis det var et problem? 

- Så ville jeg nok lade min tillidsmand gå til oversygeplejersken, men igen, vi er så lille en gruppe 

her og vores oversygeplejerske er her flere gange hver dag, hvis der er et eller andet man synes der 
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er helt åndssvagt så kommer det altså bare ud. igen er det fordi vi er så lille et sted [inf.med.amb.], 

så altså vi ser ledelsen hver dag og vi er her allesammen hver dag. hvis du er i en kæmpeafdeling 

hvor du har både vagter og rigtig meget personale så tror jeg det er sværer. Tror helt klart også at 

det giver et boost at vores ledelse hver dag kommer og siger godmorgen og kommer forbi her og 

støtter op på det. Hvis der var flere ledere og man aldrig så dem, så igen bliver det så meget 

sværere. 

Er det både Lene og oversygeplejersken der er her hver dag? 

- Lene er her og arbejder ligesom os andre hver dag og oversygeplejersken er her også hver dag og 

går til den samlede konference med lægerne derovre hver dag og briefer så os tilbage hvis der er et 

eller andet vi skal vide, fx "i dag kommer der to [patienter], dem skal i tage jer af" eller "de har 

indlagt en oppe i [senge] afdelingen I er nødt til at hjælpe" eller hvad det nu måtte være. 

Det vil sige at I har mere "hands on" med jeres nærmeste ledere end det måske er tilfældet i en af 

de større afdelinger? 

- Fuldstændigt, ja, det er helt klart. Også fordi de "bor" i afdelingen her og er lige i nærheden. Det 

var noget andet hvis de sad langt væk på en ledergang. 

Hvor mange var det I var på arbejde af gangen hver dag? var det en 7-8 stykker? 

- Ja,en 7-8 stykker men så laver vi forskellige ting, altså af de 7-8 stykker der jo Lene som er 

afdelingssygeplejerske. Så er vi 1 sygeplejerske der sidder med et pakkeforløb i øjeblikket som er 

trukket ud. 

Og når du siger hun er trukket ud, hvad menes der så? 

- Dvs hun laver noget helt andet end vi andre gør, med sine egne patienter. Og lad mig se, så er vi 4 

sygeplejersker ansat som basis hvoraf den ene først starter nu her. Så vi har været 3, og så har vi 2 

sygeplejersker som kører i en funktion der hedder "udkørende", dvs vi har kun én af dem hver dag, 

hver anden dag laver de noget andet, så dem har vi kun en af hver dag. Og så har vi 2 projekt 

sygeplejersker som laver helt deres egne projekter. Nu har jeg helt mistet tællingen. [interviewer 

remser op].. Så er vi 10 med Lene. 

Kan du mærke forskel på kommunikationen alt efter hvem er er på arbejde? 

- Det er meget meget få udsving vi har her, det er meget meget få. Udsvingene går på hvordan man 

går i kemi med dem man er her sammen med. med mindre vi allesammen er her samlet set så er 

udsvingene kun lige med dem du har den nærmeste kontakt med de dage du er her. 

Hvor er resten [af personalet] så henne, er de i andre afdelinger? nu tænker jeg mest på at du bad 

mig tage ca. 50 spørgeskemaer med, hvad inkluderer det så? 

- Det inkludere de læger og sekretærer som vi også har [tilknyttet afdelingen]. 

Modtager I nogen kurser eller former for træninger eller oplæring i kommunikation? 

- Der ligger kommunikationskurser på vores interne uddannelses mappe man kan melde sig til, som 

er nogle kurser der ruller hele tiden, altså hvert år så kommer der nogen igen. 

Det vil sige det er nogen I selv kan melde jer til løbende? 
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- Ja. Men det kan selvfølgelig også være at melde sig til at blive rygestops [røgfri], så lærer man 

også hvad man skal sige i forhold til at motivere folk til at holde op med at ryge, eller den akutte 

syge eller den kroniske syge. 

Nu mente jeg om I har noget helt specifikt til hvordan I kommunikerer med hinanden [ansatte 

imellem]? 

- Jeg tror ikke vi har noget, men jeg tror der ligger noget i vores efteruddannelse, der mener jeg at 

man kan tage et kursus i det. Men det er ikke noget vi skal tage. 

Det er altså noget I selv kan bestemme om I vil melde jer til eller ej? 

- Ja. 

Er det nok synes du? Ville du hellere have der var noget andet? skulle det være på en anden måde? 

- Jeg er nok ikke den rette at spørge for jeg hader sådan nogle kurser. 

Det i sig selv er jo en god pointe, hvis vi sagde at du skulle lære noget omkring kommunikation, 

hvordan skulle du så lære det hvis du siger det ikke siger dig noget med kurser, hvordan skulle det 

så være? 

- Ja det er nemlig det.. Jeg plejer at sige sådan et det er "learning by doing". altså hvad virker for én 

og hvad virker ikke for én i forhold til hvilken personlighedstype man sidder overfor. Og jeg er nok 

den første til at indrømme at jeg hader kommunikations- eller andre kurser hvor man skal sidde og 

lave rollespil. For mange af de kommunikationskurser det er jo noget med rollespil og observationer 

og hvordan reagerer man overfor hinanden, hvor jeg nok mere har lært mig selv ved at sige at det er 

"learning by doing", altså hvad virker når du sidder med en type patient, hvad virker så og hvis du 

sidder med en anden hvad virker så. Og det afhænger også af hvad baggrund kommer den patient 

fra man sidder med i forhold til om det er en misbruger fra Vesterbro eller det er "pelsfruen", altså 

du taler på en forskellig måde til dem.  

Ja, men jeg tænkte på det kunne jo godt være man kunne sige at hvis man skulle lærer noget så 

skulle det hellere være ved at der sad en eller fulgte en rundt fx, eller observerede og så sagde 

bagefter "har du tænkt over at du siger sådan i stedet for sådan?" [til patienten/medarbejderen] 

- Jeg tror jeg måske bedre jeg personligt ville få noget ud af, at sige hvorfor gjorde du sådan og 

hvorfor handlede du sådan, osv. 

Mener du der bør være en overordnet plan for hvordan kommunikationen bør foregå? nu mener jeg 

om du synes der burde være nogle retningslinjer for hvordan man skulle kommunikere i 

afdelingerne? nu tænker jeg ikke kun på her, men på hele hospitalet? 

- Snakker du beskeder til hinanden eller kommunikation overfor patienterne? 

Jeg mener mellem hinanden [som ansatte]. 

- ja, fordi mellem hinanden synes jeg faktisk det fungerer rigtig godt med de mails [se tidligere]. 

hvis man skal have noget personligt at vide så foretrækker jeg at få det af vide face-to-face, men 

alle de der beskeder med at "nu skal I huske at gøre sådan og sådan" eller "toilettet løber der" eller 

"Nu skal der være nogle nye papirer", det synes jeg er fint nok at få det per mail. 
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Og sådan fungerer det også hvis I skal snakke med andre afdelinger? altså at det hele foregår på 

mail? 

- Ja, og hvis det er noget der sådan skal kommunikeres ud, så får Lene det til[sendt] for at informere 

os andre. Så meget får Lene per mail og så siger hun det ud til os i vores [møder] når vi sidder der. 

Og det er rigtig meget der kommer, der er meget hvor der skal printes ud og hvor man huske at sige 

[for eksempel] "husk nu der er lukket på fredag" eller "husk nu at der er kommet en ny prøve der 

hedder sådan" eller "prøven skifter nummer til sådan". 

Når I så får det at vide, skriver I det så ned eller har hun [Lene] skrevet det ud som noget der kan 

hænges op et sted? jeg tænker kan I overhovedet huske alle de ting der så bliver givet videre? eller 

har I en mulighed for lige at sige "hov hvad var det nu det nummer var?"? 

- Jeg tror vi arbejder så meget med det at det bliver husket. altså hvis en blodprøve ændrer navn.. vi 

bruger den jo tyve gange hver dag allesammen så det kommer hurtigt ind at sidde, og ellers har vi 

en opslagstavle til de alt, hvor de mest vigtige ting kan hænge. Plus at vi har også en kasse hvor de 

ligger i mange af de der beskeder, så er man selv ansvarlig for lige at huske at få læst det der ligger, 

og kan man ikke genkende det der lægger øverst så er det nok fordi du ikke har læst det. Men det er 

igen også fordi vi er sådan en lille afdeling, vi snakker altså ufatteligt meget om de der ting. 

Du mener at I har meget kommunikation med hinanden omkring hvad der skal foregå? 

- Ja, ja det har vi. 

Det her ved jeg ikke om du ved noget om, men ved du om Lene har noget med selve 

uddannelses"armen" af Hvidovre [hospital] at gøre? 

- Lige netop den har Lene ikke meget med at gøre, men efteruddannelse af vores egne i eget 

speciale, der sidder hun med i styregruppen for hvad skal vi efteruddannes til, men den er helt 

speciale målrettet på vores afdeling og på [at] få vores personale dygtigggjort indenfor vores egne 

specialer, og den sidder hun med i styregruppen af.  

Så hun er med til at afgøre hvad I skal oplæres i? 

- Ja, de har nogle møder et par gange om året, hvor de siger hvad fungerer godt og når nu nye hold 

skal igang hvad har så været god undervisning og hvad er blevet godt evalueret og hvad mangler vi? 

Men det vil sige det er altså noget I skal på så? Det er ikke noget I får noget valg til? 

- Altså man kan godt sige nej, men det forventes vi har den efteruddannelse når man har været her 

nogle år, at man så siger ja til det her tilbud, som foregår over 6 uger hvor man bliver trukket ud af 

afdelingen og sidder på et CVU sted. 

Okay, for jeg ved at uddannelses"armen" de styrer ligesom sig selv som en lille virksomhed, og jeg 

har læst de kan "komme ud" med noget konsulent hjælp hvis I vil have det. Har I nogensinde 

benyttet jer af det? 

- Det ved jeg faktisk ikke. Vi har sommetider haft "tema-dage" ovre i uddannelses afdelingen hvor 

de så er behjælpelige med at de ting vi skal bruge er der. 

Tema-dage, er det noget der er relateret til efteruddannelse? 
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- Nej, det er har bare været, hvis nu der fx skulle implementeres en ny "hvordan kommunikerer vi 

med hinanden".. vi var allesammen på sådan noget kommunikation sidste år, hele afdelingen skulle 

afsted, med hvordan kommunikerer vi fx de "dårlige" [meget syge] patienter til hinanden, hvad skal 

vi sige og hvad er irrelevant, altså hvis man ringer med en dårlig patient så skal man huske at sige; 

måske ikke så meget hvad vedkommende hedder, men hvem det drejer sig om, hvor gammel er han, 

hvad er problemet og hvad er hovedårsagen til at man er her. er det noget akut eller noget mindre. 

Der var vi allesammen igennem hvordan bliver vi bedre til at sige de vigtigste beskeder til hinanden 

uden alt det fyld. Det foregik på selve uddannelsesafdelingen hvor vi allesammen kom over en 

eftermiddag tværfagligt i grupper, og sagde hvad er relevant når man skal sige noget, hvad er vigtigt 

og hvordan gør man det. Altså identificere problemet uden at komme med hele sygehistorien fx.  

Var det mest i forhold til hvis I skulle snakke med nogen i en anden afdeling eller indbyrdes? 

- Altså hospitalets mening var jo at sådan skulle man kommunikere allesammen, men primært er det 

jo mest indbyrdes det fungerer fordi det er der vi snakker rigtigt meget hele tiden. 

I har ikke så meget behov for at kommunikerer om jeres patienter til andre afdelinger? 

-Nej, men altså hvis der er noget akut nede,med at patienter skal på leverafdelingen fx, så er det jo 

min [eksempel som patient] læge der skal ringe derned og så skal han jo kommunikere klart og 

tydeligt.  

Når vi snakke om kommunkation mellem jer som ansatte, hvad ser du så som de stærke og svage 

sider? Er der noget du synes I burde blive bedre til eller det her har vi bare fuldstændig styr på.? 

- Det skal jeg lige tænke over. 

Det her er mere et personligt menings-spørgsmål, hvis du siger Lene er jeres line-manager, synes 

du så det er hendes job at sikre at I kommunikerer ordentligt internt med hinanden? 

- Jeg har en forventning om at hvis nogen er svært sure eller ikke gør hvad de skal eller hele tiden er 

bagud, at det så er Lene der tager det op og siger hvad er det lige der trykker her. 

Du mener at hun skal have "fingeren på pulsen"? 

- Ja, jeg har en forventning om at hvis der er en der altid kommer for sent for eksempel, at Lene så 

lige griber fat og siger "de der 10 min hver dag, de skal rettes op på!" eller... nej jeg ved det ikke, 

det er ikke noget vi bruger her. Vi er heller aldrig syge. Den er lidt svær igen fordi vi er så lille en 

gruppe, jeg tror man føler meget mere ansvar når man er en lille gruppe end at man kan gemme sig i 

en gruppe på 50. Og dermed tror jeg også vi er meget godt opdateret allesammen fordi at du kan 

altså ikke, ikke være opdateret i din medicin givning, det ville slå sig igennem på en halv time hvis 

der lige blev rykket at det kan du ikke finde ud af, eller at man ikke kan huske et blodprøve 

nummer, indenfor en halv time så har du problemet og må spørge "hov hvad er der sket her?". Vi er 

så lille en gruppe så du kan altså ikke gemme dig mange halve dage før at nogen siger "hov". 

Så du siger altså at der måske er mange problemer som bliver taget i opløbet inden de bliver et 

problem hvor Lene ellers skulle have været inde over? 

- Ja, det tror jeg, fordi der går ikke lang tid her. Du kan heller ikke gemme dig i mængden af at nu 

skal du have 4 nattevagter så jeg behøver ikke høre efter hvad dagholdet skal lave denne uge her, 

det har vi ikke. 



Page 122 of 134 
 

Kan du huske da du tog din uddannelse til sygeplejerske, om I havde nogen kommunikationsfag 

der? 

- Den [uddannelsen] er jo meget gammel. Jeg kan ikke huske hvad det hed, men vi havde rollespil, 

med hvordan husker man, hvordan en fjer bliver til fem høns osv. Jeg kan ikke huske at jeg har haft 

et kommunikationsfag, men det har ligget i blandet ind i den almindelige undervisning.  

Det har ikke været nogen større ting i afdelingen, fyringsrunder eller andet, der kan have påvirket 

mentalt i afdelingen [i forhold til hvordan man behandler patienterne]? 

- Vi har haft mange fyringsrunder, vi har skruet rundt på timerne mange gange, jeg tror alene sidste 

år havde vi 4 fyringsrunder. Som tit og ofte munder ud i at vi får flyttet på nogle timer. altså at vi fik 

færre timer.. [lang pause] altså mange af de besparelser vi har lavet har vi lavet på at vi 

[sygeplejerskerne] laver noget mere. Så der er givet nogle flere ting vi skal lave og nogle flere ting 

vi skal nå. men derudover så går vi jo også oppe i sengeafdelingen, og så flytter man sommetider 

vores timer, på et tidspunkt hvor vi skulle spare en person flyttede man vores timer [officielt] 

hernedefra ovenpå, fordi vi er ansat til at være oppe i afdelingen hver 8. uge, eller hver 8. weekend 

er vi ovenpå. De timer har vi så trukket ud af vores timer hernede og lagt ovenpå. og på den måde er 

det jo en besparelse i timer hernede i og med at de bliver lagt ovenpå [i sengeafdelingen]. Vi har 

altid været ovenpå, vores timer har bare været fordelt anderledes, så man har rykket vores timer til 

at figurere i vores system hernede til at de figurerer hvor vi reelt arbejdede. Så besparelsen kom til 

at ligne at vi havde besparelse på 24 eller 32 timer men som så er blevet flyttet op i den 

sengeafdeling man er i. Men bortset fra det så har vi fyret en hernede for 2 år siden hvor der skulle 

vælges en til at fyres så det svarede til 35 timer tror jeg det var. 

Men det vil sige at der har altså ikke været noget i år af den slags? 

- Nej de fyringsrunder vi har haft, eller besparelser hedder det i øjeblikket, de besparelser vi har haft 

i år, de ligger efter at vi har produceret det der skulle produceres. 

Så I har altså bare fået lov at løbe stærkere? 

- jaa, eller også som i øjeblikket hvor vi skal producere mindre for at få det til at følge med, med 

den normering vi har. på den ene side så er det godt vi laver meget, men det vi laver koster så også 

penge. altså hvis vi tager 10 ekstra patienter ind, så skal de ha taget blodprøver og de skal scannes 

og de skal have en eller anden undersøgelse, og det koster penge. Så det er ikke bare billigere at 

tage flere patienter ind, for det koster også penge det de skal. 

Har I en normering på at sige nu bliver vi nødt til ikke bare at tage alle ind? har I et sted hvor vi 

siger nu har vi ikke plads til flere? 

- Ja, vi har et antal besøg vi skal nå, og vi skal heller ikke overskride det, vi skal helst ramme det 

antal besøg vi er sat til. 

Og hvordan klarer i det, kan i styre det undervejs? 

- Det styres af vores ledelse når de går til ledelsesmøde over i direktionen; nu har vi produceret for 

lidt eller nu har vi produceret for meget. 

Kan I så justere det bagefter? kan I påvirke det på nogen måde? 
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- Vi har blandt andet gjort det, at før i tiden så vi vores kerne-patienter 4 gange om året, hvis de er 

velbehandlet, ser vi dem kun to gange om året nu. og det er rigtig mange besøg vi så har "sparet" 

der. 

Men kan de så stadig godt komme flere gange hvis der er behov for det? 

- Så er det de kommer i det der hedder akut, hvis de pludselig kommer udenfor deres tid fordi de 

tror de har lungebetændelse, så kommer de akut, og så er det også der vi ikke kan love dem at de 

nødvendigvis ser deres faste læge. 

Føler du at der bliver lagt speciel vægt på engagement fra Hvidovre hospitals side? altså om 

ledelsen ligger vægt på at I skal være engagerede i jeres arbejde? 

- Jeg ved ikke om jeg føler der bliver lagt speciel vægt på det, men du kan ikke arbejde i det 

speciale du nu engang er i uden at være engageret i det. Jeg tror ikke på du kan gå på arbejde nede i 

operationsafdelingen hvis ikke du kan lide at operere. Altså jeg tror der er så meget pres på i dag, så 

hvis ikke du brænder for det du laver så yder du ikke nok, og igen, så skinner det igennem at du 

ikke føler dig tilpas der hvor du er. Man kan ikke arbejde her og så hade de patienter vi har, så kan 

man ikke være her fordi vi har så massivt mange af dem hele tiden. Det er så koncentreret, så hvis 

ikke du brænder for det du laver så skinner det igennem og så tror jeg heller ikke man har det godt 

her. og i og med at vi er her hver dag allesammen og har så meget kontinuitet, så tror jeg heller ikke 

på at man ville kunne trives her. Det er jo ikke som i en sengeafdeling hvor du potentielt, hvis der er 

en du ikke kan lide at arbejde sammen med, så er du måske kun sammen med hende to dage om 

måneden, resten af dagene går i i forskellige vagter eller har fri eller har weeekend- eller nattevagt. 

hernede, hvis ikke du kan lide at arbejde sammen med en af dem der er her, så må der handles fra 

den ene persons side af, for man kan ikke være her uden at kunne holde ud at være her. 

Her til sidst, er der noget der er vigtigt omkring den interne kommunikation du synes der er vigtigt 

jeg jeg skal vide for at forstå hvordan kommunikationen foregår i afdelingen? 

- Jeg tror det er vigtigt at du forholder dig til at vi er et lille sted hvor alle er her hele tiden, for jeg 

tror helt klart det er svært at kommunikere ud jo større gruppen er. 

Du mener at det sagtens kunne have forholdt sig anderledes hvis I havde været dobbelt så mange? 

- Fuldstændigt, hvis du ser nede i nogen af de kæmpe-afdelinger vi har nede i den anden ende af 

huset hvor der virkelig er mange mange mennesker ansat, der tror jeg det er sværere at nå ud til alle, 

det er sværere for ledelsen at kende hvordan hver enkelt person er og hvordan de enkelte agere. 

Men du ser det altså afgjort som en fordel kan jeg regne ud, at I er så lille en afdeling? 

- Ja, med mindre man gerne vil gemme sig i mængden. Vi er her flere timer om ugen end vi er 

sammen med familien, så det er lidt som et andet hjem nærmest. 
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Appendix F 

Employee 
 

Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 
Single emp. 
Average: 

A1 
 

4 5 4 4 4 5 4 5 4 4 4 4,27 

A2 
 

4 4 3 3 3 5 4 4 3 4 4 3,73 

A3 
 

4 5 5 4 4 5 5 5 4 4 5 4,55 

A4 
 

5 5 4 4 4 5 5 5 5 5 5 4,73 

A5 
 

4 5 4 4 4 5 5 4 5 4 5 4,45 

A6 
 

4 5 3 3 4 5 4 4 4 4 4 4,00 

A7 
 

4 5 4 4 4 5 4 4 5 5 4 4,36 

A8 
 

2 4 4 4 4 5 5 4 4 3 4 3,91 

A9 
 

4 4 3 3 4 4 4 4 3 4 4 3,73 

A10 
 

4 5 5 4 4 5 5 5 5 4 4 4,55 

A11 
 

5 5 4 5 4 5 5 5 5 5 5 4,82 

A12 
 

5 5 5 5 5 5 5 5 5 5 5 5,00 

A13 
 

4 5 4 4 4 5 5 4 5 4 4 4,36 

A14 
 

5 5 3 4 3 5 5 5 4 4 5 4,36 

A15 
 

4 4 3 4 4 5 5 5 4 4 4 4,18 

A16 
 

4 4 3 3 3 5 4 4 4 4 4 3,82 

             
4,30 

Single Q's 
average: 

 

4,1
3 

4,6
9 

3,8
1 

3,8
8 

3,8
8 

4,9
4 

4,6
3 

4,5
0 

4,3
1 

4,1
9 

4,3
8 

 

              % of 4's, single 
Q: 

 

68,
8 

31,
3 

43,
8 

62,
5 

75,
0 6,3 

37,
5 

50,
0 

43,
8 

68,
8 

62,
5 

 
overall % of 4's: 

 

50,
0 

           
% of 5's singe Q: 

 

25,
0 

68,
8 

18,
8 

12,
5 6,3 

93,
8 

62,
5 

50,
0 

43,
8 

25,
0 

37,
5 

 
overall % of 5's: 

 

40,
3 

           

              
Downward communication: 

4,4
3 

          Q1 Q2 Q3 Q6 Q7 Q8 Q9 
       

4,41 
3,8

1 4,78 4,41 
       

              
Upward communication: 

4,0
8 

          Q4 Q5 Q10 Q11 
          3,88 4,28 
          

              

              Colour codes: 
               
 

Strategy, goals and values 
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Support 
            

 
Identification 

         
  

 

Rol
e 

             
 

Performance 
           

 
Voice 
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Appendix G 

Spørgeskema angående servicekvaliteten på offentlige hospitaler 

 

OBS OBS! For at spare på papiret og derved naturen, er dette spørgeskema udskrevet på begge 

sider af papiret. Vær derfor opmærksom på, at du også får udfyldt bagsiden, inden du går videre til 

næste side. På forhånd tak for hjælpen. 

 

Hvilket køn er du? 

Mand Kvinde 

(1)  (2)  

Hvad er din alder? (skriv på stregen nedenfor) 

__________ 

 

Har du været indlagt eller behandlet på et offentligt hospital inden for de sidste 5 år? - Hvis ja, 

afkryds nedenfor. Hvis nej, gå videre til næste spørgsmål. 

Inden for 1 år Inden for 2 år Inden for 3 år Inden for 4 år Inden for 5 år 

(1)  (2)  (3)  (4)  (5)  

 

Den første del af spørgeskemaet omhandler dine forventninger til den service og behandling, som du mener, der bør 

være på ethvert offentligt hospital i Danmark. Du bedes derfor afkrydse hvor enig eller uenig du er i følgende 

udtalelser (max 1 kryds per spørgsmål): 

E1. Et hospital bør have moderne udstyr til behandling og undersøgelse. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E2. Et hospitals lokaler bør se rene ud. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  
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E3. Et Hospitals ansatte bør se præsentable ud. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E4. Et hospitals undersøgelser og behandlinger bør udføres til den tid, der loves. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E5. Når patienter har problemer, bør et hospitals ansatte være forstående og betryggende. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E6. Patienter bør ikke komme til skade i forbindelse med behandling eller indlæggelse. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E7. Et hospitals ansatte bør fortælle patienter præcist, hvornår en given behandling vil finde sted. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E8. Det er realistisk for patienter at forvente hurtig service fra et hospitals ansatte. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E9. Et hospitals ansatte bør altid være villige til at hjælpe patienter. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E10. Patienter bør kunne føle sig trygge i deres samspil med et hospitals ansatte. 
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Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E11. Et hospitals ansatte bør være kompetente i deres arbejde. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E12. Et hospitals ansatte bør være høflige. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E13. Et hospitals ansatte bør modtage tilstrækkelig støtte fra deres arbejdsgiver til at gøre deres arbejde 

ordentligt. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E14. Et hospitals ansatte bør kunne forventes at give patienter personlig opmærksomhed. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

E15. Det er realistisk at forvente, at et hospital handler i patienternes bedste interesse. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

Den næste del af spørgeskemaet omhandler, hvordan du har opfattet dit besøg på Hvidovre Hospital. Kryds venligst 

af, hvor enig eller uenig du er i følgende udtalelser (max 1 kryds per spørgsmål): 

 

 P1. Hvidovre Hospital har moderne udstyr til behandling og undersøgelse.  

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 
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Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

 P2. Hvidovre Hospitals lokaler er rene at se på.  

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P3. Hvidovre Hospitals ansatte ser præsentable ud. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P4. Hvidovre Hospital udfører undersøgelser og behandlinger til den tid, de lover. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P5. Når patienter har problemer, er hvidovre Hospitals ansatte forstående og betryggende. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P6. Det er din opfattelse, at patienter ikke kommer til skade i forbindelse med behandling eller indlæggelse 

på Hvidovre Hospital. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P7. Hvidovre Hospitals ansatte fortæller patienter præcist, hvornår en behandling finder sted. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P8. Patienter får hurtig service fra Hvidovre Hospitals ansatte. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 
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Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P9. Hvidovre Hospitals ansatte er altid villige til at hjælpe patienter. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P10. Patienter føler sig trygge i deres samspil med Hvidovre Hospitals ansatte. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P11. Hvidovre Hospitals ansatte er kompetente i deres arbejde. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P12. Hvidovre Hospitals ansatte er høflige. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P13. Det virker som om Hvidovre Hospitals Ansatte får tilstrækkelig støtte fra ledelsen til at gøre deres job 

godt. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P14. Hvidovre Hospitals ansatte giver patienter personlig opmærksomhed. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P15. Hvidovre Hospital handler i patienternes bedste interesse. 

Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 
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Meget uenig Uenig Hverken eller / ved ikke Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

P16. Hvad er din samlede vurdering af den service du har modtaget på Hvidovre Hospital? 

Meget dårlig Dårlig Middel God Meget god 

(1)  (2)  (3)  (4)  (5)  

 

Hvis du ikke satte kryds i ”meget god” til ovenstående spørgsmål om din samlede vurdering af 

Hvidovre Hospitals’ service, hvad mener du så der skulle ændres på, for at du gjorde? 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Tak fordi du udfyldte dette spørgeskema. 
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Appendix H 

Spørgeskema angående intern kommunikation på Hvidovre hospital 

 

OBS OBS! For at spare på papiret og derved naturen, er dette spørgeskema udskrevet på begge 

sider af papiret. Vær derfor opmærksom på, at du også får udfyldt bagsiden. På forhånd tak for 

hjælpen. 

 

Dette spørgeskema er et led i undersøgelsen af sammenhængen mellem intern kommunikation og service kvalitet, og 

du bedes nedenfor angive hvor enig eller uenig du er i følgende udtalelser. (Max 1 kryds per spørgsmål).  

 

Strategi og mål for virksomheden: 

1. Jeg er godt informeret om, hvad der foregår, og hvad der er planlagt i min afdeling. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

2. Min nærmeste leder er engageret i min afdeling. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

Support: 

3. Min virksomhed giver masser af støtte til de ansatte i min afdeling. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

Identifikation: 

4. Jeg kender min virksomheds værdier og ved hvad den står for. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

5. Jeg identificerer mig med min virksomheds værdier og er tilhænger af hvad den gør. 

Meget uenig Uenig Hverken/eller Enig Meget enig 
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Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

Role: 

6. Jeg ved hvad mine arbejdsopgaver er. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

 

7. Jeg ved hvordan mine arbejdsopgaver bidrager til afdelingen. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

Præstation/Ydeevne: 

8. Jeg ved hvordan jeg klarer mig i mit arbejde. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

9. Jeg har gode udviklingsmuligheder i mit arbejde. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

Stemme: 

10. Jeg har regelmæssige muligheder for at få indflydelse på mit arbejde. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  

11. Det jeg siger, bliver behandlet seriøst. 

Meget uenig Uenig Hverken/eller Enig Meget enig 

(1)  (2)  (3)  (4)  (5)  
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Hvis du har nogen generelle kommentarer der knytter sig til den interne kommunikation i 

afdelingen er du meget velkommen til at skrive dem nedenfor. 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Tak fordi du udfyldte dette spørgeskema. 

 


