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ABSTRACT

Objective: Despite the wide use of telephone call-back services in Swedish healthcare, there has been little research on how it
affects patients. This study explores individual experiences of a call-back service, concentrating on barriers to healthcare, and
healthcare-seeking behavior.
Methods: The study was conducted at Angered Hospital and Angered Primary Care Rehabilitation Center in Gothenburg,
Sweden. Ten informants, 28-82 years old, who had used the call-back service participated in interviews about their experience of
the call-back service. Thematic analysis was used to analyze data from the interviews.
Results: Three themes were identified in the analysis: (1) features and functions of the call-back service; (2) the call-back service
as a barrier to or facilitator of healthcare; and (3) adjustments to the call-back service. Most informants were content with the
call-back function. Negative experiences were related to language difficulties and the length of time allowed during the phone
call. Lack of available appointments and telephone access were problems reported. Informants suggested a longer time frame for
calls, longer opening hours regarding telephone access, more language and voicemail options, and the possibility of speaking to a
person.
Conclusions: Informants in this study mostly had a positive impression of seeking healthcare using call-back services. Barriers
related to language and time frame for calls could be explored in larger studies. The results from this explorative study suggests
that a combination of approaches – with other options added to the call-back services - might increase equal access to health care.
The use and effects of call-back services warrant further investigation.
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1. INTRODUCTION
Healthcare systems based on primary care are beneficial for
optimal use of resources and to reduce barriers regarding
access to healthcare, as exemplified in the Nordic countries
by the relatively low prevalence of major non-communicable
diseases compared to other European countries.[1] Economic
barriers to healthcare are considered low in Sweden, and
users of healthcare services are usually content with the care

that they receive. However, waiting times and lack of timely
doctors’ appointments are considered to be some of the most
important barriers to healthcare in Sweden.[2]

Due to the waiting time at many primary care facilities, indi-
viduals tend to seek healthcare elsewhere, such as in emer-
gency departments (EDs).[3, 4] Difficulties in navigating the
health care system, different illness perceptions and lack of
appointments in primary care are major reasons why individu-
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als seek nonurgent care at EDs.[3, 4] Locatelli and co-workers
(2015) showed that limitations in telephone access to health-
care resulted in calls to healthcare often being postponed
and that individuals are more likely not to seek care, to use
drop-in appointments at primary care facilities, or to pay
unnecessary visits to EDs.[5]

In Sweden, healthcare appointments in specialist and primary
care are often booked over the telephone and many health-
care facilities have integrated the use of a call-back service,
whereby the individual seeking care leaves his/her contact
details in order for the healthcare facility to call back. The
call-back service is suggested to increase telephone availabil-
ity in general practice.[6]

The call-back service is usually a web based service[7] for
managing incoming telephone calls. Based on data on the
opening hours, type of incoming calls, and the scheduled

staff, the service calculates the approximate time when the
patient will be called back. The service suggests flexible
service, no missed calls, no queueing, more effective calls
and a less stressful work environment for health care staff.[7]

The call back system functions in the following way. When a
patient calls the center, an interactive voice asks the patient to
dial his/her personal identity number and telephone number.
The interactive voice gives the patient an approximate time
when he or she will be called back. If this is not a suitable
time, the patient can choose a later call-back. The call-back
service can end the phone call if no choice is made within
a given time; this varies between healthcare facilities, and
some offer an option to go back. Some facilities offer the op-
tion to leave a short voice message or to navigate the system
in languages other than Swedish, most often English. An
example of a patient using the call-back service is presented
in Table 1 below.

Table 1. Example of the call-back service
 

 

A woman suffering from a bad cough dials the number to the health care center to book an appointment with the GP. 

Interactive voice: Welcome to the health care center. For information in English press 2. If you suspect serious acute illness, for 

example chest pain, problems with breathing or signs of stroke, call emergency112 instead. You will now have four options. If you 

want to cancel a booking, press 1. If you want to renew a prescription, press 2. If you want medical advice or book an appointment, 

press 3. If you want to record a voice message, press 4. If you want to hear the options again, press 5. 

The woman presses 3 on her phone. 

Interactive voice: Enter your personal identity number, and then press # (hash sign).  

The woman enters her number using the phone digits. 

Interactive voice: Enter the telephone number you want us to use for the call-back, and then press # (hash sign). 

The woman enters her telephone number using the phone digits. 

Interactive voice: You have given the following telephone number: (repeats number). If this is correct, press 1. If this is incorrect, 

press 2.  

The woman presses 1 on her phone. 

Interactive voice: You will be called back at approximately 11:20 today. If you want a later call back, press 2. Otherwise, please 

hang up and we will get back to you.  

 

The first contact with healthcare is essential to ensure a well-
functioning primary care system.[8] It has been suggested
that great burden is put on the patients to drive calls forward
and to achieve service in health care.[9] The perceived help-
fulness of staff when contacting health care is an important
driver for patient satisfaction in primary care.[10] The call-
back service is often used by healthcare in Sweden even
though there is little evidence to support any possible ben-
efits. Based on a need to critically examine routine health
maintenance services,[11] it is relevant to examine how the
call-back service is perceived by the patients.

The aim of this study was to explore patients’ experiences
of a call-back service, focusing on the call-back service as a
tool to come in contact with healthcare.

2. METHODS

2.1 Design

For this study, we used a qualitative approach guided by the-
matic analysis[12–14] with semi-structured interviews. We
opted for an inductive, explorative approach to enhance
experience-based knowledge from the patients’ standpoint.
Here, the advantage of thematic analysis is that it provides
an accessible, theoretically flexible, systematic way of col-
lecting and analyzing qualitative data.[12] The method allows
different levels of interpretation of the data, semantic the-
matic patterns, or latent interpretations.[12] We wanted to
achieve a thematic structure that could be easily communi-
cated, which made us concentrate on the semantic content
and closeness to the informants’ own words.
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2.2 Study setting
The study setting was northeastern Gothenburg, which has
about 98,000 inhabitants.[15] Approximately half of the in-
habitants are foreign born, and it is an area that is considered
to be a challenge in terms of the socioeconomic, educational,
and health status of the inhabitants.[15]

The multidisciplinary research team that conducted this study
consisted of two physiotherapists, a paediatrician and an epi-
demiologist.

2.3 Recruitment and informants
A purposeful sample was recruited, to include individuals
who could provide information that would improve our under-
standing of the call-back service.[11] Six healthcare facilities
in northeastern Gothenburg were contacted by e-mail regard-
ing possible participation. The facilities were chosen with
regard to differences in accessing care, e.g. drop-in facilities,
in the hope that that this would lead to a broader group of
informants. Two facilities agreed to participate: one local
hospital and one rehabilitation center. Healthcare personnel
at each facility recruited informants. To be included, infor-
mants had to be at least 18 years old and had to have used the
call-back service. We concentrated on recruiting informants
who were at risk regarding possible barriers to healthcare
access, for example, non-native Swedish speakers and older
individuals. The interviewer and main author was located
at the healthcare facility during the time of recruitment to
meet potential informants, to explain the study, and to answer
questions.

Seventeen eligible informants agreed to participate, but seven
of these did not show up for the interview. Consequently, ten
informants were included in the study, six recruited from the

rehabilitation center and four from the hospital. The ages
of the informants ranged from 28 to 82 years. Nine of the
informants were women. Swedish was the native language
of six of the informants and four were non-native Swedish
speakers.

2.4 Data collection
The interviewer (M.U.) carried out semi-structured, individ-
ual interviews with the informants at a time that was conve-
nient to the informant, before or after his/her appointment
at the healthcare facility. Informants had the opportunity to
have an interpreter present during the interview, but none of
them chose this alternative. Each interview lasted around 30
minutes.

The interview guide (see Table 2) was based on open ques-
tions about experiences of the call-back telephone system,
the benefits and drawbacks of the system, and whether the
call-back telephone system affected healthcare-seeking be-
havior. Informants were also asked if they would change
anything with the current telephone system. To build trust
in the interview situation and to be open for unexpected as-
pects of content, the interviews were kept flexible in that
the interviewer tried to follow the informant’s way of shar-
ing his/her experiences, but returning to the guide whenever
needed. Follow-up and probing questions were used to en-
courage richer descriptions[16] and further explanations from
the informants. Interviews were audiotaped and transcribed
word-for-word afterwards in their original language by the
interviewer. One interview was carried out in English and
the other nine in Swedish. The transcriptions were done
in English and Swedish, respectively. The interviews and
transcriptions took place during January and February 2017.

Table 2. Semi-structured interview guide
 

 

Questions  

General questions 

Age of informant? 

Informant’s knowledge of the Swedish language? 

How long has the informant been living in Sweden if not native to the country? 

Using the call-back 

service 

What are your general feelings about the call-back service? 

What do you prefer using, a service like this or, for example, queuing? Why? 

How do you manage when you make your call to healthcare? What is difficult/easy? Do you need assistance? 

What is best/worst about the call-back service? 

The call-back service’s 

effects on users 

Has the call-back service affected your decision to seek healthcare? How? 

Has the call-back service affected how you seek healthcare? In what way? 

Has the call-back service affected whether you have received healthcare? In what way? 

Adaptations 
Would you change anything about this call-back system? What? 

Would you recommend the present system? 
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2.5 Data analysis

Analysis of data was conducted according to the six phases of
thematic analysis.[11] The first phase, becoming familiarized
with the data, was done by reading through the transcribed
interviews several times. In the second phase, initial codes,
mainly based on sematic content, were generated from the
data. The codes were organized using NVivo qualitative data
analysis Software; QSR International Pty Ltd. Version 11,
2015. In phase three, the codes were sorted into a collection
of candidate themes and sub-themes, which remained to be
scrutinized further. During phase four, review of themes, the
interviewer reviewed the coded data extracts forming each
theme, and later how the themes reflected the dataset as a
whole. Phase five, definition and naming of themes, was
done in collaboration with the co-authors, identifying the
essence of each theme. Sub-themes were also further defined

and organized. Phase six, production of the report, was done
in collaboration with the co-authors.

All codes were formed in English, and translations of ex-
tracts from interviews in Swedish were discussed with the
co-authors, who are native Swedish speakers.

2.6 Ethics
All the informants signed a written consent form. They were
informed that they could stop the interviews and withdraw
from the study at any time, and that they were not required to
answer all questions posed during the interview. Documents
with information about the study were available in Swedish,
English, Arabic, Somali, and Serbo-Croatian, which are the
most common languages used in northeastern Gothenburg.
The study was approved by the local ethics committee at
Angered Hospital.

Table 3. Themes identified from analysis
 

 

Themes Sub-themes Examples of interview extracts 

Features and functions of the 

call-back service 

A practical alternative, when it works “You call, and then they perhaps say: „we will call at 9 

o‟clock‟ ... and it works.” 

Users need language skills and need 

to be quick 

“Basically, I just do a trial and error to when I get to the 

point where I can understand when they are asking me for 

my personal number or to leave a telephone number for 

them to call me back.” 

The call-back service as a 

barrier to or a facilitator of 

healthcare 

Feeling at ease and free from queuing “It has gotten much better … it is better than it was in the 

nineties.” 

Lack of resources is the problem, not 

the call-back service itself 

“…it was little over eight in the morning or maybe half 

past and then they had already closed for the day…” 

Forced to seek other ways of 

accessing healthcare 

“Yes, I postpone calling if there is any other possibility, 

such as taking a walk to the facility.” 

Adjustments to the call-back 

service 

Wanting to speak to a person, not to a 

machine 

“…if only there was a person sitting/waiting at the 

phone.” 

Improvement of access to healthcare 

using additional options 

“It is reassuring that…now they know… I have left a 

message, someone will get back to me and then they know 

who I am, maybe.” 

 

3. RESULTS

Overall, the informants perceived the call-back service as a
practical tool for seeking healthcare. Experiences of using
the call-back service had a negative effect on healthcare-
seeking behavior for two of the informants, who postponed
their calls to healthcare facilities or used other means of seek-
ing care. The following three themes were identified in the
analysis, describing the thematic content of the informants’
experiences: (1) features and functions of the call-back ser-
vice; (2) the call-back service as a barrier to or facilitator
of healthcare; and (3) adjustments to the call-back service.
The themes included seven sub-themes. The structure and

content of themes and sub-themes are presented below and
summarized in Table 3.

3.1 Features and functions of the call-back service
This theme involved the informants’ experiences of how they
managed to use the call-back service, and their practical and
emotional concerns about the functionality of the call-back
service.

3.1.1 A practical alternative, when it works
Six informants reported that they were content with how the
call-back service worked for them. Dialling their numerical
information was not considered to be problematic, and they
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appreciated having the option of choosing the time for the
call-back. Four informants were discontent with the call-back
service: these informants had experienced trouble directly
related to practical functions or related to a combination of
function and availability. The informants described the call-
back service as being a practical but somewhat unreliable
option. For example, one informant was satisfied with di-
alling numerical information and with managing the different
steps in the call-back service routine, but became frustrated
when this effort had not resulted in a booked appointment,
because of closed phone lines:

“When I dial my personal identity number and all that, then
they will call me back. . . but it’s getting to that point that’s
difficult.”

One informant also described that the call-back service was
simply something that had to be used to obtain healthcare,
and that it had worked adequately:

“Also, you get used to it.”

3.1.2 Users need language skills and need to be quick

Two informants described how the call-back service featured
a multiple-choice function that allowed them to “choose their
direction” in the call-back service. This function was de-
scribed as difficult being for these two informants who had
language or memory problems. One informant with limited
knowledge of Swedish had trouble in using the call-back
service since this person did not understand what to choose
and when to dial in numbers for authentication. An older
informant (> 80 years) stated that the length of time pro-
vided for each step of the call to healthcare was not sufficient.
Sometimes this informant had difficulty in remembering the
options given during the presentation of choices, which was
stressful and led to lack of time when dialling and choosing
direction. Two informants reported that the call-back service
ended their phone call automatically after a few seconds if
they did not manage to make their choice or dial their num-
bers within the time frame allowed. When this happened,
they had to make a new call and start all over again. This
is a quote from an informant who had experienced such
problems:

“You get too little time. . . that is how it is. It is too short a
time, and it has happened to me a couple of times that my
phone call has ended. Most importantly it’s the numbers and
such... It goes fast. . . and I’m too slow.”

Limited language skills were sometimes a problem because
some facilities only offered Swedish when using the call-
back service. This resulted in a feeling of insecurity in one
informant, about whether or not the call had been registered:

“... Most often, I don’t know what to do... I don’t know if I’m
clicking in the right direction in relation to my needs, and
things like that.”

3.2 The call-back service as a barrier to or a facilitator
of healthcare

This theme reflected experiences of the call-back service as a
gateway to healthcare: how it provided possibilities but also
problems for the informants in their attempts to gain access
to healthcare providers.

3.2.1 Feeling at ease and free from queuing
Six informants were generally content with the call-back
function of the call-back service. To receive information
about the time point when they would be called back made
them feel at ease as exemplified by this quote:

“I feel safe... I feel that I will get help.”

Five of the informants reported that the call-back service
helped them in seeking healthcare. Getting the call-back
was mentioned as a step forward from previous systems of
queuing on the telephone, which prevented them from doing
other things. These five informants stated that they used the
call-back service frequently and that they would keep using
it. One informant described it like this:

“You are supposed to call, and then they say that they will
call back at eight or nine. . . and it works!”

3.2.2 Lack of resources is the problem, not the call-back
service itself

The informants stated that they were not content with the
lack of doctor’s appointments available and with the lim-
ited timing of open phone lines, and that these were more
problematic than the call-back service itself. Here is a quote
from an informant who did not experience trouble with the
call-back service directly, but for whom the limited timing
of open phone lines negatively affected their motivation to
seek healthcare:

“That’s. . . the problem, when you call in the morning. I called
several times and ended up at the same ‘place’. It was a little
over eight in the morning, quarter past or half past, and then
they had already closed [the service] for the day because
then they had so much to do, and I don‘t know how in the
world they would fix it. For me it is tough.”

Receiving the call-back after a longer period of time, but
still on the same day, was also a complaint when it came
to lack of available appointments and the limited timing of
open phone lines. This is a quote from an informant who
liked the call-back service but had concerns about the lack
of available appointments:
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“I called, and my son was a little bit unwell. . . and they said
that they would call at one o’clock. . . I had called at eight
in the morning. . . At one o’clock they called me: ‘we don’t
have any appointments.’”

3.2.3 Forced to seek other ways to access healthcare
Four informants described some negative experiences of the
call-back service, which made them use other ways of seek-
ing healthcare. For example, one informant reported having
changed her listing with a healthcare facility that provided
drop-in appointments, mainly due to the lack of doctor’s
appointments available and the limited timing of open phone
lines at her previous healthcare facility, but also due to dif-
ficulties with the call-back service. Booking appointments
face to face at the healthcare facility and seeking care at
other healthcare facilities were strategies that the four infor-
mants used rather than choosing to use the call-back service.
Other options also mentioned were seeking healthcare at
facilities that provide drop-in appointments, at the hospital
or, occasionally, at the ED:

“So it has affected me also, because sometimes I may be
forced to just go directly to the hospital or to the clinic with-
out booking an appointment.”

3.3 Adjustments to the call-back service
This theme captured the informants’ suggestions as to how
they would want to change and improve the existing call-
back service, based on their personal experience of using
it.

3.3.1 Wanting to speak to a person, not to a machine
All informants shared their ideas on changes and improve-
ments to the call-back service and also on how access to
healthcare facilities should be adjusted for users. It was of-
ten suggested that there should be a possibility of speaking
directly to a person when calling the healthcare center rather
than being forced to use the call-back service. Even though
the service includes a live person calling back, the navigation
of the interactive system made four informants feel insecure.
These informants felt that, by speaking immediately to a per-
son, they would be more at ease regarding their healthcare
needs and they would be more certain that they would get
the healthcare needed:

“It is reassuring that. . . now they know. . . I have left a mes-
sage, someone will get back to me and then they know who I
am, maybe.”

Two informants stated that personal contact was important,
especially those who did not really like the call-back service:

“It would be better to speak to a person who picks up the
phone and answers: ‘Hello, what do you need help with?’”

3.3.2 Improvement of access to healthcare using addi-
tional options

Four informants stated that they would like to have different
alternatives as to how they could book their appointments,
such as booking face to face at a reception desk. Four of the
informants said that they would prefer to queue on the phone
instead of being called back; this was mostly related to phone
lines often being closed and the unavailability of doctor’s
appointments. Here is a comment from one informant who
preferred to book appointments face to face at the healthcare
facility:

“I try ways other than calling if there is any possibility, for
example, by taking a walk there to book.”

Two informants stated that the healthcare facilities often only
had the phone lines open during particular times in the morn-
ing. Prolonging the length of time that the phone lines would
be open for individuals to call was described as a factor that
could improve access to healthcare. Here is a comment from
an informant who was unhappy with the hours currently
provided:

“The time just. . . there is not enough time.”

The informants described drop-in services as being a great
additional alternative, providing care when needed and when
pre-booked appointments were not available. Another prac-
tical suggestion by the informants was that the call-back
service should include a feature that gave them the possibil-
ity of leaving a voice message together with their numerical
information. In that way, the professional calling them back
would know something in advance about their reason for
calling, and possibly recognize them from their previous
contacts with the facility. This would reduce the amount of
stress, according to the informants.

4. DISCUSSION
4.1 Discussion of the findings
Six informants viewed the call-back service in a rather pos-
itive light. The informants in this study were more often
negatively affected by the lack of resources, mainly the un-
availability of doctor’s appointments and the closed phone
lines than by the call-back service itself. However, for two in-
formants with limited language skills and memory problems
the call-back service created barriers to healthcare access.
These findings suggest that for immigrants and for the elderly,
both vulnerable groups with regard to health, the current
call-back service might not be optimal. This is in line with
previous studies from the U.K., suggesting that older patients
and patients with English as an additional language were dis-
advantaged regarding telephone access to health care.[17, 18]

Implementation of other languages in the call-back service
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could facilitate more equal access to healthcare.

Another problem mentioned by the informants was that the
time allowed for dialling of numbers and choosing directions
was too short; the call ended if numerical information was
not provided within the permitted time frame. Research has
already shown that individuals who experience trouble with
telephone access are more likely to do nothing[5] and run
the risk of developing increased health problems, or to visit
the ED for non-emergency issues. As in the present study,
Dulude (2002) described the problems of users in managing
confusing telephone systems with a multiple-choice function,
where younger and older informants alike had trouble with
directions that were too fast or too complicated.[19]

Our results suggest that the call-back service is useful, but it
can negatively affect certain groups in society. Larger studies
could explore whether additional options to seek healthcare
can increase equality and lead to more appropriate use of
healthcare facilities. However, attempts to evaluate new pro-
visions of health care and flexible ways to access health
care (such as walk in centers and direct phone lines for ur-
gent care) suggested little evidence of cost benefit.[20] The
evaluation showed that it was difficult to change people’s
perceptions about where and how to seek care. With com-
plex systems, there is risk for increased demands and that
different providers deliver overlapping care.[20]

Informants reported postponing calls, going to the healthcare
facility for drop-in appointments, or even going to the ED
for non-emergency treatment. These results are similar to
results reported from another study.[5] Improvements in the
call-back system may improve access to primary care. In-
creased use of primary care may also benefit the EDs, where
nonurgent reasons for seeking care are common.[3, 4]

The lack of available doctor’s appointments and the closed
phone lines were frequent complaints in this study. This
increases the risk of not getting the care stipulated under
Swedish law.[21] A lack of healthcare appointments has been
reported in other studies to be one of the greatest problems re-
garding barriers to healthcare access.[4, 22] It is likely that this
would affect informants’ opinions of the call-back service,
and could change their behavior when seeking healthcare.

The desire to speak to a person was one reason why four
informants turned to drop-in facilities or booked their ap-
pointments face to face, even though it meant queuing. This
suggests that there is also a need to offer the possibility of
booking appointments through ordinary telephone contact,
or by visiting the healthcare centre. Since there are, to our
knowledge, no published cost evaluations of call-back ser-
vices, the increased cost of optional contact with a live person

is difficult to estimate. In comparison, studies on nurse-led
telephone triage suggest clinical safety and patient satisfac-
tion, with similar costs to standard management,[23] uncertain
cost effectiveness and negligible impact on visits to EDs.[24]

Given recent issues with limited access to health care due to
failures with the call-back service,[25–27] the cost of imple-
menting the option of calling to a health care professional
should be weighed against the consequences of postponed
appointments and potentially delayed diagnoses.[28]

The call-back service is meant to help users at both ends, the
personnel and the individuals seeking care.[7] Our results
suggest that there are individuals in need of care who post-
pone their calls to healthcare, do not make them at all, or go
to the ED due to problems related to the call-back service.
This is unfortunate, as it would benefit everyone to provide a
call-back service that facilitates equal access to healthcare
for all.

Human rights covenants describe how access to care should
be equal for all individuals.[29, 30] The AAAQ (Availability,
Accessibility, Accountability, and Quality) framework de-
scribes how the universal right to health, in all forms and at
all levels, is to be implemented.[31] Concentrating on accessi-
bility, it is described as having four overlapping dimensions:
non-discrimination, physical accessibility, economic accessi-
bility, and information accessibility.[31] Our results indicate
that the present Swedish call-back services may reduce some
patients’ access to healthcare via telephone, and may limit
access to information.

When planning healthcare, it is important to adjust systems
to the needs of each specific context. Socioeconomic po-
sitions, languages, diseases and disabilities, health literacy,
cultural norms, religion, and age are all factors that need to
be considered when access to healthcare is being discussed
and planned.[31] Another important factor is gender, since
there are reported gender gaps in patient accessibility in Eu-
rope.[32] To be able to provide equal access to healthcare, we
suggest that healthcare providers should consider offering
several different possibilities to seek health care. Different
options for communication is important in the development
of new technologies to allow fuller participation.[33] The
current interactive response systems have rigid interface and
are not dynamic in nature: all users are attended to the same
ways irrespectively of their navigation skills and willingness
to use automated systems.[34] Adjustments to the call-back
service such as providing the option of leaving a message, of
waiting on the phone to speak to someone, and of being able
to go back within the multiple-choice function are potential
ways to try and improve access to healthcare.

With increased globalization and migration, the call-back ser-

14 ISSN 1927-6990 E-ISSN 1927-7008



jha.sciedupress.com Journal of Hospital Administration 2018, Vol. 7, No. 5

vice will probably require adjustments.[35] This pilot study
provides an initial understanding of how patients, of which
some had Swedish as additional language, perceived the call-
back service. Our results can inspire to the planning and
design of larger qualitative and quantitative studies of the
service, to develop adjustments which promote and provide
more equal opportunities for healthcare seeking.

4.2 Strengths and limitations
The qualitative approach enabled unanticipated content in the
informants’ comments to emerge, for example, their sugges-
tions as to how the call-back service could be improved. The
themes were discussed within the multidisciplinary research
team, during earlier and later stages of the study, which im-
proved validity.[36] One strength was that we were able to
recruit informants with immigrant backgrounds and individ-
uals who were possibly vulnerable to barriers to healthcare
access, which would provide a wider range of individual
experiences of the call-back service.

The major limitation of the study was the small sample size,
which was linked to the high dropout rate for potential infor-
mants. Although small, our sample was purposive in helping
us to gain a deeper understanding of using the call-back ser-
vice at the individual level, and in revealing relevant issues
of individuals potentially vulnerable to healthcare access
barriers. Another limitation was that this study recruited
informants from within healthcare facilities, which could
have caused bias, given that individuals who did not manage
to seek care were left out. Having only one male informant
means that our results do not represent male experiences
sufficiently.

Language skills among two of the informants were also a
limitation in this study. This could lead to a loss of mean-
ing of words, both during interviews and in the analysis

process. The interviewer approached this by summarizing
her interpretation back to the informant several times dur-
ing the interview, to facilitate a shared understanding of the
descriptions.

The call-back service as a barrier to care has not been studied
in Sweden, in spite of these systems being widely imple-
mented. Previous research has shown that access barriers
increase the risk of non-urgent visits to EDs,[3, 4] so the use of
EDs as a substitute for primary care due to problems related
to the call-back service would be of interest to study more in
detail in future research.

5. CONCLUSIONS

In this small, explorative study, informants seeking health
care experienced that the call-back service often worked well
and was useful as a means to contact health care. Negative
experiences related to language barriers, time issues and lack
of resources frustrated four informants and affected their
healthcare-seeking behavior. Adjustments, such as language
selection and a longer time frame for calls, could potentially
improve the call-back service. We suggest that adjustments
can be planned in collaboration with different patient groups.
Findings from the present study can be used to generate
future hypotheses, or to explore experiences of call-back
services in other, more varied samples.
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