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Objective: The overall aim of the present study was to explore awareness of inequity in healthcare and the inter-
section between different structures of power among nursing students. Another aimwas to delineate the knowl-
edge and use of Swedish Healthcare Direct in this group.
Design: The study had a descriptive design with a quantitative approach.
Participants: The sample consisted of 157 nursing students from three universities in central Sweden.
Methods: The students filled out a study specific questionnaire in class. The questionnaire consisted of short de-
scriptions of twelve fictive persons who differed in gender, age, and ethnicity, with questions about their life sit-
uation. Themeanwas calculated for each assessed fictive person for every item. In the next step, the assessments
were ranked from the lowest probability to the highest probability. A ‘Good life-index’ consisting of quality of life,
power over own life, and experience of discrimination, was also calculated. Free text comments were analysed
qualitatively.
Results: People with Swedish names were assessed to have the highest probability of having a good life. Among
thosewith Swedish names, the oldestwomanwas assessed as having the lowest probability of a good life. All stu-
dents had knowledge about SwedishHealthcare Direct, butmore female students had used the service compared
to male students.
Conclusions: The results indicate that the nursing students had awareness of how power and gender, ethnicity
and age, are related. Based on the free text comments, the questions and the intersectional perspective seemed
to evoke some irritation which points to their sensitive nature. Therefore, the questionnaire could be used as a
tool to start a discussion of equity in healthcare and in interventions where the aim is to raise awareness of in-
equality and intersectionality.

© 2016 Elsevier Ltd. All rights reserved.
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1. Introduction

Nursing students are the future healthcare workforce. Their percep-
tions and awareness of inequity and intersectional perspectives of health
and healthcare are therefore important to study. Oneway to decrease the
disparity of care for vulnerable andminority groups is awareness of such
perspectives. Equal care and good health for all citizens are stipulated by
the Swedish Health Care Act (1982:763) and the Patient Act (2014:821),
and has for decades been the guiding principle for healthcare in Sweden.
Behind these laws lay the UN Declaration of Human Rights and, especial-
ly, Article 12 in the International Convention on Economic, Social andCul-
tural Rights, which have been ratified by the Swedish government.
Previous research has, however, found that equal care is not always
achieved in a Swedish context. Women are less likely to get expensive
medicines and are less prioritized in healthcare (Smirthwaite, 2014).
tröm).
Women, elderly and people with low income have also been reported
to receive liver surgery due to colon cancer to a lower extent (Norén
et al. 2016). There are also gender related patterns in people's health
seeking behaviour. Women tend to seek healthcare more actively than
men and they are alsomore eager to contact healthcare services on behalf
of others (Höglund & Holmström, 2008; Kraemer, 2000).
1.1. Background

Principles of equal care are taught in Swedish nursing education. The
programme is three years in duration, leads to a Bachelor's degree, and
follow regulations from the Swedish government and the Swedish
Higher Education Authority. The programme includes courses and
training in communication and encountering patients. Specialist nurs-
ing educations, such as district nursing, includemore advanced training
in communication, for instance about telephone advice nursing, and/or
motivational interviewing. However, most registered nurses (RNs)
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Table 1
Characteristics of participants (n = 157).

Students All participants
(n = 157)

Women
(n = 141)

Men
(n = 16)

Age M/SD 28.1/7.6 28.1/7.8 28.2/6.5 n.s.
Study programme
Basic level 119 105 14
Advanced level 38 36 2
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provide telephone advice, as patients' call both inpatient- and outpa-
tient clinics regarding health related questions.

In addition to gender related issues, Swedish nursing students have
expressed ambiguous perceptions regarding working with older people.
About half of a group of 224 students expressed that nursing the elderly
was boring, stressful and depressing (Carlsson, 2013). Students have
also reported that heteronormativity governed their education
(Röndahl, 2011). The present studyhas focus onnursing students' aware-
ness regarding equal care in relation to Swedish Healthcare Direct (SHD).
The service, which started 2003with inspiration fromUK's NHS Direct, is
Sweden's national telephone nursing service. From 2013, it covers all
county councils and regions in Sweden, and is staffed by about 1500 tele-
phone nurses. All nurses are RNs and hold a variety of specialist educa-
tions (Kaminsky, 2013).

During 2014, the public made 5.5 million calls to SHD (Swedish
Healthcare Direct, 2014) making the service one of Sweden's largest
healthcare providers. Swedish citizens are recommended to make SHD
their first contact with healthcare. The telephone nurses assess caller
symptoms and decide whether to provide self-care advice, refer the cal-
ler to other healthcare providers, or send an ambulance. The telephone
nurses thus have dual roles as care providers and as gatekeepers for the
healthcare sector (Holmström & Dall'Alba, 2002). Given the gate keep-
ing role, it is of utmost importance that assessment and referral of
calls are correct, equal, and unbiased for all callers regardless of age,
gender and ethnicity, as it will influence further access to care and ulti-
mately, outcomes on health.

Studies of inequalities in health are important. Apart from studying
how gender, age and socioeconomic differences can influence health
equity, also ethnicity is of importance, since Sweden today is a multicul-
tural society. Presently, over 17% of its citizens are born abroad
(migrationsinfo.se). However, studies of inequalities in care have often fo-
cused on one category of difference at a time. Against this, one can argue
that intersectionality is an important theoretical concept that can enrich
health research in different ways, such as identification of inequalities
and the development of intervention strategies (Bauer, 2014). Theories
on intersectionality are used to analyse how socio-cultural hierarchies
and power interact and construct inclusion or exclusion according to gen-
der, ethnicity, age, sexuality, and so on (Collins, 2000). The term
‘intersectionality’was first launched by Kimberle Crenshaw. She empha-
sized that gender interacted – or intersected –with factors such as ethnic-
ity, age, and sexuality (Crenshaw, 1995). This theoretical position was
further developed by Patricia Hill Collins, who argued that cultural pat-
terns of oppression are bound together based on the different factors
mentioned (Collins, 2000). These categories are regarded as discursively
constructed, not necessarily as given. The idea is not additional, and the
different categories are not regarded as hierarchically ordered in relation
to each other. Rather, the focus is on the interaction between different
power structures that also feature in healthcare.

Previous studies have indicated inequalities in SHD. Telephone
nurses found it easier to talk to female callers, who were regarded as
easier to persuade to ‘wait and see’ (Höglund & Holmström 2008).
When fathers called, they twice as often as mothers received a doctors'
appointment for their child, while mothers instead were given self-care
advice. This could not be explained by differences in the severity of the
children's symptoms (Kaminsky et al. 2010). The same patternwas also
foundwhen analysing outcomes of calls made by adult callers for them-
selves (Hakimnia et al. 2015). In addition, elderly callers used the SHD
service to a lesser extent than expected, given their proportion in the
population (Hakimnia et al. 2014). The service also seemed difficult to
use for patients with low language proficiency (Hakimnia et al. 2015).

To summarise; based on the UN Declaration of Human Rights, the
Swedish Health Care Act (1982:763) and the Patient Act (2014:821)
stipulate that healthcare should be distributed on equal terms for all cit-
izens. Contrary to this, earlier studies revealed that inequalities exist
within use and outcome of calls to SHD (Höglund & Holmström 2008;
Kaminsky et al. 2010; Hakimnia et al. 2014, 2015) Perceptions and
awareness of inequity and intersectional perspectives are likely to affect
the nurse-patient encounter. Since nursing students are the future nurs-
ing workforce it is important to study their awareness of inequity in
health care with special focus on SHD.

1.2. Aim

The overall aim of the present studywas to explore awareness of in-
equity in healthcare and the intersection between different structures of
power among nursing students. Another aim was to delineate knowl-
edge and use of SHD in this group.

1.3. Research Questions

The first research question concernedwhether or not it was possible
to assess a fictive person's life situation when only gender, age, and eth-
nicity of the person were known.

The second research question concerned the assessment of a ‘good
life’. How is the assessed probability of experiencing a good life in
Sweden related to the intersection between gender, age, and ethnicity
of a fictive person?

The third research question concerned to what extent SHD was
known among nursing students, and to what extent they had called
SHD themselves.

2. Method

2.1. Design

The study had a descriptive design with a quantitative approach.

2.2. Sample and Setting

A convenience sample consisting of 157 nursing students, from
three different university educational settings in central Sweden was
used. The majority, 119 students, (105 females and 14 males), were
on their third semester of the Bachelor education. Another 38 students
(36 females and 2 males) were in the specialist education programme
in district nursing. Participant characteristics are presented in Table 1.

2.3. Procedure

Informants filled out the questionnaire in a classroom situation.
All students who were present in the classrooms answered the
questionnaire.

2.4. Ethical Considerations

According to Swedish legislation (2003: 460), no formal approval of
the study was needed. The study conformed to the ethical principles of
the Declaration of Helsinki and to the Swedish Ethical Review Act
(2003: 460). The students were informed that participation was volun-
tary, that they could withdraw from the study without giving a reason,
and that the answers were anonymous. Informed consent was consid-
ered given when the questionnaires were answered and handed in.



Table 2
Number of assessments for the different persons (A–
L) in the student sample (n = 157).

Person Students

(A) Isa 22
(B ) Lynn 25
(C ) Johanna 29
(D) Manuela 28
(E) Karin 31
(F) Li-Xing 29
(G) Alexander 26
(H) Elliot 27
(I) Björn 25
(J) Urghesa 27
(K) David 22
(L) Ahmed 25

Table 3
SHD. Assessment of theprobability of thefictive persons having called SHD and receiving a
recommendation of doctor's appointment when calling (n = 157). Swedish names are
presented in italics.

Probability of having called SHD Probability of having got an appointment

Rank Fictive person Mean SD Rank Fictive person Mean SD

1 Johanna 45 4.83 1.2 1 Isa 25 4.50 1.0
2 Isa 25 3.73 1.2 2 Björn 45 4.44 0.8
3 David 70 3.50 1.3 3 Alexander 25 4.42 1.1
4 Björn 45 3.44 1.3 4 Johanna 45 4.21 0.9
5 Karin 70 3.42 1.5 5 David 70 4.09 1.1
6 Alexander 25 3.15 1.0 6 Lynn 25 3.84 1.1
7 Manuela 45 2.93 1.2 7 Karin 70 3.71 1.2
8 Lynn 25 2.88 0.8 8 Elliot 25 3.59 1.1
9 Urghesa 45 2.59 1.0 9 Urghesa 45 3.44 1.2
10 Li-Xing 70 2.52 1.0 10 Manuela 45 3.32 1.2
11 Elliot 25 2.19 0.7 11 Ahmed 70 3.12 1.1
12 Ahmed 70 2.16 0.6 12 Li-Xing 70 3.00 0.8
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2.5. The Questionnaire

A study specific questionnaire was constructed by researchers
with longstanding experience and competence in nursing education,
telephone nursing, gender studies and questionnaire development/psy-
chometrics. The questionnaire was pilot tested on a small group of partic-
ipants, and some changes were made. The questionnaire has also been
discussed repeatedly in research seminars and used as pre-post test in
an intervention study (Höglund et al. 2016). Due to the SHD context in
the present study, three aspects of power orders or intersects were cho-
sen: gender, age, and ethnicity, as these mostly are known by telephone
nurseswhen a patient calls. Twelve fictive peoplewho differed in gender,
age, and ethnicitywere ‘created’: sixwith female-sounding names and six
with male-sounding names; each belonging to one of three age groups,
25 years, 45 years, and 70 years; and every person described as either
beingborn in Swedenor bornoutside Europe. Thequestionnairewas con-
structed so that short descriptions of two out of the 12 fictive persons
were used for each informant.

The items concerned assessments of the probability of whether the
fictive person had called SHD, whether or not s/he received a doctor's
appointment when calling, whether s/he had a high quality of life,
power over their own life, and had experienced discrimination.

The described persons used in the following study were:

A. – Woman aged 25 years born in Sweden (Isa)
B. – Woman aged 25 years born outside Europe (Lynn)
C. – Woman aged 45 years born in Sweden (Johanna)
D. – Woman aged 45 years born outside Europe (Manuela)
E. – Woman aged 70 years born in Sweden (Karin)
F. – Woman aged 70 years born outside Europe (Li-Xing)
G. – Man aged 25 years born in Sweden (Alexander)
H. – Man aged 25 years born outside Europe (Elliot)
I. – Man aged 45 years born in Sweden (Björn)
J. – Man aged 45 years born outside Europe (Urghesa)
K. – Man aged 70 years born in Sweden (David)
L. – Man aged 70 years born outside Europe (Ahmed)

First, each participant was randomly assigned two of the fictive per-
sons and asked to assess those two. Thereafter, the participants were
asked to comment on their assessments using free text. In total, 66 dif-
ferent combinations ((12 × 11)/2) were assessed.

2.6. Data Analysis

The mean was calculated for each assessed person (A–L) for each
item. In the next step, the assessments were ranked from the lowest
probability to the highest probability (hence, 12 ranked positions
were possible). The reliability/homogeneity of the “Good life-index”
was calculated with Cronbach's alpha-coefficient (Chronbach, 1951).

The free text comments were analysed by inductive content analysis
(Elo & Kyngäs, 2008). In a first step, the free text comments were
imported to a word-document. This was carefully and repeatedly read
through by two of the authors, to get a good grasp of the whole. The
next step was organization of the data. This process included open cod-
ing, categorization, and abstraction. The comments were generally very
short, and the analysis hence was made on a descriptive level.

In the following section, the results of the questionnaire analysis are
presented with free text comments as illustrations.

3. Result

In Table 2, the number of assessments for the different persons (A–L)
are presented.

The persons with Swedish-sounding names were assessed to have
the highest probability of having a good life. Among the persons with
Swedish-sounding names, the oldest woman Karin (70 years old) was
assessed as having the lowest probability of a good life. The students
assessed the two youngest persons with male-sounding names (Alex-
ander, 25 years old and Björn 45 years old) to have the highest probabil-
ity of a good life.

In the free text comments, the relationship between age and ethnic-
ity was developed further:

They are of different ages and ethnicity. The age aspect impacts on
their need for healthcare services. They also differ regarding the pos-
sibility to express themselves in Swedish. (Student 6, male, fictive
persons A/F)

Two questions concerned SHD. One question asked for the probabil-
ity that the fictive person had called SHD, and the other for the probabil-
ity of having a recommendation for doctor's appointment when calling.
The answers are presented in Table 3.

Thefictive personswith Swedish-sounding nameswere supposed to
have called SHD more often than the persons with non-Swedish-
sounding names, according to the students. This was true also for the
question of having got a doctor's appointment. That ethnicity can be a
determining factor was also expressed in the free text comments:

My experience is that many persons of foreign origin perceive
that they do not get help by calling SHD. (Student 9, male, fictive
persons B/I)

It's easier for men to get a doctors' appointment. A person of non-
Swedish origin is not taken as seriously… (Student 84, female, fictive
persons D/I)



Table 5
Knowledge and use of SHD (n = 157).

Knowledge of SHD Have called SHD

Yes No Yes No

All participants Students
(n = 157)

157 (100%) 0 (0%) 127 (81%) 29 (19%)

Women in the Student sample
(n = 141)

141 (100%) 0 (0%) 120 (86%) 20 (14%)

Men in the Student sample
(n = 16)

16 (100%) 0 (0%) 7 (44%) 9 (56%)*
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In Table 4, the ‘Good life-index’ assessments are presented. The
index consisted of quality of life, power over own life, and the reversed
assessment for the question concerning experience of discrimination.
The range of the index was 3–18. A high value indicated that the fictive
person probably had a good life. Cronbach's alpha for the index was cal-
culated to = 0.72.

In Table 5, the knowledge and use of SHD are presented.
The results revealed that all students knew about SHD, but more

women than men had called themselves (p = 0.000). In addition, as-
pects of gender differences in the contact with SHD were highlighted
in the free text comments:

I think theman ismore persistent in getting access to healthcare. The
woman is probably used to take care of herself, has better health, is
physically active and has a more healthy diet. (Student 98, female,
fictive persons D/J)

It's not as common for men to call and have contacts with the
health care system, as it is for women. (Student 123, female,
fictive persons E/K)

Since only 16 out of 157 participants were male, it was not statisti-
cally possible to compare the answers regarding gender differences in
the assessments.

3.1. The Free Text Comments

Among the participants, a majority (145/157) commented on
their assessment. These comments could be divided into three cat-
egories. The first expressed a high awareness of the intersection of
the studied categories: gender, ethnicity, and age. Examples are
presented in the above quotations, in relation to the questionnaire
data.

The second category of comments concerned the difficulty of
answering the questions due to lack of information on the fictive
persons respondents were asked to assess. A number of the com-
ments indicated that it was hard to make assessments based on
the limited information provided, although they had made the
assessments:

I have in principle zero knowledge about these people, but I guess
that age and gender have an impact, even though Imade rather sim-
ilar assessments. (Student 48, female, fictive persons G/I)

There is far too little information which makes me feel
uncomfortable judging these aspects. (Student 4, female, fictive
persons B/D)
Table 4
‘Good life-index’ consisting of quality of life, power over own life, and the re-
versed assessment of experience of discrimination. ( Range 3–18) The Means
and Standard deviations (n = 157). Swedish names are presented in italics.

Rank Students Mean SD

1 Alexander 25 13.54 2.0
2 Björn 45 13.31 1.6
3 Isa 25 12.87 1.7
4 Johanna 45 12.35 2.6
5 David 70 12.25 2.5
6 Karin 70 11.33 2.6
7 Lynn 25 10.73 2.9
8 Elliot 25 10.29 2.6
9 Urghesa 45 9.86 2.7
10 LiXing 70 9.53 1.6
11 Manuela 45 9.44 2.7
12 Ahmed 70 9.00 2.2
The third category consisted of comments that showed the topic of
power and inequality created feelings of irritation for some respondents
(6/157):

Annoying questions! I guess the answer is that she is older, probably
married and will continue working later in life. (Student 5, female,
fictive persons A/E)

This survey is based on prejudice only! (Student 10, female, fictive
persons A/H)

The survey is based on guessing only! (Student 119, female, fictive
persons A/I)
4. Discussion

The results showed that the students were aware of inequity in
health and on how different power structures interact. Further, the re-
sults show that it is possible to make an assessment of the probable
life situation, the probability of having a good life, and access to SHD
of a fictive personwhen only gender, age, and ethnicity are known. Ear-
lier studies report thatmorewomen thanmen call SHD (Kaminsky et al.
2010), and that young and middle-aged persons of Swedish origin call
more often than older and non-Swedish persons (Kaminsky et al.
2010, Hakimnia et al., 2015). The results of the present study revealed
that the students thought that persons with Swedish-sounding names
called SHDmore often. Regarding the chance of receiving a recommen-
dation of a doctor's appointment when calling SHD, men had the
highest probability of doing so, according to the students. This is in
line with previous studies which have reported that men more often
than women are recommended to seek a doctor's appointment when
calling SHD (Hakimnia et al. 2015; Kaminsky et al. 2010).

The results could be interpreted as a rather high awareness among
the participants of how power and gender intersect. The students
assessed the youngest person with a male-sounding name to have the
most power. According to well-established theories, a central aspect of
gender constructions concerns the power relations between men and
women in a society and how hierarchical power relations are built up
and constantly reproduced within the current gender system (Connell,
2003, 2012; Hirdman, 2001). This also holds true in healthcare and im-
plies that power is connected to what is understood as cultural mascu-
linity, rather than to cultural femininity. Hence, masculinity and power
are connected theoretically according to these theories and awareness
of this was expressed by the participating nursing students.

Another result concerned the assessment of probability of experienc-
ing a good life in Sweden today. It is obvious that persons with Swedish-
sounding names were assessed to have better lives than persons with
non-Swedish-sounding names. However, it was also obvious that age
and gender intersected with ethnicity in the assessments. The students
assessed the two youngest men to have the best opportunities for a
good life (Alexander, 25 and Björn 45). They further rated that among
the persons with Swedish-sounding names, the oldest woman (Karin,
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70) had the lowest probability of a good life, but still her lifewas assessed
as better than all persons with non-Swedish-sounding names. According
to the nursing students' ranking, the two persons with non-Swedish-
sounding names (Manuela, 45 and Ahmed, 70) lived the relatively
worst lives. These results can be understood in light of intersectionality
theories. The respondents' answers, as well as their free text comments,
show a high awareness of the intersection of gender, ethnicity, and age.
In line with Collins (2000) and Lycke (2005), it is possible to interpret
the results as an expression of how socio-cultural hierarchies and
power interact and construct inclusion or exclusion according to gender,
ethnicity, and age in Swedish society.

The third research question concerned to what extent SHD was
known among the students and to what extent they had called SHD
themselves. All studentswere familiar with SHD,whichwas a rather ex-
pected finding as they were studying to become registered nurses.
However, the female nursing students had called more often than the
male students, which is in line with other studies (Kaminsky et al.
2010; Hakimnia et al. 2015). Our results thereby support earlier findings
concerning telephone nursing and gender (Goode et al., 2004;
Kaminsky et al. 2010; Hakimnia et al. 2015). Calling SHD seems to be
an activity mostly performed by young and middle-aged women with
Swedish as their first language (Hakimnia et al., 2015). This situation
contrasts strongly with Swedish legislation, stating that healthcare
should be distributed according to needs and with respect for each
person's human dignity, with goals of equity in health for all citizens
(SFS, 1982:763). Given SHD's gate keeping function it is important
that all citizens have equal access to and outcomeswhen calling the ser-
vice, and that healthcare professionals strive to achieve this goal.

The free text comments disclosed that the survey questions some-
times were perceived as provoking. The fact that questions related to
gender and intersectionality might create such reactions has previously
been reported (Manderson, 2003). Gender related issues were also per-
ceived to be of low priority by medical teachers (Risberg et al. 2011).
Currently however, many countries confront rapid cultural change and
growing calls for diversity within nursing to recruit and retain minori-
ties in the healthcare workforce (Kulakac et al. 2015). Flood and
Commendador (2016) point out that transcultural nursing can be
taught, but there is room for improvement. Nurses and nursing stu-
dents' should understand cultural issues and actwith cultural sensitivity
when dealing with patients. Programmes to increase cultural compe-
tence have proven positive results (Gallagher and Polanin, 2015). Such
programmes could be developed to include a broader, intersectional ap-
proach. We suggest consciousness-raising activities among students,
teachers, registered nurses, researchers and policy-makers, in line
with Risberg et al. (2009), and we suggest that the questionnaire pre-
sented in this study could be a valuable tool in such work.

4.1. Methodological Considerations

Since this is a first attempt to study the possibility of using assess-
ments of fictive persons where only age, ethnicity, and gender are
known, there are no tests of validity or reliability to present. The calcu-
lation of Cronbach's alpha for the Good-life-index was an attempt to as-
sess the reliability or homogeneity of the index, and alpha = 0.76 is
quite acceptable. The questions are examples of issues that could be
used. Different questions could be used in different settings. In the pres-
ent study, questions were formulated in the context of telephone nurs-
ing and the purpose was to reflect equality and discrimination
connected to SHD. The study is relatively small scaled, and conducted
in a Swedish setting, which are limitations in addition to the conve-
nience sampling method. Further, no questions were asked about the
ethnicity of the participants, why no analyses in relation to that could
be made. However, as the sample consisted of a majority of undergrad-
uate students, but also of students in specialist education, including
male and female students of different ages and from tree universities
of different size and location, we believe that a rich picture of the
studied phenomenonwas provided. As is common in nursing education,
the student sample included few men (16/157 respondents).

5. Conclusion

Nursing student respondents were able to assess a fictive person's
life situationwhen only gender, age, and ethnicitywere known. The cre-
ated good life-index revealed that the respondents rated younger per-
sons with male-sounding names to have the best lives. Finally, all
students knew of SHD, but morewomen thanmen had used the service
themselves. Based on the free text comments, the questions and the in-
tersectional perspective seemed to provoke some irritation and frustra-
tionwhichpoints to their sensitive nature. Itmight therefore be possible
to use the questionnaire as a tool to start a discussion of equality in
healthcare and in interventions where the aim is to raise awareness of
inequality and intersectionality.
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