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Abstract
Introduction: Aim: The aim of the present study was to analyze authentic health calls to a telenursing site in Sweden regarding
reasons for calling and outcome of the calls with focus on a gender perspective. Background: Telephone advice nursing is
an expanding service in many Western countries. In Sweden, all regions are now connected to a national telenursing service.
Healthcare in Sweden is stipulated by law to be equitable. This includes the teleursing service, which is a new actor in Swedish
healthcare system, and which often is a citizen’s first contact with healthcare.

Methods: The study had a descriptive and comparative design. 800 authentic calls to SHD were analysed regarding reasons for
calling, and outcome of the calls.

Results: The results showed that men, and especially fathers, received more referrals to general practitioners than women. The
most common caller was a woman fluent in Swedish (64%), and the least likely caller was a man non-fluent in Swedish (3%).
All in all, 70% of the callers were women. When the calls concerned children, 78% of the callers were female. In total, 9% of
the calls were made by a man calling for another person. Callers were predominately young (mean age 29 years for women and
33 for men).

Conclusions: It is important that telenursing does not become a “feminine” activity, only suitable for young callers fluent in
Swedish. Given the telenurses’ gatekeeping role, there is a risk that differences on this first level of health care can be reproduced
throughout the whole healthcare system. In striving for more equitable telenursing services, future research might investigate if
campaigns encouraging men to call, and more frequent use of translators could enhance access to telenursing services.
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1 Introduction
National telephone help-lines have been developed in sev-
eral Western countries; for example, in the US and in the

UK.[1] In Sweden, Swedish Healthcare Direct (SHD) was
launched in 2003 and in 2013 all 21 counties are connected
to the service. Telenurses play an important role in steering
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the patient to the right level of health care, which is sup-
posed to have both financial and health advantages.[2]

Approximately 6 million calls are made to SHD every year,
and calling SHD is often the first contact with healthcare
for citizens in situations where they experiece health-related
problems and symptoms. One of the goals of telenursing
services is to use resources effectively, and steer the flow of
patients to an optimal level of care. In this manner gatekeep-
ing becomes an important function for telenurses. During a
normal workday, a telenurse in Sweden handles between six
and eight calls per hour, resulting in up to approximately 60
calls a day.[3] The outcome of the call could be self-care
advice, referral to a general practitioner (GP) or referral to
the emergency room, and in some counties the telenurse is
also able to directly book an appointment with a GP on call.
The telenurses are obliged to keep written records of ev-
ery patient they advise. However, they do not have access
to a caller’s previous medical records, medical history or
medication list. In 2003, a computerized decision support
program was introduced, which, since 2013, is compulsory.
The nurses use headsets and computers, while sitting in an
office landscape with their colleagues. In many ways, the
working context is similar to that of a typical call center in
a private company.[2]

1.1 Background

The majority of telenurses are women, as 90% of the
Swedish nursing force consists of women,[4] and interna-
tional studies have reported that women call telenurses more
often than men.[5, 6] Furthermore, it has been reported
that telenurses encounter gender-related issues in their daily
work. In a study by Höglund and Holmström,[7] telenurses
described how they identified two categories of male callers,
namely, the assertive versus the reluctant man. Female
callers were described as worried, upset, and easier to per-
suade to wait and see, rather than seeking further health
care. Likewise, a Swedish study on paediatric calls showed
that fathers were more often referred to healthcare services,
while mothers were more likely to receive self-care ad-
vice[8] when calling for childern with similar symptoms.
Hence,aspects other than the child’s condition could affect
the outcome of the call. This might jeoparize both patient-
safety and access to equal care for all citizens, the latter be-
ing stipulated by Swedish Health and Medical Services Act
(1982:763).

One hypotheis is that parental gender norms might be such
an influential aspect. A well-established definition of gen-
der states that it is a social and constructive process, beyond
biology. West and Zimmerman[9] argue that we are contin-
uously “doing gender”. Hence, gender is not a fixed real-
ity, but something constructed by individuals and the struc-
tures of politics and economics in a society. Performance of
care has been identified as one of the main characteristics
of womanhood,[10] whilst the most embraced masculinity is

based on dominance over women, which Connell[11] defines
as “hegemonic masculinity”. Hegemonic masculinity is nor-
mative rather than normal; even though few people might
live up to these idealized pictures, all men are required to
position themselves in relation to them.[11, 12] In analogy
with Connell, Schipper[13] identified a “hegemonic feminin-
ity”, i.e., a femininity that guarantees the dominant position
of men and the subordination of women.

Health is an important arena where gender is constructed.
Men can use health beliefs to demonstrate power, dom-
inance and hegemonic masculinity.[14–16] According to
Saltonstall,[17] “doing health” is a form of “doing gender”.
Risk-taking and refraining from seeking health care, exces-
sive drinking and other health-damaging behaviors are as-
sociated with hegemonic masculinity, and are believed to
contribute to men’s higher mortality in most Western coun-
tries.[14–16]

It has also been reported that gender interact (or intersect)
with other categories, such as age and ethnicity in people’s
health behaviour. For example, studies on NHS Direct in
the UK[18, 19] have indicated that migrants use this service
less. Sweden has for several decades been a multicultural
society. Presently, over 15% of the citizens are born abroad
(migrationsinfo.se). According to the Swedish Health and
Medical Services Act (1982:763), all healthcare in Sweden
should be equitable for all citizens, regardless of age, gen-
der and ethnicity. This includes the national telenursing ser-
vice, with its’ important gatekeeping function. Our previous
research has shown that there are gender differences in out-
comes of paediatric calls which could not be explained by
differences in symptom severity.[8] From the perspective of
patient safety and equitable healthcare, it is thus important
to study if these patterns can be found as well in larger sam-
ples of adult callers.

1.2 Aim

The aim of the present study was to analyse authentic health
calls to a telenursing site in Sweden regarding reasons for
calling and outcome of the calls from a gender perspective.
Central research questions were: (1) who is calling, (2) who
are they calling for, (3) what are the reasons for calling, and
(4) what is the outcome of the call?

2 Methods
2.1 Design

The study had a descriptive and comparative design.

2.2 Sample and setting

After statistical considerations 800 calls, chosen randomly
from 5,000 recorded calls, were analyzed. All chosen calls
contained an outcome, such as self-care advice or a referral.
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2.3 Data collection

The calls were recorded at a telenursing call center site in
central Sweden that handled about 100,000 calls per year.
Data were collected over a period of 11 months during
2004/2005. Callers were informed about the ongoing study
in a prerecorded message when they called the telenursing
site. They consented to participating in the study in an ac-
tive way by entering a certain number on the telephone. The
nurses were informed verbally about the study, and 11 out
of 20 nurses (all female) consented to participate.

2.4 Data analysis

The calls were analyzed directly from the recordings. A
matrix was developed, where the caller’s gender, age and
fluency or non-fluency in Swedish were noted. For gender
there were three options: female, male and other. The third
alternative was used when the caller’s gender could not be
assessed or when the caller did not want to be defined as ei-
ther man or woman. The fluency or non-fluency in Swedish
was assessed by the researcher in a subjective manner by
listening to understanding or describing problems related to
language skills. In another box it was marked for whom
the call was made, e.g., if an adult was calling for a child
or for him/herself. The reason the caller contacted the te-
lenurse was noted, as well as the length of the call. Finally,
the outcome of the call was noted: self-care advice, booking
an appointment for a GP on call, referral to a GP, referral to

other health care services, referral to the emergency room or
providing other information (for example, opening hours).

The calls were analyzed by IBM SPSS (Statistical Product
and Service Solutions) 19.0, using Chi2 tests for categorical
data on gender and outcome and reason for calling. Odds
ratio (OR) was calculated for outcome. Age and fluency or
non-fluency in Swedish were analyzed descriptively.

2.5 Ethical considerations

The study was approved by the Regional Ethics Review
Board. No benefits were gained from participating in the
study; the same service was given to all callers during
this period. Telenurses and callers were included after in-
formed consent and were able to end their participation in
the project at any time. The results are presented in a way
that guarantees all participants’ confidentiality.

3 Results
3.1 Who is calling?

The majority of the calls (70%) were performed by women,
and this pattern was similar in both language groups. The
total percentage of callers who were non-fluent in Swedish
in the sample was 6% for women and 3% for men. Five
callers could not be identified as either man or woman (see
Table 1). The mean age of the female patients was 29 years
and the mean age of the male patients was 33 years.

Table 1: Ethnicity/language proficiency and gender of the caller
 

 

Language 

Women  Men  Other 

n 
% of total 
calls 

% of calls in 
language group 

 
 

n 
% of total 
calls 

% of calls in 
language group 

 n 
% of total 
calls 

% of calls in 
language group 

Fluent in Swedish 510 64 70  214 27 29  4 0.5 0.5 

Not fluent in Swedish 49 6 68  22 3 30  1 0.1 1 

 

3.2 Who are they calling for?

The callers called for themselves, children or other adults.
In all groups women were in the majority of those making
the calls, and the highest proportion was in the group call-
ing for children (p = .003); 77% and 87% respectively in the
different language groups. The lowest proportion of female
callers was found in the group of people calling for them-
selves (p = .005); 61% and 67% respectively in the differ-
ent language groups. Calls made for oneself were the most
common form in all language groups irrespective of gen-
der, but men called more for themselves per percentage and
less for others, especially concerning children (see Table 2).
No significant differences for calling for other adults (p =
.8) were found. Adding the calls together, the likelihood
of finding a man calling for another person in our sample
was 9%. The corresponding number for female callers was

28.5%.

3.3 What are the reasons for calling?

Symptoms from the airways and ears were the main reasons
for calling in most groups. Other common reasons were
skin issues and symptoms in the abdomen for both men and
women, fluent or non-fluent in Swedish. More men called
to get information only (see Table 3).

3.4 What are the outcomes of the calls?

When the outcomes of the calls were divided on gender
and reasons for calling, significant gender differences were
found for receiving referral to a GP (OR = 2.54). Compar-
ing parents, it was shown that fathers were referred to a GP
to a greater extent (OR = 5.7) than mothers were (see Table
4).
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Table 2: For whom the caller calls, divided on ethnicity/language proficiency and gender

 

 

 

Language Calling for 
Women Men  Other 

n % n %  n % 

Fluent in Swedish 

Themselves 309 67 150 32  3 1 

Children 156 77 48 23  - - 

Other adults 45 72 16 26  1 2 

Not fluent in Swedish 

Themselves 23 61 15 39  - - 

Children 20 87 3 13  - - 

Other adults 6 55 4 36  1 9 

Table 3: Reasons for calling, divided on ethnicity/language proficiency and gender

 

 

 

Language  Women  % Men  % Other % 

Fluent in Swedish 

Airways and ears  
Skin  
Abdomen  
Urinary tract  
Information  

29 
14 
9 
8 
8 

Airways and ears  
Skin  
Information  
Abdomen  
Back and limbs  

29 
20 
12 
10 
7 

Information  
Airways and ears 

50 
50 

Not fluent in Swedish 

Airways and ears  
Abdomen  
Skin  
Back and limbs  
General illness  

41 
12 
10 
8 
6 

General illness  
Back and limbs  
Airways and ears  
Skin  
Information  

18 
18 
13 
14 
9 

Back and limbs  100 

Divided on outcome, language and gender, no significant
differences were found in the material. The most common
caller was a woman fluent in Swedish. The mean call length

in the whole sample was 4 minutes and 30 seconds (SD =
2.6); for men the mean call length was 4 minutes (SD = 2.6)
and for women it was 4 minutes and 40 seconds (SD = 2.6).

Table 4: Outcome of the calls divided on for whom the call was made and the gender of the caller

 

 

* General practitioner 
# Non-significant 

Outcome 

Calling for children 

p 

Calling for themselves 

p 

Calling for other adults 

p Women  Men Women Men Women  Men 

n %  n % n % n % n %  n %

Emergency room 10 5.7  0 0 .082 18 5.4 14 8.5 ns# 8 15.7  2 10.0 ns#

GP * 8 4.5  10 19.6 .000 58 17.5 31 18.8 ns# 7 13.7  3 15.0 ns#

GP on call 57 32.4  12 23.5 .226 92 27.7 47 28.5 ns# 11 21.6  4 20.0 ns#

Other services 7 4.0  2 3.9 .986 32 9.6 24 14.5 ns# 3 5.9  4 20.0 ns#

Referral to other 
health care levels 

20 11.4  8 15.7 .408 38 11.4 15 9.1 ns# 7 13.7  0 0 ns#

Self-care advice 74 42.0  19 37.3 .540 94 28.3 34 20.6 ns# 15 29.4  7 35.0 ns#

Total  176 100  51 100  332 100 165 100  51 100  20 100  

4 Discussion

Differences were found in this study concerning who is call-
ing, for whom they are calling, and the advice the callers
received from the telenurses. It is well known that women
generally seek healthcare more frequently.[17, 20] The same
pattern was found also in the present study, as the ma-
jority of callers were women, and when calling for chil-

dren the proportion of female callers increased. In light of
gender theory, this pattern can be understood as the per-
formance of ideal[10] or hegemonic[13] femininity as well
as of hegemonic masculinity.[11, 14] Calling telenurses, for
oneself or for others, can be in line with ideal femininity,
which is linked to attending self-care, seeking professional
health care advice and performing care for others. More-
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over, physical vulnerability, weakness, and compliance have
been identified as features of ideal femininity.[10] Corre-
spondingly, men can enact hegemonic masculinity through
refraining from seeking healthcare,[14–16] in this case re-
fraining from calling a telenurse.

It was significantly more common for women to call on be-
half of someone else than men. The likelihood of finding a
man calling for another person in our sample was only 9%.
The corresponding number for female callers was 28.5%.
These findings are concurrent with previous studies,[8] and
underscore the female role of being the primary carer in
families. A recent study suggested that “surrogate calls”
(calls made on behalf of someone else) made by women for
men could increase men’s medical access.[21]

A striking finding in our study was that men received more
GP referrals than women did, especially concerning fathers
as compared to mothers. This is in line with the find-
ings of Kaminsky, et al.,[8] where fathers were found to
receive healthcare referrals to a significantly higher extent
than mothers, although there were no indications that the
fathers called for more emergency situations or other dif-
ferences in the severity of the child’s symptoms. This is in
line with gender theories arguing that parenting is an im-
portant arena for doing gender.[22] Arguably, the telenurses
saw the mothers as the more “essential” parents.[23] This
has also been stated by telenurses themselves in a previous
interview study.[7] This pattern may also reflect the norm
of hegemonic cultural ideals of masculinity, which clashes
with being an involved father.[11] The societal gender order
has also been shown to be mirrored in calls to SHD, as rep-
resentations of the reluctant male caller and the ideal femi-
nine caller were identified by discourse analysis of authentic
calls.[24]

As for the actual calls, the mean call length in the whole
study sample was 4 minutes and 30 seconds. For men, the
mean call length was 4 minutes, and for women 4 minutes
and 40 seconds, as previously mentioned. We have however
not studied the causes for this difference. One might specu-
late that as women receive more self-care advice, the provi-
sion of such advice might take more time for the telenurse
to pass on. This is, however, only one possible explanation
for this finding.

That men use health care to a lesser extent than women has
previously been pointed out.[20] From a biomedical perspec-
tive one could argue that the illness and sickness women
face[25] could lead to a greater need to call telenurses.
Hence, an important question that our findings raise is what
an appropriate use of telenursing services would be. Do men
call too little, or is it women who call too much? What is
the norm in the context of seeking health care? The liter-
ature tends to focus on the “overutilization” of healthcare
by women and sees this as a problem.[15] Against this, one
could argue that men “underutilize” healthcare services such

as telenursing, considering their actual needs.

The fact that 15% of the current population in Sweden is
foreign born, and the total percentage of callers non-fluent
in Swedish in the study sample was 9% (6% for women and
3% for men) suggests that non-fluent speakers call less fre-
quently. This parallels results from the UK regarding NHS
Direct,[18, 19] indicating that migrants use this service less.
Our study has also shown that the patients who turned to the
telenursing services were predominately young (mean age
for women 29 years and for men 33 years). To make the
service accessible and equal for all citizens, efforts might
be needed to reach out to elderly persons, who are perhaps
more likely to have health-related problems, and to immi-
grants.

Strengths and limitations

Although this study was designed from a gender perspec-
tive, age and language proficiency were also analysed. Us-
ing language as a proxy for ethnicity has the advantage of
being the way ethnicity is perceived by, and presented to the
telenurses. The disadvantage is that it is subjective, rely-
ing on the researcher’s judgment. Other weaknesses include
that we have only had access to data regarding the outcome
of the call per se (self-care advice/referral/GP/emergency
room), and not the eventual outcome in relation to health.
As we were not granted ethical permission to study the pa-
tients’ records, such data were unavailable.

The large data set of authentic calls can be looked upon as
a strength. The present authors have different professional
backgrounds, with the last author having own experiences
of working as a telenurse. This means that the authors could
take on both an emic and an etic perspective, which also is
a strength.

Although data were collected some years ago, the gender
system in the Swedish society has not changed since the data
collection took place. As more recent investigations show a
similar amount of male and female callers to SHD,[8] it is
reasonable to believe that the results are applicable on the
current societal situation. Hence, we argue that much can
be learned from this study concerning telenursing in Swe-
den, and similar countries today.

5 Conclusion and practical implications
In the context of telenursing, callers and nurses are “doing
health” and “doing gender” simultaneously. It is important
to stress that both callers and telenurses participate in “doing
gender”; callers by gendered calling patterns, and telenurses
by giving different advice. By not calling, men may con-
struct hegemonic masculinity, and by calling, women can
act in line with ideal femininity. When calling for children,
mothers might reinforce the picture of the woman being the
primary parent. Calling a telenurse also appears to require
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fluency in the language, as non-fluent speakers appeared to
call less frequently. It might also be that when being new in
Sweden, they did not know about this service.

Given the telenurses’ gatekeeping role, there is a risk that
these differences on the first level of healthcare are repro-
duced throughout the whole health care system. At the same
time, telenursing services have the potential to increase ac-
cess to health care, preventive care and patient involvement
at an early stage. All these aspects could contribute to de-
creasing inequity in health by reaching out to groups that
have been shown to underutilize health care.

Since equitable healthcare is stipulated by the Swedish
Health and Medical Services Act (1982:763), it is impor-
tant that telenursing does not become a “feminine” task,
mainly performed by female nurses and used by female
callers and/or a service only suitable for callers who are flu-
ent in one dominant language. Further research is needed on
how to enhance a more equitable use of telenursing services,

which can in turn increase equitable access to other health-
care services. It is possible that campaigns encouraging men
to call, and a more frequent use of translators, could make
telenursing more accessible to groups who currently appear
to use the services to a lesser extent.
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