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Background: In June 2011 the Swedish government 
signed an agreement with The Swedish Association of Local 
Authorities and Regions (SALAR), for a three year project 
to develop and implement “Health care on equal terms.” The 
project, which involved seven Primary Health Care Units 
(PHCU) from five county councils in different parts in Sweden, 
was completed in early 2014. The aim of the project was to 
develop methods and activities that could promote more equal 
health care provision in socio-economically disadvantaged 
areas. 

Aim: To assess and compare health care providers’ 
experiences of and perceptions about equitable health care at 
the beginning and end of the national project “Health care on 
equal terms”. 

Methods: A web survey was sent to all staff at the seven 
participating Primary Health Care Units (PHCU) at the 
beginning (2012) and the end (2013) of the project. Data were 

analyzed with descriptive statistics and the open issues with 
content analysis. 

Results: In 2013, the percentage of health care providers 
who reported thinking patients’ ethnicity had no or very little 
impact on access to care increased, but the proportion of those 
who reported that they had “no idea” that patients’ gender, 
age, mental health and physical functioning were significant 
for access to care was lower in 2013 than in 2012. The results 
from analysis of the open-ended questions did not show 
meaningful changes in the respondents’ perceptions of the 
issues addressed in 2012-2013, but the analysis contributes to a 
deeper explanation of the answers. 

Conclusion: The main conclusion is that it was possible 
to implement changes aiming for more equitable care through 
projects with a focus on learning. 

Keywords: Sweden; Primary health care providers; Equity; 
Health services research

ABSTRACT 

How this fits in with quality in primary care?

What do we know?

On the central attributes of primary care and different patient groups, there are many studies and seeking after new knowledge 
continues. Previous research has shown that necessary efforts are not easy to implement within primary care regarding themes 
as patients’ gender, ethnicity, age, mental health and physical functioning. Previous research also has shown that communication 
among colleagues, collaboration within the team, routines, personnel and time, and the financial situation are important for 
equitable care, but communication is not easy to establish on a level which primary care needs.

What does this paper add?

This paper adds knowledge about how Primary Health Care Units (PHCU) developed and tested activities to promote a more 
equitable care. Combination of learning seminars and team works between seminar periods, and involvement of researchers 
in the project from the beginning to the end has led to development of some working methods to handle some difficulties 
and weaknesses mentioned above. Using a perspective called “ongoing evaluation” in conjunction with a program-theoretical 
evaluation perspective during development of working methods is also a contribution from our study.
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Introduction

The goal of the Swedish health care system is to provide good 
care on equal terms to the whole population [1]. Health care in 
Sweden is a public responsibility, financed primarily through 
taxes that are levied by county councils and municipalities. 
During the past decade, several reports from different agencies, 
as well as from the government and the Swedish Association 
of Local Authorities and Regions (SALAR), have revealed that 
health care is unequal, lacking in accessibility and not offered 
on equal terms to the whole population [2-4]. Other reports 
[5,6] show that differences in health between different groups 
in the population have increased with respect to factors such as 
education level, gender and country of birth.

Providing health care on equal terms has become a challenge 
for the health care system, and especially for primary health 
care. The central attributes of primary care are first-contact 
(accessibility), continuity (person-focused preventive and 
curative care over time), patient-oriented comprehensiveness 
and coordination (including navigation towards secondary and 
tertiary care) [7]. This means that the primary health care team 
deals with continuous care for all unselected health problems in 
all patient groups, irrespective of social class, gender, ethnicity, 
etc. Thus, primary health care makes an important contribution 
to equitable care [8] and developing methods for the analysis of 
equity in health care delivery are crucial. In Sweden, residents 
are encouraged to visit their primary health care centers first. 
According to the Swedish health care act, paragraph 5, primary 
health care is part of the outpatient care and is responsible for 
meeting the population’s need for basic medical treatment, care, 
prevention and rehabilitation that does not require hospital and 
technical resources, or other special skills, without restrictions 
due to illness, age or patient group [1].

Both the government and regional and local agencies have 
initiated projects aiming to increase equality in health care. As 
part of one such project, in June 2011 the government signed an 
agreement with The Swedish Association of Local Authorities 
and Regions (SALAR), for a three year project to develop and 
implement “Health care on equal terms.” The project, which 
involved seven Primary Health Care Units (PHCU) from five 
county councils in different parts in Sweden, was completed in 
early 2014. The aim of the project was to develop methods and 
activities that could promote more equal health care provision 
in socio-economically disadvantaged areas. The project used 
the Breakthrough model from IHI (Institute for Health Care 
Improvement), which is a structured improvement methodology 
designed to help health-care organizations reduce the “know-
do gap”, where evidence from research is rarely implemented 
despite having the potential to improve outcomes while reducing 
costs at the same time [9].

During the project implementation, a total of eight learning 
seminars were arranged, and between seminar sessions, eight 
periods of time were scheduled for team working at the PHCUs. 
The participating PHCUs developed and tested a total of 48 
activities for more equitable care with a variety of solutions to 
different identified problems [10,11].

Equity research in health care often focuses on either 
financing or delivery of health care while, in this study the 
focus was to assess and compare the health care providers’ 
experiences and perceptions of achieving more equitable health 
care before and after the project “Health care on equal terms”. 
This study was a part of a larger evaluation report financed by 
SALAR [10].
Material and Methods

The study design was explorative and cross-sectional with 
"unbalanced panels" at two time-points. With "unbalanced panels" 
we mean that some participants appeared at both times, but not 
all participants. This type of cross-sectional design differs from 
both true panels/pooled cross-sectional times and repeated cross-
sectional designs [12].

A questionnaire was constructed and distributed to the 
health care providers in the nine PHCUs participating at the 
beginning of the project, and the seven PHCUs participating 
at the end. The questions were based on previous international 
and national research questionnaires on health equality and on 
questions used in evaluations of the Breakthrough methodology 
[13-16]. The survey consisted of four parts. Part 1 was about 
professional information (occupation, age, education, number 
of years in the profession and in the current activity). Part 2 
dealt with workplace environment and working conditions. Part 
3 dealt with the respondents’ experiences and perceptions of 
factors related to health care on equal terms. Part 4 of the survey 
dealt with the respondents’ perceptions about the factors related 
to changes and improvements in achieving equitable health 
care. The survey consisted of both closed response questions 
with multiple choice options and open-ended questions. Four 
of the questions were based of a Likert scale in the range 1-5 
where 1 was Very strong and 5 was No impact, answer No idea 
was 0. A pilot web survey was sent to individuals working at 
the participating PHCUs. The online survey was further refined 
after the responses from this pilot survey to make it more 
understandable and easier to answer.

The web survey (baseline) was sent to all staff at the participating 
PHCUs at the beginning (2012) and the end (2013) of the project 
by SALAR Statistics Center. The center was also responsible for 
sending out two reminders. The response rate for 2012 was 60.25% 
and 62.80% in 2013.

Due to small sample size as well as the used study design there 
panels in 2012 and 2013 were not identical we did not analyze 
the data with inferential statistics. Instead, we allow the changes 
between these two occasions to speak through percentages in the 
tables. Descriptive statistics were employed by using SPSS 11.0 
software. The percentages are based on “valid percentages” which 
exclude the missing cases. We have combined response options 
1 and 2, as well as 4 and 5 (see online questionnaire) in order to 
present a clearer picture of the results. 

Open-ended responses were analyzed with content analysis. 
Content analysis involves identifying, coding and categorizing 
the primary patterns that emerge from the collected data [17,18]. 
The first phase was to read through the printouts several times 
to get a sense of the whole. The second phase was to choose 
sentences or phrases that contained information of relevance to 
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What is care on equal terms?

In answering an open-ended question about what “care on 
equal terms” means to them, the respondents answered that 
“everyone is given the care they need” or "everyone, regardless 
of origin, social and economic status, and sexual orientation, and 
regardless of other illnesses should have the right to equitable 
care.” Some answered “no opinion” or “do not know.”

Some respondents expressed that care on equal terms means 
“everyone should be entitled to the same care,” while others 
thought “every person who seeks care should be individually 
assessed and have their needs met, which does not always mean 
that all patients receive the same care.” Another summed up 
their viewpoint as “equal treatment, according to individual 
needs.” Another aspect highlighted by some respondents is 
that “everyone should be able to get the help they need, even if 
they have difficulty expressing themselves or understanding the 
culture or regulations.” This aspect is emphasized by another 
respondent who thought that “patients/clients who are easy to 
talk to, or have higher social status, should not be given priority 
over those who do not have these characteristics.”

One of the respondents highlighted the importance of 
adapting health care to the patients’/users’ needs: “adapting care 
to each individual’s circumstances, such as people with ADHD, 
physical disabilities, who have been traumatized, etc. and not 
the other way around.” “Trying to find those not seeking care” 
is also mentioned as an important factor in providing care on 
equal terms.
Factors that contribute to access to health care

As shown in Table 2, the proportion of respondents who 
considered that sexual orientation, age and area of residences 
are important factors that influence access to health care had 
increased in 2013 compared to 2012. On the other hand, 
the proportion who considered that physical functioning is 
significant for access to care had decreased in 2013. The 
proportion who considered gender to be significant for access to 
health care remained almost unchanged. 

Respondents had different opinions about whether the 
influence of patients’ levels of education, ethnicity and mental 
health were related in access to health care. In 2012, the 
percentage of participants who thought that these factors have 
no or very little significance was equal in size to the proportion 
who thought these factors have a high impact on access to health 
care. In 2013, the percentage of those who considered patients’ 
ethnicity to have no or very little impact on access to care had 
increased. Respondents who had no idea about the impact of 
patients’ gender, age and mental and physical health on access 
to health care had decreased.

In answer to the question about patients/clients who may 
find it difficult to be heard within the PHCU, most respondents 
perceived foreign-born people (immigrants, asylum seekers, and 
a specific foreign-born group mentioned by some respondents, 
Somalis), the elderly and mentally ill patients/clients to be 
among “those who have difficulty making their voices heard” 
or “those who are not strong enough to be heard in the ‘right 

Age N (%) 2013 N (%) 2012
26-35 7 (6.2) 9 (6.7)
36–45 29 (25.7) 33 (24.4)
46–55 36 (31.9) 35 (25.9)
56–65 41 (36.3) 58 (43.0)
Education 
Primary school 2 (1.7) 1 (0.7)
University degree 91 (77.8) 102 (73.9)
Other higher education 11 (9.4) 13 (9.5)

 High school degree 13 (11.1) 22 (15.9)
Years in the profession
0-9 Years 17 (14.8) 15 (11.3)
10-19 Years 30 (26.1) 47 (35.3)
20-29 Years 23 (20.0) 20 (15.0)
30-39 Years 36 (31.3) 36 (27.1)
40-47 Years 9 (7.8) 15 (11.3)
Years at the current 
primary health care 
unit
0-9 Years 65 (55.6) 77 (56.2)
10-19 Years 28 (23.9) 35 (25.5)
20-29 Years 20 (17.1) 17 (12.4)
30-39 Years 4 (3.4) 8 (5.8)
Workplace
Primary care unit 95 (79.8) 109 (75.2)
Primary care for children 29 (24.4) 35 (24.1)
Primary care for mothers 6 (5.0) 8 (5.5)
Hospital 4 (3.4) 4 (2.8)
Primary care for youth 3 (2.5) 3 (2.1)
Other 5 (4.2) 7 (4.8)

Table 1: Demographic information about the participants.

the study’s aims. The third phase was a “systematic analysis of 
the chosen sentences or phrases.” The researchers coded claims, 
cut them out, and sorted them according to the different themes 
chosen. Eventually, the researchers were able to merge several 
codes into subcategories. Main categories were developed 
through comparative analysis of these subcategories [19,20].
Results 

Participants

The questionnaire survey was completed voluntarily and 
anonymously by health care providers in the participating 
PHCUs, totaling 141 respondents in 2012 (baseline) and 147 on 
the second occasion in 2013. In both 2012 and 2013, those who 
participated were mostly nurses, physicians, assistant nurses 
and medical secretaries. Table 1 show that most respondents 
were 56-65 years of age and had higher education. Most were 
experienced professionals who had worked in their occupation 
for more than 10 years. Most respondents were working at 
primary health centers and/or child health centers. 

The response rate to the open-ended questions ranged 
between 10 and 124 respondents. Analysis of the responses to 
the open-ended questions does not show any major changes in 
respondents’ perceptions between 2012 and 2013.
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way’ and are lacking in communication skills.” Other patient 
groups that were mentioned were those with multiple or chronic 
sicknesses, those with mental or physical disability, older people 
without families and those with addiction problems.

One participant described patients who may find it difficult to 
be heard within the PHCU as “those who do not speak Swedish, 
those who do not understand the system and organization.” 
Another added that “immigrants, especially women who are 
illiterate” or “foreign-born patients” “may have to wait a little 
longer when an interpreter must be booked.” Some respondents 
felt that foreign-born patients had no difficulty being heard: 
“Patients from other countries find it difficult to understand self-
care; they are accustomed to always going to the doctor for the 
slightest little ailment.”

In order to be heard, the patient/client should adapt to the 
demands of organization of care. This was explained clearly by 
one respondent:

"Calling the PHCU to make an appointment is the main point 
of access to care...Those who cannot speak Swedish or English...
the elderly or those who hear or see poorly...may have difficulty 
making a phone call. They may have difficulty understanding 
telephone instructions and which button to press...The mentally 
ill and people with a low income (cannot afford phone expenses) 
also have difficulty contacting the PHCU by phone...Illiterate 
people find it hard to call...All of these people come to the clinic 
and speak with a nurse or doctor".

Respondents who answered the supplementary question 
about what other factors affect patients’/clients’ access to health 
care on equal terms mentioned some organizational factors 
within health care. They thought that “access to health care 
where you consistently can meet the same physician,” “access 
to an interpreter when necessary” and “information about 
what the health care services can offer” may have implications 
for access to care. Some thought that there are structural/
organizational factors in society that affect access to care on 

equal terms. They mentioned “the amount of money in your 
wallet,” “unemployment” and “access to a car.” One of the 
respondents explains “especially the wallet...if you have the 
economic means you can seek private-sector care and see a 
doctor or nurse faster.”

A number of respondents believed that language can affect 
access to health care on equal terms. One explained it as 
follows: “Language. If you can’t speak Swedish, it’s an obstacle 
to making contact. It may take longer when the interpreter needs 
to be booked.” Another referred to the patients’/clients’ levels of 
education and their “health literacy.” The respondent explained:

"Education is an important factor; especially important is 
knowledge about how the body works. We expect the patient 
to describe what they want help with, how they feel and also 
be able to understand information, explanations, etc., and to 
participate in a discussion with the professional...It’s not easy if 
you understand your body in completely different ways".
Factors and criteria affecting PHCUs’ ability to offer 
health care on equal terms

As shown in Table 3, in 2012, patients’ confidence in health 
care providers was perceived to be the most important factor for 
offering health care on equal terms by more respondents than any 
other factor, while in 2013 having enough time for patients and 
availability of staff were considered the most important factors. 
The proportion of those who had no idea about the influence 
of the factors asked about, for example concerning issues of 
leadership, lack of patient follow-up and patient confidence in 
the health care providers, had increased in 2013.

In both 2012 and 2013, the respondents considered the 
most important organizational/ structural criteria for providing 
equal health care to be continuity of care, allocation of financial 
resources to match the needs of the catchment area and patient 
groups, trained health care providers, availability of care, and 
adapting care to users’ needs. According to the results, the 

Factors that are important 
for access to health care Year Very strong impact

1 2 3 4
No impact

5
No idea

0 N

Patients’ education level 2012
2013

21.1
15.5

16.7
24.1

21.1
23.3

13.2
14.7

24.6
19.8

3.5
2.6

114
116

Patients’ ethnicity or country 
of origin

2012
2013

17.7
10.3

19.5
17.2

26.5
21.6

14.2
23.3

18.6
24.1

3.5
3.4

113
116

Patients’ gender 2012
2013

9.6
7.8

3.5
10.3

21.9
20.7

15.8
17.2

43.0
41.4

6.1
2.6

114
116

Patients’ age 2012
2013

9.7
9.5

15.0
16.4

23.0
31.0

19.5
16.4

28.3
25.0

4.4
1.7

113
116

Patients’ sexual orientation 2012
2013

7.1
8.6

4.4
6.0

12.4
17.2

12.4
7.8

53.1
50.9

10.6
9.5

113
116

Patients’ area of residence 2012
2013

8.8
12.1

7.1
9.5

19.5
19.8

15.9
12.1

41.6
40.5

7.1
6.0

113
116

Patients’ mental health 2012
2013

16.8
11.3

19.5
27.0

24.8
25.2

18.6
14.8

15.0
20.9

5.3
0.9

113
115

Patients’ physical health and 
level of functioning

2012
2013

8.1
6.0

15.3
17.2

25.2
22.4

18.0
21.6

27.0
31.0

6.3
1.7

111
116

Table 2: Factors that contribute to access to health care (%).
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majority of respondents considered having modern technology 
and medical equipment and free choice of primary health care 
unit/physicians to be not at all important or of lesser importance 
for providing equal health care (Table 4).

The results show that in both 2012 and 2013 most 
respondents agreed that the three most important clinic-level 

factors for providing equitable health care were respectful 
attitude, awareness of one’s own biases/behaviors and trust 
between patients and health care workers. The fourth factor 
which was considered important was the patients’ participation 
in consultations with the care providers (Table 5). 

Some respondents answered “do not know” or “unclear 

Organizational criteria for providing care 
on equal terms Year

Very strong 
impact 

1 2 3 4

No impact
5 N

Free choice of primary health care unit 2012
2013

9.1
0.0

9.1
0.0

9.1
40.0

27.3
0.0

45.5
60.0

11
5

Free choice of physician 2012
2013

16.7
0.0

0.0
11.1

16.7
22.2

33.3
11.1

33.3
55.6

6
9

Accessibility 2012
2013

21.7
21.1

21.7
24.4

22.8
18.9

18.5
18.9

15.2
16.7

92
90

Modern medical equipment 2012
2013

0.0
0.0

0.0
0.0

7.7
10.0

23.1
10.0

69.2
80.0

13
10

Trained health care providers 2012
2013

10.6
18.6

26.6
16.7

29.8
26.5

23.4
20.6

9.6
17.6

94
102

Not-for-profit health care 2012
2013

21.2
20.7

15.2
27.6

18.2
6.9

18.2
13.8

27.3
31.0

33
29

Allocation of resources according to the 
needs of the medical district or patient group 

2012
2013

26.0
23.5

14.0
22.5

27.0
21.6

16.0
16.7

17.0
15.7

100
102

Political management of health care 2012
2013

20.0
21.4

16.0
3.6

16.0
14.3

20.0
21.4

28.0
39.3

25
28

Continuity in care 2012
2013

27.0
23.6

24.0
25.5

14.0
20.0

24.0
20.0

11.0
10.9

100
110

Adaptation of care to patients’ needs 2012
2013

19.0
17.6

24.1
17.6

11.4
18.7

15.2
27.5

30.4
18.7

79
91

Table 4: Main organizational/structural criteria for providing equitable health care (%).

Factors affecting PHCUs’ ability to 
offer care on equal terms Year

Very strong 
impact 

1 2 3 4

No 
impact

5

No idea
0 N

Access to care (e.g. telephone times, 
opening hours, etc.) 

2012
2013

43.4
37.9

15.0
11.2

12.4
19.8

12.4
14.7

13.3
14.7

3.5
1.7

113
116

Respectful treatment by staff 2012
2013

42.0
37.9

14.3
10.3

14.3
16.4

17.9
12.9

8.9
20.7

2.7
1.7

112
116

Information to patients 2012
2013

42.9
36.2

18.8
17.2

16.1
19.0

9.8
12.1

8.9
12.1

3.6
3.4

112
116

Access to health care providers or 
PHCU staff

2012
2013

38.1
46.6

19.5
16.4

15.0
7.8

13.3
12.9

11.5
15.5

2.7
0.9

113
116

Time for patients (e.g. consultation) 2012
2013

41.6
47.0

21.2
16.5

15.0
11.3

10.6
12.2

7.1
12.2

4.4
0.9

113
115

Staff competence 2012
2013

38.9
41.2

20.4
11.4

10.6
14.9

12.4
12.3

14.2
18.4

3.5
1.8

113
114

Health care providers’ attitudes 2012
2013

46.0
42.6

16.8
13.0

8.8
10.4

14.2
13.0

10.6
20.0

3.5
0.9

113
115

Lack of patient follow-up 2012
2013

33.3
32.7

17.1
17.7

21.6
18.6

15.3
14.2

8.1
10.6

4.5
6.2

111
113

Leadership at PHCUs 2012
2013

35.4
35.1

17.7
15.8

15.9
18.4

14.2
13.2

15.0 
13.2

1.8
4.4

113
114

Patients’ trust in health care providers 2012
2013

48.2
44.7

16.1
10.5

10.7
12.3

13.4
13.2

9.8
16.7

1.8
2.6

112
114

Table 3: Factors affecting PHCUs’ ability to offer health care on equal terms.
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issue” to the question about other factors that affect health care 
facilities that offer care on equal terms, or did not respond at 
all. Some mentioned factors such as “economic resources”, 
“shortage of doctors/specialists,” “public policy”. Some 
pointed to the allocation of resources in immigrant-dense areas 
where appointments take much more time, especially if an 
interpreter is needed – and time is costly. A lack of continuity of 
physicians and specialists was described by one respondent as 
an important factor in being able to offer care on equal terms. 
Some respondents felt that having “different doctors all the 
time” reduces the clinic’s ability to offer care on equal terms. 
Continuity of care is a factor that is mentioned "to meet with 
the doctor, especially for chronic or for example patients with 
multiple problems" and "access to fixed-employed doctors' to 
provide health care on equal terms”. Access to interpretation 
and “quality of interpreters” and “staff who are knowledgeable 
about different cultures” are mentioned as other important 
factors that may be important to offering care on equal terms.

Regarding political governance and leadership, one 
respondent said that “the leadership’s ignorance and 
unwillingness” can be an obstacle to offering care on equal 
terms. One of the respondents thought that the health care 
system and the rest of society are intertwined: “Health care is 
linked to the rest of society. The patient/client should have a 
secure social situation through housing, income, the opportunity 
to acquire knowledge about how the body works, a good 
Swedish education, and good interpreters. This makes it easier 
for us to do our part.” Some respondents raised the issue that it 
is the health care organization that should adapt to the patient/
client and not vice versa, which is a decisive factor in being able 
to offer care on equal terms. To provide various contact ways 
and possibilities to communicate with the care has also been 
mentioned. 

They mentioned other factors that may be important in offering 
care on equal terms “Time and again TIME.” Another respondent 

explains that “some patients need more time for consultation, which 
we find difficult to provide.” Another adds, “we don’t have enough 
staff answering the phones”, and another respondent believes 
“the resources are not adequate.” “Too much administration 
and documentation” is mentioned as another factor that may be 
significant for offering care on equal terms.
Discussion and Conclusion

Statement of principal findings 

The results show an increased awareness of the issue of 
equitable care and the factors behind it among health care 
providers. A process of change has begun, and if this is to lead 
to more equitable care and provide lasting effects, it is necessary 
that the process continues and develops over time.

The results show that the health care providers at the seven 
participating PHCUs considered the factors affecting clients’/
patients’ access to care on equal terms to be composed of three 
categories: Structural/organizational factors in health care (e.g. 
shortage of doctors and resources), in the community (e.g. 
residential area) and patients’/clients’ situation/characteristics 
(such as education, occupation, ethnicity, age). It also emerged 
that the five most important subcategories that can be seen as 
criteria for offering care on equal terms are continuity of care, 
allocation of financial resources to match the needs of the 
catchment area and patient groups, availability of trained staff, 
accessibility, and care that is adapted to clients’ needs. Access 
to interpreters is mentioned as an important factor for changing 
and improving the care provided. In addition, other factors 
that affect PHCUs’ ability to provide care on equal terms are 
resources in the form of financing, more staff and time, access to 
permanently-employed physicians and specialists (continuity in 
care), and adaptation of the services to patients’/clients’ needs. 
The evaluation shows that the proportion of health professionals 
who are aware of the action plan for equal care within their 
occupation had increased in 2013, in comparison with 2012.

Three key factors for providing care on equal terms Year
Very strong or 
strong impact

1-2

Medium 
impact

3

No or little 
impact

4-5
N

Respectful treatment 2012
2013

57.1
51.1

29.7
33.0

13.2
16.0

91
94

Awareness of one’s own biases/behavior 2012
2013

39.1
38.6

27.5
28.1

33.3
33.3

69
57

Patients’ participation in decision making in 
consultations with physicians 

2012
2013

12.1
18.2

34.5
33.3 53.4

48.5

58
66

Information to patients 2012
2013

13.0
24.0

39.1
28.0

47.8
48.0

23
25

Attractive and welcoming environment 2012
2013

50.0
20.0

0.0
0.0

50.0
80.0

2
5

Trust between patients and health care provider 2012
2013

23.6
30.7

40.3
38.7

36.1
30.7

72
75

Openness toward other people 2012
2013

25.0
16.0

37.5
44.0

37.5
40.0

24
25

Table 5: Clinic-level factors for providing equitable health care (%).
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The changes in the variables between the measurement time 
points may be caused by different factors. One cause may be 
the activities within the project “Health care on equal terms.” 
The participating PHCUs developed and tested a total of 48 
activities to promote more equitable care. These activities vary 
widely. Not only clients/patients, but also health care providers 
were in focus in these projects, which may have changed their 
perceptions between measurement points. The results of the 
surveys from eight learning seminars and seven team work 
periods, interviews with operational managers and the project 
supervisor, and other documentation about the process during 
the implementation of the project also show that all PHCUs 
have developed towards providing more equitable care [10,11].
Strengths and weaknesses of the study 

There are two strengths in this study. Activities that were 
considered to influence the changes in the variables between 
measurement points were based on a modified form of the 
Breakthrough series with its key components and tools. Another 
strength is that the researchers were involved in the project from 
the beginning to the end, and applied a perspective called (among 
other things) “ongoing evaluation” [21,22] in conjunction with 
a program-theoretical evaluation perspective [23,24].

The weakness of study is the limitation of time. A follow-up 
in 2014 could contribute with a more deep analysis and results. 
Another weakness may be that the study was conducted as a 
cross-sectional study and included those working at the health 
care centers at the respective time for the survey. Changing in 
results in 2012 and 2013 may therefore be reading in relation 
to this design which we call cross-sectional with “unbalanced 
panels”. Strength had been on the questionnaire instead, in the 
form of a panel study, where the same persons responded to the 
two questionnaires. This aspect can be as a challenge for further 
studies. 
The findings in relation to other studies

The results show the proportion of those who reported that 
they had “no idea” that patient’ gender, age, mental health and 
physical functioning were significant for access to care was 
lower in 2013 than in 2012. The main conclusion is that it was 
possible to implement changes aiming for more equitable care 
through projects with a focus on learning. We find some parallels 
with previous research [25-27] regarding these themes. The 
results also have some parallels with previous research about 
the significance for equitable care of communication among 
colleagues, collaboration within the team, routines, personnel 
and time and the financial situation [28,29].
Recommendations and implications for clinicians and 
policy makers

Several aspects of the results can be noted that are relevant 
to health care units and policy makers. The study shows that it 
is possible to implement changes for more equitable care with 
a method centered on learning. The changes that have taken 
place during this project are at both unit level and staff level. 
Nevertheless, it is important that the processes which have 
begun are able to continue and develop over time so that they 

can lead to sustainable effects and more equal health care in the 
future. To achieve this, it is also necessary to have appropriate 
management and compensation systems that can support and 
promote further development. Hopefully, such mechanisms will 
enable the process of change to lead to more equitable care for 
clients /patients and a more manageable working situation for 
staff.
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