SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE
2025, VOL. 43, NO. 2, 434-447
https://doi.org/10.1080/02813432.2025.2452924

Taylor & Francis
Taylor &Francis Group

RESEARCH ARTICLE

8 OPEN ACCESS ‘ ) Checkforupdates‘

Considerations and experiences with healthcare-seeking during the first

COVID-19 lockdown in Denmark

Isabella Raasthgj Holst (@, Lisa Maria Sele Saetre
Kirubakaran Balasubramaniam (&, Peter Haastrup

, Gitte Bruun Lauridsen ),
, Sonja Wehberg

and Dorte Ejg Jarbgl

The Research Unit of General Practice, Department of Public Health, University of Southern Denmark, Odense M, Denmark

ABSTRACT

Aim: To (1) examine considerations before and experiences with GP contact during the first
COronaVlrus Disease 2019 (COVID-19) lockdown among Danish citizens; (2) analyse the associations
with sex, age, chronic disease, and socioeconomic factors; and (3) explore changes in
healthcare-seeking behaviour post-pandemic.

Method: A total of 100,000 Danes aged 20years or older, randomly selected in the general
population, were invited to participate in a survey examining considerations and experiences with
healthcare seeking during the first COVID-19 lockdown. Data were collected in spring 2022 and
linked to register data on socioeconomic factors. Descriptive statistics and multivariable logistic
regression models were applied.

Results: Of the 27,369 eligible individuals, 18% reported a need to contact their GP. Being worried
about burdening the healthcare system was most frequently reported (45%), followed by being
in doubt about acceptable contact reasons (33%), and concern about infection (24%). Although
44% of those who needed to contact their GP found the digital solutions advantageous,
individuals frequently found it difficult to discuss symptoms by telehealth (29%) and that they
were examined less thoroughly. Generally, women, younger people, and individuals with lower
socioeconomic status were more likely to be worried and report difficulties with contact to
general practice. Some 86% of the respondents reported no changes in healthcare-seeking
behaviour post-pandemic.

Conclusion: The results may assist in the organisation of healthcare in case of future lockdowns.
Yet, the COVID-19 pandemic has only slightly affected the healthcare-seeking behaviour in the
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Danish general population.

How this fits in

During the first COVID-19 lockdown, the healthcare sys-
tem was affected by altered accessibility in general
practice. To avoid transmission of infection, non-acute
in-clinic consultations were kept to a minimum and
replaced by use of telehealth solutions. This study adds
to the understanding of considerations and experiences
with healthcare-seeking during such an unprecedented
lockdown. It also indicates that the healthcare-seeking
behaviour changed to a minor degree post-pandemic.

Introduction

The global pandemic of COronaVlrus Disease 2019
(COVID-19) affected societies and healthcare systems
worldwide. In Denmark, the first case of COVID-19 was

diagnosed on February 27th, 2020, and two weeks
later, on March 11th, a governmental lockdown of the
society was initiated, leading to the first of three lock-
downs [1]. Consequently, Danish general practitioners
(GPs) closed for non-acute in-clinic consultations, and
patients were mainly assigned to use telehealth solu-
tions such as email, telephone, and video [2-4] like in
several other countries [5-7].

Telehealth consultations were found to be an effec-
tive way of providing healthcare during the pandemic,
yet the digital solutions may have been a barrier to
healthcare-seeking for some patients [8,9]. Consultation
rates in general practice were lower among vulnerable
patient groups during the pandemic, including patients
with higher age, comorbidity, lower education, and
lower income, indicating inequalities in access to
healthcare [4]. People may have postponed or avoided

CONTACT Isabella Raasthgj Holst @ iraasthoj@health.sdu.dk e The Research Unit of General Practice, Campusvej 55, 5230 Odense M, Denmark
@ Supplemental data for this article can be accessed online at https://doi.org/10.1080/02813432.2025.2452924.

© 2025 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group

This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (http://creativecommons.org/licenses/by-nc/4.0/), which
permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited. The terms on which this article has been
published allow the posting of the Accepted Manuscript in a repository by the author(s) or with their consent.


http://orcid.org/0000-0002-7076-9320
http://orcid.org/0000-0002-2029-3301
http://orcid.org/0000-0003-2729-6182
http://orcid.org/0000-0002-3612-1731
http://orcid.org/0000-0001-7265-743X
http://orcid.org/0000-0003-1503-2649
http://orcid.org/0000-0002-3241-4190
mailto:iraasthoj@health.sdu.dk
https://doi.org/10.1080/02813432.2025.2452924
https://doi.org/10.1080/02813432.2025.2452924
http://creativecommons.org/licenses/by-nc/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1080/02813432.2025.2452924&domain=pdf&date_stamp=2025-5-9
http://www.tandfonline.com
http://www.tandfonline.com

GP contact, for example if they perceived their symp-
toms as too insignificant for burdening the healthcare
system or were worried about becoming infected if
attending the GP’s office [10]. The lockdowns may
have reinforced some of the existing inequities in
health, for instance by limiting access to healthcare
services, which can be particularly a challenge for cer-
tain population groups [4,11,12]. Many consultations
can be postponed without harm, but delayed treat-
ment of serious or acute medical issues or inadequate
management of chronic diseases can cause poor out-
comes, lower quality of life, and increased uncertainty
for the individual [13].

The restrictions on in-clinic consultations impaired
the opportunity to have face-to-face contact and per-
form physical examinations. This may have compro-
mised the relationships between the patients and GPs
as well as the continuity of care which could affect
both quality of health, quality of life, and mortality
[14,15]. The physical examination is important for the
patient’s perception of quality in healthcare [16,17].
Hence, the attempt to keep social distance may have
resulted in experiences of being insufficiently exam-
ined or not taken seriously at both in-clinic and tele-
health consultations during the lockdown.

The time between 2020 and 2022 was extraordinary
due to the high focus on the transmission of COVID-19,
societal lockdowns, restrictions, social isolation, and
changed healthcare access [1,4]. These conditions may
have induced several considerations before making con-
tact with the GP, such as concern about infection or
unnecessary burdening of the healthcare system.
Furthermore, little is known about how the general pop-
ulation experienced the contact if they reached out to
the GP during the lockdown, and whether the COVID-19
pandemic has caused changes in the overall
healthcare-seeking behaviour afterwards. This informa-
tion may be valuable for the handling of future health-
care crises and the organisation of the post-pandemic
healthcare system [18].

This study aimed to (1) examine considerations
before and experiences with GP contact during the
first COVID-19 lockdown among Danish citizens; (2)
analyse the associations with sex, age, chronic disease,
and socioeconomic factors; and (3) explore changes in
healthcare-seeking behaviour post-pandemic.

Method
Study design and population

The present study is a part of the Danish Symptom
Cohort I, a nationwide study investigating symptoms
and healthcare-seeking behaviour in the general
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population. A total of 100,000 Danes aged 20years or
older, randomly selected from the Danish Civil
Registration System (CRS) [19], were invited to a
web-based survey. The invitees received an invitation
in their personal digital mailbox (eBoks) which is used
for secure communication between public authorities
and citizens in Denmark. The invitation contained a
description of the study purpose, legal rights, and a
unique link providing access to the survey conducted
in an electronic platform called SurveyXact. Participation
was voluntary, and individuals who did not wish to
participate were offered the opportunity to decline
online or by contacting the project group. After seven
days, non-respondents received a reminder letter in
their digital mailbox encouraging them to participate.
This procedure was repeated after additional seven
days. Data were collected from May to July 2022.
Details of the study design are reported elsewhere [20].

The questionnaire

The DaSC Il questionnaire was developed based on a
conceptual framework covering six domains, and all
items were phrased in Danish. The questionnaire was
comprehensive and covered several constructs within
the six domains. In this study, we used data from the
last domain concerning healthcare-seeking behaviour
during the first Danish COVID-19 lockdown. Items for
the COVID-19 domain were inspired by the validated
Awareness and Beliefs about Cancer Measures [21,22]
and the UK Cancer Awareness Measures used during
the COVID-19 pandemic to explore healthcare seeking
during lockdown in the UK [23,24]. Moreover, the
questions were inspired by semi-structured group
interviews conducted with a user panel with twelve
representatives from the general population. The ques-
tionnaire was pilot tested twice; in a research environ-
ment and among the user panel resulting in reduction
of the number of COVID-19 questions and few reword-
ings. The survey was designed with a forced answer
feature and leap structure to omit missing responses
and unnecessary questions, respectively. Prior to the
final distribution, the survey was field tested among
499 randomly selected individuals from the general
population. In this process, postal invitations were dis-
tributed to individuals who were officially exempted
from digital mail, e.g. due to either severe physical or
mental illness, language problems, or no access to
computer access in their home [25]. The response rate
among those who received a postal letter was very
low (<5%), and the disturbance caused by the invita-
tions among invitees and their relatives were signifi-
cantly higher than among those invited by digital mail.
Therefore, we considered it relevant to omit the postal
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invitation to reduce unnecessary disturbance with no
or very low likelihood of adding value to the final
study population. The conceptual framework, develop-
ment, and pilot- and field tests of the questionnaire
are described in detail elsewhere [20].

The COVID-19 domain was initiated by a question
about whether the individual had needed to contact
their GP during the first COVID-19 lockdown.
Subsequently those who stated a need of GP contact
were presented with seven predefined statements
exploring three possible considerations prior to contact
to the GP and four experiences with actual GP contact
established during the COVID-19 lockdown. The three
statements covering considerations (C1-C3) were
phrased as follows: C1: | was in doubt as to what |
could contact the doctor with (In doubt as to what to
contact with’), C2: | was worried | would catch the
Corona virus if | went to the doctor’s office (‘Worried
about infection’), C3: | was worried about putting an
unnecessary burden on the health care system (‘Worried
about burdening’). The four statements covering the
actual experiences (E1-E4) were phrased as follows: E1:
| found it difficult to discuss my symptoms over the
phone, in an e-mail, or during a video consultation
(‘Difficult to discuss symptoms digitally’), E2: | consid-
ered it as an advantage, that more things could be
handled over the phone, email, or video (‘Advantage of
digital communication’), E3: | found that the reason |
contacted the doctor was considered as less important
(‘Reason considered less important’) and E4: | found
that | was examined less thoroughly due to the corona
pandemic (‘Examined less thoroughly’), Table 1.
Responses to each statement were given on a four-point
Likert scale ranging from ‘completely disagree’ to ‘com-
pletely agree’ with an additional option to answer ‘I
don’t know"

Finally, all respondents were asked whether their
overall healthcare-seeking behaviour had changed
post-pandemic.

Register data

To keep the number of questions in the comprehen-
sive questionnaire low, and because the Danish regis-
ters are extensive and valid [26-28], socioeconomic
data were obtained from Statistics Denmark using the
unique Civil Registration System number assigned to
each Danish citizen [19,26,28]. The variables of interest
were marital status, highest obtained educational level,
labour market affiliation, and ethnicity. Additionally,
data on vital status were obtained from the Danish
Health Data Authority [29]. The variables are described
in detail under statistical analyses.

Table 1. Wording of questions.

The remaining questions are about your thoughts and
experiences during the COVID-19 lockdown in March 2020.
It might be difficult to remember that far back, but please
just answer to the best of your ability.

Thinking back to the time during the COVID-19 lockdown in
March 2020, did you need to contact your general
practitioner concerning your health? (Yes, No, | don't know)

Thinking back to the time during the COVID-19 lockdown in
March 2020, how much do you disagree or agree with the
following statements? (Completely disagree, Partly disagree,
Partly agree, Completely agree, | don't know)

Considerations

C1 1 was in doubt as to what | could contact the doctor about

(short: “In doubt as to what to contact with’)
C2 | was worried | would catch the corona virus if | went to the
doctor’s office
(short: ‘Worried about infection’)
C3 | was worried about putting an unnecessary burden on the health
care system
(short: ‘Worried about burdening’)
Experiences
E1 | found it difficult to discuss my symptoms over the phone, in an
e-mail, or during a video consultation (short: ‘Difficult to
discuss symptoms digitally’)
E2 | considered it as an advantage, that more things could be
handled over the phone, email, or video
(short: ‘Advantage of digital communication’)
E3 | found that the reason | contacted the doctor was considered as
less important
(short: ‘Reason considered less important’)
E4 | found that | was examined less thoroughly due to the corona
pandemic
(short: “Examined less thoroughly’)

The next question is about your contact with your doctor now.

Which of the following statements best applies to you?

Compared with the time before the corona pandemic:

Q1 | generally wait longer before contacting my doctor

Q2 | am now generally quicker to contact my doctor

Q3 | have not changed when | contact my doctor

Chronic disease

Do you have any chronic disease, long-term effects after injuries,
disability, or other chronic disorder? (Yes, No, | don’t know)

Statistical analyses

Individuals who died before data collection and indi-
viduals who were officially exempted from digital mail
were considered ineligible for study. As the COVID-19
domain was placed at the end of the questionnaire,
only individuals who answered the entire question-
naire were included in the present study.

The analyses regarding considerations and experi-
ences were restricted to individuals who reported a
need for contacting their GP during the lockdown.
Frequencies for the response categories were calculated
using descriptive statistics. Afterwards we dichotomized
into ‘agree’ and ‘disagree’ by merging ‘partly” and ‘com-
pletely” within each category. Individuals who answered
‘I don't know’ were excluded from further analyses of
each statement. Post hoc we conducted sensitivity anal-
yses by recoding ‘don’t know’ into both ‘agree’ and ‘dis-
agree’ categories. Neither of these recodings significantly
altered the associations. We analysed the probability to
‘agree’ with each statement by multivariable logistic
regression models. Covariates considered were sex



(women or men), age groups (20-39, 40-59, 60-79, and
80+ years), chronic disease (yes or no), marital status
(single/living alone or married/cohabitating), highest
obtained educational level (low (<10years), middle (10—
15years), or high (=15years), labor market affiliation
(working, retired, out of workforce, or disability pen-
sion), and ethnicity (Danish or immigrants/descendants
of immigrants). Respondents who answered ‘I don't
know’ regarding chronic disease were interpreted as
having no chronic disease. We decided post-hoc to per-
form multivariable logistic regression models with an
interaction between sex and age as it appeared that
sex modified the effect of age.

All respondents were included in the analyses con-
cerning healthcare-seeking post-pandemic. We calcu-
lated the frequency of each response in total and by

Figure 1. Flowchart.
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each covariate by using descriptive statistics. A X test
was conducted to test for difference within each of
the covariates.

Statistical analyses were performed using StataCorp
2019 (Stata Statistical Software: Release 17.0, College
Station, TX: StataCorp LLC). All tests used a significance
level of p<0.05.

Results
General characteristics of the study sample

Of the 100,000 randomly selected individuals, 7% were
ineligible due to no digital mailbox or death before data
collection. Of the eligible 92,746 individuals, 31,415
(34%) responded to the survey. After exclusion of
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individuals who did not answer all the questions, a total
of 27,369 were included (Figure 1). Of the individuals eli-
gible for the study, 4927 reported that they had needed
to contact their GP during the first COVID-19 lockdown
(Figure 1). Characteristics of the entire study population
and the subgroups (respondents with and without a
need to contact the GP during the lockdown and those
who dropped out of the survey) are shown in Table 2.

Healthcare-seeking behaviour during the first
COVID-19 lockdown

Figure 2 shows the distribution of answers to each
predefined statements exploring the considerations

Table 2. Study population characteristics.

prior to contact to the GP and experiences with actual
GP contact during the COVID-19 lockdown. Almost
half of the respondents (45%) partly or completely
agreed with the statement that they were worried
about putting an unnecessary burden on the health-
care system (C3), and 33% agreed that they were in
doubt as to what they could contact the GP with (C1).
Another 24% were worried to catch the corona virus
(C2) (Figure 2).

Some 29% partly or completely agreed that they
found it difficult to discuss their symptoms digitally
(E1) while 44% considered it as an advantage that
more things could be handled over the phone, email,
or video (E2). Further, 27% of respondents experienced

Respondents who reported

Respondents without a Missing due to drop out

Total a need to contact their GP  need to contact their GP® during the questionnaire
N (%) n (%) n (%) n (%)

Total 31,415 (100.0) 4927 (100.0) 22,442 (100.0) 4046 (100.0)
Sex

Women 17,936 (57.1) 2965 (60.2) 12607 (56.2) 2364 (58.4)

Men 13,479 (42.9) 1962 (39.8) 9835 (43.8) 1682 (41.6)
Age groups

20-39 years 6915 (22.0) 1149 (23.3) 4420 (19.7) 1346 (33.3)

40-59 years 11,407 (36.3) 1911 (38.8) 8163 (36.4) 1333 (32.9)

60-79 years 11,715 (37.3) 1721 (34.9) 8870 (39.5) 1124 (27.8)

80+ years 1378 (4.4) 146 (3.0) 989 (4.4) 243 (6.0)
Chronic disease

No? 19,555 (62.2) 1972 (40.0) 13,670 (60.9) 3913 (96.7)

Yes 11,860 (37.8) 2955 (60.0) 8772 (39.1) 133 (3.3)
Marital status

Single/Living alone 9448 (30.1) 1617 (32.8) 6373 (28.4) 1458 (36.0)

Married/cohabitating 21967 (69.9) 3310 (67.2) 16069 (71.6) 2588 (64.0)
Highest obtained educational level

Low (<10 years) 2418 (7.7) 339 (6.9) 1581 (7.0) 498 (12.3)

Middle (10-15 years) 15608 (49.7) 2362 (47.9) 11051 (49.2) 2195 (54.3)

High (>15 years) 13389 (42.6) 2226 (45.2) 9810 (43.7) 1353 (33.4)
Labour market affiliation

Working 19898 (63.3) 3041 (61.7) 14303 (63.7) 2554 (63.1)

Unempolyed 8063 (25.7) 1046 (21.2) 6119 (27.3) 898 (22.2)

Out of workforce 2215 (7.1) 527 (10.7) 1326 (5.9) 362 (8.9)

Disability pension 1239 (3.9) 313 (6.4) 694 (3.1) 232 (5.7)
Ethnicity

Danish 28831 (91.8) 4472 (90.8) 20933 (93.3) 3426 (84.7)

Immigrants and descendants 2584 (8.2) 455 (9.2) 1509 (6.7) 620 (15.3)

of immigrants

®No contains the responses ‘No" and ‘I don’t know’ to the question about chronic disease.
bIncluding the responses ‘I don't know’ to the questions about need of GP contact during the first COVID-19 lockdown.

Figure 2. Distribution of answers to the questions regarding considerations and experiences during the first COVID-19 lockdown

(N=4927).



that the reason they contacted their GP was consid-
ered as less important (E3), and that they were exam-
ined less thoroughly due to the pandemic (E4)
(Figure 2).

Associations with sex, age, chronic disease, and
socioeconomic factors

Analyses of the associations between sex, age, chronic
disease, socioeconomic factors, and agreement with
the predefined statements are shown in Tables 3 and
4. Crude analyses are reported in Supplementary
Tables S1 and S2. Men had lower odds of agreeing
with most statements compared to women, although
this was statistically insignificant for perceiving digital
communication as an advantage and finding that the
reason for contact was considered less important.
Likewise, the older age groups (>40years) had lower
odds of agreement compared to individuals aged
20-40years for all statements except for considering
digital communication as an advantage and for being
worried about infection for the oldest age group (80+
years). Having a chronic disease increased the odds of
being worried about infection (C2) (OR = 1.36, 95% Cl
1.18; 1.57), and finding that they were examined less
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thoroughly (E4) (OR = 1.17, 95% ClI 1.02; 1.34) com-
pared to not having a chronic disease. Individuals with
a higher level of educational had lower likelihood of
agreeing with all statements than individuals with low
educational level (<10years) except for considering
digital solutions an advantage (E2). Individuals out of
the workforce (OR = 1.79, 95% ClI 1.45; 2.20), unem-
ployed (OR = 1.57, 95% Cl 1.24; 1.99), and on disability
pension (OR = 243, 95% ClI 1.85; 3.18) were more
likely to be worried about infection (C2) compared to
individuals working. Immigrants and descendants of
immigrants were more likely than individuals of Danish
ethnicity to be worried about infection (C2) (OR =
241, 95% Cl 1.95; 2.97), finding it difficult to discuss
symptoms digitally (E1) (OR = 1.74, 95% Cl 1.41; 2.16),
experiencing their reason for contact was considered
to be less important (E2) (OR = 1.74, 95% ClI 1.40;
2.26), and experiencing that they were examined less
thoroughly (E4) (OR = 1.75, 95% ClI 1.41; 2.18). Yet,
immigrants and descendants were less likely to con-
sider digital communication as an advantage (E2) (OR
= 0.65 95% Cl 0.52; 0.81).

The post-hoc analyses including an interaction
between sex and age did not significantly change the
results, Supplementary Tables S3. Nor did the

Table 3. Associations between sex, age, and chronic disease and considerations about GP contact during the first COVID-19

lockdown.
C1:’In doubt as to what to contact with' C2: ‘Worried about infection’ C3: "Worried about burdening’
(n=4740) (n=4789) @ (n=4790)°
Agree® n (%) Adj. OR (95% Cl)° Agree® n (%) Adj. OR (95% Cl) Agree® n (%) Adj. OR (95% CI)*

Total 1628 (34.3) 1181 (24.7) 2198 (45.9)
Sex

Women 1081 (37.9) Ref 754 (26.2) Ref 1433 (49.7) Ref

Men 547 (29.0) 0.73 (0.64; 0.83) 427 (22.4) 0.85 (0.74; 0.98) 765 (40.1) 0.74 (0.66; 0.83)
Age groups

20-39 years 516 (47.3) Ref 321 (28.9) Ref 628 (56.9) Ref

40-59 years 648 (34.8) 0.63 (0.54; 0.74) 414 (22.2) 0.66 (0.55; 0.78) 879 (47.2) 0.72 (0.61; 0.84)

60-79 years 430 (26.0) 0.45 (0.37; 0.56) 406 (24.1) 0.63 (0.50; 0.79) 639 (38.0) 0.53 (0.43; 0.64)

80+ years 34 (25.2) 0.46 (0.29; 0.73) 40 (29.6) 0.80 (0.50; 1.26) 52 (36.4) 0.50 (0.33; 0.76)
Chronic disease

No 705 (37.5) Ref 419 (21.9) - 921 (48.5) -

Yes 923 (32.3) 0.90 (0.79; 1.03) 762 (26.5) 1.29 (1.12; 1.49) 1277 (44.2) 0.93 (0.82; 1.05)
Marital status

Single/Living alone 1060 (33.1%) Ref 769 (23.9%) Ref 950 (33.2%) Ref

Married/cohabitating 568 (36.9%)
Highest obtained educational level

Low (<10 years) 116 (37.1%) Ref

Middle (10-15 years) 800 (35.3%) 0.82 (0.64; 1.06)

High (> 15 years) 712 (33.0%) 0.70 (0.54; 0.90)
Labour market affiliation

0.94 (0.82; 1.07)

412 (26.2%)

109 (34.2%) Ref
551 (24.0%)
521 (23.9%)

1.01 (0.87; 1.16) 484 (35.9%) 0.91 (0.80; 1.03)
128 (44.1%) Ref
726 (36.2%) 0.78 (0.61; 0.99)

580 (30.4%) 0.85 (0.67; 1.09)

0.68 (0.53; 0.89)
0.71 (0.54; 0.92)

Working 106 (35.7%) Ref 144 (48.0%) Ref 106 (38.8%) Ref

Unemployed 214 (42.5%) 0.93 (0.74; 1.17) 269 (52.7%) 1.57 (1.24; 1.99) 188 (41.9%) 0.96 (0.79; 1.18)

Out of workforce 251 (25.0%) 1.17 (0.95; 1.43) 379 (37.0%) 1.79 (1.45; 2.20) 272 (30.8%) 1.16 (0.95; 1.41)

Disability pension 1057 (36.0%) 1.14 (0.87; 1.49) 1406 (47.6%) 2.43 (1.85; 3.18) 868 (33.3%) 1.19 (0.92; 1.53)
Ethnicity

Danish 1410 (32.7%) Ref 1957 (44.9%) Ref 1245 (32.7%) Ref

Immigrants and
descendants of
immigrants

218 (51.3%) 1.93 (1.57; 2.38)

241 (55.9%)

2.41 (1.95; 2.97) 189 (46.9%) 1.37 (1.12; 1.68)

Significant results have been highlighted with bold font.

?Respondents who answered ‘| don't know’ to the question were excluded.
bAgree includes the responses partly and completely agree.

¢Adjustments made for sex, age, chronic disease, and socioeconomic status.
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sensitivity analyses, in which the individuals who
answered ‘| don't know, were recoded into both ‘agree’
and ‘disagree’ categories (data not shown).

Post-pandemic healthcare-seeking behaviour

Among all respondents, 86.2% reported no change in
their healthcare-seeking behaviour following the pan-
demic (Table 5). Some 9.6% reported that they gener-
ally waited longer while the remaining 4.2% reported
to contact the GP sooner. The proportion of respon-
dents who waited longer was higher for women, indi-
viduals in the youngest age group (20-59years), and
among individuals with a chronic disease, cohabitat-
ing, having a higher level of education, working, being
unemployed, and among those with different ethnicity
than Danish (Table 5).

Discussion
Summary

A substantial proportion of those who needed to con-
tact their GP during the first COVID-19 lockdown was
in doubt about as to what they could contact the GP

Table 5. Healthcare-seeking behaviour following the COVID-19
lockdown (N=27,369).

Wait longer Contact
time sooner No change
n (%) n (%) n (%)
Total 2630 (9.6%) 1137 (4.2%) 23,602 (86.2%)
Sex
Women 1583 (10.2%) 524 (3.4%) 13,465 (86.5%)
Men 1047 (8.9%) 613 (5.2%) 10,137 (85.9%)
Age groups
20-39 years 660 (11.9%) 266 (4.8%) 4643 (83.4%)
40-59 years 1036 (10.3%) 377 (3.7%) 8661 (86.0%)
60-79 years 830 (7.8%) 431 (4.1%) 9330 (88.1%)
80+ years 104 (9.2%) 63 (5.6%) 968 (85.3%)
Chronic disease
No 1419 (9.1%) 606 (3.9%) 13,617 (87.1%)
Yes 1211 (10.3%) 531 (4.5%) 9985 (85.1%)

Marital status

Single/Living alone 1733 (8.9) 775 (4.0) 16871 (87.1)
Married/cohabitating 897 (11.2) 362 (4.5) 6731 (84.2)
Highest obtained educational level
Low (<10 years) 1383 (10.3) 621 (4.6) 11409 (85.1)
Middle (10-15 years) 989 (8.2) 390 (3.2) 10657 (88.5)
High (>15 years) 258 (13.4) 126 (6.6) 1536 (80.0)
Labour market affiliation
Working 160 (15.9) 53 (5.3) 794 (78.8)
Unempolyed 278 (15.0) 126 (6.8) 1449 (78.2)
Out of workforce 558 (7.8) 315 (4.4) 6292 (87.8)
Disability pension 1634 (9.4) 643 (3.7) 15067 (86.9)
Ethnicity
Danish 2217 (8.7) 915 (3.6) 22273 (87.7)
Immigrants and 413 (21.0) 222 (11.3) 1329 (67.7)
descendants
of immigrants
Corresponding  p-values based on X2 tests between current

healthcare-seeking behaviour and covariate categories were all <0.05.
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about, worried about catching the corona virus, and
worried about putting an unnecessary burden on the
healthcare system. Nearly half of them found it advan-
tageous that more could be handled digitally, but
almost one third found it difficult to discuss their
symptoms using telehealth. Also, one of four found
that their contact was considered less important, or
that they were examined less thoroughly. Generally,
women, the youngest people, and individuals with
lower socioeconomic status were most likely to agree
on most considerations and experiences. Having a
chronic disease increased the likelihood of being wor-
ried about infection and experiencing to be examined
less thoroughly.

Most  respondents reported no change in
healthcare-seeking behaviour post-pandemic, yet one
out of seven reported a change, with two-thirds
reporting to wait longer.

Strengths and limitations

The large sample of individuals from the general pop-
ulation is a strength of the study and may add to the
understanding of the lower number of contacts to the
healthcare system [4], diagnostic activities [30], and
diagnoses of severe illnesses [31] during the first
COVID-19 lockdown. Another strength is the thorough
development of the questionnaire following COSMIN
guidelines [32,33]. The pilot and field tests showed
high content validity and feasibility.

The response rate was lower than desired although
it was sought heightened by an easily read and under-
standable invitation and the opportunity of contacting
the project group throughout the data collection
period. By these efforts, we aimed at including individ-
uals of all ages and with different levels of education.
Further, the possibility of contacting the project group
was helpful for the individuals who faced technical
problems or had doubts about the seriousness of the
survey. However, selection bias cannot be eliminated.
A higher proportion of the respondents were women,
middle-aged, and had higher socioeconomic status
than the non-respondents [20]. Further, the decision of
excluding individuals without digital mail may have
caused an underestimation of the difficulties with tele-
health during the lockdown, since individuals exempted
from digital mail are probably more likely to be chal-
lenged by telehealth. Therefore, those who were
mostly affected by the altered access to healthcare
during the COVID-19 pandemic may not have been
included in this study. Thus, we may have underesti-
mated the difficulties experienced by some groups of
the general population. Yet, the study sample allowed
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analyses of subgroups according to the selected vari-
ables providing knowledge about considerations and
concerns in different population groups.

The COVID-19 domain was placed at the end of the
questionnaire, and some individuals who initiated the
survey dropped out before these questions. This may
have several reasons, though some drop outs are
expected in a comprehensive questionnaire. The
respondents are likely to have higher health literacy
than the non-respondents [34]. Hence, they might be
less challenged in the contact with the healthcare sys-
tem and in the comprehension of the instructions
issued by the health authorities during the pandemic
[35]. This could possibly have caused an underestima-
tion of the difficulties explored in the present study,
which may have been even more pronounced in some
groups of the general population.

The percentage of dropouts is similar to other large
Danish population-based surveys [36,37]. The design of
the online survey with a forced answer feature was
chosen to diminish the number of missing responses,
but it may have prompted some respondents to with-
draw even though we implemented an ‘I don't know’
or ‘not relevant’ answer category in questions that
could be difficult or intimidating to answer.

There was a relatively high frequency of reporting ‘I
don’t know’ to the questions about experiences with
healthcare seeking. A reason for this could be that
some people had in-clinic consultations rather than
using telehealth, or that they never actually contacted
the GP despite declaring a need for contact.
Unfortunately, we do not have information about con-
sultation type even though this information could
have added more nuances to the results.

Data were collected in spring 2022, and the first
Danish COVID-19 lockdown was in March 2020 which
may have led to recall bias [38]. We chose to focus on
the first lockdown because it was unique and a
first-time experience for everyone. Some may however
have confused healthcare-seeking during the first lock-
down with the needs of GP contact during the second
or third lockdown. When talking to the user panel
comprising a wide variety of citizens of all ages and
socioeconomic classes prior to distributing the survey,
the user panel participants stated that they very well
remembered the time during the first lockdown and
how they reacted and experienced the contact to their
GP. Although, lockdowns and the pandemic to some
degree became a part of everyday life in Denmark
from 2020 to 2022 where both GPs and patients
learned more about the virus and became familiar
with the telehealth solutions, the examined consider-
ations and experiences may be similar during the

entire pandemic. For example, people might have kept
their fear of catching the corona virus when visiting
the doctor’s office despite the availability of protective
equipment later in the pandemic. Additionally,
although the recommendations for general practice
differed substantially across the pandemic concerning
who should receive in-clinic consultations, symptoms
are not believed to have been more easily discussed,
nor were physical examinations more thorough later in
the pandemic as the digital solutions did not
improve much.

We used self-reported chronic disease as a proxy for
comorbidity. Comorbidity can be measured in several
ways [39-41], and some participants suffering from a
chronic disease according to registers may have
reported ‘No' to the question if they do not feel sick.
Although it could induce some misclassification,
self-perceived chronic disease probably has higher
influence on the individual’s need for contacting the
GP and the related considerations and experiences
with contacts to the healthcare system than
registry-based comorbidity indexes [42]. Other meth-
ods were considered to establish the presence of
chronic disease, including obtaining data from regis-
ters. However, this method also has limitations, or can
lead to misclassification, and they are not necessarily
better than using questionnaire data [43].

Comparison with existing literature

Whether the statements included in this study affected
the individual’s healthcare-seeking during the lock-
down is unknown, but they may have acted as barri-
ers. For instance, fear of infection and not wanting to
burden professionals has been reported as frequent
motivations for postponing healthcare-seeking among
patients visiting an emergency department [44].
Further, difficulties with discussing symptoms digitally,
as in particular individuals out of the workforce and
immigrants reported, may have caused some people
to omit seeking care during the pandemic. This may
also be of importance in the post-pandemic healthcare
system, in which digital solutions are gaining
ground [45].

Studies have shown that women, older people, and
people with more comorbidity, lower education, or
depression/anxiety more often avoided seeking health-
care during the pandemic [46-48]. Similarly, the pres-
ent study found that women more frequently reported
considerations related to GP contact, and that having
a chronic disease, being unemployed, out of the work-
force, receiving disability pension, or being an immi-
grant increased the likelihood of worrying about



infection. In line with others, we found a higher con-
cern about infection in the youngest age group (20—
39years) [49,50], which is interesting since younger
people are not the obvious risk group of severe
COVID-19 [51]. One reason may be that younger indi-
viduals reported higher levels of loneliness and mental
symptoms, which correlates with the fear of COVID-19
[50,52]. Another reason may be that high confidence
in healthcare professionals and politicians are associ-
ated with less fear of infection, and that younger indi-
viduals are less confident with these than older
individuals [53].

One third of respondents reported that they were
examined less thoroughly and having a chronic dis-
ease increased the likelihood. For those who had
in-clinic consultations it is reasonable to assume that
the attempt to keep social distance during the consul-
tations could have impaired the examinations.

One-third of respondents found it difficult to dis-
cuss their symptoms digitally. Technical solutions may
include some challenges such as limited text available
in email consultations, poor video quality, and prob-
lems with using electronic devices. Therefore, tele-
health seems most suitable for simple issues, especially
when there is a pre-existing relationship between the
GP and patient [54]. Despite these limitations of the
telehealth solutions, more than half reported that it
was an advantage that more could be handled digi-
tally, which may be important knowledge in the
organisation of the post-pandemic healthcare system
as well. This is in line with experiences from New
Zealand and Australia, where most patients had posi-
tive experiences with the rapid implementation of
telehealth services during the pandemic [55,56].
Telehealth solutions may be useful in the re-organisation
of the increasingly strained and worn-out healthcare
system, where prioritising of time and resources is
needed [57]. The possibility of consulting the GP by
video or phone provides easier access in a busy work-
ing schedule and eliminates barriers of transportation
for patients with impaired mobility. Further, the lack of
personal contact in some types of telehealth consulta-
tions makes it convenient for discussing sensitive top-
ics like sexual health issues and for some mental
health issues [58]. Yet, the relational limitation can also
impair the management of mental health conditions
which require the GP and patient to read non-verbal
communication [59]. Moreover, telehealth can be chal-
lenging for some patient groups, e.g., older people
who have lower digital health literacy compared to
younger individuals [60]. For patients with less digital
skills, phone consultations can be a solution where
applicable [56].
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Many countries experienced a decrease in life
expectancy during the pandemic [61]. Denmark was
one of the few countries with no change in life expec-
tancy [62], possibly due to the non-pharmaceutical
efforts such as lockdowns halting community transmis-
sion of COVID-19 until the vulnerable populations had
been immunised by vaccination. Nevertheless, a sub-
stantial drop in cancer diagnoses was observed in the
period of COVID-19, especially during the first lock-
down [63], which indicates that there has been a
change in healthcare contacts and cancer screening
participation requiring physical presence [64,65]. This
change may be related to some of the concerns
addressed in this study, e.g. that some individuals
were in doubt about what to contact the GP with,
worried about infection, and worried about burdening
the health care system.

Most respondents did not change their overall
healthcare-seeking behaviour following the pandemic.
However, ten percent of the respondents reported that
they wait longer time before contacting their GP. It has
been shown in other settings that lifting the restric-
tions were associated with an increase in some pri-
mary care services but not in others [66]. It is not
possible to evaluate whether these shifts in
post-pandemic healthcare seeking are problematic or
not based on the present study.

Implications for research and practice

This study highlights some implications in case of a
future lockdown. Many people were in doubt about
acceptable reasons for contacting their GP and worried
about putting an unnecessary burden on the health-
care system. Thus, it is important that the health
authorities make a great effort to inform about how
and when to use the healthcare system. Although the
changes in healthcare services described were necessi-
tated by the pandemic, the lessons learned from these
rapid changes and implementations of telehealth solu-
tions are valuable for the post pandemic everyday situ-
ation as well. Healthcare systems worldwide are seeing
a growing demand due to aging populations, emerging
treatment options, and a general lack of resources.
Telehealth solutions are inevitably an important part of
healthcare in the future, and this study highlights cru-
cial aspects from the user perspective [67].

There was also a high number of respondents who
found it difficult to discuss symptoms digitally. Both
patients and GPs should be trained in using telehealth
solutions, which requires they are incorporated in rou-
tine care [68]. Education of GPs will contribute to
awareness of which consultation types can be handled
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digitally and when in-clinic consultations are needed.
Also, clear communication is important to establish a
safety net for the patient, and to ensure that the ratio-
nale for skipping physical examinations is understood
by the patient.

Although the majority did not change their overall
healthcare-seeking behaviour, some respondents
reported that they either contact their GP sooner or
wait longer. More research is needed to investigate
whether these changes of behaviour are appropriate
or may cause delay when urgent care is needed.
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