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Introduction: Digital appointment systems increasingly mediate access to health-
care. However, not all individuals benefit equally from these systems, and the
experiences of the frontline staff responsible for operating them remain under-
explored. This qualitative study examined how hospital registration staff perceive
access inequities, exercise discretion when formal procedures fail to meet patients’
needs, and understand equality and equity.

Methods: Semi-structured interviews were conducted with 20 frontline registra-
tion staff working in two public hospitals in Central Anatolia, Turkiye. Data were
analyzed using reflexive thematic analysis, combining semantic and latent inter-
pretation. Coding was conducted primarily in a data-driven manner, while the
multidimensional model of access, street-level bureaucracy theory, and a social
justice perspective informed the analytical interpretation.

Results: The analysis generated five interconnected themes. The findings indi-
cate that formally equal access to the appointment system does not translate
into substantively equal opportunities to obtain care. Differences in digital pro-
ficiency, social support, transportation access, and temporal flexibility shape
patients’ ability to navigate the system, while social connections may provide
additional informal access advantages. Staff exercise discretion to assist patients
when formal procedures prove insufficient. However, such assistance may make
access dependent on staff members’ willingness and capacity to intervene, as
well as on organisational approval and available resources. Support for disadvan-
taged patients is commonly understood not as an institutional right but as an act
of conscience and humanity.

Discussion: Overall, the findings reveal a process of conscience-based repair of
structurally unequal access: staff attempt to reduce inequities through individual
efforts, while the underlying structural conditions remain unchanged. When equi-
table access is not institutionally guaranteed, responsibility for compensating for
these inequalities is partly transferred to frontline staff. Transparent, consistent,
and rights-based institutional arrangements are therefore needed to ensure equi-
table access.

KEYWORDS
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1 Introduction

Today, hospital appointment systems are increasingly managed
through digital technologies to facilitate the efficient delivery of
healthcare services and the allocation of limited consultation slots.
These systems are not merely administrative tools that streamline
operational processes; they also constitute a critical stage that patients
must navigate before accessing healthcare services. However, digitali-
sation may transform digital skills into an implicit prerequisite for
access, thereby creating new barriers for individuals with limited digi-
tal literacy or restricted access to technology (1, 2). Accordingly, access
to healthcare cannot be explained solely by physical or geographical
proximity to healthcare facilities. Penchansky and Thomas (3) concep-
tualised access as comprising five dimensions: availability, accessibility,
accommodation, affordability, and acceptability. Among these, accom-
modation refers to the extent to which healthcare services are organ-
ised to meet patients’ circumstances. Consequently, appointment
booking methods, operating hours, and communication channels play
an important role in determining access to healthcare.

Tiirkiye’s Central Physician Appointment System (MHRS), intro-
duced as part of the Health Transformation Program, exemplifies this
approach (4). By enabling patients to book appointments via tele-
phone, the internet, and mobile applications, MHRS has contributed
to reducing hospital queues as well as the time and costs associated
with accessing healthcare services. Previous studies have generally
reported high levels of user satisfaction with the system (5-7).
Nevertheless, the benefits provided by the system are not distributed
equally across all segments of society. In a national study involving
19,389 participants, Demirci and Ugurluoglu (8) found that age,
income, educational attainment, region of residence, and frequency
of internet use significantly influenced online appointment-booking
behavior. The same study also reported that only approximately one-
third of participants used the internet to schedule physician appoint-
ments. Other studies have similarly shown that MHRS use increases
with higher levels of education and income and is more common
among urban residents than among those living in rural areas (6).
Furthermore, familiarity with the system decreases with increasing
age, while difficulties experienced during the appointment booking
process become more frequent (9). Individuals living in rural or geo-
graphically remote areas also encounter additional barriers arising
from limitations in internet and telephone infrastructure (10).

Tiirkiye has a predominantly publicly financed healthcare system
based on General Health Insurance, and both institutions included in
this study were public hospitals. Appointment booking through the
Central Physician Appointment System (MHRS) is free of charge.
However, healthcare received in public hospitals may involve statutory
participation fees or other charges depending on insurance and eligi-
bility status. Foreign-national patients may also be subject to different
coverage and payment arrangements depending on their legal and
insurance status. Therefore, references to payment in participants’
accounts should be understood as healthcare-related charges encoun-
tered during the care process rather than fees for booking an MHRS
appointment.

The ease of using a system does not necessarily mean that
patients are able to access healthcare services in practice.
Difficulties in obtaining appointments, long waiting times in cer-
tain outpatient clinics, and insufficient numbers of physicians may
limit the effectiveness of the system (11). Longer waiting times
reduce patient satisfaction (12), and the performance of the
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appointment system varies across hospitals and regions (13).
These findings suggest that while digital appointment systems
facilitate access for some individuals, they may simultaneously
perpetuate existing disadvantages for others.

Existing research has primarily focused on patients’ experiences
and the overall performance of appointment systems. In contrast, the
frontline staff responsible for implementing these systems in every-
day practice have received limited scholarly attention. Yet these
employees are more than administrative personnel operating a digital
platform; they represent the first point of contact between patients
and the healthcare system. Studies conducted in Tiirkiye have shown
that the attitudes, knowledge, and helping practices of registration
and call-centre staff influence patients’ satisfaction with the appoint-
ment process (14). Lipsky’s (15) theory of street-level bureaucracy
provides an important framework for understanding the role of these
personnel. According to Lipsky, frontline public service workers exer-
cise a degree of discretion when translating general rules into every-
day practice. This discretion can influence who receives services, how
they receive them, and to what extent they benefit from them.
Previous research has shown that such discretion may sometimes
operate in favour of disadvantaged individuals, while at other times
unintentionally working to their disadvantage (16). Appointment
registration staff are therefore important actors who directly observe
inequities within the system and attempt to address them under con-
ditions of limited resources.

This study is informed by three theoretical perspectives that
operate at complementary levels of analysis rather than as competing
alternatives. The multidimensional model of access (3) serves as the
descriptive-analytic instrument of the study: it provides the vocabu-
lary for identifying which dimensions of access, namely availability,
accommodation, and affordability, are failing according to partici-
pants” accounts (research question 1). Street-level bureaucracy theory
(15) constitutes the primary explanatory lens, because the central
object of this study is the frontline worker; it directs analysis to how
registration staff translate scarce resources, rigid rules, and limited
capacity into discretionary practice, and to the conditions under
which they intervene (research question 2). The social justice per-
spective provides the normative-evaluative frame through which
these practices are interpreted, distinguishing formal equality from
substantive equity and institutional rights from conscience-driven
assistance (research question 3) (17, 18). Operationally, the three per-
spectives were therefore not applied to the data in parallel but
sequentially: the access model guided the identification of inequities
in the system, street-level bureaucracy guided the analysis of staff
responses to those inequities, and the social justice perspective
guided the interpretation of the moral and institutional implications
of those responses.

Despite this, discussions of social justice in healthcare have largely
centred on physicians and policymakers. Similarly, studies of MHRS
in Tiirkiye have focused primarily on patients’ perspectives, quantita-
tive satisfaction surveys, and administrative performance indicators
(5,6, 13, 14). To the best of our knowledge, qualitative research exam-
ining how hospital appointment registration staff perceive inequities
within the appointment system and how they respond to these inequi-
ties remains extremely limited in Tiirkiye.

The aim of this study was therefore to examine how hospital
appointment registration staff perceive inequities in patients’ access to
the appointment system, how they respond to these inequities by exer-
cising discretion when formal procedures fail to meet patients’ needs,
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and how they understand equality, equity, and entitlement.
Accordingly, this study addresses the following research questions:

(i) How do hospital appointment registration staff perceive ineq-
uities in patients’ access to the appointment system?

(if) How do appointment registration staff exercise discretion
when formal appointment rules fail to meet patients’ needs?

(iii) How are equality, equity, and entitlement understood in
appointment registration staff’s accounts?

2 Materials and methods

2.1 Study design

A qualitative research design grounded in a constructionist
epistemological position was adopted. In this study, participants’
accounts were understood not as direct reflections of an external
reality but as meanings constructed through their institutional roles
and experiences. This design was considered appropriate because
the research questions focus on how appointment registration staff
perceive access inequities, exercise discretion, and understand
equality, equity, and entitlement. These phenomena were therefore
approached as contextually situated meanings rather than as fixed
variables that could be examined independently of participants’
institutional experiences. A qualitative approach enabled an in-
depth examination of how frontline staff interpret and make sense
of these issues. The exploratory nature of the research questions
further supported this choice.

Within this qualitative design, the data were analysed using reflex-
ive thematic analysis (19, 20). Reflexive thematic analysis was selected
because of its theoretical flexibility, its compatibility with a construc-
tionist epistemological position, and its suitability for identifying pat-
terned meanings across a dataset. It also supports analysis at both
semantic and latent levels, which was consistent with the study’s aim
of examining participants” explicit accounts as well as the broader
meanings through which institutional responsibility, equality, equity,
and entitlement were constructed (19, 20). In line with this approach,
themes were understood as interpretive constructions developed
through the researchers’ active engagement with the data rather than
as entities that simply emerged from the dataset (20).

Coding was conducted predominantly in an inductive and data-
driven manner. The multidimensional model of access (3), street-level
bureaucracy theory (15), and the social justice perspective were used
as sensitising concepts. These perspectives directed analytical atten-
tion to issues of access, discretion, and equity without functioning as
a predetermined coding framework or constraining the data-driven
development of themes (20).

2.2 Participants and sampling

The study was conducted in two public hospitals located in a prov-
ince in the Central Anatolia Region of Tiirkiye. Participants consisted
of appointment registration staff and were recruited using snowball
sampling. The first participant was reached through a professional
contact of the second researcher, who acted solely as an initial gate-
keeper by facilitating access to an eligible appointment registration
staff member. This contact did not participate in the study and was not
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involved in data collection or subsequent recruitment decisions.
Participant eligibility was determined solely according to the pre-
defined inclusion criteria. Subsequent participants were recruited
through referrals, with particular efforts to reach eligible staff working
across different outpatient clinics and registration units. This strategy
was intended to reduce dependence on a narrow social network and
to capture a wider range of appointment registration experiences
within the two institutions. Although overlapping social networks
could not be entirely avoided, recruitment sought variation across as
many different units as possible. The inclusion criteria were: (a) cur-
rently working in a hospital appointment registration unit; (b) having
at least 1 year of professional experience; and (c) providing voluntary
consent to participate. A total of 20 staff members participated in
the study.

The two institutions differed in their organisational characteris-
tics. Hospital A was a city hospital serving both the province and
patients from neighbouring provinces and employed approximately
30 appointment registration staff distributed across outpatient clinics
and registration units. Hospital B was a university research hospital
employing six appointment registration staff. Seventeen staff members
from Hospital A and three from Hospital B participated, correspond-
ing to approximately 56.7 and 50% of the appointment registration
workforce in each institution, respectively. Recruitment sought varia-
tion across outpatient clinics and registration units within these two
hospitals rather than statistical representation of hospitals across
Tiirkiye.

Snowball sampling within a limited number of institutions may
nevertheless recruit participants from overlapping social networks
and may therefore limit the range of perspectives represented in the
dataset. Efforts to recruit staff from different units were intended to
partially reduce this risk but could not eliminate it entirely. Data col-
lection was concluded not on the basis of data saturation, but because
the dataset was considered sufficiently rich and varied to address the
research questions within the bounded institutional context and the
accessible pool of appointment registration staff.

To preserve anonymity, participant identification codes (K1-K20)
were assigned independently of institutional affiliation. The codes do
not correspond to institutional order and cannot be linked to a specific
hospital in the reporting of findings. Descriptive characteristics are
presented as aggregated distributions rather than individual partici-
pant profiles (Table 1). No directly identifiable information, such as
names or contact details, was collected.

2.3 Data collection

Data were collected between 27 April and 1 June 2026 using a
semi-structured interview guide developed by the researchers on the
basis of the literature on social justice and access to healthcare. The
interview guide consisted of open-ended questions exploring partici-
pants’ professional experiences, their observations of patient groups
experiencing difficulties in accessing appointments, their perceptions
of equity within the appointment system, and their suggestions for
improvement.

The interview guide was piloted with the first two participants,
who were asked whether the questions were clear and understandable.
As no substantial modifications were made following the pilot, these
two interviews were retained in the final dataset.

Interviews were conducted face-to-face, with the majority carried
out by the second researcher. To ensure confidentiality, interviews
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TABLE 1 Distribution of participants’ descriptive characteristics (N = 20).

Characteristic ~ Category n
Age group 20-29 years 7
30-39 years 12
>40 years 1
Gender Female 18
Male 2
Professional 1-3 years 5
experience 4-7 years 3
>8 years 12
Work unit General outpatient registration units 11
Specialised registration units (diagnostic 6
units and specialist outpatient clinics)
Central patient admission/appointment 3
confirmation

took place in a quiet and secluded area of the hospital cafeteria where
conversations could not be overheard. No supervisors or colleagues
were present nearby. Interviews were conducted during working hours
and lasted approximately 20-30 min. Repeat interviews were not
undertaken. With participants’ consent, all interviews were audio-
recorded and subsequently transcribed verbatim.

Both the interviews and the analysis were conducted in Turkish.
Quotations were translated into English by the first researcher and
subsequently checked against the original Turkish transcripts by the
second researcher, who had conducted the interviews, to ensure
semantic and contextual equivalence. Culture-specific expressions
were translated functionally while preserving their original
meaning.

2.4 Data analysis

The analysis was conducted by two researchers with expertise in
social work and health management, respectively. This combination
shaped the analytical perspective of the study. The social work per-
spective drew attention to structural disadvantage, discretion, and
moral reasoning in frontline practice, whereas the health management
perspective supported the interpretation of appointment systems as
organisational infrastructures.

The data were analysed using reflexive thematic analysis with the
support of MAXQDA qualitative data analysis software (20). The first
researcher coded the entire dataset in MAXQDA. The second
researcher independently analysed selected information-rich tran-
scripts, coding quotations and candidate themes to generate alterna-
tive interpretations. Rather than evaluating coding accuracy or
intercoder agreement, these interpretations served to facilitate col-
laborative reflexive dialogue. Coding proceeded iteratively across the
entire dataset. Candidate themes were developed and refined through
continual consideration of both the coded extracts and the dataset as
awhole.

This process was organised around three analytical meetings.
During the first meeting, coding examples and alternative interpreta-
tions of the data were discussed. During the second, candidate themes
and their central organising concepts were reviewed and refined.
During the third, the relationship between the themes and the social
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justice perspective was examined, leading to the development of the
final analytical narrative.

To enhance the transparency and methodological rigour of the
analytical process, the full coding structure and its development were
documented in the MAXQDA project file. Coded extracts were con-
tinually re-examined against the dataset as a whole, and candidate
themes were iteratively developed and refined. The reflexive proce-
dures described above were used to explore alternative interpretations
and challenge the researchers’ assumptions.

3 Results

3.1 Participant characteristics and research
context

A total of 20 appointment registration staff working in the
appointment registration units of two public hospitals participated in
the study: 17 from Hospital A and 3 from Hospital B. Regardless of
whether patients obtain their appointments in advance through the
national Central Physician Appointment System (MHRS) or in person
at the hospital, they must interact with appointment registration staft
in order to use their appointments. Consequently, irrespective of the
appointment booking channel, appointment registration staff consti-
tute the common point of contact through which all patients pass
during the appointment process and are therefore in a position to
directly observe difficulties in access.

The two hospitals organise this registration function differently.
In Hospital B, registration is centralised at a single registration desk
located at the hospital entrance, and consequently only a limited
number of registration staff are employed. In contrast, Hospital A
assigns a separate registration desk and staff member to each outpa-
tient clinic, with patients completing their registration directly at the
relevant clinic desk, resulting in the employment of a substantially
larger number of appointment registration staff. The asymmetry in
participant numbers therefore reflects this structural organisational
difference between the two institutions rather than a limitation arising
from the sampling strategy.

The study was not designed to compare the two hospitals. Instead,
the analysis was conducted using an integrated dataset encompassing
both the shared and the divergent experiences of appointment regis-
tration staff working across the two institutions. The major themes
were represented in accounts from both hospitals; however, because
of the non-comparative study design and the unequal sample sizes
across institutions, no systematic between-hospital comparison was
undertaken.

To preserve participants’ anonymity, descriptive characteristics are
presented as aggregated distributions rather than individual partici-
pant profiles (Table 1). The majority of participants were women, and
more than half had eight or more years of professional experience.

The reflexive thematic analysis generated five interconnected
themes. Collectively, these themes suggest that limited appointment
capacity interacts with unequal digital, social, geographical, and tem-
poral resources to produce uneven opportunities for access. The
resulting gap in access is then addressed through the limited discre-
tion and conscience-driven efforts of frontline staff. The central ana-
lytical claims, subthemes, and representative quotations for each
theme are presented in Table 2.
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TABLE 2 Themes, central analytical claims, and subthemes.

Theme Central analytical claim

T1. Falling outside the The appointment system assumes as its normative user

system’s assumed user an individual with digital literacy, social support,
profile transportation resources, and temporal flexibility;
patients who do not fit this assumption experience

greater difficulties in accessing care.

Subthemes

« Digital competence becoming a
prerequisite for access

« The accumulation of geographical
and economic disadvantage

« Strategic use of the digital system

10.3389/fpubh.2026.1958637

Representative quotation

“Older people cannot manage this. Even
my own mother and father cannot get

an appointment.” (P12)

T2. Scarce capacity Insufficient physician availability and appointment

becoming competition capacity, together with technical and procedural rules,
among patients create a system in which patients compete for scarce
appointments, shifting responsibility for limited

capacity onto patient behavior.

« Rapidly exhausted appointment slots

o Technical problems and rules
governing appointment use

« Institutional inadequacies turning
into conflict between patients

and staff

“If a patient misses an appointment,
they cannot book another one for

15 days.” (P5)

T3. Social Connections | Although the appointment system is formally open to

as Informal Access all users, social connections and perceived
Advantages management-related channels may create informal

advantages in accessing scarce appointments.

o Personal and
institutional connections
« The intertwining of formal rules and

informal access channels

“Just because I do not know anyone,
does that mean I cannot receive care?”

(P18, recounting a patient’s words)

T4. Discretion Staff attempt to fill institutional gaps through personal

humanises the system effort and interpersonal relationships, but these efforts

but cannot repair it are constrained by hierarchy, capacity, and workload.

« Helping by relaxing formal rules

o Dependence on physician and

“I can never make the decision on my

own; I have to ask them.” (P18)

managerial approval
« Bearing the emotional burden of

access problems

T5. Constructing equity | Differential treatment of disadvantaged patients is

as conscience-driven understood not as an institutional right governed by
assistance rather than explicit criteria but as a form of assistance dependent

an institutional right on the conscience of appointment registration staff.

« Different meanings attributed “This is not about justice; it is about

to equality conscience.” (P7)
« Entitlement and concerns

about misuse
« Moving from individual assistance

towards institutional arrangements

3.2 Theme 1: falling outside the system’s
assumed user profile

A prominent pattern recurring across the dataset in participants’
accounts was that the appointment system implicitly assumes a par-
ticular user profile. This profile can be characterised as a user who has
digital literacy, can rely on support from a family member, can easily
travel to the hospital, and has temporal flexibility. Participants’
accounts indicated that users with these characteristics were placed
in an advantageous position within the system, whereas patients lack-
ing these resources experienced greater difficulties in access. Staff
most frequently identified older patients among these groups,
describing them as unable to use digital appointment channels inde-
pendently and as being able to navigate the system only with the
assistance of a family member. At times, these observations inter-
sected with participants’ personal experiences. One participant
reported that their own parents were also unable to obtain appoint-
ments (P12). The perception that digitalisation does not make access
easier for everyone, but instead provides selective benefits, further
supported this pattern:

“It has become easier for those who know how to use the system,
while the rest continue to experience the same difficulties.” (P5)

Digital proficiency also influenced patients’ ability to compete for

scarce appointment slots. Participants noted that users who enabled
notifications, knew when new appointments became available, and

Frontiers in Public Health

understood how to secure cancelled appointments were better posi-
tioned to obtain appointments quickly:

“Patients who enable notifications can immediately book an
appointment when a cancelled or unfilled slot becomes avail-
able” (P15)

This finding suggests that digital proficiency not only reduces
barriers for some users but also creates unequal opportunities to act
quickly within a capacity-constrained appointment system.
Disadvantage was not limited to digital skills but appeared to inter-
sect with geographical and economic factors. In the province where
the study was conducted, transportation difficulties between the cen-
tral district and surrounding districts and villages could make proce-
dures that formally operate in the same way for everyone unequal in
practice. One participant illustrated this through the practice of
obtaining a queue number:

“Patients living in the city centre can get a queue number at 5:30
a.m., go home, and come back around 8:00, whereas patients
coming from villages cannot go back, so they get their number and
have to wait.” (P20)

Participants also described financial barriers affecting some for-
eign-national patients. Although MHRS appointment booking itself
is free of charge, participants referred to payments reportedly
encountered during subsequent stages of healthcare delivery. These
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payments were perceived as creating an additional financial burden:
“They have to pay for registration, and then they have to make fur-
ther payments at later stages... because they have no choice, they still
have to be examined” (P19). This quotation reflects the participant’s
perception of healthcare-related charges. The specific fee arrange-
ments described were not independently verified through institu-
tional documents and should therefore not be interpreted as a
general description of payment rules for all foreign-national
patients.

An analytically notable finding was the variation in how staff
explained disadvantage. While some accounts attributed the problem
to system design and structural conditions, others attributed it to
patients’ lack of knowledge: “Patients are uninformed. Some don’t even
know what the appointment line is” (P7). Framing access problems in
terms of patients’ lack of knowledge can be interpreted as individualis-
ing institutional responsibility. This variation suggests that the ways in
which staff define disadvantaged groups constitute a finding in their
own right.

3.3 Theme 2: scarce capacity becoming
competition among patients

Participants’ accounts suggested that the root of access problems
lies not in isolated disruptions but in the transformation of scarce
capacity into competition among patients. Insufficient physician avail-
ability and limited appointment capacity constitute the basis of this
competition:

“We don’t have enough physicians, and the number of available
appointments is very limited. Patients cannot receive the care they
want or deserve.” (P10)

In participants’ accounts, scarcity was most clearly reflected in the
rapid exhaustion of appointment slots in high-demand outpatient
clinics during the first minutes after they became available:
“Dermatology appointments fill up very quickly; even by the time I
arrive, theyre already gone.” (P19). This scarcity was further com-
pounded by technical problems. One participant reported issues such
as duplicate appointments appearing in the system, appointments not
appearing at all, and cancellation notifications failing to reach
patients (P7).

A particularly significant finding within this theme was that insuf-
ficient capacity becomes reframed as an issue of patient behavior
through procedural rules. The restriction imposed on patients who
miss their appointments provides a clear example:

“If a patient misses an appointment, they cannot book another one
for 15 days” (P5)

Such rules are intended to ensure that the limited number of
appointment slots is used more efficiently. However, according to par-
ticipants, these practices also create new problems for some patients.
When patients are unable to obtain appointments, their frustration is
often directed towards appointment registration staff. Consequently,
the effects of insufficient hospital capacity emerge and are negotiated
through the everyday interactions between patients and appointment
registration staff.
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3.4 Theme 3: social connections as informal
access advantages

Beyond differences in digital proficiency, participants described
social connections as another source of unequal access within a for-
mally standardised system. Several participants suggested that know-
ing someone within the hospital could facilitate appointment access
or help patients navigate existing constraints more easily:

“If you know someone, you don’t experience any problems at all”
(P3). This situation also creates a moral burden for staff. For example,
one participant recalled a question posed by a patient that vividly con-
veyed this burden:

“A patient once said to me, Just because I don’t know anyone, does
that mean I can’t receive care?” Honestly, that really affected
me.” (P18)

One participant also suggested that a proportion of appointment
slots could be allocated in response to requests associated with hos-
pital management (P19). This claim is based on the account of a
single participant and was not verified through institutional records.
Nevertheless, it is analytically meaningful because it reflects staff per-
ceptions that formal rules may become intertwined with informal
channels of access. Consequently, participants’ accounts suggest that
social connections may create informal advantages within an
appointment system that is formally open to all users.

3.5 Theme 4: discretion humanises the
system but cannot repair it

When formal rules failed to meet patients’ needs, staff attempted
to facilitate access by drawing on their personal relationships and their
limited scope for discretion. One of the most frequently described
practices involved requesting an additional appointment slot from a
physician whose schedule was already full:

“We asked the physician, and the physician agreed.” (P6)

In some situations, staff also provided assistance beyond their
formal responsibilities. One participant explained that when the
system could not provide a solution, they called the appointment
call centre using their own mobile phone (P5). The perceived
urgency of a patient’s situation further reinforced such actions.
One participant described contacting a physician directly in an
urgent case to ensure that the patient was examined (P18).
However, this scope for discretion was not autonomous; it
remained closely dependent on the approval of physicians and hos-
pital management:

‘I can never make the decision on my own; I have to ask
them.” (P18)

Heavy patient volume, formal rules, and workload further con-
strained this discretionary space:

“We can'’t call physicians for every patient.” (P16)

Discretionary efforts also had an emotional dimension.
Expressions of gratitude served as a meaningful source of
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recognition for staff, whereas when assistance could not be pro-
vided, appointment registration staff often became the first target
of patients’ frustration:

“Hearing someone say, ‘May God bless you, means a lot to us...
but when a physician refuses to open an additional appointment
slot, patients take it out on us. They get angry, they shout, and we
end up feeling bad.” (P20)

Thus, staft attempted to bridge institutional gaps through personal
effort and interpersonal relationships. However, these efforts were
insufficient to address the structural problems embedded in the
system, and the emotional burden of access problems was borne
largely by appointment registration staff.

3.6 Theme 5: constructing equity as
conscience-driven assistance rather than an
institutional right

Participants’ accounts indicated that equality was understood in
different ways, ranging from the application of the same rules to
everyone to making adjustments according to differing needs. One
group of participants regarded applying identical rules to everyone as
equality and therefore viewed the current system as already equitable:
“I think everyone is already treated equally” (P11). In contrast, another
recurring perspective across the dataset was that applying the same
rules to patients with different circumstances does not produce equal-
ity in practice:

“I don’t think that’s really possible. People’s circumstances, health
conditions, and ages are not the same.” (P1)

The central finding of this theme was that needs-based differen-
tial treatment was understood not as an institutional right or a stan-
dardised arrangement, but as a form of assistance left to the individual
moral judgement of staff. Even participants who supported giving
priority to disadvantaged patients framed their views primarily in
terms of conscience, humanity, and helping rather than in the lan-
guage of rights. This pattern was evident across several participants’
accounts:

“Helping very old, frail, disabled, or pregnant patients is a
humanitarian responsibility. There is nothing open to debate
about that, because this is not about justice; it is about con-
science.” (P7)

“Of course, everyone in a hospital needs help, but... I help every

patient I can, as much as I am able.” (P15)

This discourse shifts equity from the domain of institutional
responsibility to the moral discretion of individual staff members.
Concerns about the potential misuse of priority arrangements further
revealed a lack of trust in such practices: “This would be open to a
great deal of abuse.” (P3). Likewise, one participant’s objection to the
priority reportedly given to hospital employees (P19) highlighted the
ambiguity surrounding the criteria by which individuals are regarded
as entitled to priority.
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Participants’ recommendations clustered around two broad areas.
The first focused on supply-side measures, particularly increasing the
number of physicians and expanding appointment capacity:

“Increasing the number of physicians would prevent these difficul-

ties” (P4)

The second focused on institutionalising access support through

measures such as establishing appointment assistance units within
hospitals and strengthening integration with family medicine:

“There could be an appointment assistance unit within the hospi-
tal” (P9)

The common thread across these recommendations was the trans-
fer of access support from its current reliance on individual conscience
and informal assistance to formal institutional arrangements.

4 Discussion

This study examined how hospital appointment registration staff
perceive inequities within the appointment system and how they
respond to these challenges. The findings indicate that although the
system appears to be equally accessible to everyone, patients do not
enter it under equal conditions. Digital skills, social support, transporta-
tion resources, temporal flexibility, and personal connections are not
equally distributed among patients. In addition, appointment capacity
is limited. Appointment registration staff attempt to bridge the gap
between patients’ needs and the opportunities provided by the system
through personal effort and the exercise of discretion. Although these
efforts enable some patients to access healthcare services, they also make
access dependent on staff members’ willingness and available opportu-
nities, without addressing the underlying inequities embedded within
the system. Taken together, these findings can be interpreted through
three complementary analytical perspectives. Penchansky and Thomas’s
multidimensional model identifies where mismatches between patients
and healthcare services occur, street-level bureaucracy helps explain
how frontline staff respond to these mismatches in everyday practice,
and the social justice perspective provides a normative basis for evaluat-
ing whether these arrangements produce equitable access.

Importantly, these dimensions appear to interact rather than
operate independently. Limited availability intensifies inequalities in
accommodation because when appointment slots are scarce, the abil-
ity to monitor the system and respond quickly becomes increasingly
consequential. Similarly, geographical accessibility interacts with
accommodation because obtaining an appointment digitally does not
eliminate the transportation and temporal constraints involved in
actually using that appointment. Affordability may likewise intersect
with accessibility when travel or healthcare-related costs place addi-
tional burdens on patients who already face geographical disadvan-
tage. The findings therefore suggest that technical access to an
appointment system should not be equated with effective access to
healthcare. A service may be formally available through the same
digital interface to all patients while remaining unequally usable
because the resources required to convert that opportunity into actual
care are unevenly distributed.
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These findings are consistent with studies showing that digital
health technologies may perpetuate or even exacerbate existing ineq-
uities (1, 2). In Tiirkiye, the use of online appointment systems varies
according to age, income, educational attainment, and region of resi-
dence (8). Utilisation increases with higher levels of education and
income and is more common in urban than in rural areas (6).
Familiarity with the system decreases with increasing age, while the
difficulties experienced during appointment booking become more
pronounced (9). Individuals living in rural areas also face additional
barriers related to internet access, telephone infrastructure, and trans-
portation (10).

Evidence from countries with different healthcare financing and
organisational arrangements indicates that this tension between the
benefits of digitalisation and the risk of widening inequalities is not
unique to Tiirkiye. A recent scoping review found that although digital
health technologies can improve access and efficiency, their benefits
may be disproportionately concentrated among populations with
greater socioeconomic and digital resources, thereby reinforcing exist-
ing inequalities (21). In England’s NHS, an analysis covering 6,356
primary care providers found that greater socioeconomic deprivation
was significantly associated with lower utilisation of both the NHS
App and online primary care services (22). Similarly, Swedish research
has identified a pro-rich distribution in digital primary care utilisa-
tion, with education and country of birth contributing to socioeco-
nomic inequalities in digital contacts (23). In the United States, patient
portal use has been shown to be lower among socioeconomically dis-
advantaged and uninsured populations and among those living in
areas with poorer broadband access (24). Recent Australian evidence
likewise indicates that although telehealth policies strongly emphasise
improved geographical access, affordability, digital inclusion, and cul-
turally appropriate access remain less consistently addressed (25).
Taken together, these studies suggest that information and communi-
cation technologies can expand opportunities for healthcare access
while simultaneously creating new mechanisms through which pre-
existing social, economic, and digital inequalities shape who is able to
benefit from those opportunities.

The contribution of this study lies in demonstrating how these
inequities are observed and interpreted by appointment registration
staff during service delivery. While some participants attributed
access problems to the structure of the system, others emphasised
patients” lack of knowledge. Explaining access problems in terms of
patients’ lack of knowledge may shift attention away from institu-
tional responsibility. Under such a perspective, patients are expected
to adapt to the system rather than the system being adapted to
patients. The multidimensional access perspective complicates such
an individualised explanation. Difficulty navigating a digital appoint-
ment system may appear to be a deficit in patient knowledge, yet the
same difficulty can also indicate a mismatch between the way ser-
vices are organised and the capabilities, resources, and circumstances
of the population expected to use them. This distinction is important
because locating the problem primarily in the patient directs inter-
ventions towards education and adaptation, whereas locating it in the
patient-system relationship also requires organisational changes.

The interaction between availability and accommodation is par-
ticularly important for interpreting the findings on appointment scar-
city. Previous studies have shown that user-friendly appointment
systems do not necessarily guarantee actual access when physician
availability is insufficient, appointment slots are difficult to obtain, and
waiting times are prolonged (11-13). The present findings extend this
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literature by suggesting that scarcity changes the function of the digital
appointment system itself. Under conditions of limited capacity, the
system does not simply provide a convenient mechanism for booking
care. It also becomes a mechanism through which scarce appointment
opportunities are distributed. Consequently, organisational character-
istics such as when appointments are released, how notifications oper-
ate, and how quickly users can respond become increasingly
important. Improvements in digital usability may therefore have lim-
ited equity effects if underlying availability remains constrained. From
Penchansky and Thomas’s (3) perspective, deficits in availability can
amplify mismatches in accommodation rather than functioning as an
independent access problem.

The restriction imposed on patients who miss appointments illus-
trates a similar interaction between service capacity and accommoda-
tion. Such rules can be understood as organisational attempts to
protect scarce appointment capacity. However, their effects depend on
patients’ ability to conform to the assumptions embedded in the rule.
Transportation difficulties, caregiving responsibilities, changes in
health status, and failures in notification delivery may reduce some
patients’ capacity to attend or cancel an appointment within the
expected timeframe. A formally identical rule may therefore impose
unequal consequences on individuals with different levels of temporal,
social, and geographical flexibility. This reinforces a central implica-
tion of the multidimensional access model: equal procedures do not
necessarily produce equal access when the fit between service organ-
isation and users’ circumstances differs across social groups.

Digital proficiency and social connections represent different
mechanisms but may also accumulate within the same patient. Digital
proficiency can increase the ability to identify and act on formally
available appointment opportunities, whereas social connections may
provide access to informal channels of assistance. When these
resources coexist with geographical proximity, transportation options,
and temporal flexibility, they may generate cumulative advantages in
obtaining scarce services. Conversely, patients who lack several of
these resources may experience cumulative disadvantage. The relevant
equity issue is therefore not that digitally proficient users are improp-
erly privileged, but that formally equal access opportunities may pro-
duce unequal outcomes when patients possess unequal resources for
navigating them. This distinction is central to differentiating formal
equality from substantive equity.

Although personal connections may facilitate patients’ access to
appointments, they also create ethical challenges for staff.
Appointment registration staff become the visible face of a system they
did not design and are confronted with the frustration of patients who
are unable to obtain appointments. Consequently, responsibility for
the system’s capacity and access problems is displaced onto frontline
appointment registration staff during everyday encounters.

Penchansky and Thomas’s framework helps identify where mis-
matches in access occur, but it does not fully explain how such mis-
matches are managed in everyday organisational practice. Lipsky’s
(15) theory of street-level bureaucracy addresses this second analytical
question. Participants’ practices of requesting additional appointment
slots from physicians, contacting the appointment call centre on
behalf of patients, or relying on personal connections are consistent
with Lipsky’s (15) theory of street-level bureaucracy. According to this
perspective, frontline workers exercise discretion under conditions of
scarce resources and rigid rules. Appointment registration staff there-
fore do more than simply implement formal rules; they also determine

when intervention is warranted.
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This discretion has two dimensions. On the one hand, it makes a
rigid system more responsive to patients’ needs. On the other hand,
it leaves access dependent on staff members’ willingness to help, their
workload, and their relationships with physicians. Consequently,
patients in similar circumstances may experience different outcomes
depending on the staff member they encounter. This finding is con-
sistent with previous studies showing that frontline discretion may
operate either in favour of or against disadvantaged individuals (16).
In this sense, discretion functions as an informal mechanism for
addressing some of the access mismatches identified through
Penchansky and Thomas’s framework. It can temporarily compensate
for insufficient availability or poorly accommodated procedures, but
it does so at the level of individual encounters rather than by chang-
ing the organisational conditions that generated the mismatch.

Conscience-based assistance nevertheless carries a risk that merits
explicit attention: because intervention depends on individual moral
judgement rather than explicit criteria, it is liable to be selective and
may generate new imbalances of its own. The street-level bureaucracy
literature suggests that when frontline workers must decide whom to
help under conditions of scarcity and without clear standards, they fall
back on criteria of worthiness (26), concentrating on the character and
perceived deservingness of clients rather than on formal rules when
allocating resources (27). Client attributes such as perceived motivation
and competence influence workers” willingness to expend extra time
and effort on a particular client (28), and workers may favour clients
with whom they feel an affinity, a pattern described as emotional
creaming (29). Applied to the present findings, this implies that con-
science-based assistance may systematically favour patients who pres-
ent as cooperative, grateful, or socially articulate, whereas patients who
are perceived as demanding, unfamiliar, or less able to elicit empathy
(despite equal or greater need) may receive less help. Traces of this
selection dynamic are visible in the data: staff rationed interventions
(“We can't call physicians for every patient”, P16), and some expressed
concern that explicit priority arrangements “would be open to a great
deal of abuse” (P3), indicating that judgements about worthiness oper-
ate within everyday discretionary practice. The consequence is that
conscience-based repair does not simply fail to correct structural ineq-
uity; it superimposes a second layer of inequity, making access depen-
dent not only on patients’ digital, economic, and social resources but
also on their capacity to attract staff empathy during brief face-to-face
encounters. From the social justice perspective adopted in this study,
this risk strengthens the case for institutionalising assistance through
explicit, transparent, and documentable priority criteria (17, 18).

Staff members’ capacity to intervene is also limited. The opening
of additional appointment slots depends on physician and managerial
approval. Heavy workloads make it difficult to make separate efforts
for every patient. When all appointment slots are completely filled,
staff have no remaining means of intervention. Therefore, although
staff may alleviate certain problems on a case-by-case basis, they
cannot alter the structure that produces those problems. Furthermore,
when assistance cannot be provided, appointment registration staff
become the first targets of patients’ anger and consequently bear the
emotional burden of structural problems within the system. This is
also consistent with Coetzer et al’s (30) observation that responsibility
for resolving system-related problems in digital health applications is
often placed on patients and healthcare workers. The authors empha-
size that this transfer of responsibility may obscure shortcomings at
the health-system level and lead structural problems to be compen-
sated for through individual efforts.
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The third analytical perspective, social justice, shifts attention
from whether everyone is formally subjected to the same appointment
rules to whether patients have substantively equitable opportunities
to obtain care. One of the important findings of this study is that assis-
tance provided to disadvantaged patients is framed in terms of con-
science and humanity rather than as a right. According to Rawls’s
theory of justice, applying the same rules to individuals in different
circumstances does not, by itself, ensure justice. Instead, institutions
should be organised in ways that improve the situation of the least
advantaged (18). Some participants recognised that treating patients
with different circumstances in the same way does not produce equal-
ity; however, they expressed this understanding through the language
of assistance rather than that of institutional responsibility. From a
social justice perspective, the central issue is therefore not simply
whether staff occasionally assist disadvantaged patients. Rather, it is
whether support required to achieve equitable access is guaranteed
through institutional arrangements or remains contingent on indi-
vidual moral judgement. When compensatory support is constructed
as kindness, conscience, or personal assistance rather than as an insti-
tutional entitlement, equity becomes dependent on who is willing and
able to intervene.

Concerns about the potential misuse of priority arrangements also
point to the absence of explicit criteria. In the absence of transparent
and auditable rules, it becomes difficult to distinguish needs-based
prioritisation from favouritism. Priority arrangements should there-
fore not be abolished but instead be governed by explicit and docu-
mentable criteria. Institutionalising such criteria would not require
abandoning frontline judgement altogether. Rather, it would place
discretion within a transparent framework that specifies when dif-
ferential treatment is justified by differences in need and makes these
decisions open to organisational review. This would help distinguish
equity-oriented prioritisation from access based on personal connec-
tions or arbitrary favour.

Bringing the three analytical perspectives together provides a
more integrated interpretation of the findings. Penchansky and
Thomas’s framework identifies multidimensional mismatches in
access, Lipsky’s theory explains how frontline workers attempt to
manage these mismatches under conditions of scarcity and procedural
constraint, and the social justice perspective reveals the limitations of
leaving such corrective action to individual discretion. The findings
therefore suggest a process that can be described as conscience-based
repair of structurally unequal access. Limited availability, geographical
barriers, organisational arrangements, and unequal patient resources
first generate differential opportunities for obtaining care. Frontline
staff then use personal effort and discretion to compensate for some
of these mismatches on a case-by-case basis. Although these interven-
tions may enable individual patients to obtain services, they do not
alter the conditions that produced the disadvantage. Moreover,
because the corrective mechanism is grounded largely in individual
moral judgement rather than institutional entitlement, it can itself be
inconsistently distributed. Conscience-based repair can therefore
mitigate individual exclusion while simultaneously leaving the struc-
tural production of inequity intact.

This informal repair may also reduce the visibility of problems
within the system. Because staff interventions resolve the problems
of some patients, structural deficiencies may become less visible from
the institutional perspective. Appointment registration staff therefore
function as a buffer that both protects patients from system failures
and helps sustain the operation of the system. This is also consistent
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with recent literature emphasising that achieving equity in digital
health requires not only user-friendly design but also supportive
infrastructures, non-digital alternatives, and human assistance (31).
However, the findings of this study show that when such support is
not institutionalised, this function is assumed largely and informally
by frontline appointment registration staff. This interpretation is also
consistent with the broader international literature showing that digi-
tal health equity cannot be achieved through technological availabil-
ity alone and requires attention to socioeconomic resources,
infrastructure, digital literacy, affordability, and organisational sup-
port (21, 22, 25).

Based on these findings, capacity should first be increased in
high-demand outpatient clinics, and the processes governing the
release, allocation, and cancellation of appointments should be made
more transparent. Problems related to appointment notifications
should be minimised, and restrictions imposed on patients who miss
appointments should take account of circumstances such as trans-
portation difficulties, caregiving responsibilities, and changes in
health status. These measures address both availability and accom-
modation by combining increased service capacity with organisa-
tional arrangements that are more responsive to differences in
patients’ circumstances.

Hospitals could establish appointment assistance units or digi-
tal guidance desks. Telephone and face-to-face appointment chan-
nels should be maintained, and the system should be designed to
accommodate the needs of older adults, people with disabilities,
migrants, and individuals with limited digital skills. Staff discretion
should also be guided by explicit priority criteria, and discretionary
decisions should be documented. In addition, appointment regis-
tration staff should be provided with institutional support to help
them cope with patients’ reactions and the emotional burden asso-
ciated with their work. More broadly, equity monitoring should
extend beyond overall system utilisation and examine whether
appointment access differs systematically according to age, socio-
economic position, place of residence, disability, migration status,
and digital resources. Such monitoring would shift responsibility
for identifying and addressing access inequities from individual
frontline workers towards the institutions that design and govern
digital appointment systems.

5 Conclusion

This study aimed to examine how frontline appointment registra-
tion staff perceive and respond to inequities in access to a digital hos-
pital appointment system. The findings provide clear answers to the
three research questions. First, staff perceived inequities as arising
from the interaction between limited appointment capacity and
unequal digital, geographical, temporal, economic, and social
resources. Thus, formal access to the same appointment system did
not translate into substantively equal opportunities to obtain care.
Second, staff used discretion to mitigate some of these barriers, but
their capacity to intervene remained constrained by workload, avail-
able capacity, and physician or managerial approval. Third, partici-
pants frequently constructed needs-based support through the
language of conscience and humanity rather than as an institutional
entitlement. Taken together, these findings indicate that inequity in
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digital appointment access is not solely a technological problem but
also an organisational and normative one.

The central conclusion is that when mechanisms for equitable
access are not institutionally defined, the task of compensating for
unequal access is partly transferred to frontline workers. Such discre-
tionary assistance may help individual patients, but it cannot reliably
correct structural inequalities and may itself be inconsistently distrib-
uted. A more equitable appointment system therefore requires not only
adequate capacity and accessible digital interfaces, but also formal
mechanisms that recognise differences in patients’ ability to navigate
and use the system. Transparent priority criteria, institutionalised
access support, and non-digital alternatives are needed so that access
does not depend on personal connections, individual staff discretion,
or a patient’s ability to elicit assistance.

Future research should examine patients, frontline staff, and hos-
pital management within the same study and compare appointment
systems across different institutional and regional contexts.
Combining qualitative accounts with administrative appointment data
would also help clarify how the access inequalities identified here
operate in practice and whether interventions such as institutionalised
appointment assistance reduce them.

5.1 Limitations

The findings of this study are based exclusively on the accounts of
frontline appointment registration staff and do not include the perspec-
tives of patients, physicians, or hospital managers. Accordingly, the
findings represent how staff perceived and interpreted appointment-
related inequities and institutional practices rather than independently
verified accounts of these processes. Some practices may have been
understood differently by other stakeholders, and the absence of mul-
tiple stakeholder perspectives limits opportunities for comparison and
corroboration. Observational data were also not collected, which limits
independent assessment of discretionary practices described by par-
ticipants. Although an official Ministry of Health document (32) was
reviewed to distinguish formally regulated procedures from reported
informal practices, claims concerning management-related appoint-
ment allocations and fees reportedly charged to foreign-national
patients could not be independently verified and should therefore be
interpreted as participant accounts rather than established institu-
tional facts.

The study was conducted in two public hospitals in a single
province of Central Anatolia, with an uneven distribution of par-
ticipants across the two institutions. Recruitment was initiated
through a professional contact of the second researcher, who acted
solely as a gatekeeper by facilitating access to the first eligible par-
ticipant and was not involved in data collection or subsequent
recruitment decisions. Although participant eligibility was deter-
mined according to predefined inclusion criteria, beginning recruit-
ment through an existing professional network may have influenced
the initial recruitment chain and introduced selection bias.
Subsequent snowball referrals may also have recruited participants
from overlapping social networks and may therefore have limited
the diversity of perspectives represented in the dataset. Efforts to
recruit staff from different outpatient clinics and registration units
were intended to reduce this risk but could not eliminate it entirely.
Because chain-referral recruitment is inherently dependent on
social networks, the exact participant recruitment pathway may not

frontiersin.org


https://doi.org/10.3389/fpubh.2026.1958637
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Akinci and Dalkili

be reproducible in another setting, although the recruitment pro-
cedure, eligibility criteria, and diversification strategy have been
described transparently to support methodological assessment and
procedural replication. The study was not designed to compare the
two institutions, and the findings should not be interpreted as evi-
dence of institutional differences or similarities.

Although the sample included approximately half of the appoint-
ment registration workforce in each participating institution, the two
hospitals were not selected to represent the full diversity of hospitals
using MHRS across Tiirkiye.

Regarding transferability, consistent with the constructionist
epistemological positioning of the study, no claim is made to statisti-
cal generalisability. The moral framing of assistance observed in par-
ticipants’ accounts, particularly through the language of conscience,
humanity, and religious gratitude, may partly reflect socio-cultural
norms and meanings specific to this setting, including norms of
mutual assistance and potentially paternalistic expectations of care.
The language through which frontline assistance is understood, and
the prominence of conscience-based accounts, may therefore differ
across regions and countries. Accordingly, the study’s central analyti-
cal proposition, that failures of equity in digital access systems may
be informally repaired through frontline discretion and conscience,
is offered as a provisional mid-range proposition rather than a uni-
versally generalisable claim. Its relevance and limits in settings with
different institutional and socio-cultural characteristics should be
examined through comparative research.
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