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Abstract People experience different challenges impacting their health.
Existing research shows that varying experiences of the healthcare system
increases with demographic diversity, with gender, education, citizenship
status, and many other factors determining outcomes. That has
consequences also for peoples’ trust levels in society. Conducting a pilot of
the Diversity Survey in Malmé, as a superdiverse city in Southern Sweden,
allowed us to build on this existing work. The results confirmed an
association between unmet healthcare needs and key demographic factors
but also whether people felt at home in the city. As seen elsewhere, people
are more likely to seek help when they trust the healthcare system. Despite
Malmé having a very international population, when seeking healthcare
information people trust Swedish government websites, healthcare
professionals, and friends and family over the foreign and/or Swedish
media, as well as the internet. That indicates the importance of public
authorities in connecting a diverse society towards improved healthcare
access.

INTRODUCTION

Three questions in the Malmo Diversity survey in
2025 were specific to human health. However, as
this paper discusses, the complexity of factors
impacting how well we feel, whether we seek
healthcare when needed, and what channels we
trust for healthcare information means almost all
the questions in the survey can be argued to relate
to human health. Even with Sweden’s comparatively
strong free-at-point-of-use healthcare system,
individuals have different experiences with respect
to access, trust, and so on. For example, gender is
known to be a significant variable determining
health." Likewise, the literature notes a clear link
between an individual's education level and their
health.? Research on the relationship between
migration and health has shown a correlation
between an individual's skills in the host country's
language and their health.? As other papers in this
issue make clear, Malmo is a superdiverse city with
much of its population foreign born. Existing
research on the relationship between superdiverse
cities and human health identifies the need to
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acknowledge the varied ways individuals experience
the healthcare system to ensure equal access and
overcome potential inequities. For example,
Pemberton et al.'s study of four superdiverse cities
in Europe identified that people’s level of trust and
willingness to use healthcare services varied
according to a wide variety of intersecting factors
including not only migration status but also wealth,
age, physical mobility, accommodation, and many
others.* In such diverse environments, how
individuals are positioned but also their community
connections could determine their health and well-
being.

DIVERSITY AND HEALTHCARE IN SWEDEN

Socio-economic differences as well as differences
in health and longevity constitute potential
problems for sustainable development and long-
term societal resilience, including trust.> All public
activities and institutions in Sweden have a common
and constitutionally established responsibility and
purpose to promote the right and security for
housing, work, education, social service and
promote health, which includes that the social
service and healthcare should work towards
promotion of equal health and social security for all
in society.®

The public health policy in Sweden has the overall
goal of good and equal health for all, and this also
includes equal and health-promoting healthcare.”
The work within healthcare should focus on equality
but also include equity, which means seeking to
meet the needs and possibilities of the individual
patient. This includes ensuring that the
communication and information is understood by
the individual patient as well as that the patient will
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be provided a continuity of care within the
healthcare system. Equal healthcare also means
that it should be given on an equal basis, no matter
of the patient’'s age, gender, education and
socioeconomic or ethnic background.

Earlier research shows challenges for vulnerable
groups such as migrants to access the healthcare
that they need, including the existence of several
barriers to effective health communication.®
Qualitative interviews and a quantitative survey
among migrants in the county of Scania have
revealed that cost and trust, as well as language
differences, could be barriers for migrants to access
the healthcare system.? During the Covid 19
pandemic, challenges around healthcare access
were more evident where the healthcare system
relied extensively on digital services.'® Many of
these challenges have been witnessed globally.

CHALLENGES TO HEALTH LITERACY AND TRUST
Research shows that there are barriers for
migrants in order to seek healthcare, including their
often limited knowledge of their rights or cultural
and language barriers." It has also been seen that
in order for people to use health care services
appropriately they need to be able to access and
understand health-related information, which could
be explained as health literacy.'*'® Today,
information from the healthcare system has
become more technical, advanced, and complex'
and medical jargon could make the information
difficult to understand, especially if people are new
in a country.” Furthermore, eHealth is increasingly
being integrated into the delivery of healthcare
settings and has been highlighted by the World
Health Organization as one potential solution for
improving healthcare and moving towards an
achievement of the sustainable development
goals."® Recent research shows that eHealth literacy
is generally overlooked in developing eHealth
interventions targeting socially disadvantaged
groups, and this might lead to health disparities."’
We know from public health research that trust is
an important factor impacting an individual's
likelihood to seek healthcare when required,
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contributing to improved health.”® Research on
marginalized populations has shown distrust being
a barrier to their healthcare.” Healthcare
programmes globally have consequently put
substantial resources into building trust. During the
pandemic, the WHO was particularly concerned that
rising disinformation was preventing marginalized
populations  from  accessing  much-needed
vaccines.?®?! There is also evidence of structural
racism within healthcare settings that could be a
contributor to ill-health for those exposed to it.??

PRESENT SITUATION

At the time of writing, healthcare in Sweden is
radically changing. Despite evidence that
interpretation increases access to healthcare,
Sweden's anti-migrant policy shift has seen a
concerted effort from Stockholm to oppose the use
of interpreters - whether physically present or via
the phone - in health consultations.? The country is
also undergoing a more significant shift to its
traditionally region-based healthcare system. The
increasing use of digitalization coupled with the roll-
out of Al systems is effectively centralizing
population healthcare management, undermining
regional control of budgets as well as local
heterogeneity. Both shifts are likely to particularly
impact Malmo as a Sweden'’s third largest city with
a population that is both superdiverse and with
distinct needs to the rest of the country. Therefore,
there is a need to investigate how healthcare access
is meeting the needs of its inhabitants in a diverse
city as Malmé and what factors around gender,
educational level and language skills that are
associated with healthcare access, which is the aim
of the current paper.

RESULTS

Several statistically significant observations
emerge from the diversity survey with relevance for
health. For example, as described below, there was
a clear correlation between key demographics
(gender, language skills, education) and self-
reported health. Whilst not providing new
knowledge, such findings do support the survey as
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a means of general validation of the survey's
methodological design.

General health condition in relation to gender, spoken
language and level of education

Grouping the information regarding general
health condition into bad or good general health
condition as well as putting this information in
relation to gender resulted in 16.7% (458 out of
2745) males and 19.9% (540 out of 2720) females
reporting bad general health condition. Among
those reporting good spoken language skills 81.9%
reported good general health condition and 18.1%
bad general health condition. Among those
reporting bad general health condition 86.5%
reported good spoken Swedish language and 13.5%
reported bad spoken Swedish language. A total
number of 4077 out of 4541 (89.8%) reported good
general health condition and good spoken Swedish
language. Those having a post-secondary level of
education 15.3% reported bad general health
condition and 84.7% reported good general health
condition. Among those having primary level of
education 28.1% reported bad general health
condition and 71.9% reported good general health
condition. Those having an upper secondary level of
education 73.4% (1300 out of 1659) reported good
general health condition (Table 1).

Table 1. General health condition stratified by gender,
spoken language skills and level of education.

General health condition
Bad Good
n (%) n (%)
Gender
Male 458 (16.7%) 2287 (83.3%)
Female 540 (19.9%) 2180 (80.1%)
Other 59 (36.9%) 101 (63.1%)
Spoken language skills
Good spoken 899 (18.1%) 4077 (81.9%)
Bad spoken 140 (23.2%) 464 (66.8%)
Level of education
Primary 203 (28.1%) 519 (71.9%)
Upper secondary 359 (21.6%) 1300 (73.4%)
Post secondary 473 (15.3%) 2623 (84.7%)
Feeling at home in Sweden
No 37 (37.0%) 63 (63.0%)
Yes 992 (18.2%) 4472 (81.8%)
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Unmet health care needs in relation to gender, spoken
language and level of education

Among males that answered to the question
focusing on unmet health care needs (2743) unmet
health care needs was reported by 636 respondents
(23.2%) compared with 815 female respondents
(30.1%) that reported unmet health care needs out
of 2710. Those that reported bad spoken language
skills 194 reported (32.25%) unmet health care
needs out of 603. Unmet health care needs were
reported from 786 respondents (25.4%) with a post-
secondary level of education (out of 3092) and 212
by respondents (29.7%) with a primary level of
education (out of 715) (Table 2).

The proportion of those reporting a good general
health condition was higher in respondents with
high level of education (84.7%) than in respondents
with a middle or low level of education (76.4%). Bad
general health condition was reported to a larger
proportion for those with a middle or low level of
education (23.6%) as compared with those with a
high level of education (15.3%). A larger proportion
of respondents refraining from seeking health care
when needed was observed in those respondents
reporting middle or low level of education (29.2%)
as compared to respondents reporting high levels
of education (25.4%).

Table 2. Unmet health care needs stratified by gender,

spoken language skills and level of education.
Unmet health care needs

Yes No
Gender
Male 636 (30.2%) 2107 (76.9%)
Female 815 (30.1%) 1895 (69.9%)
Other 70 (44.0%) 89 (56.0%)

Spoken language skills
Good spoken

1314 (26.5%) 3651 (73.6%)

Bad spoken 194 (32.2%) 409 (67.8%)
Level of education
Primary 212 (29.7%) 503 (70.3%)
Upper secondary 480 (29.0%) 1177 (71.0%)
Post secondary 786 (25.0%) 2306 (75.0%)
Feeling at home in Sweden
No 41 (41.0%) 59 (59.0%)
Yes 1463 (26.9%) 3988 (73.1%)

11



Current Issues in
Migration Research

CiM

Reasons for refraining from seeking health care when
needed

The five most common reasons for refraining
from seeking health care were long waiting times
(11.6%), lack of trust in health care system (8.6%),
other reasons not prespecified (8.4%), lack of time
(8.3%) and lack of affordability (3.0%) (Table 3).

Table 3. Reasons for refraining from seeking health
care when needed

Reasons N %
Lack of affordability 170 3.0%
Lack of trust in healthcare system 483 8.6%
Long waiting time 657 11.6%
Difficulty in communicating 102 1.8%
Fear of discrimination 83 1.5%
Inability to meet caregivers in person 128 2.3%
Lack of time 453 8.3%
Lack of personal identification number 5 0.1%
Lack of understanding digital systems 55 1.0%
Due to another reasons 472 8.4%

Trust in the health care system and in health
information channels

There is concern within the field that people
increasingly look to the Internet and social media
for health care information, exposing them to the
risk of relying on incorrect recommendations.?*
Migrants are thought to be at particular risk as
persons less likely to have access or trust traditional
channels of healthcare communication.

Contrary to those expectations, the population
sampled in the diversity survey reported, when
seeking healthcare information, having higher trust
in  Swedish government websites, healthcare
professionals, and then family and friends. They did
not see the mass media, including foreign and
Swedish, or the Internet as trustworthy sources for
healthcare information. That suggests that being a
diverse city does not reduce how the population of
Malmé evaluate the trustworthiness of different
channels for healthcare information.

Trust in the health care system

When comparing trust in the health care system
with general health condition, good general health
condition was reported by 86.2% (3015 out of 3497).
Among those that did not trust the health care
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system good general health condition was reported
by (73.3%) (1453 out of 1983). Those that trust the
health care system (3497) and reported good
general health condition were 86.2%. Distrust in
health care system was reported by 40.8% (809 out
of 1981) that reported that they refrained from
seeking health care when needed. Those who trust
the health care system and refrained from seeking
health care when needed were 19.3% (673 out of
3488). This supports linkage between growing
societal polarization and alienation from public
healthcare systems, with negative outcomes for
individuals' health.

Trust in health information channels

Trust in health information channels was
measured by reporting trust on a scale ranging from
no trust at all to complete trust as well as by the
alternative do not now or do not use. Six different
information channels were included as alternative
health information channels which were health
professionals for health information, friends and
family, Swedish media, foreign media, internet and
Swedish government websites. The three most
completely trusted health information channels
were Swedish government websites (38.4%)
followed by health professionals for health
information (32.8%) and friends and family (26.6%).
The three most common not at all trusted health
information channels were the Internet (19.4%),
foreign media (15.2%) and Swedish media (12.8%).
With regard to the alternative do not know or do not
use the most commonly answered option was
media (foreign media 33.8% and Swedish media
10.1%) followed by internet (9.2%). Trust to some
extent was mostly reported for the Internet (60.4%),
Swedish media (44.5%) and foreign media (38.5%).
Health professionals for health information were
mostly trusted to a large extent (43.3%) followed by
Swedish government websites (40.7%) and family
and friends (35.9%) (Table 4).
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Table 4: Trust in health information channels.

Health Not at To Toa Comple | Do not

informati all some large tely know/

on extent extent Do not

channel use

Health 110 1099 2421 1834 132

professio (2.0%) (19.6%) (43.3%) (32.8%) (2.4%)

nals for

health

informati

on

Friends 143 1648 2004 1484 297

and (2.6%) (29.6%) | (35.9%) (26.6%) (5.3%)

family

Swedish 715 2481 1479 330 565

media (12.8%) (44.5%) | (26.6%) (5.9%) (10.1%)

Foreign 847 2144 645 52 1881

media (15.2%) (38.5%) | (11.6%) (0.9%) (33.8%)

Internet 1082 3364 562 51 513
(19.4%) (60.4%) | (10.1%) (0.9%) (9.2%)

Swedish 97 865 2280 2153 206

governme (1.7%) (15.4%) | (40.7%) (38.4%) (3.7%)

nt

websites

In line with several other papers in this collection,
people’s sense of belonging is often seen to be a key
factor in how they live their lives and is a potentially
interesting  challenge when considering a
superdiverse city such as Malmo. We follow the
same approach to that taken in the paper by
Schatze and Irastorza, utilizing the survey question
asking people if they feel at home in Sweden.

Feeling at home in Sweden results in a higher
percentage in relation to self-reported general
health condition, with only 18.2% reporting ‘bad’
health compared to 81.8% stating ‘good’ health. For
those who did not feel at home in Sweden a
majority still reported ‘good’ health but at 63%
‘good’ and 37% ‘bad’ there is a clear indication that
belonging is correlated with improved health.

A similar pattern is seen regarding the
relationship between feeling at home and whether
respondents had unmet healthcare needs. For
those who felt at home in Sweden, only 26.8% had
unmet healthcare needs compared to 73.2% who
did not. Amongst respondents not feeling at home
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in Sweden, 41% had unmet healthcare needs
compared to 59% stating ‘no’. Whilst these
correlations might not be causal, the overall pattern
between a sense of belonging and being able to
meet one’s healthcare needs is demonstrated in the
data.

The same picture is repeated in the responses on
trust in the healthcare system. Amongst those who
feel at home in Sweden, 35.3% do not trust or trust
to some extent the healthcare system compared to
64.7% who do to a large extent or completely. Of
those who do not feel at home in Sweden, the
comparative figures are 76% (do not trust or trust to
some extent) and 24% (do trust to a large extent or
completely). That trusting the healthcare system is
important to whether one feels at home in a country
shows the centrality of health within how we study

diverse societies. In all the above identified
relationships the findings are statistically
significant.
DiSCUSSION

The pilot version of the diversity survey focused
on Malmo contained three questions specific to
healthcare, covering self-reported health status,
unmet healthcare needs, and which channels
people trust for healthcare information. These are
all standard healthcare questions and, as has been
discussed, largely produced results in accordance
with findings in established research. Yet we also
know from Public Health research that many of the
variables impacting human health are not limited to
health-specific factors. The so-called ‘Social
Determinants of Health’ tradition goes as far as
empirically showing up to 90% of the factors
impacting healthcare outcomes - that is, what
occurs after an individual has been clinically
diagnosed with a condition - have nothing to do
with what occurs within the healthcare system itself
but lie within broader society itself.*> That becomes
a very long list of factors but, in brief, can be
summarized primarily in terms of an individual's
education, the quality of their accommodation, and
their labour conditions. There is also evidence that
the effects of the social determinants of health
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cross generations. For example, an individual's life
expectancy correlates with their mother’s education
level.?® That relationship remains true globally, from
Sweden to Gambia regardless of development level
or welfare system.?’

Malmo as a diverse city with comparatively high
immigration and rising inequality has been the
focus of numerous studies with analysis frequently
concentrating on exclusions from housing,
education, and job security. At the point of writing,
we have not been able to expand the analysis but
clearly there is potential in engaging more closely
with the non-health variables covered in the survey.

None of the existing non-health questions directly
address the social determinants of health in a way
needed for analysis, but several do touch upon
them. For example, respondents were asked to
report  whether they had  experienced
discrimination in education and the labour market.
In further analysis we hope to reconstruct the
variables in such a way we can look for any
relationship between discrimination in education
and the labour market with whether and why
respondents have chosen not to seek needed
healthcare. Several questions also ask whether
people feel a part of Swedish society, which can be
read as a proxy for exclusion. We would like to
explore possible correlations between those
qguestions and what we can see on health.

Research in the Social Determinants of Health
tradition can be reversed - that is, just as human
health is dependent on social factors like housing,
education, and job security; human health serves as
a measure of how well a society functions. It
provides an indicator of how well people can grow
(i.e. physically, intellectually, economically), to live
well, and connect with others in a way that society
remains resilient to external crises (e.g. global
recession, war, etc). Whilst the health-specific
questions are just a small part of the diversity
survey, the broadness of health means the entire
survey can be read as a health survey - but not just
of individuals’ but also society’s health.
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CONCLUSION

We know from existing research that
communities are a key ingredient to both
individuals' health and societal resilience, including
supporting national and local economies.”® In a
revised Diversity survey, we hope to include
questions that measure the level of community
activity, such as how well individuals are able to
collaborate with their neighbours. Those questions
would need to be planned to think ahead to
ensuring the data can be correlated with the health-
specific questions. Community activity is known to
be important in ameliorating the effects of poverty,
which is associated with numerous health
conditions such as type-2 diabetes.”® The role of
community activity impacts health in several ways,
and often very simply such as through shared
exercising, discussing nutrition, as well as how to
access the healthcare system.*

Overall, we see it as fair to evaluate the existing
pilot as a success as well as demonstrating the need
for its revised expansion to a larger population.

This article is accompanied by a visualisation that
conveys its main message. The visualisation was
created by Noel Grunander and Idun Lindblad, BA
students in Visual Communication at Malmo
University, in collaboration with the authors.

Author bio Elisabeth Mangrio is a pediatric nurse and Associate Professor
in Care Science at and has focused her research on migration and health
and healthcare access, including the health of children and families. Email:
Elisabeth.Mangrio@mau.se

Author bio Michael Strange is an Associate Professor in International
Relations. His research crosses empirical fields from Migration and Public
Health, through to Artificial Intelligence and Trade. Email:
Michael.Strange@mau.se

Author bio Slobodan Zdravkovic is an Associate Professor in Public Health
within the field of epidemiology. Zdravkovic's research focuses on health-
related topics mainly in a local context. Email:
Slobodan.Zdravkovic@mau.se

14


mailto:Elisabeth.Mangrio@mau.se
mailto:Michael.Strange@mau.se
mailto:Slobodan.Zdravkovic@mau.se
https://mau.se/en/research/research-centres/malmo-institute-for-migration-studies/diversity-database/#health

Current Issues in
Migration Research

CiM

T Asiskovitch, S. (2010). Gender and health outcomes:
The impact of healthcare systems and their financing on
life expectancies of women and men. Social Science &
Medicine, 70(6), 886-895.

2 Eide, E. R., & Showalter, M. H. (2011). Estimating the
relation between health and education: What do we
know and what do we need to know? Economics of
Education Review, 30(5), 778-791.

3 Pandey, M., Maina, R. G., Amoyaw, J., Li, Y., Kamrul, R.,
Michaels, C. R., & Maroof, R. (2021). Impacts of English
language proficiency on healthcare access, use, and
outcomes among immigrants: a qualitative study. BMC
Health Services Research, 21(1), 741.

4 Pemberton, S., Phillimore, J., Bradby, H., Padilla, B.,
Lopes, J., Samerski, S., & Humphris, R. (2019). Access to
healthcare in superdiverse neighbourhoods. Health &
Place, 55, 128-135.

> Rad, J. (2025). Health inequities: a persistent global
challenge from past to future. International Journal for
Equity in Health, 24(1), 148.

® Sveriges Regering (2017). Regeringens proposition
2017/18:249: God och jémlik hélsa - en utvecklad
folkhélsopolitik.
https://www.regeringen.se/contentassets/8d6fcal58ec0
498491f21f7c1cb2fe6d/prop.-2017_18 249-god-och-
jamlik-halsa--en-utvecklad-folkhalsopolitik.pdf

’ Folkhalsomyndigheten (2025). Folkhdlsopolitikens
malomrade 8: En jamlik och hélsofrdmjande hélso- och
sjukvard,
https://www.folkhalsomyndigheten.se/contentassets/59
b14e2afb3642ee984e77f51f0b9ad3/folkhalsopolitikens-
malomraden-malomrade-8-en-jamlik-halsoframjande-
halso-sjukvard.pdf

8 Mangrio, E., & Forss, K. S. (2017). Refugees’ experiences
of healthcare in the host country: a scoping review. BMC
health services research, 17(1), 814.

2 Mangrio, E., Carlson, E., & Zdravkovic, S. (2018).
Understanding experiences of the Swedish health care
system from the perspective of newly arrived refugees.
BMC Research Notes, 11(1), 616.

% Mangrio, E., Zdravkovic, S., & Strange, M. (2022).
Working With Refugees' Health During COVID-19—The
Experience of Health-and Social Care Workers in
Sweden. Frontiers in Public Health, 10, 811974,

" Suphanchaimat, R., Kantamaturapoj, K., Putthasri, W.,
& Prakongsai, P. (2015). Challenges in the provision of
healthcare services for migrants: a systematic review

Vol 3(1) 2026

through providers' lens. BMC health services research, 15,
1-14.

12Wwaéngdahl, J., Lytsy, P., Martensson, L., & Westerling, R.
(2018). Poor health and refraining from seeking
healthcare are associated with comprehensive health
literacy among refugees: a Swedish cross-sectional
study. International Journal of Public Health, 63(3), 409-
419.

'3 Vianello, F. A., Zaccagnini, F., Pinato, C., Maculan, P., &
Buja, A. (2020). Health status of female Moldovan
migrants to Italy by health literacy level and age group: a
descriptive study. BMC Public Health, 20, 1-14.

4 Martensson, L., Lytsy, P., Westerling, R., & Wangdahl, J.
(2020). Experiences and needs concerning health
related information for newly arrived refugees in
Sweden. BMC Public Health, 20(1), 1-10.

> Abdi, I., Murphy, B., & Seale, H. (2020). Evaluating the
health literacy demand and cultural appropriateness of
online immunisation information available to refugee
and migrant communities in Australia. Vaccine, 38(41),
6410-6417.

'® World Health Organization (2019). Recommendations
on digital interventions for health system strengthening.
https://www.who.int/publications/i/item/978924155050
5

7 Cheng, C., Beauchamp, A., Elsworth, G. R., & Osborne,
R. H. (2020). Applying the electronic health literacy lens:
systematic review of electronic health interventions
targeted at socially disadvantaged groups. Journal of
Medical Internet Research, 22(8), e18476.

'8 Mangrio, Carlson, & Zdravkovic (2018).

19 Jaiswal, J. (2019). Whose responsibility is it to
dismantle medical mistrust? Future directions for
researchers and health care providers. Behavioral
Medicine, 45(2), 188-196.

20 Dalingwater, L., Mangrio, E., Strange, M., & Zdravkovic,
S. (2023). Policies on marginalized migrant communities
during Covid-19: migration management prioritized
over population health. Critical Policy Studies, 17(2), 316-
336.

2 Mangrio, Zdravkovic & Strange (2022).

22 Kisa, A., & Kisa, S. (2025). Structural racism as a
fundamental cause of health inequities: a scoping
review. International journal for Equity in Health, 24(1),
257.

23 Regeringskansliet. (2025). £n 6versyn av vissa
tolkfragor. https://www.regeringen.se/rattsliga-
dokument/kommittedirektiv/2025/02/dir.-202516

15


https://www.regeringen.se/contentassets/8d6fca158ec0498491f21f7c1cb2fe6d/prop.-2017_18_249-god-och-jamlik-halsa--en-utvecklad-folkhalsopolitik.pdf
https://www.regeringen.se/contentassets/8d6fca158ec0498491f21f7c1cb2fe6d/prop.-2017_18_249-god-och-jamlik-halsa--en-utvecklad-folkhalsopolitik.pdf
https://www.regeringen.se/contentassets/8d6fca158ec0498491f21f7c1cb2fe6d/prop.-2017_18_249-god-och-jamlik-halsa--en-utvecklad-folkhalsopolitik.pdf
https://www.folkhalsomyndigheten.se/contentassets/59b14e2afb3642ee984e77f51f0b9ad3/folkhalsopolitikens-malomraden-malomrade-8-en-jamlik-halsoframjande-halso-sjukvard.pdf
https://www.folkhalsomyndigheten.se/contentassets/59b14e2afb3642ee984e77f51f0b9ad3/folkhalsopolitikens-malomraden-malomrade-8-en-jamlik-halsoframjande-halso-sjukvard.pdf
https://www.folkhalsomyndigheten.se/contentassets/59b14e2afb3642ee984e77f51f0b9ad3/folkhalsopolitikens-malomraden-malomrade-8-en-jamlik-halsoframjande-halso-sjukvard.pdf
https://www.folkhalsomyndigheten.se/contentassets/59b14e2afb3642ee984e77f51f0b9ad3/folkhalsopolitikens-malomraden-malomrade-8-en-jamlik-halsoframjande-halso-sjukvard.pdf
https://www.who.int/publications/i/item/9789241550505
https://www.who.int/publications/i/item/9789241550505
https://www.regeringen.se/rattsliga-dokument/kommittedirektiv/2025/02/dir.-202516
https://www.regeringen.se/rattsliga-dokument/kommittedirektiv/2025/02/dir.-202516

Current Issues in
Migration Research

CiM

24 Swire-Thompson, B., & Lazer, D. (2020). Public health
and online misinformation: challenges and
recommendations. Annual Review of Public Health, 41,
433-451.

2> Braveman, P., & Gottlieb, L. (2014). The social
determinants of health: it's time to consider the causes
of the causes. Public health reports, 129 (1_suppl2), 19-
31.

26 Huebener, M. (2019). Life expectancy and parental
education. Social Science & Medicine, 232, 351-365.

27 Balaj, M., York, H. W., Sripada, K., Besnier, E., Vonen,
H. D., Aravkin, A., Friedman, J., Griswold, M., Jensen, M.
R., & Mohammad, T. (2021). Parental education and
inequalities in child mortality: a global systematic review
and meta-analysis. The Lancet, 398(10300), 608-620.

28 Economist impact. (2025). Health drives wealth: the
economic impact of health inclusivity; Findings from the

Vol 3(1) 2026

third phase of the Health Inclusivity Index.
https://impact.economist.com/projects/health-
inclusivity-

index/documents/health_inclusivity index_phase3 repo
rt.pdf

2 Hsu, C.-C., Lee, C.-H., Wahlgvist, M. L., Huang, H.-L.,
Chang, H.-Y., Chen, L., Shih, S.-F., Shin, S.-., Tsai, W.-C., &
Chen, T. (2012). Poverty increases type 2 diabetes
incidence and inequality of care despite universal health
coverage. Diabetes Care, 35(11), 2286-2292.

30 Ramiji, R., Ramgard, M., Carlson, E., Shleev, S., Awad,
E., Cirovic, S., & Kottorp, A. (2023). Health and quality of
life among women after participation in a CBPR-
informed physical activity intervention: with a pandemic
perspective. Scientific Reports, 13(1), 17972.

16


https://impact.economist.com/projects/health-inclusivity-index/documents/health_inclusivity_index_phase3_report.pdf
https://impact.economist.com/projects/health-inclusivity-index/documents/health_inclusivity_index_phase3_report.pdf
https://impact.economist.com/projects/health-inclusivity-index/documents/health_inclusivity_index_phase3_report.pdf
https://impact.economist.com/projects/health-inclusivity-index/documents/health_inclusivity_index_phase3_report.pdf

	Introduction
	Diversity and healthcare in Sweden
	General health condition in relation to gender, spoken language and level of education
	Unmet health care needs in relation to gender, spoken language and level of education
	Reasons for refraining from seeking health care when needed
	Trust in the health care system and in health information channels
	Trust in the health care system
	Trust in health information channels
	Table 4: Trust in health information channels.

	Discussion
	Conclusion

