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A B S T R A C T

A lack of trust in healthcare, often stemming from alienation or suspicion toward public institutions, may result 
in citizens forgoing essential support and treatments to which they are entitled and avoiding participation in 
preventive measures that benefit society as a whole. While the links between community characteristics and 
health are well established, this study aims to explore the influence of communities on trust in healthcare. 
Although trust in healthcare is generally high among the Swedish population, increasing diversity and segre
gation among neighborhoods make it relevant to examine variations in trust across local communities. Utilizing 
social capital theory, this study combines survey data from over 13,000 respondents with register data, linking 
individual data to local community characteristics through multi-level regression analyses. The findings reveal 
that individuals’ perceptions of their community have a stronger association with healthcare trust than the 
objective characteristics measured in the study, with community pessimism emerging as a significant factor, 
particularly for residents with a migrant background. Furthermore, it underscores the importance of under
standing and distinguishing between community-level determinants of trust and how they differ between groups. 
Ultimately, this research will help identify neighborhoods with low healthcare trust and highlight the charac
teristics that correlate with diminishing trust, guiding targeted interventions.

Introduction

Although a sizeable literature has analyzed the influence of com
munity characteristics on health (Islam et al., 2006), it has paid little 
attention to their role in trust in healthcare. Trust in healthcare systems 
and healthcare providers is central both at an individual level and for 
population health. If trust in healthcare declines, there is an increased 
risk of poor compliance with treatments and recommendations. It may 
lead individuals to avoid seeking necessary care in time, which can in
crease the need for more severe and resource-demanding healthcare 
later. This study aims to investigate if and how local community char
acteristics can explain levels of trust in healthcare. Identifying such 
characteristics provides insight into the contextual factors influencing 
trust in healthcare and is crucial for developing relevant policy initia
tives. Ultimately, this deeper understanding is crucial for ensuring that 
all citizens have the necessary conditions to comprehend and access 
healthcare services according to their needs.

In Sweden, a high trust country (OECD, 2024; Wallman Lundåsen, 
2022b) with increasing diversity and segregation within its population, 
studying this from a community perspective is especially interesting, yet 
very much understudied. Healthcare in Sweden is decentralized in that it 

is politically governed and provided at a regional level, and variations 
between regions do occur, for instance in accessibility(Fredriksson, 
2012; Johansson et al., 2018). Nevertheless, it is a tax-based healthcare 
system that strives for equitable access to healthcare. The local com
munity has not been as clearly defined as in many other countries, as the 
universalistic welfare model traditionally has not allowed for such local 
variations. Recently, a process of developing primary care in Sweden has 
started, which recognizes local variations in accessibility and quality 
(SOU, 2020:19). Consequently, local conditions are increasingly taken 
into account when planning for healthcare and health promotion. Res
idents in segregated neighborhoods with low trust often underutilize 
public services like healthcare—immigrants, for instance, seek health
care less frequently (Wångdahl et al., 2014). Disinformation campaigns 
targeting these low-trust areas further erode confidence in public in
stitutions and welfare services (Bennett and Livingston, 2018). As so
ciety becomes more stratified, it is crucial to address these variations in 
trust across communities.

Drawing on the literature on social capital and trust (Putnam, 1993; 
Uslaner, 2002), this study investigates how components measuring 
community-related social trust, social cohesion, and pessimism along 
with other community characteristics may predict individual trust levels 
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in healthcare. This is done using individual level data from The Trust 
Barometer, a Swedish national survey conducted in 2020, where re
spondents are linked to neighborhood data from Statistics Sweden. A 
multi-level regression model is employed to examine the relationships 
between community characteristics at the community level and indi
vidual levels of trust in healthcare.

Background

Community and health

Studying the community level and its role in healthcare is essential 
and has been the focus of a large amount of literature, mainly regarding 
the health status of its population, healthcare utilization but also as an 
arena for health promotion initiatives (Jansson and Tillgren, 2010; 
Mohnen et al., 2019). The relationship between local communities and 
general health status has been well-established in the international 
public health literature (Decker et al., 2018; Eibich et al., 2016). 
Studying community characteristics, it is common to categorize these 
into either built or social characteristics, where built aspects can be for 
instance the presence of parks, social services, walkability or noise levels 
(Chen et al., 2022), and social aspects concern for instance residential 
segregation or crime levels. Social aspects may also refer to perceived 
community characteristics, such as perceived safety or sense of 
belonging (Mouratidis, 2020). Several studies show that social capital in 
the community tends to positively correlate with health status (Islam 
et al., 2006; Kawachi, 2006; Nieuwenhuis, 2020). Although often 
studied separately, social and built aspects of a community in many 
ways work together for an outcome such as health status (Duncan et al., 
2021). For instance, the presence of parks has shown to be associated 
with higher community cohesion (Cohen et al., 2008).

Determinants of healthcare trust

While community characteristics’ impact on health outcomes and 
healthcare utilization is well-known, research on how these attributes 
affect trust in healthcare is lacking. Understanding trust in healthcare 
requires considering the diverse roles it plays, such as a publicly funded 
service, an employer, and a partner in the patient-physician relation
ship. A recent synthetic review of 50 years of healthcare trust literature 
underlines how complex and multidimensional trust in healthcare truly 
is, spanning different trustor–trustee relationships and often lacking 
definitional clarity (Taylor et al., 2023a).

Much of the research on healthcare trust involves the trust between 
patients and healthcare professionals (Taylor et al., 2023a). Gille (2022)
states that truthful communication and freedom are the basis for trust in 
healthcare. Presenting truthful information to patients in an under
standable manner is essential for trust-building, as well as letting pa
tients themselves choose to trust medical professionals and not expect 
trust from them. Aspects such as patient centeredness, competence of the 
professional and respectful attitudes become crucial for developing a 
trustful relationship with physicians (Beach et al., 2017; Calnan and 
Sanford, 2004).

Another part of the healthcare trust literature studies trust in 
healthcare systems, which is the focus of this study. Here, aspects such as 
cost cutting, waiting times, accessibility, health insurance coverage or 
general attitudes towards public institutions are identified as important 
determinants (Calnan and Sanford, 2004; Radoi and Lupu 2017; Zhao 
et al., 2019). A recurrent theme in the literature is the role of financial 
incentives in healthcare services. Ambiguity surrounding the allocation 
and motivation behind payments often serves as a catalyst for distrust. 
Moreover, policy trends such as commercialization, privatization and 
New Public Management further are identified as grounds for distrust, as 
they are assumed to drive healthcare services to prioritize profit over 
patient well-being (Gilson, 2006). However, recent evidence suggests 
that nonprofit providers are not necessarily more trusted than for-profits 

(Taylor et al., 2023b)
Taylor et al. (2023a) underscore that trust operates at multiple levels 

– interpersonal, organizational and systemic and that they interact. 
Several studies highlight the importance of individual healthcare en
counters at the micro level also for trust in healthcare systems (Adams 
and Craddock, 2023; Beach et al., 2017). Zhao, Zhao, and Cleary (2019)
found that in China, public trust in healthcare was strongly influenced 
by trust in government and positive personal healthcare experiences. 
Similarly, Calnan and Sanford (2004) showed that in the UK, individuals 
primarily base their trust in healthcare systems on micro-level experi
ences, such as interactions during care meetings. These findings 
emphasize the interaction between macro-level policies and micro-level 
healthcare encounters in shaping trust in healthcare systems.

As most research has treated healthcare trust as a predictor rather 
than an outcome, Taylor et al. (2023a) call for more studies that explore 
the processes through which trust is formed and sustained—an approach 
aligned with this study’s interest in examining the contextual and 
structural conditions under which trust in healthcare emerges. This in
cludes how systemic factors such as discrimination and negative expe
riences of healthcare institutions, may shape trust (and mistrust) – 
beyond micro-level encounters (Anderson and Griffith, 2022; Benkert 
et al., 2019; Smith, 2017).

Research, especially in the U.S., shows that negative experiences 
often lead to distrust in healthcare among deprived groups and ethnic 
minorities. A study on underserved urban communities found that 
limited healthcare access and a lack of recognition from healthcare 
professionals regarding neighborhood challenges were linked to low 
trust (Webb Hooper et al., 2019). Additionally, segregated minority 
neighborhoods often exhibit general mistrust toward government and 
public institutions due to systemic discrimination.

Ahern and Hendrix (2003) sought to elucidate community-level 
factors influencing trust in physicians within the US context. Their 
study revealed a robust correlation between community-level social 
capital with trust in physicians, more so than the correlation between 
trust and access to primary care physicians (Ahern and Hendrix, 2003; 
see also Baroudi et al. (2022) for associations of social capital for 
healthcare trust in northern Sweden). Mankell and Abdelzadeh (2023)
demonstrate that community trust, a pivotal component of community 
social capital, independently influences individuals’ tendency to receive 
COVID-19 vaccinations, even after accounting for trust in institutions 
more broadly. Thus, emerging evidence suggests that community-level 
dynamics play a role in shaping trust in healthcare, and is worth 
exploring further.

Theoretical structures

To better understand how community characteristics may help 
explain variations in trust in healthcare, this study employs theories of 
social determinants of trust. The underlying assumption is that trust 
requires security, such as safety, stability, familiarity and predictability. 
Giddens (1991)conceptualizes it more precisely as ontological 
security—a stable sense of self and continuity in the social world, sus
tained through trust in systems like healthcare. This is closely aligned 
with the theoretical foundation for institutional trust in late modern 
societies, where such trust helps individuals manage uncertainty and 
maintain a coherent sense of everyday life. Trust, whether in an indi
vidual (social trust) or an institution (institutional trust), entails an 
element of risk-taking, which is facilitated in environments character
ized by safety and familiarity, where prior knowledge of the other party 
exists (Anderson and Griffith, 2022; Luhmann, 2000; Uslaner, 2002). An 
important factor that tends to hinder the development of trust is 
unpredictability, characterized by a lack of control over one’s circum
stances and a lack of knowledge (Čáp et al., 2024; Lascaux, 2008; Power, 
2023). These components are influenced by both individual resources 
and characteristics, such as education, cultural background, and atti
tudes towards others, as well as environmental factors, including the 
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built and social aspects of one’s community. This study centers on the 
latter, specifically community-related factors (see Fig. 1). In the 
following sections, examples will first be provided of how community 
characteristics can affect the level of safety, stability and predictability 
of its residents. Then, perceived community characteristics are discussed 
in relation to healthcare trust.

Community characteristics enabling a secure environment for fostering 
healthcare trust

Holding individual socioeconomic status as a constant, objective 
community characteristics are assumed to be associated with fostering a 
stable and predictable environment – key conditions for nurturing a 
broader sense of security (top arrow of Fig. 1). This, in turn, supports 
optimism, social capital and institutional trust (right side arrows of 
Fig. 1). For instance, neighborhoods characterized by high residential 
mobility, where residents frequently move in and out, create an unstable 
environment and unpredictability (Buttrick and Oishi, 2021; 
Dochow-Sondershaus; 2021).

Additionally in the Swedish context, a high share of migrants or 
people with migrant parents often implies substantial population het
erogeneity, particularly in terms of ethnicity. Segregated neighborhoods 
in Sweden are typically shaped more by economic sorting than by ethnic 
homogeneity (Malmberg and Clark, 2020). This diversity may be asso
ciated with uncertainty about shared norms and everyday interactions, 
regardless of one’s own ethnic background (Laurence et al., 2019; Put
nam, 2007; Wallman Lundåsen, 2022a), which in turn could complicate 
the development of trust.

Similarly, an urban/rural dimension can also be distinguished in this 
regard, although the mechanisms are not completely clear. On the one 
hand, urban environments tend to be more characterized by unsafety in 
terms of crime and social turbulence, while rural environments might 
suffer from other kinds of uncertainty such as depopulation (Ceccato, 
2017).

Finally, when examining determinants of trust in healthcare, prox
imity to healthcare services emerges as a relevant factor. Access to nearby 
healthcare facilities not only ensures timely assistance but also culti
vates familiarity with the service (Badashvili, et al., 2022). Moreover, 
experience of healthcare, according to previous research, an important 
factor so communities with unhealthy population could have an effect 
on trust, although the direction of the relationship would depend on 
whether experiences are generally positive or negative.

In summary, these community characteristics, both contextual and 
compositional, are theorized to be associated with influence safety and 

predictability, thereby supporting both societal optimism and social 
capital, and conditions to develop healthcare trust. To study the link 
between objective community characteristics and healthcare trust (left 
side arrow of Fig. 1), the following hypothesis is formulated

Hypothesis 1. Communities characterized by greater safety, stability, 
and predictability—such as closer proximity to healthcare services, 
lower residential mobility, lower population heterogeneity, and lower 
levels of sickness absence—are associated with higher levels of trust in 
healthcare.

While the indicators discussed above—such as distance to health
care, population heterogeneity, and sick leave levels—tap into different 
aspects of ontological security, they are jointly theorized to contribute to 
healthcare trust. Their separate effects will be tested in the analysis. In 
the following sections, the concepts of social capital and societal opti
mism/pessimism will be developed in order to study the bottom right- 
side arrow of Fig. 1.

Perceptions of the community fostering healthcare trust

Community pessimism
According to Uslaner (2002), optimism is a central predictor of trust. 

He argues that pessimists do not experience the world around them as 
trustworthy. When you experience the world as threatening and your 
situation as vulnerable, you cannot take the risk of trusting the way an 
optimist can. This outlook reflects both personal values, previous ex
periences and expectations for the future.

Uslaner describes pessimism as reflecting both experiences and 
personal values, without distinguishing between concern for one’s per
sonal situation and concern for the future of society at large 
(Steenvoorden, 2016). The type of pessimism studied here can be called 
collective pessimism (Galdi et al., 2020) or societal pessimism 
(Steenvoorden, 2016), capturing concerns that are for the well-being of 
people in a society or community as a whole. A common measurement 
for societal pessimism is whether it is believed that people in general (or 
in one’s country/neighborhood) will not be better off in 10–15 years 
(Steenvoorden, 2016; Uslaner, 2002). To measure pessimism in the local 
community, this study will focus on perceptions of various negative 
developments in one’s neighborhood.

Hypothesis 2. Individuals who perceive more pessimistic de
velopments in their local community are expected to report lower levels 
of trust in healthcare.

Importantly, Uslaner describes pessimism as preceding social trust 

Fig. 1. Suggested pathways linking community characteristics to trust in healthcare.
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(measured as community trust in this study). However, the mechanism 
that optimism makes you more inclined to take the risk of trusting 
should apply to both people and other types of actors such as the 
healthcare system. Nonetheless, the effect of pessimism on healthcare 
trust may be both direct and mediated through community social capi
tal, which is discussed in the next section.

Social capital in the community
Social aspects of a local community have been studied through social 

capital theory (Fukuyama, 1995; Putnam, 1993). Social capital can be 
defined as features of social networks or groups (communities), such as 
norms and values that enables cooperation to achieve common goals 
(Putnam, 1993). In general, social capital is strongly correlated with 
institutional trust, although the causal direction of this relationship is 
under debate (Rothstein and Stolle, 2008; Sonderskov and Dinesen, 
2016; Uslaner, 2002). The concept of social capital consists of different 
components i.e., social trust, social cohesion and reciprocity (Putnam, 
1993). The community dimension is central to Putnam, as it is the re
lationships and social structures in one’s near surroundings that fosters 
social capital.

Inspired by the theories of social capital, this study uses the main 
theoretical components and adjusts them to directly apply to the com
munity perspective of this study. Social trust in the community has been 
studied as community trust, and represents trust in neighbors and in those 
living in your neighborhood (Wollebaek et al., 2012). Social cohesion 
and reciprocity are other important components of social capital. 
Although these concepts may be defined and operationalized in more or 
less complex ways, it is in this study captured as community cohesion by 
the questions on whether there is a sense of community in your local 
neighborhood and whether people are perceived as helpful. The 
following hypotheses will be tested, indicating the link between 
perceived social capital of ones’ community and trust in healthcare.

Hypothesis 3. Individuals who perceive higher levels of community 
trust (i.e., trust in neighbors and local residents) are expected to report 
higher levels of trust in healthcare.

Hypothesis 4. Individuals who perceive stronger community cohesion 
are expected to report higher levels of trust in healthcare.

To summarize the theoretical framework, this study examines both 
objective and perceived community characteristics as factors influ
encing healthcare trust. As shown in Fig. 1, objective characteristics are 
posited to foster a sense of security, leading to optimism, trust and 
cohesion within the community, or to directly influence healthcare trust. 
Although ontological security is not directly measured, it serves to 
illustrate the link between objective and perceived characteristics. The 
analysis aims to investigate how much of the potential effect that goes 
straight to healthcare trust (left side of Fig. 1) and how much is 
explained by the perceptions of community (right side of Fig.1). The 
study thus aims to identify neighborhood risk factors for low healthcare 
trust and to explore how different aspects of the community interact 
with trust in healthcare.

Methods

Data

This study uses survey data from the Swedish Trust Barometer, which 
is a survey conducted every three years and designed to capture different 
forms of trust as well as norms, attitudes and values. The survey ques
tions used to capture different forms of trust in the Trust Barometer are 
well established and are recurrently used in several large international 
surveys such as the European Social Survey and the World Values Sur
vey. The Trust Barometer survey was conducted in 2020 among random 
samples of individuals (aged 18–84 years) from 49 municipalities across 
Sweden. These municipalities were deliberately chosen to represent a 

maximum variation in factors that are assumed to be associated with 
different forms of trust, such as diversity, socio-economy and crime- 
rates. The survey was mailed by post to respondents, who could com
plete the survey online or on paper and in Swedish or English. The 
participation rate was 34.1 % and the total number of responses was 
13,667. As is common among surveys of this kind, people of a higher age 
are overrepresented, and more women than men have responded to the 
survey. The sample reflects the Swedish population well regarding 
number of respondents in rural and urban areas (see Appendix A for 
more information on the sample’s representativeness to the larger 
population). The survey was carried out by Statistics Sweden.

For community-level statistics, the geographical unit Regional Sta
tistical Area (RegSO) is used, as defined and developed by Statistics 
Sweden based on various socioeconomic factors. Sweden is divided into 
3363 RegSOs, each with a population ranging from 663 to 22,622 in
habitants. The number of RegSOs per municipality varies between 2 and 
147. These areas are designed to follow municipal and regional borders. 
The RegSO data utilized in this study is from register data from 
2019–2020 available through Statistics Sweden, and the number of 
RegSOs represented in the survey is 983.

Measures

The dependent variable: trust in healthcare
The statistical analysis in this study uses trust in healthcare as the 

dependent variable. The original survey question was: “How much or 
little confidence do you have that the following institutions do their 
job?” with the specific reference to “The healthcare system where you 
live.” Responses were recorded on a five-point Likert scale: “very little or 
no confidence,” “low confidence,” “neither/nor,” “quite a lot,” and “very 
much.” This formulation is consistent with standard practices in insti
tutional trust research. Major cross-national surveys (e.g., WVS, ESS, 
GSS) commonly use “confidence in” or “trust in” interchangeably when 
referring to institutional trust, including healthcare systems, both 
capturing the individual’s belief in the reliability, competence, and 
integrity of the institution (Newton and Zmerli, 2011). Fig. 2 illustrates 
the distribution of this variable, which is somewhat positively skewed.

Independent variables
The main predictors to test Hypothesis 1 are community-level reg

ister data at the neighborhood level (RegSO), believed to be associated 
with a sense of safety, stability, familiarity, and predictability in the 
neighborhood.

Residential mobility is measured by the share of the population that 
has remained in the area for one year. The proportion of residents who 
remain in the neighborhood is assumed to contribute to the stability and 
predictability of the neighborhood population. Furthermore, the share 
of the RegSO population born outside of Sweden was included, to cap
ture the level of cultural heterogeneity among residents. As an attempt 
to capture aggregated health status of the residents, and potentially also 
experience of healthcare, a measure of the average days of paid sick 

Fig. 2. Histogram of the dependent variable.
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leave in a RegSO was used. Another option was to use a care need index 
provided by Statistics Sweden, based on a number of socioeconomic 
factors assumed to predict the need of care for the population in a 
RegSO. After indicating collinearity, this index was excluded and it was 
assumed that the average sick leave would capture this and socioeco
nomic status in general. However, sick leave reporting can vary due to 
cultural practices and employment conditions. Therefore, this measure 
should be interpreted cautiously as it may not uniformly represent 
health or care needs across all subpopulations. Since the presence of 
public services is assumed to be associated with a sense of familiarity, 
which could increase healthcare trust, a measure of the average distance 
to the closest primary healthcare centers (PHCC), measured from the 
center point of the RegSO, is included. To capture urban/rural variations 
among the RegSOs, a population density measure was used.

The predictors used to test Hypotheses 2–4 are all survey data 
measuring individual perceptions of community trust and community 
cohesion. An index measuring individual perceptions derived from the 
pessimism/optimism literature, referred to as community pessimism, 
was created. This index is based on concerns about future developments 
in the neighborhood regarding unemployment rates and safety (Pear
son’s r = 0.60). Community trust is measured as an index of two vari
ables: trust in neighbors and trust in people living in your neighborhood 
(Pearson’s r = 0.79). Community cohesion is measured as an index 
combining responses to questions about whether people in the neigh
borhood are helpful and the extent to which respondents feel a sense of 
community with the people in their neighborhood (Pearson’s r = 0.54).

Basic individual characteristics known to contribute to pessimism 
and social capital, such as education and income levels (both catego
rized as “low,” “medium,” and “high”), and migrant background 
(defined as being born outside Sweden or having one parent born 
outside Sweden) are used as control variables. Furthermore, a survey 
question on self-rated health was dichotomized where 1= good health 
and 0= poor health, hoping to capture familiarity with and experiences 
of health care. While it is acknowledged that individuals with similar 
health status may differ in their healthcare utilization for various rea
sons, self-rated poor health is nonetheless expected to broadly reflect 
greater familiarity with healthcare services in the Swedish context (The 
Swedish Agency for Health and Care Services Analysis, 2022). A 
compilation of all survey questions and response options can be found in 
Appendix B. Descriptive statistics for all predictor variables are shown in 
Table 1.

Statistical analysis

The statistical analysis was conducted in two main steps. Firstly, 
several multi-level regression models were performed. Secondly, sub- 
group analyses of groups of particular interest were made. Due to the 
ordinal character of the dependent variable, both ordered logit regres
sion models and logistic regression models were considered. As the 
dependent variable did not meet the criteria for an ordered logit model, 
a logistic regression was initially conducted. Logistic regressions, how
ever, produce an output that is difficult to interpret as well as loses 
valuable information. Therefore, a multi-level linear multivariate 
regression showing similar results is presented in this article (logistic 
regression table in Appendix C).

The multilevel regression analysis consists of four models. Model 1 
only includes the bivariate beta coefficients for each variable, to enable 
comparisons between bivariate and multivariate regressions. Model 2–4 
represents multivariate regression analyses. The individual-level control 
variables (education, income, migrant background and generalized 
trust) are included in all multivariate models, in order to better assess 
the independent associations of the community-level. Model 2 includes 
the community-level variables at the RegSO-level (H1), and Model 3 
includes the individual level variables, including both perceived com
munity characteristics (H2–4) and individual control variables. Finally, 
Model 4 represents the full model, including all independent variables 
and allows us to assess the hypotheses while controlling for other rele
vant factors. Lastly, versions of Model 4 as subgroups analyses were 
conducted. To account for the different scales of the included variables, 
standardized beta coefficients are presented, along with significance 
levels and confidence intervals.

Findings

The mechanisms between the dependent variable and independent 
variables in this study are complex, making it challenging to isolate 
individual predictors from one another. The full model, incorporating all 
variables, underwent testing for multicollinearity, revealing no variance 
inflation factor (VIF) value higher than 5, a threshold typically consid
ered acceptable. Similarly, no coefficient correlations in the multi-level 
analyses were concerningly high (see Appendix D for correlation plot).

Multi-level regression analyses

Moving on to the regression analysis, several interesting tendencies 

Table 1 
Descriptive statistics for independent variables.

Unit n Min Max Mean SD

Community characteristics (RegSO- 
level)

Sick leave Population average of net sick leave days per year (ages 
20–64)

13,437 2.6 60.2 24.47 8.44

Distance to PHCC Meter to closest PHCC from RegSO centre* 13,437 25.78 77,766.7 3739 7136.5
Residential stability % of population remaining in the RegSO over one year. 13,437 64.4 95.7 88.40 4.71
Population density Residents per km2 13,664 0.12 33,530 3117.2 5000.3
Born outside Sweden % of population 13,437 3.33 48.8 18.31 10.44

Percieved community characteristics Community trust Scale, 1–4 11,682 1 4 2.86 0.69
Community 
pessimism

Scale, 1–5 13,337 1 5 3.13 1.08

Community cohesion Scale, 1–8 13,335 1 8 5.65 1.50
Individual-level control variables Education Low 1= Compulsory school 13,667 0 1 0.37 0.48

Medium 1= Upper secondary degree 13,667 0 1 0.35 0.48
High 1= Post-secondary/university degree 13,667 0 1 0.28 0.45

Income Low 1 = 1st-3rd decile of disp. income 13,667 0 1 0.51 0.50
Medium 1 = 4th-6th decile 13,667 0 1 0.20 0.40
High 1 = 7th-10th decile 13,667 0 1 0.29 0.45

Immigrant 
background

1=yes 13,667 0 1 0.16 0.36

Self-rated health 
(good/poor)

1=good 13,237 0 1 0.72 0.45

* Distance to PHCC is presented in meters in this table. For modeling, the variable was logged due to its strong positive skew.
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emerge. Overall, the R2 values in the models are relatively low, as 
anticipated when studying human behavior, given the challenges of 
controlling for all potential explanations. Similarly, low explanatory 
power is expected when analyzing individual outcome variables at the 
neighborhood level (Diez Roux, 2016). However, this calls for caution 
when interpreting the results.

When comparing the models, significant variations are found in the 
overall model fit across models 2–4. The R2 value is higher in model 3 
compared to model 2, suggesting that the individual-level variables are 
associated with substantially more of the variation in healthcare trust 
than the community characteristics at the RegSO level in Model 2. In the 
full model, which includes all fixed and random effects, the fixed effects 
explain 8.1 % of the variance and 13.3 % of the variance is explained by 
both fixed and random effects. The ICC value of the null model is 0.06, 
and in model 2–4 vary between 0.051–0.06 suggesting that neighbor
hood level only explains about 5–6 % of the variation in healthcare trust. 
The fixed effects explain the majority of the variance in the models, 
whereas random effects contribute only marginally.

Community-level characteristics and trust in healthcare (H1)
Model 2, although presenting several significant results among the 

RegSO predictors, has the lowest R2 value, with the fixed effects ac
counting for only 0.7 % of the variance (R2m = 0.007). This suggests 
that RegSO-level variables are only weakly associated with healthcare 
trust. While the overall explanatory power of these community level 
variables is limited in model 2, some factors are significant in the full 
model, even when controlling for individual level characteristics. The 
level of sick days among the residents in one’s community remains a 
significant factor in the full model, although the significance decreases. 
In the full, more complex model, it appears that two of the community 
characteristics, distance to PHCC and residential stability, increase in 
power and significance. Distance to primary care shows a negative as
sociation with healthcare trust in the full model, although the effect size 
is small and only weakly significant.

Residential stability shows a significant and relatively strong nega
tive association with healthcare trust. There appears to be a community- 
level association with healthcare trust that is not fully accounted for by 
the individual characteristics of its residents. The effect of the share of 
residents born outside Sweden is no longer significant when individual 
immigrant background is included. In sum, these results provide partial 
support for Hypothesis 1.

Perceived community characteristics and trust in healthcare (H2–4)
Zooming in on Model 3 which includes perceived community char

acteristics and controls for individual characteristics, we see that all 
perceived community characteristics are strongly significant and rela
tively strong. Results from model 3, controlling for individual charac
teristics but not community level characteristics, thus support H2–4, i.e. 
that community pessimism is negatively associated with healthcare trust 
and that community trust and community cohesion are positively 
related to healthcare trust. These results are only minimally changed in 
the full model, where community characteristics are included where 
associations of community pessimism and community cohesion appear 
somewhat stronger compared to Model 3. Community pessimism shows 
the strongest association with healthcare trust (beta=− 0.14), followed 
by community trust (beta=0.12). Community cohesion presents a rela
tively stable beta value of 0.08.

In addition, control variables show strong and significant effects as 
well. Income levels seem to be weakly but significantly negatively 
associated with healthcare trust while education level has a positive 
association. Both immigrant background and self-rated health appears 
to be important factors for healthcare trust.

The individual-level perceived community predictors remain strong 
in the full model, and some of the objective community characteristics 
remain relevant in the full model, when individual control variables are 
included. The findings thus show a general tendency that perceptions of 

one’s community appears to be more relevant than objective community 
characteristics. Nevertheless, experiences of healthcare may also shape 
perceptions that are associated with healthcare trust. Data on healthcare 
utilization is not accessible, so self-perceived health status will be used 
as an indicator instead. A subgroup analysis of those rating their health 
as good and poor respectively, will be presented. Furthermore, having 
an immigrant background or belonging to an ethnic minority is assumed 
important, as indicated by results in Table 2. Therefore, another sub
group analysis is made comparing those with an immigrant background 
with those without.

Table 2 
Multilevel regression incl. crude model. beta with confidence intervals.

Model1: 
Crude 
Model

Model 2: 
Community

Model 3: 
Individual

Model 4: 
Full Model

Variables Beta/sig. 
(CI)

Beta/sig 
(CI)

Beta/sig 
(CI)

Beta/sig 
(CI)

Community characteristics (RegSO level)
Sick leave − 0.06***

(− 0.089 - 
− 0.032)

− 0.06***
(− 0.076 - 
− 0.018)

​ − 0.03*
(− 0.068 - 
− 0.01)

Distance to PHCC 
(log)

>− 0.001 
(− 0.031 - 
0.031)

− 0.02 
(− 0.06 - 
0.014)

​ − 0.03*
(− 0.052 - 
0.026)

Residential 
stability

0.002 
(− 0.025 - 
0.032)

− 0.02 
(− 0.06 - 
0.016)

​ − 0.04**
(− 0.039 - 
0.062)

Population density 0.02 
(− 0.015 - 
0.048)

0.02 
(− 0.02 - 
0.059)

​ 0.02 
(− 0.039 - 
0.041)

Foreign-born − 0.05**
(0.081 
− 0.023)

− 0.08***
(− 0.113 - 
− 0.039)

​ 0.01 
(− 0.03 - 
0.043)

Perceived community characteristics (ind. level)
Community 

pessimism
− 0.19***
(− 0.213 - 
− 0.173)

​ − 0.13***
(− 0.152 - 
− 0.11)

− 0.14***
(− 0.159 - 
− 0.117)

Community trust 0.22***
(0.154 - 
0.194)

​ 0.12***
(0.097 - 
0.144)

0.12***
(0.099 - 
0.147)

Community 
cohesion

0.17***
(0.155 - 
0.195)

​ 0.07***
(0.046 - 
0.093

0.08***
(0.053 - 
0.1)

Individual-level control variables
Education Low Ref ​ ​ Ref

Med. − 0.03***
(− 0.048 - 
− 0.008)

​ 0.01 
(− 0.011 - 
0.033)

0.01 
(− 0.015 - 
0.029)

High 0.08***
(0.063 - 
0.103)

​ 0.06***
(0.041 - 
0.088)

0.06***
(0.034 - 
0.08)

Income Low Ref ​ Ref Ref
Med. − 0.02**

(− 0.041 - 
− 0.001)

​ − 0.02**
(− 0.044 - 
− 0.002)

− 0.02*
(− 0.041 – 
0.001)

High 0.02*
(− 0.001 - 
0.039)

​ − 0.03***
(− 0.056 - 
− 0.013)

− 0.03***
(− 0.056 - 
− 0.012)

Immigrant backg. − 0.08***
(− 0.105 - 
− 0.064)

​ − 0.06***
(− 0.08 - 
− 0.04)

− 0.07***
(− 0.087 - 
− 0.047)

Self-rated health 
(1= Good)

0.09***
(0.076 - 
0.116)

​ 0.06***
(0.037 - 
0.078)

0.06***
(0.035 - 
0.075)

Random effects
ICC ​ 0.054 0.06 0.052
Model fit
R2 (Nakagawa) ​ R2m 0.007 

R2c 0.061
R2m 0.078 
R2c 0.1139

R2m 0.081 
R2c 0.133

* (p < 0.1).
** (p < 0.05).
*** (p < 0.01).
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Subgroups analyses
In Table 3 below, the four groups (migrants, non-migrant, people 

reporting good health and people reporting worse health) are presented 
in order to visualize the differences that appear when singling out these 
groups from the larger population (the full model from Table 2 is 
included as a point of reference). Importantly, the model is not identic 
across the groups, as the variable used to create the subgroups (immi
grant background and self-rated health) is excluded in their respective 
sub groups analyses. The findings from these analyses show interesting 
variations across groups particularly in how perceptions of their com
munity are associated with healthcare trust.

Health status. Among those with poor health (n = 2419, RegSOs = 618), 
only the level of sick leave in the neighborhood is significantly associ
ated with healthcare trust giving weaker support to H1 in this group, 
compared to the healthier group as well as the full sample analysis. 
Furthermore, H4 is only weakly supported in this group, despite com
munity cohesion being important in all previous analyses. Instead, trust 
in healthcare for this group tend to be more associated with community 
trust than in the healthier group, giving stronger support for H3. Addi
tionally, the two groups were also examined for their levels of trust in 
other welfare services such as schools, elderly care or children’s daycare. 
Levels of trust in healthcare did not differ greatly from these other ser
vices, suggesting that their overall trust pattern is consistent across 
welfare institutions.

Migrant background. Comparing those with migrant background with 
those without, the group without migrant background (n = 8206, 
RegSOs=812), the analysis find no support for H1, as no significant 
association between community characteristics and healthcare trust can 
be found. For H2–4, while still strongly supported, comparing migrant 
with non-migrants present further differences. The migrant sub-group 
analysis presents an even stronger support for H2 than other analyses, 
as community pessimism shows the strongest association with health 
care trust (beta= − 0.16). H3 is less supported in the migrant subgroup 

(n = 1133, RegSOs=425), as beta for community trust is at 0.10 
compared to 0.13 (none-migrant group) and 0.12 (full sample). H4 is 
also more strongly supported in the migrant group, as community 
cohesion have stronger association with healthcare trust in this group. 
Among the non-migrant group, community cohesion seems to explain 
healthcare trust to a much lesser degree than pessimism and community 
trust (beta= 0.07 vs 0.13/− 0.13).

Moreover, the migrant group presents less significant values among 
the individual level control variables. Factors such as education, income 
and health status seem to have stronger associations with healthcare 
trust in the non-migrant group. The explanatory power of the migrant 
model is mainly directed at predictors of perceptions of ones’ commu
nity, and the R2 value for this model is lower. The explanatory power of 
the model is lower for the migrant group, indicating that a smaller share 
of variance is accounted for by the included variables.

Discussion

Objective community characteristics and healthcare trust

Through combining survey data and register data, the findings 
indicate that both objective and subjective community characteristics 
are associated with trust in healthcare. Nevertheless, it clearly shows 
that perceptions of one’s local community are more relevant than most 
of the objective measures included in the study, and the variation 
explained at the community level is not especially strong. Naturally, not 
all relevant neighborhood characteristics were available for this anal
ysis, and considerable variation remains unaccounted for in the model. 
However, the community register data included here represent signifi
cant factors, as identified by previous research.

Among the objective community-level variables, the level of sick 
leave in the neighborhood was consistently and significantly associated 
with healthcare trust in all models. In a collinearity analysis, this mea
sure displayed a close correlation with an index of socioeconomic status 
for RegSOs, so this captures both socioeconomic aspects as well as health 

Table 3 
Multilevel regression, comparing subgroups.

Full Sample Migrant background Self-rated health

Variables ​ Yes No Good Poor
Community level
Sick leave − 0.03* − 0.02 − 0.03** − 0.02 − 0.05**
Distance to PHCC (log) − 0.03* − 0.02 − 0.03 − 0.04** − 0.02
Residential stability − 0.04** − 0.04 − 0.04** − 0.05** − 0.03
Population density 0.02 0.04 0.01 0.02 0.04
Foreign-born 0.01 0.01 0.01 − 0.01 0.04
Perceived Community characteristics (Ind. level)
Community pessimism − 0.14*** − 0.16*** − 0.13*** − 0.13*** − 0.15***
Community trust 0.12*** 0.10*** 0.13*** 0.12*** 0.14***
Community cohesion 0.08*** 0.10*** 0.07*** 0.09*** 0.04*
Individual level control variables
Education Low Ref Ref Ref Ref Ref

Med. 0.01 0.03 0.01 0.01 0.01
High 0.06*** 0.01 0.06*** 0.06*** 0.04

Income Low Ref Ref Ref Ref Ref
Med. − 0.02* − 0.03 − 0.02* − 0.02* − 0.01
High − 0.03*** − 0.03 0.03*** − 0.02** − 0.08***

Immigrant background − 0.07*** NA NA − 0.07*** − 0.05**
Self-rated health 

(1= Good)
0.06*** 0.01 0.06*** NA NA

Random effects
ICC 0.052 0.041 0.059 0.044 0.057
Model fit
R2 (Nakagawa) R2m 0.08 0.06 0.08 0.08 0.07

R2c 0.13 0.11 0.14 0.12 0.12

Beta coeff.
* (p < 0.1).
** (p < 0.05).
*** (p < 0.01).
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status at a neighborhood level. However, while the link between 
neighborhood sick leave and healthcare trust may reflect broader so
cioeconomic and health factors, cultural and labor market differ
ences—especially among migrants—can affect the reliability of sick 
leave data here. Furthermore, the distance to the closest PHCC show a 
negative association with healthcare trust, which is in line with previous 
studies on the relevance of distance to services (Badashvili et al., 2022).

Interestingly, residential stability did not behave as hypothesized. 
Living in a community with a stable population had a negative associ
ation with healthcare trust and may not correspond to the sense of fa
miliarity or safety that was assumed to support trust. Possibly, this 
measure captures other aspects related to residential stability, such as 
social isolation or stronger in-group dynamics, which may breed a 
bonding kind of social capital that is not beneficial for trust development 
(van der Meer and Tolsma, 2014). Future research should investigate 
this negative relationship to trust in healthcare further.

Finally, the assumption that migrant-dense, socioeconomically 
deprived neighborhoods would be associated with differences in 
healthcare trust even among all residents – regardless of background- 
was challenged. This study indicates that the neighborhood-level effect 
largely disappears once individual-level characteristics such as a per
son’s own migrant background, socioeconomic status, and perceptions 
are accounted for. The individual-level measure of migrant background, 
however, have a relatively strong and highly significant association with 
healthcare trust.

All in all, these findings suggests that it is not the overall composition 
of the neighborhood, but rather individual-level factors, that better ex
plains differences in healthcare trust. The limited effect of the 
community-level factors may also reflect Sweden’s institutional setup. 
Unlike in some countries where neighborhoods function as key socio
political units, Swedish local governance and service delivery are 
organized primarily at the municipal level. This could explain why the 
local community context, as defined in this study, appears less influen
tial overall. Future research should explore additional objective in
dicators of community life and examine these in comparative contexts. 
Are these findings generalizable to other kinds of welfare systems? Or 
are they specific to the Swedish context where neighborhood identities 
may be weaker, and formal institutions more central to everyday life? 
Such questions are crucial to understanding how and where healthcare 
trust is formed—and how it might be strengthened.

Strong association between community pessimism and trust

According to Uslaner (2002), pessimists do not experience the world 
around them as trustworthy. When you experience the world as 
threatening and your situation as vulnerable, you cannot take the risk of 
trusting the way an optimist can. In line with this, the findings of this 
study show that community pessimism—measured through perceptions 
of negative developments in one’s neighborhood—is strongly and 
independently associated with lower healthcare trust. Uslaner (2002)
discusses pessimism as likely preceding social capital, and while this 
may be true to some extent, this study also demonstrates that commu
nity pessimism and community social capital both independently and 
significantly contribute to variations in healthcare trust.

The subgroup analyses further reveal that pessimism is a particularly 
important predictor for individuals with a migrant background. Mi
grants often live in communities characterized by social turbulence, 
lower perceived safety, and greater heterogeneity. As this study has 
shown, a community effect of this cannot be found. However, when 
coupled with the personal disruptions often associated with migration, 
these challenging community conditions may heighten pessimism about 
the future in this particular group and, in turn, weaken the development 
of institutional trust. This pattern underscores the relevance of perceived 
future prospects—not just current conditions—in shaping healthcare 
trust.

Social capital in the community

This study supports previous findings that community social capi
tal—here measured as community trust and community cohesion—is 
positively associated with healthcare trust. However, the effects of these 
different dimensions of social capital vary across groups.

Subgroup analyses of those with poor health and those with migrant 
background illustrate important nuances regarding social capital. While 
community trust was significantly associated with healthcare trust 
overall, it played a less prominent role for migrants. This may reflect the 
fact that migrants are more likely to reside in heterogenous neighbor
hoods where shared norms are less visible. The combination of such 
contextual disadvantages and individual-level experiences of belonging 
to minority cultural groups may reduce the relevance of community 
trust. For these individuals, broader social cohesion in the neighborhood 
was more strongly associated with healthcare trust.

Conversely, among individuals reporting poor health, community 
cohesion was less associated with healthcare trust than community trust. 
This might be because poor health limits participation in community 
life, making people less likely to perceive or benefit from cohesion, even 
if general trust in neighbors remains relevant and intact.

The relationship between social capital and institutional trust is well 
discussed in the literature. The debate centers on whether social capital 
fosters trust in institutions by creating conditions like safety and sta
bility, or if effective institutions generate social capital by ensuring a 
safe and predictable environment (Rothstein and Stolle, 2008; Sonder
skov and Dinesen, 2016; Uslaner, 2002). This study, like others, cannot 
determine the direction of it. Trust in healthcare, however, is narrower 
than the broader concept of institutional trust, which encompasses trust 
in various key institutions like the police and government. As such, 
healthcare trust might not foster social capital in itself but may serve as a 
proxy for general institutional trust. Furthermore, as noted by Radoi and 
Lupu (2017), a country’s healthcare system reflects its capacity and 
willingness to care for vulnerable citizens, making trust in healthcare 
potentially indicative of broader societal values beyond just healthcare 
delivery.

A distinct pattern of individual-level determinants among those with a 
migrant background

Among individuals with a migrant background, commonly strong 
predictors of healthcare trust—such as education, income, and self-rated 
health—were not significantly associated with trust in this study. This 
diverges from patterns in the overall sample and suggests that other, 
unmeasured factors may be more relevant for migrants. Prior research 
points to experiences of discrimination, cultural mismatch, or previous 
interactions with institutions as potential influences (Smith, 2017), 
possibly outweighing the role of socioeconomic position—though these 
could not be assessed here. These findings highlight the need for future 
research to explore such alternative pathways to healthcare trust in this 
subgroup.

Conclusion

This study aimed to investigate how and to what extent local com
munity characteristics are associated with individual levels of trust in 
healthcare. The main conclusions are that perceptions of one’s com
munity appear to be more strongly correlated with healthcare trust than 
objective community characteristics when controlling for other cova
riates. Among these, community pessimism had the strongest associa
tion with healthcare trust.

This study has several limitations. First, the 34 % response rate, 
while typical for surveys today, raises concerns about the sample’s 
representativeness. For instance, younger age groups are underrepre
sented (see Appendix A). Second, as a cross-sectional study, it struggles 
to establish causality. However, the dataset allows for future 
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comparisons over time, enabling future panel studies of respondents 
whose trust levels shift between survey waves. Additionally, the study 
cannot uncover the underlying processes behind observed correlations, 
which is vital for informing policy implications (Diez Roux, 2016). 
Furthermore, the outcome variable measuring healthcare trust lacks 
specificity, as it could refer to either primary or hospital care. Despite 
these challenges, the unique possibility to include register data at the 
neighborhood level with individual level survey data contributes with 
valuable knowledge on contextual influences for trust at the neighbor
hood level.

An important takeaway is that residents’ perceptions of their 
neighborhood’s future is strongly associated with their trust in health
care, something that should be considered when planning for trust- 
building community interventions in challenged neighborhoods. The 
study shows that pessimism about one’s neighborhood is more strongly 
linked to a lack of healthcare trust among people with a migrant back
ground. However, the link between pessimism and healthcare trust is 
not limited to urban areas with high migrant populations. The study also 
highlights communities characterized by residential stability and dis
tance to primary healthcare centers, potentially rural regions where 
concerns about the future is common. Importantly, this does not rule out 
the possibility that healthcare in these areas may indeed be less trust
worthy, less accessible, or otherwise limited. Nonetheless, it is important 
to be mindful of avoiding an overly negative portrayal of challenged 
neighborhoods in media or public debate. Negative perceptions, though 
rooted in experiences, can be exacerbated by negative narratives, thus 
unfairly impeding trust in institutions such as healthcare.
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