Taylor & Francis
INTERNATIONAL JOURNAL OF Taylor & Francis Group

Cl R%‘}\JLI}_H’ OLAR . .
a International Journal of Circumpolar Health

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/zich20

Prevalence and factors associated with healthcare
avoidance during the COVID-19 pandemic among
the Sami in Sweden: the SGmiHET study

Menayit Tamrat Dresse, Jon Petter Stoor, Miguel San Sebastian & Lena Maria
Nilsson

To cite this article: Menayit Tamrat Dresse, Jon Petter Stoor, Miguel San Sebastian & Lena
Maria Nilsson (2023) Prevalence and factors associated with healthcare avoidance during the
COVID-19 pandemic among the Sami in Sweden: the S&miHET study, International Journal of
Circumpolar Health, 82:1, 2213909, DOI: 10.1080/22423982.2023.2213909

To link to this article: https://doi.org/10.1080/22423982.2023.2213909

A
© 2023 The Author(s). Published by Informa h View supplementary material (&
UK Limited, trading as Taylor & Francis

Group.
@ Published online: 22 May 2023. Submit your article to this journal &'
) _ A
il Article views: 395 h View related articles (&'

@ View Crossmark data &'
CrossMark

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalinformation?journalCode=zich20


https://www.tandfonline.com/action/journalInformation?journalCode=zich20
https://www.tandfonline.com/loi/zich20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/22423982.2023.2213909
https://doi.org/10.1080/22423982.2023.2213909
https://www.tandfonline.com/doi/suppl/10.1080/22423982.2023.2213909
https://www.tandfonline.com/doi/suppl/10.1080/22423982.2023.2213909
https://www.tandfonline.com/action/authorSubmission?journalCode=zich20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=zich20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/22423982.2023.2213909
https://www.tandfonline.com/doi/mlt/10.1080/22423982.2023.2213909
http://crossmark.crossref.org/dialog/?doi=10.1080/22423982.2023.2213909&domain=pdf&date_stamp=2023-05-22
http://crossmark.crossref.org/dialog/?doi=10.1080/22423982.2023.2213909&domain=pdf&date_stamp=2023-05-22

INTERNATIONAL JOURNAL OF CIRCUMPOLAR HEALTH
2023, VOL. 82, 2213909
https://doi.org/10.1080/22423982.2023.2213909

Taylor & Francis
Taylor &Francis Group

ORIGINAL RESEARCH ARTICLE

a OPEN ACCESS W) Check for updates

Prevalence and factors associated with healthcare avoidance during the COVID-
19 pandemic among the Sami in Sweden: the SGamiHET study

Menayit Tamrat Dresse @?, Jon Petter Stoor @*F, Miguel San Sebastian ©®® and Lena Maria Nilsson ©?

aDepartment of Epidemiology and Global Health, Lavvuo-Research and Education for Sdmi Health, Umea University, Umed, Sweden; Centre
for Sémi Health Research, Department of Community Medicine, UiT the Arctic University of Norway, Tromsg, Norway

ABSTRACT

The aim of this population-based cross-sectional study was to assess the prevalence of healthcare
avoidance during the COVID-19 pandemic and its associated factors among the Sami population
in Sweden. Data from the “Sami Health on Equal Terms” (S4miHET) survey conducted in 2021
were used. Overall, 3,658 individuals constituted the analytical sample. Analysis was framed using
the social determinants of health framework. The association between healthcare avoidance and
several sociodemographic, material, and cultural factors was explored through log-binomial
regression analyses. Sampling weights were applied in all analyses. Thirty percent of the Sami
in Sweden avoided healthcare during the COVID-19 pandemic. Sdmi women (PR: 1.52, 95% Cl:
1.36-1.70), young adults (PR: 1.22, 95% Cl:1.05-1.47), Sdmi living outside Sapmi (PR: 1.17, 95% ClI:
1.03-1.34), and those having low income (PR: 1.42, 95% Cl:1.19-1.68) and experiencing economic
stress (PR: 1.48, 95% Cl: 1.31-1.67) had a higher prevalence of healthcare avoidance. The pattern
shown in this study can be useful for planning future pandemic responses, which should address
healthcare avoidance, particularly among the identified vulnerable groups, including the active
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participation of the Sami themselves.

Introduction

According to the United Nation’s 2021 report on
COVID-19, Indigenous peoples worldwide have been
disproportionately affected by the pandemic [1]. In
Colombia, New Zealand, and the United States of
America (USA), a higher mortality burden was seen
among the Indigenous compared to non-Indigenous
populations [2]. This pattern has been seen during pre-
vious public health emergencies, such as the 1918
influenza and the 2009 H1N1 pandemics [3,4]. Since
its start in December 2019, the pandemic has posed
numerous direct and indirect challenges, including
healthcare avoidance, resulting in a reduced healthcare
utilisation for non-COVID-19 cases globally [5]. To the
best of our knowledge, there are few studies shedding
light on healthcare access and utilisation during the
COVID-19 pandemic among Indigenous people.
A comparative study done in Canada on changes
related to healthcare utilisation during the pandemic
showed a decreased healthcare utilisation and an
increased service disruption among Indigenous people
compared to non-Indigenous people with disabilities or

long-term conditions. There was a 54% disruption of
medical and dental care, 38% of non-medical testing,
and 32% of counselling among Indigenous people [6].

The 2020 World Health Organization (WHO) survey
report showed that 76% of 105 countries had
reported a decreased healthcare utilisation owing to
healthcare avoidance by patients during the COVID-
19 pandemic [7]. Furthermore, studies from South
Korea and Australia showed that 73.2% and 32.9%
of adults avoided healthcare utilisation, respectively
[8,9]. An excess of non-COVID-19 mortality of 62%
and around 66%-67% were seen in Greece and
Portugal, respectively, during the first nine months
of the pandemic, which can be explained by the
avoidance of healthcare utilisation [10,11]. In addi-
tion, a study done in Norway and Sweden showed
a 517 and 4329 excess all-cause mortality over the
pandemic year, July 2019- July 2020, respectively
[12]. More than half of those avoiding healthcare in
the USA experienced harmful health consequences
[13]. This avoidance has affected population groups
differently. A study from the Netherlands showed
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that sociodemographic and economic factors, such
as gender, age, and level of education, were asso-
ciated with healthcare avoidance [14]. Similarly,
a study from South Korea identified that women,
older people, those with lower income level, and
those living in highly affected residential areas were
more likely to avoid healthcare utilisation than other
groups [8].

The Sami, inhabiting their homelands (Sapmi) in
Fenno-Scandinavia and the Kola peninsula (in the
Russian federation), are the only recognised
Indigenous people in western Europe. Today, it is
estimated that there are 20,000-40,000 Sami in
Sweden [15,16]. Sami culture, language, and tradi-
tions are still maintained in spite of historical oppres-
sion by nation states and churches. Today, a minority
of the Sami are fluent in their own language(s) or
make a living out of traditional subsistence forms,
such as reindeer herding. However, reindeer herding
is still a vibrant part of Sami culture, with about 3,750
reindeer owners organised in mountain and forest
Sami reindeer herding communities (RHCs). During
the last 50 years, Sami revitalisation has taken place,
and the Sami Parliament was established in 1993 as
a democratically elected body representing the Sami
in Sweden. In addition, five Sdmi languages are spo-
ken in Sweden, but all Sdmi in the country can read
and understand Swedish [17].

A study by Tiwari et al. examining the spatiotem-
poral dynamics of the COVID-19 pandemic “Delta
wave” during the second year of the pandemic in
the Arctic regions showed that cumulative confirmed
cases of COVID-19 were 58,609 while the cumulative
confirmed deaths were 502 with a case fatality ratio
of 0.9% in Northern Sweden [18]. However, due to
lack of data disaggregated by ethnicity, no specific
data is available on case numbers of COVID-19,
deaths from COVID-19, or any other aspects related
to the COVID-19 pandemic among the Sami in
Sweden.

This study aimed to: i) assess the prevalence of
healthcare avoidance during the COVID-19 pandemic
and ii) explore the sociodemographic, material, and
cultural factors associated with this avoidance among
the Sami population in Sweden.

Understanding the prevalence and the factors asso-
ciated with healthcare avoidance is important to
develop targeted strategies to improve the prepared-
ness of the healthcare system during similar public
health emergencies, with emphasis on vulnerable
populations.

Methods
Study design

The study used data from the cross-sectional “Sami
Health on Equal Terms” (SdmiHET) survey conducted
among the Sami population in Sweden in 2021. The
study was part of an agreement of collaboration
between the Sami Parliament, the Department of
Epidemiology and Global Health at Umed University,
Sweden, and the Public Health Agency of Sweden.
The study protocol and sampling method are described
in detail elsewhere [19].

Sampling procedure and study population

Since ethnicity is not a registered variable in Sweden,
three different administrative registers were used to
identify the Sami population: the Sami electoral roll
(SER), the reindeer mark register (RMR; identifying indi-
viduals owning reindeer marks), and the “Labour statis-
tics based on administrative sources” register (RAMS;
identifying individuals with income from reindeer herd-
ing enterprises, as defined through the Swedish
Standard Industrial Classification). Extracts from the
SER, RMR, and RAMS were cross-referenced with the
Swedish population register, utilising the Swedish per-
sonal identity number. All identified individuals not
registered as deceased, with a valid postal address,
currently residing in Sweden and aged 18-84-years-
old were invited to participate in the study. Invitations
with information about the study and reminder letters
were sent out (maximum of four invitations) from
February to May 2021 [19].

Among the 9,249 invitations, 3,779 answered the
survey but 121 did not unequivocally confirm their
Sami identity and were excluded from the analysis. In
total, 3,658 individuals constituted the analytical sam-
ple that corresponds to a participation rate of 40.9%,
which is slightly below the participation rate of the
National Swedish Health on Equal Terms (HET) sur-
vey [20].

Measurements

In general, the S&MIHET study reflected the same con-
tent as the 2021 National Swedish HET study, which
was comprised of 10 questions related to COVID-19.
Questions such as healthcare seeking, economic condi-
tions, social isolation, and loneliness during the pan-
demic were included. In addition, specific sections
related to the Sami population, such as access to



healthcare, exposure to violence and discrimination,
and Sami identity and language, were added. In total,
81 questions, only made available in Swedish, were
included. Furthermore, demographic and socioeco-
nomic register data were extracted from Swedish reg-
isters in the same way as in the Swedish HET [19].

Dependent variable

Healthcare avoidance during the COVID-19 pandemic
was the dependent variable. Participants were asked:
“During the corona pandemic, have you avoided seek-
ing care (e.g. medical care, dental care, psychologist, or
maternal care)?”. Respondents chose between “No”,
“Yes, sometimes”, and “Yes, several times”. For the pur-
pose of this study, the last two answers were joined.

Independent variables

This study adopted the WHO's “Conceptual Framework
for Action on the Social Determinants of Health” as
a guide to identify and categorise the factors [21].
According to this framework, the sociodemographic,
material and cultural contexts place people in various
societal positions based on their education, occupation,
income, gender, and race or ethnicity, which deter-
mines their health-related behaviours and health status
[21]. Using this framework as a guide for organising the
data, factors potentially associated with Sami health-
care avoidance during the COVID-19 pandemic were
categorised into sociodemographic, material, and cul-
tural factors. We chose variables from the SamiHET
survey which we deemed were relevant to the research
question and consistent with previous studies [8,14]
and tested their appropriateness for inclusion by multi-
collinearity test (supplementary table S1).

Sociodemographic factors

Register based variables included under this category were
sex/gender (men, women), age (18-29, 30-44, 45-64, 65—
84), civil status (married or cohabitating, divorced/widower,
unmarried), and place of residence (Norrbotten,
Vasterbotten, Jamtland-Harjedalen, other). Self-reported
sexual identity (heterosexual or other) and living status
(living with others or alone) were also included.

Material factors

According to the SDH framework, material factors are
linked to conditions of economic hardship as well as to
health damaging conditions in the physical environ-
ment [21]. Two register-based variables were included
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under this group. The first one, education, as charac-
terised by Statistics Sweden, was divided into: low level
education (codes 100-206), medium level education
(codes 310-527), and high level education (codes
530-640) [22]. The second, individual disposable
income, defined as the amount left for consumption
or savings after taxes have been paid and all positive
and negative transfers have been made, was divided
into quintiles, ordered from the richest to the poorest.
Finally, self-reported difficulties to make ends meet
(economic stress) was captured by the question:
“During the last 12 months, have you ever had difficulty
in managing the regular expenses for food, rent, bills,
etc?”. Respondents chose between “No”, “Yes, at one
point”, and “Yes, on several occasions”. Due to the low
frequency in the latter category, the last two answers
were combined in the regression analysis.

Cultural factors

Four variables related to the Sami cultural context were
included: if they did or did not own a reindeer mark
(register-based variable), if they considered themselves
members of a Sdmi RHC (mountain, forest, concession,
or none), if they spoke a Sami language fluently, and if
they were members of a Sdmi organisation. All variables
other than RHC were coded as “Yes” or “No”".

Statistical Analysis

First, the sociodemographic, material, and cultural fac-
tors of participants were described using frequencies
and percentages and cross-tabulated with healthcare
avoidance during the COVID-19 pandemic. Second, to
assess the relationship of the different social factors and
the outcome, a log-binomial regression analysis, gen-
eral mathematical model below, was applied to esti-
mate the crude and adjusted prevalence ratios (PR)
using a 95% confidence interval (Cl) for inferential pur-
poses [23].

The regression analysis followed a four-step model-
ling approach. In model 1, the univariable analysis of
each independent variable with the outcome was per-
formed; the statistically significant variables at a 5%
level of significance were included in subsequent mod-
els. In model 2, the sociodemographic factors were
included. In model 3, the material factors were
included, and finally, in model 4, the cultural factors
were included.

Sampling data weighting, based on sex/gender, age,
educational level, civil status, and being part of the
Sami Parliament Electoral Register, was applied in all
analyses. Variance inflation factor (VIF) was used to



4 M. T. DRESSE ET AL.

assess multicollinearity among the independent vari-
ables, but all had a VIF value of less than 3 (see supple-
mentary table S1), which was below the acceptable cut-
off value of five [24,25]. Fitness of model was tested
according to the Akaike Information Criterion, which
confirmed the better fit of model 4 compared to
model 2 and 3 (data not shown) [26]. All statistical
analyses were conducted using R version 4.1.1 (R
Foundation for Statistical Computing) [27].

logp = J;:o Bixi, where p is the probability of suc-
cess, xi represent the covariates and fi the risk estimate
of a given covariate [28]

Ethics and consent

The Sami Parliament (Sdmediggi) authorised the study
and allowed Statistics Sweden the linkage of registers,
on behalf of the study. All participants in the S&miHET
survey gave informed consent to be part of the study.
The study was reviewed and approved by the Swedish
Ethical Review Authority (Dnr 2020-04803, O 70-2020/
3.1). In addition, researchers ascribed to the Norwegian
Ethical Guidelines for Sdmi Health Research [19]. To
protect the integrity of participants, the collected data-
set was pseudo-anonymised (personal identity number
exchanged for serial numbers) by Statistics Sweden and
stored at a secure server at Umea University.

Results
Characteristics of the sample

Table 1 displays the characteristics of the respondents,
as well as their healthcare avoidance during the COVID-
19 pandemic. A small proportion of the study popula-
tion (9%) defined their sexual identity as other than
heterosexual. Most participants were in the age group
of 45-64 (38%) and 46% were unmarried. The majority
of the participants lived in Norrbotten (49%). Almost
two thirds of the participants had medium level educa-
tion, and 14% of the population mentioned having
experienced economic stress. Furthermore, a majority
of the participants (57%) were not members of RHC.
Around one-fifth of the participants were fluent in Sami
language and almost half owned a reindeer mark and
participated in a Sdmi organisation.

Healthcare avoidance during COVID-19

As shown in Table 1, out of 3,658 individuals included
in the study, 1,081 (30%) avoided healthcare utilisation
during the COVID-19 pandemic. More than one third
(36%) of Sami women and 23% of Sami men avoided

healthcare utilisation. Among those aged 30-44 and
18-29, 36% reported healthcare avoidance in both
groups. Similar prevalence was found among the civil
status categories and in the living status variable. Sami
living in other regions (36%) showed a higher preva-
lence of avoidance compared to those living in
Norrbotten and Vasterbotten (both 28%).

Regarding the material variables, the highly edu-
cated (31%), the poorest (34%), and those exposed to
economic stress (43%) reported a higher avoidance of
healthcare utilisation; however, a similar prevalence
(around 30%) was found in the different cultural
variables.

Factors associated with healthcare avoidance
during the COVID-19 pandemic

Table 2 presents the factors associated with avoidance
of healthcare services among the Sami population dur-
ing the COVID-19 pandemic. In the univariable analysis,
sex/gender, age, civil status, region, education, income
quintile, economic stress, and Sami language were sig-
nificantly associated with healthcare avoidance. When
adjusted for sociodemographic and material factors in
models 2 and 3, sex/gender, age, region, income quin-
tile, and having economic stress continued to be statis-
tically significant. In the final model, sex/gender, age,
region, income quintile, and having economic stress,
but not Sdmi language, remained statistically significant
when associated with the outcome.

Sami women were 52% more likely to avoid health-
care compared to Sami men. Young participants (18-29
and 30-44 years old) (PR=1.22, 95% Cl: 1.05-1.47 and
PR=1.23, 95% Cl: 1.08-1.42, respectively) had a higher
prevalence of avoidance compared to the oldest group.
In addition, Sami living in other regions (i.e. living out-
side Sapmi) (PR=1.17, 95% CI: 1.03-1.34) were more
likely to avoid seeking healthcare compared to their
reference group.

Regarding material factors, both those in the
poorer and poorest income quintiles (PR=1.43, 95%
Cl: 1.19-1.67 and PR=1.42, 95% Cl: 1.19-1.68 respec-
tively) and those experiencing economic stress (PR =
1.48, 95% ClI: 1.31-1.67) were more likely to avoid
healthcare utilisation compared to their reference

group.

Discussion

This study described healthcare avoidance during the
COVID-19 pandemic and examined the sociodemo-
graphic, material, and cultural factors associated
with healthcare avoidance. Thirty percent of the Sami
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Table 1. Frequency and percentages of the study participants and
healthcare avoidance during the COVID-19 pandemic among the Sami

population, Sweden (n = 3,658).

All Healthcare avoidance

Characteristics n (%) n (%)

Total healthcare avoidance

Yes 1,081 (30) —

No 2,577 (70) —

Sociodemographic factors

Sex/gender

Men 1,798 (49) 411 (23)

Women 1,860 (51) 670 (36)

Sexual identity

Heterosexual 3,248 (91) 966 (30)

Other 312 (9) 102 (33)

Age

65-84 954 (26) 239 (26)

45-64 1,381 (38) 366 (27)

30-44 861 (24) 312 (36)

18-29 463 (13) 164 (36)

Civil status

Married 1,377 (38) 373 (28)

Divorced/Widow(er) 586 (16) 158 (28)

Unmarried 1,695 (46) 550 (33)

Living status

With others 2,882 (79) 850 (30)

Alone 776 (21) 231 (30)

Region

Norrbotten 1,789 (49) 496 (28)

Vasterbotten 845 (23) 239 (29)

Jamtland-(NBS)Harjedalen(/NBS) 268 (7) 79 (30)

Other 756 (21) 268 (36)

Material factors

Education

High 865 (24) 267 (31)

Medium 2,258 (62) 680 (30)

Low 529 (15) 131 (26)

Income

Richest 710 (19) 161 (23)

Richer 716 (20) 202 (28)

Middle 722 (20) 215 (30)

Poorer 718 (20) 241 (34)

Poorest 790 (22) 261 (34)

Economic stress

No 3,121 (86) 860 (28)

Yes 515 (14) 220 (43)

Cultural factors

RHC Member

No 2,051 (57) 615 (31)

Mountain 1,112 (31) 324 (29)

Forest 390 (11) 123 (32)

Concession 50 (1) 9 (19)

Sami language

Yes 815 (23) 216 (27)

No 2,741 (77) 838 (31)

Reindeer mark register

Yes 1,550 (42) 441 (29)

No 2,108 (58) 641 (31)

Sami organisation

Yes 1,840 (50) 555 (31)

No 1,818 (50) 527 (29)
population avoided healthcare utilisation during the the 2021 National HET study where 32% of the

pandemic. This study also identified that women,
younger age, living outside Sdmi homelands (Sapmi),
low-income, and experiencing economic stress were
the factors associated with healthcare avoidance
among the Sami population in Sweden.

The prevalence of avoidance from healthcare utili-
sation during the COVID-19 pandemic was similar to

Swedish population reported to have avoided health-
care utilisation [29]. It is also in line with the findings
of studies conducted in Australia (32.9%) and
Hong Kong (30.4%) [9,30]. However, the prevalence
of healthcare avoidance has varied widely among
countries, with studies in the Netherlands, the USA,
and South Korea reporting estimates of 20.2%, 40.9%,
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Table 2. Univariable and multivariable analysis of the determinants of healthcare avoidance among the Sami population in

Sweden (n=3,658).

Variables

Dependent variable
Healthcare Avoidance

Healthcare avoidance

Univariable analysis

PR (95% Cl)
Model 1

Multivariable analysis

Adj. PR (95% CI)
Model 2**

Adj. PR (95% CI)
Model 3***

Adj. PR (95% CI)
Model 4****

Independent variables
SOCIODEMOGRAPHIC FACTORS

Sex/gender

Men 1

Women 1.56 (1.40-1.74)*

Sexual identity

Heterosexual 1

Other 1.10 (0.92-1.32)

Age

65-89 1

45-64 1.04 (0.91-1.20)

30-44 1.42 (1.23-1.63)*

18-29 1.38 (1.16-1.65)*

Civil status

Married 1

Divorced/widow(er) 1.00 (0.85-1.18)

Single 1.19 (1.06-1.33)*

Living status

With others 1

Alone 1.01 (0.89-1.15)

Region

Norrbotten 1

Vasterbotten 1.02 (0.89-1.17)

Jamtland-Harjedalen 1.06 (0.86-1.31)

Other 1.27 (1.12-1.44)*
MATERIAL FACTORS

Education

High 1

Medium 0.98 (0.87-1.10)

Low 0.82 (0.68-1.00)*

Income

Richest 1

Richer 1.24 (1.03-1.49)*

Middle 1.31 (1.10-1.57)*

Poorer 1.49 (1.25-1.77)*

Poorest 1.46 (1.23-1.74)*

Economic stress

No 1

Yes 1.55 (1.36-1.75)*
CULTURAL FACTORS

RHC Member

No 1

Mountain 0.97 (0.86-1.09)

Forest 1.06 (0.89-1.26)

Concession 0.62 (0.33-1.15)

Sami language

Yes 1

No 1.15 (1.01-1.32)*

Reindeer mark register
Yes

1

No 1.07 (0.96-1.19)
Sami organisation

Yes 1

No 0.95 (0.86-1.05)

1
1.50 (1.34-1.68)*

1
0.99 (0.86-1.14)
1.30 (1.12-1.50)*
1.25 (1.03-1.51)*

1
0.99 (0.84-1.16)
1.09 (0.96-1.23)

1
1.05 (0.92-1.20)
1.00 (0.81-1.24)
1.23 (1.09-1.39)*

1
1.49 (1.34-1.67)*

1
0.97 (0.85-1.11)
1.26 (1.10-1.45)*
1.26 (1.06-1.49)*

1
1.04 (0.91-1.19)
0.98 (0.80-1.21)

1.21 (1.07-1.37)*

1
0.95 (0.84-1.06)
0.78 (0.63-1.07)

1
1.16 (0.97-1.40)
1.23 (1.02-1.49)*
1.46 (1.24-1.73)*
1.44 (1.19-1.72)*

1
1.44 (1.28-1.63)*

1
1.52 (1.36-1.70)*

1
0.93 (0.84-1.01)
1.23 (1.08-1.42)*
1.22 (1.05-1.47)*

1
1.02 (0.89-1.17)
0.99 (0.80-1.23)
1.17 (1.03-1.34)*

1
1.12 (0.87-1.34)
1.21 (0.95-1.25)
1.43 (1.19-1.67)*
1.42 (1.19-1.68)*

1
1.48 (1.31-1.67)*

1
1.12 (0.98-1.29)

Note: *p < 0.05; 95% Cl: confidence interval, PR: prevalence ratio, Adj. PR: adjusted prevalence ratio.
**Model 2: adjusted for sociodemographic factors.

***Model 3: adjusted for sociodemographic, and material factors.

****Model 4: adjusted for sociodemographic, material, and cultural factors.

and 73.2%, respectively [8,14,31]. A possible explana-
tion for these variations may be attributed to the
different healthcare systems among the countries
and to the distinct periods of the pandemic when
the data was collected.

This study showed a higher prevalence of healthcare
avoidance among Sdmi women than Sami men. This sex/
gender difference has been found in studies conducted in
Portugal and South Korea as well [8,32]. Differences in the
perception, attitudes and behaviours towards health and



healthcare access, not only due to biological process i.e.
sex but also due to biosocial mechanisms i.e. sex/gender
entangled, might be involved in explaining these differ-
ences [33]. Women may perceive themselves as more
vulnerable to illnesses and tend to utilise healthcare ser-
vices more often than men, which in turn might have led
them to avoid the healthcare services more during the
current pandemic [34].

The finding that young Sami avoided more care than
older Sami has also been found in studies from
Hong Kong, the USA, and Portugal [30-32]. In contrast,
a study conducted in South Korea and the Netherlands
identified that individuals in the age groups of 50-59 and
above 60 had higher odds of avoidance [8,14]. One pos-
sible explanation could be the younger age groups use far
less health care services than older adults due to more
age-related health needs [35]. Another reason, shown in
studies from China and Serbia, is that young adults could
have shown more preventive behaviours and adhered
more to the COVID-19 mitigation efforts [36,37]. On the
other hand, a study conducted among patients admitted
to a psychiatric emergency department in Switzerland
revealed that fear of dying or getting sick was relatively
more frequent among the young as compared to the
adult and elderly age groups during the COVID-19 pan-
demic [38]. This variation in the findings may be due to
the diverse social context and shared beliefs in different
societies. In our opinion, our finding suggests that Sami
adhered to what was recommended by the Swedish
Public Health Agency, that those not in need of urgent
medical attention should avoid using healthcare
resources, allowing those in most need to use them.

Sami people who lived outside Sami homelands
(Sapmi) had a 17% higher chance of reporting avoid-
ance of healthcare utilisation. According to the Public
Health Agency of Sweden’s report on COVID-19, regions
outside Sapmi experienced a higher number of con-
firmed COVID-19 cases, which could have made people
avoid seeking care [39]. This result is supported by
a study done in South Korea where living in regions
where confirmed COVID-19 cases were the highest was
one of the strongest factors associated with avoidance
of healthcare utilisation [8].

Low income and economic stress were strongly asso-
ciated with healthcare avoidance, which has also been
found previously in the literature [8,2]. This pattern was
expected since it is also commonly found in non-COVID
-19 times that those with low socioeconomic status
refrain from seeking care due to costs and structural
barriers in the healthcare system [40]. “Interpersonal
trust” theory has been previously highlighted as
a protective factor during an economic crisis and has
a profound effect on health throughout a person’s life
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span [41]. In our study interpersonal trust can be partly
mirrored in terms of strong Sami identity. However,
currently it is a struggle to be connected to the Sami
world and preserve Sami identity which might have
been exacerbated by the pandemic [42]. In fact, this
could be an interesting area for further studies.

While previous studies have indicated that cultural
factors posed barriers for the Sami to access healthcare
[43,44], none of those variables used in this study
seemed to have played a role during the pandemic.

Strengths and limitations of the study

This is the first study assessing healthcare avoidance
among the Sami population in Sweden. The analyses
were performed on data from the SamiHET population-
based survey, which included an adequate response
rate, thus decreasing selection bias. Additionally, sam-
pling weight was applied in all of the analyses to make
the findings representative of the total Sdmi population
in the sample frame.

However, some limitations should be considered.
First, the SamiHET study used three registers (SER,
RMR, and RAMS) to identify the Sami people to partici-
pate in the study. This register-based definition resulted
in the absence of participation by individuals who are
Sami but are not in the registries. Second, the ques-
tionnaire being sent out only in Swedish may have
limited participation. Third, it was not possible to dis-
tinguish between individuals who avoided healthcare
utilisation from those really needing healthcare at that
specific time. The impact of these three limitations on
the study’s findings is difficult to assess. Finally, since
this study used a cross-sectional study design, it is not
possible to establish causality or show trends of health-
care avoidance from a pre-pandemic period.

Conclusion and recommendations

This study found that about a third of the Sami in
Sweden avoided healthcare utilisation during the
first year of the COVID-19 pandemic, which is similar
to the figures reported among the Swedish population.
Being female, young (age groups 18-29 or 30-49), liv-
ing outside Sapmi, being relatively poor, and experien-
cing economic stress were risk factors for reporting
healthcare avoidance.

During pandemics, avoiding healthcare may be the
optimal choice. The pattern shown in this study can be
useful for future pandemic response plans in order to
target specific vulnerable Sdmi populations. Moreover,
the active participation and engagement of the Sami
population, by the Swedish Public Health Agency, in
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the development of culturally adapted plans during the
pandemic and in the post-pandemic recovery efforts
are recommended.
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