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Health Disparities and Communication Inequalities:
The Case of Switzerland

With the extraordinary developments in biomedical sciences and communication,

the importance of communication in health promotion and disease

prevention has been recognized by researchers in many disciplines as well as by
practitioners in public health and medicine. Until now much attention to
communication in health has focused on how mass and new media could be used

in health interventions and understanding the challenges in communication
between providers and patients. Yet much less attention has been paid to how

communication, specifically, inequalities in communication, may contribute
to or exacerbate health disparities. A number of social determinants such as

class, race, ethnicity, occupation and geography among others have been recognized

as influencing disparities in health outcomes. Given the rapid evolution
of communication technologies, it is critical to understand the potential for
communication to either bridge or widen existing disparities and the mechanisms

behind them. This paper argues that communication inequalities are an

important determinant, albeit an addressable one, in influencing the trajectories
of disparities. We address this issue with a selective review of literature, illustrating

how health disparities can be explained by communication inequalities in

Switzerland, where in theory, in light of the organization of the Swiss healthcare

system, such health disparities should be minimal.
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1. Health Disparities and Communication Inequalities

The rapid diffusion of new communication technologies in the last decade

has provided people with an unprecedented number ofsources ofinformation
about their health. As patients, people have now the theoretical possibility to
make important health-related decisions after carefully weighing different
alternatives based on information (Viswanath 2005). One possible pitfall of
the availability ofso much information is that it can sometimes become

overwhelming, putting some people at a disadvantage. The sheer amount as well

as seemingly contradictory information may make it difficult for people to
decide what kind of information can be essential to their health and which, on
the contrary, is useless or could even be detrimental. This is particularly true
for some social groups, traditionally identified as those with lower education or
belonging to ethnic or racial minorities, which differ in access to information
and in the ability to act on it, as well as in making sure that it is accurate, readily
available and easy to use. These people, in short, suffer from communication

inequalities (Viswanath 2011). One potential consequence is, we contend,
that people belonging to lower SES groups may experience risk factors,
prevention and screening behaviors differently leading to poorer health status.

Traditionally, literature about health disparities has focused on contexts where

policies to prevent them were less explicit and where there are already i nequali-
ties in other contexts such as wealth or occupation. In this essay we will draw

example from a country where such inequalities should normatively not exist

and where, additionally, some mechanisms have been explicitlyput in place to

prevent them from emerging. Our goal is to show that even in countries such

as Switzerland, where the welfare state is traditionally considered being in a

strong position, disparities and inequalities exist, but they may have different

roots and therefore present themselves in different forms. In particular, with
the help ofseveral examples, we will argue that when dealing with disparities
and inequalities in a specific context there is a need to consider all the social

determinants of health, such as age, gender, ethnicity, education, income,

geography or access and to assess the extent to which they are more or less

prominent in the specific environment under investigation. This could allowa

deeper understanding ofsocial inequalities and their role in shaping the health

ofthe population, and at the same time it would provide some information on
how to adapt public health strategies to different contexts.
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1.1. Health Disparities

Health disparities have been defined in several different ways, but they all

more or less refer to the differential distribution of risk factors and the

consequent disease burden leading to disproportionately premature morbidity
and mortality among different groups, characterized usually by
socioeconomic status (SES), race and ethnicity, and geography, but may also

include other stratifiers such as gender, age, and disability (Berkman &
Kawachi 2000). Disparities have been extensively documented across a

range of risk factors - tobacco use, obesity, poor diet and physical activity,

and prevalence in disease conditions such as cancer, HIV/AIDS,
diabetes, and heart disease among others; differences in health care such as

access, detection, diagnosis, and treatment; and differences in end-of-life

care and survivorship (IOM 1999, 2003a, 2003b; Christian et al. 2006;
Sequist & Schneider 2006; Mack et al. 2010).

No single theory or framework captures the causal conditions that
lead to such inequalities, and research has generally concluded that social

and structural determinants such as neighborhood or social class interact
with individual factors such as stress and lifestyle across multiple levels,

resulting in disparate outcomes among groups and territories (Kaplan
et al. 2000; Krieger 2000; Williams & Sternthal 2010). A majority
of health problems are attributable to lifestyles and behaviors that are
modifiable given the right opportunity structure, access to health care

(Emmons 2000), and, above all, information (Viswanath 2006). Most

major chronic illnesses are preventable through appropriate health strategies

such as avoiding or quitting tobacco use, pursuing an active

lifestyle, proper diet and nutrition, and timely health screening (IOM 2002).
Communication, both public and interpersonal (e.g., between physician
and patient), can play a central role in promoting preventive behaviors

(Hornik 2002; IOM 2002; Smedley et a). 2003).

1.2. Communication Inequalities

Given the powerful role of communication in shaping health (Hornik
2002; IOM 2002; Viswanath & Finnegan 2002), we argue that inequalities

in communication offer one potent explanation for inequalities in
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health. Communication inequality is defined as the differences among
social groups in their ability to access, process, and act on information.
There are several dimensions to communication inequality: (a) access

to and use of information channels and services, (b) attention to and

processing of health information, and (c) capacity and ability to act on
information provided (Viswanath 2006). Possible communication
inequalities related to access include differences in availability of communication

technologies like broadband Internet or mobile phones; examples

of inequalities in processing include differences in literacy or formal
education; finally, inequalities in the capacity and ability to act on
information provided can include for example the differential availability of
health services and providers in close areas, where people could engage in
interpersonal discussions about health-related topics.

2. The Case of Switzerland

The existence of health disparities across the globe and their possible

reasons are widely documented (CSDH 2008). It is often assumed, though
not always explicitly stated, that disparities are less likely in systems that

provide universal access to basic health care (WHO 2010). This assumption

is questionable, as we will show in the next few sections that they exist

even in countries where universal access to health care is guaranteed by law

to everyone, such as Switzerland. Always keeping in mind the comparison
with the situation in the United States, a country with a similar political
and economic structure but suffering from some well-known inequalities
in the healthcare context, mostly due to the lack of universal access (Ayres

1996; WHO 2010), we will highlight the main disparities and make some

speculations about their possible causes. The final goal of this essay is to

suggest directions for future investigations to examine health disparities in
the context of systems where access is guaranteed.

Switzerland is a country in Central Europe (but it is not part of the

European Union) with a population of less than 8 million people. Despite
the small size of the country, its population is extremely fragmented, mostly
because of its three linguistic regions (German, French, and Italian) and its

cantonal political organization. Switzerland is divided into 26 cantons: even

if there is a central government and a federal constitution, each canton has
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its own government, with its own laws, policies and regulations in different

sectors. In the case of health care, although a national law grants universal

access, every canton has its own regulations about financing ofmedical services,

such as screenings. Additionally Switzerland is very diverse in terms of
geographical configuration, including some highly populated urban areas

(e.g., the cities of Zurich or Geneva), home to more than 75 % of the total
Swiss population (ARE 2009), as well as several rural areas and mountain

regions. According to the World Bank, in 2009 Switzerland was the fourth
richest country in the world, with a Gross domestic product (GDP) per
capita of $63,629 (The World Bank 2011). Given that it has long been

accepted that material wellbeing cannot alone explain the broader quality
of life in a country, the latter has been measured via several quality-of-life
measures, e.g., the Economist Intelligence Unit's index (Unit 2005), assessing

for example health, job security, family relations, and political freedom.

While some countries, for instance the United States, have high material

wellbeing but score lower in the quality of life index, Switzerland maintains

a high position in this dimension as well, suggesting a high quality of life
in every domain, including health.

2.1. Health and Health Disparities in Switzerland

The most recent data from the 2007 Swiss Health Survey (OFS 2010)
show that 87% of the Swiss population rates its own health status as

"good" or "very good," confirming the general good standing of the
population's health. A closer look at the prevalence and incidence of specific
medical conditions, however, suggests a different picture. Take cancer for

example1. Switzerland has around 35,000 new cases and around 16,000

1 As it would be impossible to present data about every single disease, the focus of
the next paragraphs will be on a single one: cancer. The choice of this focus resides first
in the fact that in Switzerland, as in most developed countries, cancer is the second

leading cause of death, preceded only by cardiovascular diseases. A second reason for
the choice to focus on cancer is the fact that, unlike in the case of other diseases, very
detailed data exist about its incidence, prevalence and mortality. Indeed, not only the
Swiss Statistics Office systematically collects data about the cause behind every death
in Switzerland, including cancer, but additionally several cantonal and regional tumor
registries exist, which collect specific data about cancer and in 2010 covered almost
70% of the Swiss population (OFS 2011a).



40 DIVIANI & VISWANATH

cancer-related deaths every year. In the case of some cancers, such as

breast, testicular, prostate, melanoma and Hodgkin lymphomas, Swiss

incidence rates are amongst the highest in Europe (OFS 2011a). Despite
its relatively high prevalence, 5-year cancer survival rate in Switzerland
is among the highest in Europe. This is arguably a good indicator of
a highly functioning Swiss healthcare system that likely detects cancers

early through screening and treats them effectively once they have been

diagnosed. The high cancer prevalence, however, is at the same time an
indicator of possible lacks concerning risk factors diffusion and prevention.

Data on prevention and screening behaviors of the Swiss population
seem indeed to confirm this (OFS 2010). For instance, three out of five

people in Switzerland do not exercise enough (less than 3 intense or 5

moderate exercise sessions a week), only one in three people follow the "5

serving of fruits and/or vegetables a day" recommendation, almost 40%
of the population is overweight (8% is obese), almost one-third smoke,
and around 20% of the population has an alcohol consumption that
could be dangerous for its own health. Rates for participation in different

cancer screening programs (OFS 2010) vary by the type of cancer. For

example, only 30 % of the Swiss population above 50 (rates range from

just above 20% for people aged 50-59 to around 40% for people 80+)
has ever had a Fecal Occult Blood Test (FOBT) and only 25 % has ever
had an endoscopy (rates range from a little less than 20 % for people aged

50-59 to around 40% for people 80+). Prostate cancer screening is more

common, with more than 60 % ofmen over 50 having already had a

Prostate-Specific Antigen (PSA) exam and percentages rising to 80 % for men
above 70. In the case of breast cancer, slightly less than 50 % of women
above 20 have had a mammogram, but percentages rise to almost 80 %

for women between 50 and 69 (the age range for which the screening is

recommended), showing good adherence to screening recommendations.

Similarly almost 80 % ofwomen of all ages have already had a Pap test as

a screening for cervix cancer.

A closer look into cancer incidence, risk factors prevalence and screening

participation also suggests that there are some disparities between

men and women and between people with different educational level.

The risk of developing a cancer before the age of 70 is indeed higher
for men (25%) than for women (20%). But this is not true for every
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type of cancer: in the last 15 years, for example, the risk of developing
lung cancer has increased for women, while is decreasing for men (OFS

2011a). Unfortunately there are no data describing cancer incidence by
educational level.

On risk factors as well, gender plays a role. Women appear to pay more
attention than men to their diet, smoke less and drink less alcohol. On
the other hand, men tend to adhere more than women to physical activity
recommendations. People with lower educational level pay less attention

to their diet and, when it comes to participation in cancer screening,
educational level plays a role in both mammogram and Pap-tests, where

women with lower educational level show significantly lower participation

rates (OFS 2010).

2.2. Regional Disparities in Health Outcomes

A significant social determinant of interest in the case of Switzerland is

geography. Given the complex internal differentiation of Switzerland (at
the geographical, political and cultural level), we suggest that the region
where a person lives could play a fundamental role in predicting his/her
health outcomes.

On cancer incidence and mortality, for example, epidemiological data

show that the incidence of all cancers related to excessive tobacco and

alcohol consumption (e.g., lung or larynx) is higher in Italian-speaking
and French-speaking Switzerland. Breast cancer incidence is higher in

Italian-speaking and French-speaking Switzerland but its mortality is

higher in the German-speaking part. Incidence ofcervical cancer in some

German-speaking cantons is two times the incidence in French-speaking

cantons (OFS 2011a). When it comes to risk factors, data show several

regional differences: people living in the German-speaking and Italian-

speaking part of Switzerland pay more attention to diet than French-

speaking Swiss. The percentage of people who drink alcohol on a daily
basis is higher in the Italian-speaking region, while the prevalence of
problematic alcohol consumption is higher in the French-speaking part
(OFS 2010). Regional differences are evident in cancer screening patterns
as well, where the three linguistic region present significantly different

participation rates to all the recommended tests (see Table 1).
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Table 1: Cancer Screening Participation by Swiss Linguistic Region

German- French- Italian-
speaking speaking speaking

Fecal Occult Blood Test
46 % 28% 38%

(Men and women 65+)

Mammogram (Women 50-69) 75% 90% 75%

Pap test (Women 20+) 85% 61% 79%

Source: OFS 2010

Interestingly it is not possible to identify a linguistic region where

screening in general is more prevalent. French-speaking women, for
example, present at the same time the highest rate of mammograms and

the lowest rate of Pap tests (OFS 2010). The question arises whether the

differences in cancer incidence, in the prevalence of risk factors, and in

cancer screening utilization between the regions can be fully explained
by underlying inequalities among them in SES and social status of their

populations or if these differences have other roots that are unique to the

Swiss context.

2.3. Possible Explanations

Existing publications dealing with disparities (mostly government reports)
do not investigate further the reasons behind the regional disparities
presented above. In the next paragraphs we offer some possible hypotheses.

One, some of the disparities could be explained by differences in healthcare

policies in different regions. For example, the difference in rates of
mammography between the French-speaking part ofSwitzerland and the

rest of the country could possibly reside in the fact that mammograms are

covered by insurance in all the six French-speaking cantons, while this is

not the case elsewhere in Switzerland.

Two, there are underlying differences in SES and social status of the

population of the different regions, which could at least in part explain
the differences in health outcomes. Cantons and linguistic regions differ

significantly on material wellbeing (GDP per capita ranges from $38,000
in Canton Jura to $ 110,000 in Canton Basel City), and some evidence



HEALTH DISPARITIES AND COMMUNICATION INEQUALITIES 43

of a relationship between SES and health disparities can be found, for

example, comparing data from the Italian-speaking canton and average
data from the eastern cantons on unemployment (5.1 % vs. 2.5%),
percentage of foreigners in the population (25.4% vs. 16%) and subjective
health status (80.1 % vs. 88.5% of the population rate their health as

good or very good) (OFS 2011b).

Three, ethnic variation, particularly percentage of immigrants in a

given canton, may also explain regional disparities. The proportion of
immigrants in cantons ranges from less than 10% in some central and
isolated cantons to above 30% in some cantons close to the borders

of the country (with a maximum of almost 40% in the Canton of
Geneva) (OFS 2011b). It is worth speculating how these differences in
social formation affect health outcomes where basic access to health is

guaranteed by law to everyone. The Swiss universal health insurance

coverage includes a set of medical services and allows an income-based

premium reduction system, thus ensuring access to everyone, in theory,

eliminating any potential inequalities (Lehmann 2010). Yet, inequalities

still exist. First, guarantee of access to services do not include illegal
immigrants who do not leave the country after their asylum request
has been rejected. Second, even if legally foreign-born residents in
Switzerland have the rights to access to healthcare, they often do not fully
take advantage from the services the health system has to offer. For

immigrants, indeed, access to (and adequacy of) health care services

is also affected by language and cultural barriers2. Three, the policy
of insurance deductions may exclude people from access. For example

people in the lower economic strata of the population, but who are not

poor enough to be eligible for governmental financial assistance, tend

to choose health insurance policies with high deductibles, because of
cheaper monthly premiums. As a result of this higher burden put on
their own finances, people tend not to use health services unless they are

2 Personnel in health care institutions and in organizations active in health
promotion and disease prevention often lack cultural sensitivity skills, and institutional,
financial and administrative barriers hinder the use of cultural mediation services.

Moreover, health promotion and disease-prevention programs and campaigns are

rarely designed in ways that adequately address the needs of the immigrant population
(OBSAN 2008; Spang & Zuppinger 2010).
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really necessary. Needless to say that screenings and check-ups unrelated

to actual health problems are the first things that people will most likely
ignore.

2.4. The Role ofCommunication Inequalities

It is evident that health disparities are prevalent in Switzerland despite
the guarantee of universal access. These disparities are evident across

regional, linguistic/cultural, socioeconomic, gender and ethnic lines. The

patterns, however, are not always clear cut and one has to take issues of
ecological validity into account. For example, cantons or regions with
high percentage of foreigners are not the ones whose populations report
the worst health status. Or, on the other side, cantons or regions with high

percentage ofcollege graduates are not the ones whose populations report
the best health outcomes (OFS 2011b).

We speculate then that some of these discrepancies could be explained
by communication inequalities (Viswanath 2006). As stated in the
introduction to this essay there are several dimensions to communication
inequality: (a) access to and use of information channels and services, (b)
attention to and processing of health information, and (c) capacity and

ability to act on information provided. Social determinants play a role in

particular in the attention to and the processing of health information.
Access to information channels and capacity to act on the information

provided, however, are also a function of the environment in which the

person lives and works. Data about regional communication disparities in
Switzerland (OFS 201 lb) show that indeed some of them are very important

and could explain differences in health outcomes.
Unlike in the United States (Viswanath 2011), there is widespread

penetration of the Internet and of the mobile phone network in Switzerland.

According to the major Swiss telecommunication services provider

companies (which provide both Internet and mobile phone access), some
forms of broadband Internet access and cell phone network coverage are

available to the almost everyone in Switzerland (99 % of the population)
(Swisscom 2011a, 2011b). On the other hand, while there is access to
telecommunication services, there are major differences in exposure to Public
Service Announcements (PSA) in form ofbillboards, one of the most used
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channels for government public health communication in Switzerland

(BAG 2011). The billboard placement only includes urban and suburban

regions (SGA Affichage 2011), leaving the rural Swiss population (almost
25 %) potentially unreached.

Another dimension of communication inequality, maybe the most
important one, regards the capacity and ability to act on information
provided. The Swiss Federal Office of Statistics has created in 2001 a so-
called "Accessibility Index" which measures the average minimal distance

to 22 different basic services (e.g., public hospitals, or grocery stores).

Data show that there are huge differences in accessibility between the

different regions, with the central regions presenting the highest scores

(indicating poor accessibility). For example, the time needed to travel by

public transportation to the first medical practice is almost 5 times higher
for people living in a rural area than for those living in or close to the

cities (OFS 2011b). The situation is a little better ifwe consider the use of
private vehicles. This, however, does not compensate for the inequalities,
in particular because the same regions also have rates of private vehicles

per inhabitants lower than the national average (less than 500 vehicles

/ every 1,000 inhabitants).
These data suggest that, even if people living in areas with bad

accessibility are actually able to have access to health information through
communication technologies like the Internet and/or mobile phones, they
will end up facing several barriers to the actual behavior implementation,
or acting on the information, for instance being screened for cancer.

3. Conclusion

The aim of this essay was to deepen and broaden the discussion of health

disparities that emerge in a country where such disparities should in

theory not exist. First, it must be understood that this is a selective review

that speculates why disparities may still emerge in spite of guaranteed
universal access to health care warranting more systematic exploration
in the future. Despite this limitation this review provides us with some

insights on how to examine and approach the study of health disparities
and communication inequalities in societies that are more equitable than
the United States.
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Ifwe only think of the traditional determinants of health, indeed, the

Swiss model of universal basic access to healthcare should prevent health

disparities and inequalities to emerge. The several examples presented in
the essay, however, show that when we approach the topic of health

disparities and communication inequalities we cannot just apply a universal

formula to every context: different inequalities can be found not only
between different countries but within a single country as well. To make

sure to take all the complexity into account when dealing with disparities,

we should first of all determine which are the inequalities that could
drive health disparities in the particular context under investigation. In
the case of Switzerland, the traditional gender, income and ethnicity
differences are not the only ones that could play a role. In second place we
should try to understand on which dimensions communication inequalities

could have an impact. As we have seen, inequalities can impact the

access to and use of information channels and services (as in the case

differences in availability of IT infrastructure, or in diffusion of PSA

messages), attention to and processing of health information (as in the case

of differences in education or ethnicity), or the capacity and ability to act

on information provided (as in the case of differences in accessibility and

public transportation infrastructure). Only then we will be able to really
adapt health communication interventions to the specific contexts. Such

an approach would also avoid health disparities a subject that is often not
discussed based on the assumption that the system has provided universal

health care access by law.
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