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Abstract
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Upsaliensis. ISBN 978-91-513-1790-8.

In the early post-migration phase, the health and well-being of newly settled refugee migrants is
negatively affected by structural factors such as restrictive immigration policies, hostile political
discourse and limited housing and work opportunities. There is a need for a better understanding
of how individual health resources and health promotion can mitigate the impact of these
ongoing stressors. 

The thesis aimed to explore, assess, and further the understanding of the role of health
promotion and individual health resources for health and well-being of newly settled refugee
migrants in Sweden.

In Study I, six focus group discussions were conducted with 32 newly settled refugees,
exploring their perceptions of a Swedish Civic Orientation (CO) course with added health
communication. The results showed that the course inspired them to focus on their health,
promoted independence and empowerment, and gave new social contacts. However, the course
is needed earlier in the post-migration phase and should be adjusted to better fit refugee
migrants’ varying pre-existing knowledge.

Study II was a cross-sectional study, exploring how individual resources of newly settled
refugee migrants (n=787) were associated with self-rated health and psychological well-being.
Logistical regression analysis showed that limited health literacy, lack of emotional support,
and low self-efficacy were consistently associated with poor health outcomes.

In Study III, interviews with 10 civic communicators were performed to explore their
perceptions of an in-depth training course on mental health in relation to observed psychological
needs among newly settled refugee migrants. The overall result was that the attainment of new
knowledge and new tools enabled them to lead reflective conversations about mental health
with participants. Mental health needs were perceived to be related to pre- and post-migration
experiences. Barriers included stigma and lack of arenas to address mental health needs of
refugee migrants.

In Study IV, the effectiveness of a regular and an extended CO course was compared in
a quasi-experimental study design among newly settled refugee migrants (n=173 and 143
respectively). Linear mixed models and Chi-square analyses showed that the extended course
led to a small, but significant increase in health literacy. No significant differences were
observed regarding other outcomes (emotional and practical support, general self-rated health,
or psychological well-being).

The thesis illustrates the potential of early health promotion initiatives focusing on individual
health resources to enhance health. However, overarching structural barriers related to living
conditions, work opportunities and inclusion must also be addressed.
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To all the men and women who had the courage to cross treacherous lands 
and seas to make it to safety and start anew 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
  



Anyone who is a stranger there living on charity is always protected from 
having to earn it at the expense of his self-respect, and carefully sheltered 
from anything that might injure his dignity. 

Ibn Battuta1 

1 Moroccan geographer, scholar and early world traveler on the treatment of foreigners in the 
city of Damascus in 1326. From The Travels of Ibn Battuta A.D. 1325-1354, by H.A.R Gibb, 
1958  
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Introduction 

Migration as a global phenomenon is driven by a multitude of outer political, 
demographic, social, economic and environmental factors. Logistical aspects 
as well as personal and household characteristics affect the decision to migrate 
and where to migrate, within the country, in close proximity to it, or farther 
away [1]. For refugee migrants wars, conflicts, political unrest and persecution 
are common reasons for migration, however, other factors can be intertwined 
with the decision to migrate. Further, migration is driven by inner factors and 
attributes such as personal aspirations, courage, and ambitions [2]. The current 
global migration discourse tends to focus on migrants as a specific group, 
which can be useful for quantifying, monitoring and evaluating purposes. But 
at the core, migrants are people, people who have been categorized as mi-
grants legally, discursively, organizationally, and socially. This categorization 
is sometimes referred to as ‘othering’, feeding into a constant exclusion or 
separateness, which negative effects can be seen on both the individual and 
community levels [3].  

To truly understand the many dimensions, complexities, and experiences 
of what flight and migration can entail in their different stages, I believe that 
we have to resort to literature and fine arts. As for literature, there is a rich and 
vast body of work on different kinds of migration experiences written by re-
nowned authors and laypersons with something to share. Such accounts give 
life to the realities of migration often from an inner perspective that is the 
privilege of the arts alone. However, migration is also the subject of significant 
academic research. In health research, migration is an area that is studied from 
many perspectives, not least the global and public health ones. By the World 
Health Organization (WHO) estimation, one in 10 persons in the WHO Euro-
pean Region is an international migrant [4]. In conjunction with existing in-
equities in health, this makes migrants’ health a major public concern. In two 
recent comprehensive WHO reports on the health of refugees and migrants in 
the European region [4, 5] the public health dimension is highlighted, i.e., pol-
icies that ensure health rights, coverage and equity both within and beyond the 
health sector in the receiving countries. Further, the effect of social determi-
nants on health (SDH) outcomes is stressed, steered by living and working 
conditions as well as factors such as health literacy and social support. By 
employing qualitative research methodologies and participatory co-creation 
approaches, the experiences and points of view of refugee migrants and indi-
viduals working closely with the group can be highlighted. This can provide 
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a much needed bottom-up perspective on migrants’ health and inform policy-
makers and the public on matters focal for the group.  

In the framework of the United Nations Sustainable Development Goals 
(SDGs) and Agenda 2030 for sustainable development [6], migration is cross-
cutting. However, migration and health, the scope of this thesis, is primarily 
linked to SDG 3, ‘Ensure healthy lives and promote well-being for all, at all 
ages’, and SDG 10 ‘Reduce inequity within and among countries’. SDG 11 
‘Strong cities and communities’ and SDG 16 ‘Peace, justice and strong insti-
tutions’ are also relevant for the overall health and integration perspectives 
discussed in the thesis as health is not the end goal but rather a means to 
achieve desired goals in the new country. 

The study population of this thesis is newly settled refugee migrants with 
residence permits in Sweden. A majority are forced migrants meaning that 
they have been subjected to threats to life and livelihood by war or conflict 
that have forced them to flee in search of safety and means of living. As such, 
the subject of early post-migration health and health promotion should be un-
derstood from the perspective of earlier (often difficult) experiences that the 
study population as a group is likely to have had, as well as new challenges to 
be dealt with in the new country of residence. In addition to describing struc-
tural and contextual challenges affecting the health of refugee migrants and 
associations between health resources and primary health outcomes, our four 
studies present possible strategies for strengthening health through early 
health interventions. Moving from a problem-orientated outlook to a solution-
oriented one is important [7], and even more so when structural and political 
advancements related to the living and working conditions of refugee migrants 
are lacking or even being pushed back.  
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Background 

Terminology and definitions of migrants used in health 
research 
A general challenge in the study of migration and health is the heterogeneity 
in the terminology used to refer to migrants in different studies and by differ-
ent stakeholders. The International Organization for Migration (IOM) em-
ploys a broad definition of a migrant that includes any person who moves 
away from their place of habitual residence, within a country, or across an 
international border, temporarily or permanently, for any reason, voluntary or 
forced [8]. Albeit frequently used in research, the width of the definition of 
‘migrant’ makes it imprecise and insufficient to describe study populations. In 
contrast to the terms ‘refugee’ and ‘asylum-seeker’, the term ‘migrant’ is not 
defined by international law [8, 9].  

The absence of unified international terminology has created a variance in 
terminology in both research and practice involving migrants. In some studies, 
the term ‘migrant’ or ‘immigrant’ is used interchangeably with the term ‘ref-
ugee’, while others make a distinction between the two. For instance, the 
WHO uses ‘migrants and refugees’ separately (but often in conjunction) to 
enable the inclusion of other categories such as labor migrants, etc [5]. Fur-
ther, some studies use the term refugee (or newly arrived refugee/newcomer) 
for persons who have obtained their residence permit and are no longer refu-
gees in legal terms (or by their own perception). Studies on migrants are thus 
not always stratified by defining factors such as country of birth, length of 
residency, legal status, or underlying type of migration, i.e., refugee status, 
labor migration, international students, etc. This may result in inconclusive or 
ambiguous results for certain health measurements [10-12] and impacts the 
delivery of evidence to inform public health policy, as generalizations to a 
wider (or a specific) migrant population become cumbersome [13]. Addition-
ally, authorities in different countries and at times within the same country can 
use different terminology to categorize the group, which becomes important 
when accessing register data or analyzing legal documents pertinent to mi-
grants’ health.  

Given the lack of unified terminology, it is pragmatic and necessary to de-
fine study populations based on usefulness as well as available, and commonly 
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used definitions and terms by international organizations or national authori-
ties [5]. In a recently published WHO framework for refugee and migrant 
health research in the WHO European Region, it is recommended that studies 
provide a clear definition of the study population, setting and migratory phase 
[14]. In this thesis, we mainly use terminology derived from international leg-
islative terminology, Swedish authorities and Swedish praxis pertinent to the 
area of migration2. Figure 1 illustrates the terminology used by Swedish au-
thorities and below is the definition of the main terms.  
 
Figure 1. Terminology commonly used by Swedish authorities and progres-
sion of status for migrants with a refugee background based on current legis-
lation. 

 

Refugee  
The term refugee is defined under international law [15] as someone who 
“Owing to well-founded fear of being persecuted for reasons of race, religion, 
nationality, membership of a particular social group or political opinion, is 
outside the country of his nationality and is unable or, owing to such fear, is 
unwilling to avail himself of the protection of that country; or who, not having 
a nationality and being outside the country of his former habitual residence, 
is unable or, owing to such fear, is unwilling to return to it.” The definition is 
the basis for determining refugee status and applies to both individuals as well 
as groups of persons. Being a refugee entitles the person to a number of rights, 
including the right to protection and not to be sent back to the country of 
origin. The term is declaratory, i.e., a person is a refugee as soon as they fulfill 
the criteria in the definition, regardless of the subsequent formal decision of 
their refugee status. In this thesis, the term ‘refugee’ is used alone to denote 
persons in the earlier stages of the migration process, i.e., before they formally 

                               
2 The Alien Act, Utlänningslagen, (2005:716) and Law on establishment activities of the newly 
arrived migrants (Lag om etableringsinsatser för visa nyanlända invandrare 2010:197). 

Refugee Asylum seeker 
as refugee or 
other ground

Newly arrived migrant/immigrant
with temporary/permanent

residence permit

Citizen
foreign-born/

foreign background

Before arrival After arrival 0-2 years 3-5 years 5-8 years

Family reunificationNewly arrived refugee

Arrival Residence 
permit
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are registered as asylum seekers or have received a residence permit. We also 
use it together with ‘migrant’, as in ‘refugee migrant’ to describe the study 
population, i.e., migrants with a refugee background. 

Asylum-seeker  
An asylum-seeker is defined by the 1951 Refugee Convention as a person who 
has left their country and is seeking protection [9]. Asylum-seekers are legally 
recognized as refugees while waiting on a decision on their asylum applica-
tions. Seeking asylum is a human right (article 14 in the Universal Declaration 
of Human Rights), which means that people should be allowed to enter coun-
tries other than their own to seek asylum from different forms of persecution. 
Having refugee status as a ground for seeking asylum has the advantage of 
legal protection from harm and persecution based on race, religion, national-
ity, membership of a particular social group, or political opinion in the country 
of origin. The most common ground for asylum in recent years has however 
been ‘subsidiary protection status’, alternativt skyddsbehövande, a term intro-
duced by a European Council directive in 2004 (2004/83/EC) and made EU 
standard in 2011 (directive 2011/95/EU). The term covers fewer grounds for 
asylum than refugee status but includes protection from threats to life due to 
e.g., violence caused by armed conflicts.  

Newly arrived migrant or immigrant  
Unlike the term refugee or asylum-seekers, the definition of a migrant is not 
defined under international law. Based on the IOM definition, the term refers 
to a person who moves away from their usual place of residence, whether 
within or across a border, for any reason or duration, forced or voluntary [8]. 
We use the terms migrant and immigrant interchangeably.  

The term newly settled migrant is a variant form of newly arrived immi-
grants, nyanlända invandrare, used in the Swedish legislation (law 2010:217) 
for the Introduction Program (see page x). The term ‘newly settled’ gives more 
information about the group than ‘newly arrived’, since they, for the most part, 
intend to stay and build a life in Sweden. Moreover, all the newly settled have 
received residence permits and a majority have spent several years in Sweden 
and may not identify themselves as being newly arrived. In this thesis, we 
therefore use ‘newly settled migrants with a refugee background’ or the 
shorter ‘newly settled refugee migrants’ to refer to our study population con-
sisting of adult migrants with a refugee background (18-69 years) having re-
ceived a residence permit and being newly settled (0-5 years in Sweden). 
Since 2016, following higher numbers of asylum-seekers in 2015, described 
in the political discourse as the” refugee crisis”, permanent residence permits 
were replaced with temporary ones. What this means is that the residence per-
mits of the newly settled migrants can be permanent or temporary depending 
on the date of their asylum application.    
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Foreign-born and foreign background 
Foreign-born meaning, ‘born outside of Sweden’ is the official term used by 
Swedish authorities and in official registries for immigrants of different cate-
gories who have received a residence permit or citizenship [16]. In Swedish 
utlandsfödd, or utrikes född. This term includes migrants with a refugee back-
ground, labor migrants, international students and adopted persons. Stratifica-
tion by country, type of migration, and duration of residence are possible in 
registries, such as Statistics Sweden, Statistiska Centralbyrån (SCB). Further, 
foreign or immigrant background, utländsk bakgrund is used in SCB registries 
to denote persons born outside of Sweden or in Sweden with two parents born 
outside of Sweden. However, in some contexts, persons with one parent born 
outside of Sweden are also included in the group of foreign or immigrant back-
ground [16].  

Global migration 
Based on IOM estimates the number of international migrants reached 281 
million in 2020, which is equivalent to 3.6% of the world population, or one 
in 30 persons being a migrant [17]. Furthermore, the number of migrants is 
increasing; in 2000, the proportion of migrants was 2.8% compared to 2.3% 
in 1980. About two-thirds of the world’s migrants are labor migrants, defined 
as persons who move for the purpose of employment [18] and over 89 million 
are refugees and asylum-seekers, forcibly displaced in- or outside their coun-
tries of residence as a result of conflicts, persecutions and climate-related dis-
asters. Importantly, 85% of refugee migrants are hosted in low- and middle-
income countries [19].  

The Covid-19 pandemic had an impact on recent global migration, observ-
able in a decline in migration mobility (due to travel restrictions), worsening 
conditions for vulnerable and displaced populations, and challenges to health 
systems [5]. There was also a slight decline in international remittances during 
2020 compared to the previous year, attributed to the effects on the global 
economy caused by the Covid-19 pandemic. Nevertheless, international re-
mittances reached 702 billion US dollars globally in 2020, of which 540 bil-
lion was received by low- and middle-income countries [17].  

The IOM World Migration Report of 2022 lists three main factors that 
shape current and future global migration and mobility of people; technologi-
cal, geopolitical and environmental transformations. These transformations 
are also well reflected in the aforementioned SDG framework.  

Technological transformations present both opportunities and challenges. 
Digital and technical advances for example enables communication and ac-
cess to information during flight, and apps and AI machine-learning technol-
ogies can provide support during the migration process (e.g., psychological 



 17

support apps, services advisor apps). However, technological advances also 
enable the fast spread of misinformation and disinformation that can affect the 
individual in addition to shaping negative discourses about migrants as a 
group. Additionally, regulatory and human rights perspectives need to be 
monitored, such as the handling of digital personal information in systems and 
databases [17].  

Geopolitically, major wars and conflicts continue to rage in many corners 
of the world. For instance, the Russian invasion of Ukraine has led to the dis-
placement of large groups of people and threatens to become a larger world 
event as more countries and powers interfere. Rising political and economic 
competition in general and weakened multilateral cooperation risk creating 
more regional tensions and conflicts, which will lead to continued migration 
and displacement of people. However, at the local level, there are positive 
signs [17]. Peacebuilding initiatives, such as community stabilization where 
migrants also partake (also by proxy via international remittances), can pro-
duce sustainable peace at a local level where advocating for peace and build-
ing service institutions are cornerstones. Furthermore, transnational institu-
tions such as the United Nations are rallying to strengthen and accelerate mul-
tilateral agreements [20].  

In the area of environmental transformation, the key factor is taking action 
as depletion of resources, decreasing biodiversity, and the ongoing climate 
changes are pushing the world to a dangerous limit where ecosystems will fail 
globally. Overall, climate change, and its environmental and political effects, 
are believed to be the strongest factor that will reshape migration [21]. Global 
warming alone will be the cause of large-scale migration waves in the near 
future unless climate goals concerning vital areas such as land and water use, 
energy, industry, transportation, and human settlement are met and political 
and economic gaps and governance are addressed [22]. Even in the case of 
natural disasters, such as the major earthquake that hit Turkey and Syria in 
2023 human actions or inactions can have an effect. Poor construction quality 
and earth-quake resistant techniques due to not lack of knowledge but greed 
are for instance believed to have accounted for many death under the rubbles 
of collapsed buildings [23]. As the epicenter of the quake was in an area with 
a large number of refugees and internally displaced people it has led to the 
“re-migration” of a large number of refugees, which is yet another aspect of 
global migration. 

Migration to Sweden – 1940 to current time 
Before being a country to which people migrated, Sweden was a country of 
emigration. Poverty, famine, and a number of epidemics (cholera, typhus and 
smallpox) in combination with rising birth numbers led to a large-scale emi-
gration [24]. Between 1850 and 1910, one million men and women emigrated 



 18 

from Sweden to the United States of America where Swedish-American de-
scendants make up about 3.7 million persons (1,1 % of the population) [25]. 

During the Second World War, Sweden received the first larger number of 
refugee migrants in modern times. The refugees came from the Baltic States 
and Finland as well as war and concentration camps in Germany. The Baltic 
refugees arrived by boat on dangerous journeys across the Baltic Sea and were 
referred to as boat refugees, båtflyktingar [26]. The Finnish refugees were 
children, finska krigsbarn, of which a portion was adopted in Sweden, but the 
majority returned to Finland after the war [27]. In the period 1950-1970, im-
migration to Sweden consisted of labor migrants primarily from Finland and 
countries such as Greece, Turkey and former Yugoslavia [28]. The first refu-
gees to arrive in the 1970s were from Chile, escaping a suppressive regime 
and political unrest. They were followed by Lebanese and Iranian refugees 
fleeing for similar reasons, and other migrants from Poland and Turkey in the 
1980s.  

During the last thirty years, asylum-seekers arrived notably from former 
Yugoslavia, Somalia, Eritrea, Iraq and Syria [29]. In the last decade, Sweden 
was one of the largest recipient countries of migrants in the EU/EES region, 
with 25 refugees per 1,000 inhabitants (2018) compared to the average 2.7 per 
1,000 in high-income countries [30]. The proportion of persons born outside 
of Sweden (foreign-born) has increased from 11.3 % in 2000 to 19.7 % in 
2020 [29]. However, all categories of migrants except asylum-seekers (labor 
migrants, international students, etc) are included in this figure. In 2020, the 
most common countries of origin for persons born outside of Sweden were 
Syria, Iraq, Finland, Poland and Iran [29]. The largest groups of asylum-seek-
ers in the last five years have been from Syria, Iraq, Eritrea, Ethiopia and Af-
ghanistan, Iran as well as stateless persons3 and Ukrainians (from 2022) [31]. 

The Syrian migrants 
A majority of the participants in our studies were Syrians, which justifies a 
further description of the group’s pattern of migration and overall composi-
tion. Our data collections occurred during 2014-2019, coinciding with the Syr-
ian civil war, part of a general uprising in the Middle East and North Africa 
referred to as the ‘Arab Spring’. The recent Syrian migrants to Sweden are 
mostly refugee migrants who came by sea and foot due to visa and entry re-
strictions making it impossible or difficult to get to Sweden in safer ways. A 
smaller part entered the country on work or study permits [31].  

Syrians migrating to Sweden is not a new phenomenon. From the late 
1960s and up to the late 1980s, Syriac people (also referred to as Assyrians) 

                               
3 The UN defines a stateless person as ‘a person who is not considered as a national by any 
State under the operation of its law', e.g., Palestinians and Rohingya.  
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from the northeastern part of Syria and the southeastern part of Turkey mi-
grated in large numbers to Sweden [32]. The Syriac people sought refuge from 
political and cultural persecutions as well as economic hardship and were 
commonly granted asylum and later citizenship in Sweden. They migrated 
from a Syria held under political oppression following the overtake by the 
Baath party in the late 1960’ [33]. The party is still in power 50 years later 
with the second president from the same Assad family belonging to the mi-
nority group Alawites. Despite a lack of political or democratic development, 
the country advanced economically, especially from the 1990s and onwards. 
Prior to the war, Syria was classified as a middle-income country by the World 
Bank with a peak gross national income (GNI) per capita of 10.330 in 2010 
[34]. The Syrians that emigrated in the last decade left a country with a rela-
tively well-developed educational and healthcare system. Today, as a conse-
quence of the 12-year-old war, the GNI per capita has dropped drastically to 
less than $1,085 and Syria is now classified as a low-income country [35].  

While the Syriac are Christians, mainly Orthodox, the recent migration has 
been from the majority population in Syria, Sunni Muslims. Syria is histori-
cally a multi-religious and multi-ethnic country. Before the war, the largest 
religious denominations were Sunni Muslims (74%), Alawites, Ismaili and 
Shia (13%), Christians (10%) and Druze (3%) [33]. The largest ethnic groups 
are Arabs, followed by Kurds and ethnoreligious groups such as Syriac, As-
syrians and Armenians. This diversity is also reflected in the emigration from 
Syria [36]. Syrians in Sweden are thus not a homogenous group religiously or 
ethnically, although a majority speak Arabic and share common cultural tra-
ditions. They are also diverse in terms of educational attainment. According 
to a study conducted by Statistics Sweden on newly settled migrants aged 25-
64, between the years 2014-2017 [37], about 40% of the Syrians had educa-
tional attainment of 0-9 years, while 20% had 9-12 years and the rest, 40% 
had more than 12 years of education (equivalent to university or college de-
gree). The national Swedish average is about the same for the highest educated 
group (44%) but higher for the 9-12 years (44%) and lower for the least edu-
cated group (12%).  

In 2017, the Syrians surpassed the Finish group as the largest group of for-
eign-born persons in Sweden. In 2021, the group amounted to about 195 000 
persons [29]. 

Changing migration policies  
In response to what was considered a high number of incoming refugees in 
2015, referred to as the “refugee crisis” in the political and media discourse 
[38], predominantly from war-torn Syria, more restrictive immigration poli-
cies were implemented in Sweden. Firstly, the status of ‘subsidiary protec-
tion’, which is a less binding status than that of refugee status (see page 13), 
was assigned to the majority of Syrian and other asylum-seekers. Secondly, as 
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of November 24, 2015, the norm of granting permanent residence permits 
which had been in place since 1984, changed to granting temporary permits 
(law 2016:752) for those who had been granted permits based on subsidiary 
protection status. The change that was initially based on temporary regulation 
was later ratified by law in 2021 (incorporated into the existing Alien Act, 
Utlänningslagen 2005:2016). While temporary permits can be prolonged (if 
certain prerequisites are met), they can only be transferred into permanent 
ones after three years, if there is still cause for protection and the person can 
sustain him- or herself, i.e., has regular income and housing.  

The effects of the aforementioned restrictive policies and the effect of the 
Covid-19 pandemic can be seen in the number of granted permits based on 
asylum (family reunification excluded) that dropped markedly from ~71 600 
in 2016 to ~10 500 in 2020 [31]. The proportion of granted permits declined 
from 60% in 2016 to 23 % in 2020 The trend of declining numbers of granted 
residence permits has continued during 2021 and 2022 (~11 400 granted per-
mits in 2021 and 9 000 in 2022) which confirms that the restrictive policies 
have had an effect. In 2022, the war in Ukraine sparked a surge in incoming 
refugees amounting to ~50 400 persons [31]. Their status is regulated under a 
special European Council Temporary Protection directive (2001/55/EG), also 
referred to as the massflyktsdirektivet in Swedish.  

In 2022, a new phase in the restrictive immigration policies was initiated 
with the right-wing government coming to power (backed by the far-right 
Sweden Democrats party). A series of investigations are currently being 
launched under Tidöavtalet [39], an agreement between the ruling parties and 
the Sweden Democrats, regulating Sweden’s new societal policies. Most no-
tably, the transfer of current permanent residence permits into temporary ones 
for those who received them on the grounds of refugee status or subsidiary 
protection status. Further, investigations are ongoing or planned on stricter 
conditions for family reunification, passing language and civic tests to obtain 
permanent residence permits (Dir 2022:79), a system of gradual qualification 
for welfare benefits, and increased incentives for voluntary return migration. 
Further, the possibility to revoke residence permits (based on all grounds) to 
curb “misuse” is being investigated. The first wave of restrictive immigration 
policies aimed and succeeded at decreasing the number of incoming asylum-
seekers and granted first-time residence permits. The current wave is aimed 
at, and will if passed into law, affect migrants, specifically refugee migrants, 
already residing in the country. A change outside the immigration policies 
outlined by Tidöavtalet that will affect newly settled migrants is a proposed 
charging of costs for interpretation services in the healthcare sector.  
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Health and migration 
Health is affected by factors and conditions that occur throughout the migra-
tion process, a process that can be divided into three phases; pre-migration, 
during or peri-migration and post-migration (illustrated in Figure 2). In the 
early post-migration phase, defined here as 0-5 years after arrival4, health may 
be affected by factors related to social determinants of health (SDH) in the 
new country as well as in the country of origin. Post-migration health may 
also be affected by circumstances and events in the previous two phases. Ex-
amples of pre-migration events that adversely affect health of refugee mi-
grants are persecution, physical and psychological violence, forced migration 
and involuntary separation from family members [19, 40-43]. During the 
flight, perilous events include traveling in unsafe ways, witnessing death and 
violence, and being detained at borders [19, 44-47].   

 
Figure 25. Phases of migration – a model inspired by migration and health 
research [48, 49] 

 

Health status and differences in health between migrant groups can be ex-
plained by dissimilarities in pre-migration experiences and living conditions, 
access to health care as well as drivers for migrating, especially considering 
the broad definition of migrants [48, 49]. In addition, migrants are a heteroge-
neous group with different biology, hereditary factors and educational back-
grounds, which leads to diverse health needs and outcomes. Despite distin-
guishing factors and the super-diversity that characterizes many OECD coun-
tries [50], health among migrants and refugees migrants notably is often 
poorer than among native-born populations in receiving high-income coun-
tries. This has been shown both for self-rated general health [51-55], mental 
health [42, 56-61], and for certain communicable and non-communicable dis-
eases [5, 62]. Access to and utilization of health care services are also lower 
in migrant populations, e.g., mental health services [63, 64].  Some studies 
                               
4 Based on the Swedish legislation regarding the Introduction program (Law 2010:197) and 
praxis of competent authorities (e.g., handling time of residency applications). 
5 Graphic design: Sara Al Adhami. 
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show better health outcomes among refugees and migrants compared to gen-
eral populations, e.g., lower risk of substance use [65], lower suicidal behavior 
[66] and lower mortality across ICD-10 disease categories [67]. This is some-
times attributed to cultural and religious habits and beliefs or the healthy mi-
grant effect i.e., migrants having better health status compared with the popu-
lation in the host country, hypothetically due to a selection process prior to 
migration [68]. The selection may be a result of the poorest and weakest peo-
ple having to remain within their countries or flee to neighboring ones [1]. 
However, a recent Swedish study found less proof of a healthy migrant effect 
among non-Western migrants consisting of refugees and family reunification 
migrants [10].  

Post-migration health 
Research on the health and ill health of refugees and newly settled migrants is 
increasingly focusing on socio-economic and other structural conditions in the 
post-migration phase rather than causes and traumatic experiences in the pre-
and peri-migration phase [42, 69-71]. Structural and contextual post-migra-
tion conditions are recognized to be, on one hand, modifiable, and on the other 
hand, they affect migrants as a group, irrespective of prior health. The WHO 
Commission on Social Determinants of Health headed by Marmot in 2008 
[72] may have acted as a major catalyst by calling on countries to address 
social factors leading to ill health and health inequities for vulnerable popula-
tions. Socio-political factors in the post-migration phase such as uncertainty 
about asylum processes and family reunification [69, 73], isolation and dis-
crimination [69, 74], hostile political climate and discourse [75], unemploy-
ment, poor living conditions and other socio-economic factors [4, 5, 42, 76, 
77], contribute to the relatively high prevalence of mental disorders in refugee 
and newly settled migrant populations. Psychological ill health including anx-
iety, mood disorders, PTSD and psychotic disorders have been reported in a 
multitude of studies [41, 42, 58, 78, 79]. Minority-specific disorders such as 
acculturation stress [80, 81] and minority stress (a concept referring to sexual 
minorities originally) are also reported [82].  

Furthermore, unequal health outcomes are reported beyond the resettle-
ment process, 5-10 years after migration, for a number of diseases e.g., mental 
health disorders, cardiovascular disease as well as reproductive health out-
comes [61, 79, 83, 84].  

Recently, studies have shown that immigrant populations have higher oc-
currence of long Covid [85] and have suffered higher mortality in Covid-19 
[86] even when controlling for socio-economic factors and chronic diseases, 
[87, 88], a situation further amplified by reported lower vaccination coverage 
[89].  

Additionally, migration affects health resources, such as health literacy i.e., 
abilities and resources to find, understand, assess and apply health information 
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[90] and social capital, i.e., trusting relationships, social support and networks 
that create value for the individual or community [91]. Newly settled migrants 
are particularly vulnerable to loss of health literacy as they are faced with a 
new context and system [71]. The same loss applies to social capital as mi-
grants left social networks in their countries of origin and are yet to establish 
new ones, a process that requires time [92, 93]. Studies on health literacy in 
migrant populations have found limited health literacy to be more frequent in 
migrant populations [12, 94-97] which in turn is linked to suboptimal utiliza-
tion of health care and poorer general and mental health  [95, 98, 99]. Simi-
larly, low social capital is associated with poorer mental health outcomes 
among migrants [61, 100, 101].  

Health promotion 
The perception of what health promotion is and entails has been dependent on 
an evolving understanding of health. In the WHO definition of health from 
1946, “a state of complete physical, mental and social well-being, not merely 
the absence of disease or infirmity” [102], health was understood holistically, 
comprising of multiple dimensions. This marked a widened understanding of 
health as something more than a biomedical status, i.e., ‘absence of disease’ 
(also referred to as a medicalized/pathogenic perspective) [103]. From that 
point onwards a social model of understanding health as being a product of 
social, biological and environmental factors has gained ground, viewing 
health as a human right and a sound social investment [103, 104]. In parallel, 
a salutogenic view emphasizing the positive nature of health (promoting what 
keeps people healthy) and being an individual resource characterized the 
health promotion arena. The first WHO conference on health promotion was 
in Alma Ata in 1978 but it was the health promotion conference in Ottawa in 
1986 that produced the first unified agreement known as Ottawa Charter 
[105]. In the charter health promotion is defined as:  

“The process of enabling people to increase control over, and to improve, their 
health. To reach a state of complete physical, mental and social well-being, an 
individual or group must be able to identify and to realize aspirations, to satisfy 
needs, and to change or cope with the environment. Health is, therefore, seen 
as a resource for everyday life, not the objective of living. Health is a positive 
concept emphasizing social and personal resources, as well as physical capa-
bilities. Therefore, health promotion is not just the responsibility of the health 
sector, but goes beyond healthy lifestyles to wellbeing.”  

Health is thus conceptualized as a “resource for life” and health promotion as 
“the process of enabling people to exert control over the determinants of health 
and thereby improve their health” [105]. The definition of health promotion 
has been explained by Nutbeam to be activities aiming at strengthening the 
skills and capabilities of individuals and groups to take action and empower 
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them to exert control over the determinants of health [106]. A more recent 
short definition by Naidoo & Wills based on the Ottawa Charter reads “A pro-
cess or way of working that seeks to empower individuals and groups by ena-
bling them to address their own needs and valuing their experience” [103]. 

The Ottawa charter laid out five principles for health promotion that still 
guide practice today: 

 Building a healthy public policy 
 Creating supportive environments for health 
 Developing personal skills, including information and coping strate-

gies 
 Strengthening community action, including social support and net-

works 
 Reorienting health services away from treatment and care and im-

proving access to health services 

In subsequent WHO health promotion conferences during the 1990s three ar-
eas were emphasized: (1) everyone’s role in creating supportive environments 
for health, (2) community empowerment, and a (3) a multisectoral approach 
to health promotion [107]. The recent twenty years have seen a reinforcement 
of the Ottawa charter strategies, a focus on SDH as well as a focus on global 
governance and making the strategies in the charter relevant for a globalized 
world [107].   

Common approaches to health promotion are; medical or preventive, be-
havior change, educational, empowerment (self- and community empower-
ment) and social change [103]. A criticism that can be applied to all ap-
proaches (except the social change approach) is what is sometimes referred to 
as ‘victim blaming’. An individualized view of health, where health is the 
property or resource of the individual (or group), and health promotion is 
aimed at empowering people to meet their own health needs, can foster a view 
that it is the person or group’s own fault if they fail to meet those needs [107].  

Health Communication 
Within health promotion, the term health communication is often employed 
in educational activities and health campaigns, but it can also be used as a tool 
in the above-mentioned behavioral change and empowerment approaches. 
The concept has been defined as the study and use of communication strate-
gies to inform and influence decisions that enhance health [108]. The sender 
can be a health care provider, a health advisor, or a public health organization 
or NGO, and the receiver an individual or a group of people (smaller or larger 
target group). Communication involves the exchange of thoughts, messages 
and information through speech, writing and behavior [108]. Communication 
further involves abilities such as conveying ideas in writing, speaking so oth-
ers can understand, listening actively, and observing critically. While health 
information is the content of the communicative process, it also connotes a 
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one-way information from sender to the receiver as in an asymmetric relation. 
Health communication implies two-way communication (i.e., a form of dia-
logue) in a symmetric relation [109]. Apart from a direct exchange between 
individuals or groups and providers, health communication can also be com-
municated through different media (text, audio and video).  

Previous research on health promotion among migrant populations 
Studies on migrants in the health promotion domain can be divided into three 
approaches. According to a review conducted by Casteñada, the most common 
approach focuses on individual health behaviors, analyzing immigrants’ be-
haviors and health practices (rather than the social or economic contexts of 
these practices) [71]. The second most common approach focuses on the cul-
ture of immigrants, emphasizing the role of assumed group traits, shared be-
liefs, values and customs, understood to influence behaviors and affect per-
ceptions of risks. The third approach focuses on social, economic, institu-
tional, and political structures as they affect immigrant health however most 
of the research is focused on access to healthcare and seldom other structural 
aspects [71]. Health promotion targeting adult migrant populations post-mi-
gration can be further divided into three main contexts; (1) therapeutic/medi-
cal-based within the healthcare system, (2) educational, and (3) empower-
ment-based, community or group centered, outside the healthcare system 
[110, 111]. Behavioral health promotion interventions targeting migrants are 
carried out both within and outside the healthcare sector [112]. While thera-
peutic psychosocial interventions remain vital, targeting e.g., trauma and 
PTSD [113] the understanding of health promotion needs of refugee migrant 
populations has shifted towards a more holistic one, including their experi-
ences and challenges within the resettlement environment [110, 114]. Health 
promotion implemented through policies and strategies within as well as be-
yond the healthcare system fostering strength, capacity and resilience, and de-
creasing health disparities is seen as the way forward [110, 115]. This is ech-
oed by the WHO recommendations for health promotion for refugee migrants, 
that stress the importance of social determinants of health and recommend a 
multi-sectoral policy approach rather than one focusing on the healthcare sec-
tor alone [4, 116]. Beyond the individual gains, society stands to benefit from 
health promotion targeting migrants as health is also linked to work integra-
tion. Good mental health is associated with better learning outcomes [117] 
e.g., language learning, which increases the likelihood of finding adequate 
employment which in turn is a strong determinant for health and well-being 
[118].  

Studies from OECD countries about large-scale health promotion programs 
particularly outside of the health care services targeting adult migrants are 
scarce and there is a need for a more systematic evaluation and outcome as-
sessment within the field [111, 116]. This may also imply that non-medical 
health promotion programs are conducted on a smaller scale. Earlier studies 
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on health promotion initiatives outside of the health care system targeting 
newly settled refugee migrants include culturally or group-adapted health pro-
motions (elderly migrants, newly settled refugee women, LGBTQ refugees) 
[119-123], effects of educational health and mental health promotion inter-
ventions [124-128] and community-centered or community-led health promo-
tion among specific migrant groups [123, 127, 129-131].   

The Introduction Program for newly settled refugee 
migrants 
National Introduction Programs for the integration of newly settled migrants 
with a refugee background (also referred to as Establishment Programs or 
Civic Integration Programs) have developed over the last two decades in Eu-
rope, replacing earlier decentralized regional or municipal schemes [132]. The 
first centralized integration program was adopted in the Netherlands in the late 
1990s followed by Austria, Denmark, France, Germany, Luxemburg and Swe-
den [132, 133]. The main components of these Introduction Programs are sim-
ilar across countries and consist of language courses, civic orientation and dif-
ferent types of vocational activities. However, the delivery and requirements 
differ; some are based on attending (mandatory) courses, while others have an 
added test component [133]. The most common model is to have course mod-
ules combined with tests. Passing language and civics tests is a pre-requisite 
for obtaining permanent residency or citizenship in most European and OECD 
countries. Sweden has a course-based model without a test, however a new 
law is being prepared to introduce a test-based model, where language skills 
and knowledge about civics at a set level will be required for obtaining citi-
zenship (SOU 2021:2). This change is expected to come into effect 2025. 

Research from European and OECD countries on integration policies fo-
cuses on theoretical conceptualizations and governance aspects [134, 135] and 
economic, social, and political integration outcomes [136-138]; however, the 
health promotion perspective is generally lacking. One notable exception is 
the work of Lindencrona, which evaluated the Swedish Introduction programs 
(before its unification in 2010), and identified preconditions and strategies for 
increasing the health promoting potential of these schemes [139]. Recent work 
by Ryom et al from the Danish setting is also noteworthy [140, 141]. 

The Swedish Civic Orientation 
In Sweden, the national law on the Establishment activities of newly arrived 
migrants was passed in 2010 (Lag om etableringsinsatser för visa nyanlända 
invandrare 2010:197) under the Ministry of Employment. The law outlines 
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the aim and scope of the Introduction Program, its main features and the re-
sponsible executive authorities. The program includes Swedish language 
training (SFI), Civic Orientation (CO) vocational training, job-seeking coun-
seling and other activities aimed at “facilitating and precipitating establish-
ment in the labour market and active participation in society” (2010:197). The 
total duration of the program is two years and participation and fulfillment of 
activities entitles those who are enrolled to a monthly welfare benefit. 
 
In connection with the adoption of the national Introduction Program in 2010, 
the Swedish government implemented a national, course-based, civic orienta-
tion program, replacing and streamlining earlier Introduction programs with 
varying content, execution and duration provided at the local, municipality 
level  (IJ 2009:02 and Ordinance 2010:1138). Like the overall Introduction 
Program, which it is part of, the goal of the civic orientation is to facilitate 
establishment in the labor market and active participation in society. A spe-
cific goal is to give “a fundamental understanding of the Swedish society and 
a foundation for further acquisition of knowledge” (2010:1138). The defini-
tion and aim are in line with the one of the European Commission that defines 
civic orientation as:  

“A part of the (national) integration programmes for migrants/third-country 
nationals residing legally in a host country/an EU Member State, which aims 
to convey knowledge and understanding of the fundamental values of the host 
country, the legal system, the residents' rights and duties, access to the labour 
market as well as important knowledge for everyday life which is needed to 
participate in society”. [142].  

Newly settled migrants with a refugee background, aged 20-64, who are 
granted a residence permit (permanent or temporary) partake in the CO as a 
mandatory part of the Introduction Program. The provision of CO is the re-
sponsibility of the municipalities that cooperate and coordinate regionally 
[143]. The County Administrative Boards, Länsstyrelser are responsible for 
supporting regional collaboration, as well as follow-up and annual reporting 
on the civic orientation program to the Ministry of Employment. In 2016, the 
number of participants in the CO was around 23 500 [144], but it has since 
decreased due to the lower numbers of incoming refugee migrants. In 2022, a 
majority of the municipalities reported that they provided CO on-site (class-
room-based) [143]. Other provision forms were online or a combination of 
both onsite and online teaching.  

Since 2020, the CO course includes a minimum of 100 hours of dialogue-
based teaching related to four knowledge areas, (1) human rights and Swedish 
democratic values, (2) rights and obligations of the individual, (3) how society 
is organized, and (4) practical information about everyday life. The dialogue 
element is intended to encourage discussion and reflection around the content 
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of the CO as opposed to one-way communication (IJ 2009:02). These areas 
are divided into eight learning modules or themes (see Figure 3). The course 
covers topics ranging from the history and geography of Sweden, laws and 
regulations, values and customs to aging and health. Health is included as a 
separate module focusing on how to care for one’s health and information 
about the Swedish healthcare system. 

 
Figure 3. Model of the content of the regular Swedish civic orientation course 
(2010:1138) 

 

 

As a state-sponsored integration activity, CO has been criticized for asserting 
nationalism and assimilatory ideas [133]. In Sweden, caution has been raised 
that the teaching material within CO can produce an idealized picture of Swe-
dish society (understating problematic areas such as discrimination and rac-
ism). This in turn might conflict with what participants experience in real life 
and reinforce an “us” and “them” discourse [145].  

The civic communicators 
The CO course is commonly delivered in the native languages of the largest 
groups of newly settled migrants, e.g., Arabic, Somali, Tigrinya and Per-
sian/Dari by native-speaking peer-educators referred to as civics communica-
tors (or civics- and health communicators). The civic communicators are more 
than course leaders that convey the CO content; they act as cultural mediators, 
having a shared language and cultural background and experience of migra-
tion, and at the same time being established in Sweden (socially and occupa-
tionally). In a few regions, professional health communicators working within 
the health care but also on the local community level, participate in delivering 
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specific health themes. A national educational program for civic- and health 
communication with wide participation was carried out in 2017-2021 [146], 
initiated by MILSA (Support Platform for Migration and Health), a collabo-
rative national platform for public stakeholders and universities on migration 
and health. The aim of the program was to professionalize the communicators’ 
role and ensure quality and equity in the provision of civic orientation and 
health communication nationally. The program consisted of online and face-
to-face teaching on CO themes and topics such as health sciences health pro-
motion, pedagogy and communication.  

Health promotion initiatives within the civic orientation  
Based on observed needs among the newly settled migrants participating in 
the CO, some regions and municipalities offer additional hours of health com-
munication [144]. Health communication, i.e., health information delivered in 
dialogue form with participants, is seen as enabling participants to improve 
their own health, which in turn would allow them to benefit more from other 
introduction activities. Despite the lack of clear mandate and support from 
national Swedish policymakers [147], and the lack of mention of health in 
regulatory documents pertinent to newly settled refugee migrants (Law 
2010:197, 2017:820), local initiatives have been launched at the regional and 
municipal level to promote the health of the newly settled. Examples of such 
initiatives are extended health content within the civic orientation, educational 
training programs for civic communicators and mental health training initia-
tives [146, 148, 149]. The health and health promotion component of the Swe-
dish CO has been evaluated from the perspectives of participants and civic 
communicators [120, 150], and policymakers and stakeholders [147, 151, 
152]. The health part of the Swedish CO as well as the health promotion ini-
tiatives carried out within its realm, are rare in the European context and have 
been highlighted by the WHO [153]. 
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Theoretical framework and main theoretical 
concepts 

Social determinants of health 
Social determinants of health (SDH) is the overall theoretical framework that 
has informed the understanding of and discussion of the results in this thesis.  

SDH has been widely used in public health research with important contri-
butions from researchers such as Whitehead and Dahlgren [154], Marmot & 
Wilkinson [155] and Mackenbach [156]. SDH refer to the societal context and 
determinants, outside of the biological and hereditary factors, that influence 
an individual’s health. A body of research has shown that health inequalities 
produced by unequal economic, social and environmental conditions have ad-
verse consequences on health and predict a person’s risk of disease, ability to 
prevent it and means to control its course [104]. SDHs impact on health can 
be direct or secondary, however, SDH predict the greatest proportion of health 
status variance [72].  

SDH have been defined as “the conditions in which people are born, grow, 
live, work and age. These circumstances are shaped by the distribution of 
money, power and resources at global, national and local levels” [72]. The last 
part of the definition in particular points to a power or policy aspect, i.e., that 
SDH can be modified and manipulated (as opposed to biological factors such 
as age, sex, etc). In the model of SDH (Figure 4) we have positioned our stud-
ies and the factors they explore in relation the three societal levels of determi-
nants: the general socioeconomic, cultural and environmental determinants 
(also referred to as structural or upstream determinants), living and working 
conditions and surrounding social and community networks (also referred to 
as midstream or downstream determinants) as well as individual factors [154, 
157]. 
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Figure 4. The main determinants of health with conceptual additions, Dahlgren 
and Whitehead, 19916 (modified) 

 

In our adapted model, migration is crosscutting, meaning that it effects and is 
intertwined with all layers. Migration involves challenging processes beyond 
individual behavioral and cultural adaptations to a new context; it encom-
passes a complex and lengthy process of interactions and negotiations with 
new social, political, and economical structures. Because of the structural na-
ture of challenges facing immigrants, not least in the post-migration phase, 
some have suggested that migration should be viewed as a key social determi-
nant of health in its own right [71]. Others have suggested that major structural 
challenges such as structural racism (i.e., ways in which societies foster dis-
crimination through reinforcing inequitable systems) should be given atten-
tion as a determinant of population health. For example, ethnicity/racism is 
considered a structural SDH influencing health in a framework presented by 
the WHO Commission on Social Determinants of Health (CSDH) in 2010 
[158]. This conceptualization is supported by research on the direct associa-
tions between ethnic/racial discrimination and poorer physical and mental 
health [159], as well as indirect associations, through lower access to ade-
quate, equal healthcare due to implicit and explicit racism in the healthcare 
sector [160].  

Individual health resources 
In this thesis and the included studies, we define individual health resources 
as different forms of downstream and midstream SDH, e.g., health-related 
knowledge, abilities, and resources available to the individual [157, 161]. 
                               
6 Used with the permission of the Institute for Futures Studies, Stockholm, Sweden.   
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They form an intermediate level on the path to primary health outcomes. In 
the studies, we explore:  
(1) health literacy; people’s knowledge, motivation, and competencies to ac-
cess, understand, appraise and apply health information [90],  
(2) social support (bonding social capital) i.e., sharing, trusting and aiding re-
lationships and networks between individuals that share a common social 
identity [91], and  
(3) self-efficacy, defined as an individual’s belief in their ability to cope with 
and act on challenging demands and situations [162].  

The concept of individual health resources is inspired by the Ottawa Charter 
for Health Promotion where health is defined as social and personal resources, 
as well as physical capacities [105]. As discussed generally under “Health 
promotion, these concepts have been criticized for putting too much emphasis 
on the individual’s role in acquiring these skills to further their health, thus 
“blaming the victim”. In our view these individual-level resources cannot be 
created by the individual alone, rather they are dependent on upstream deter-
minants such as the distribution of economic and social resources, opportuni-
ties, and policies [157]. In other words, it is not the sole responsibility of the 
individual to acquire these abilities, rather they are intertwined with and made 
possible by societal structures.  

Health literacy 
Although, the term health literacy was coined in the 1970’s health literacy has 
been more broadly applied in public health and health care only during the 
past two decades [163]. Health literacy is understood as a set of skills and 
abilities that enable a person to place their own or their family’s health into 
context, understand factors that impact health, and know how to address these 
factors. A generally used definition was offered in a systematic review by 
Sorensen in 2012:  

“Health literacy is linked to literacy and entails people’s knowledge, motiva-
tion and competences to access, understand, appraise and apply health infor-
mation in order to make judgments and take decisions in everyday life con-
cerning health care, disease prevention and health promotion to maintain or 
improve quality of life during the life course” [90].  

The definition refers to what is termed comprehensive health literacy, which 
includes three components: (1) functional health literacy i.e., basic skills in 
reading and writing that are necessary to function effectively in everyday sit-
uations, (2) interactive health literacy i.e., more advanced cognitive literacy 
skills and social skills to participate in everyday situations, extract infor-
mation, derive meaning from communication and apply it to changing circum-
stances, and (3) critical health literacy i.e., more advanced cognitive and social 
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skills to be applied to critically analyze information and use it to exert greater 
control over life events and situations [164]. Comprehensive health literacy 
represents what is known as the new public health perspective, while func-
tional health literacy is the focus of what is termed the medical perspective 
[90]. The link between health literacy and primary health outcomes and em-
powerment is theorized to occur through the pathway of (1) communication, 
capacity, and comprehension (2) enhanced skills and motivation and, (3) in-
termediate health outcomes such as lifestyle changes [164] as illustrated by 
the integrated model for health literacy (Figure 5).  

In terms of health consequences, limited health literacy is linked to worse 
health outcomes e.g., general self-reported health and mental health as well as 
less optimal health care utilization [95, 98, 99, 165]. Several factors linked to 
SDH such as socioeconomic status (particularly educational attainment), so-
cial support, culture and language [166, 167] are recognized to influence a 
person’s health literacy. Organizational health literacy, i.e., organizations and 
institutions effort to transform to deliver care and services to make it easier 
for people to navigate, understand, and use information and services to take 
care of their health, is less professed [168]. For newly settled migrants, the 
role of context is also of importance; one might be health literate in one con-
text but this might not translate to another context.  

Health literacy is a growing topic in global health research. Sub-forms re-
lated to various health topics have emerged such as mental health literacy, 
defined as knowledge and beliefs about mental disorders which aid their 
recognition, management or prevention [169, 170], and digital health literacy 
[171]. As health literacy captures and measures health-related knowledge, at-
titudes, motivation, behavioral intentions, personal skills, and self-efficacy it 
is considered useful for evaluating outcomes of health promotions [164, 172]. 
Health literacy can be measured by population proxy measures, direct testing 
of individual skills, and self-reporting [173, 174].  

Social capital 
Sociologists Bourdieu, Portes and Coleman as well as political scientist Put-
man, are accredited for having developed the social capital theories in the 
1980s and 1990s [91]. Social capital is a complex, multifaceted theoretical 
construct, that generally refers to a number of resources, for example, social 
relations, social support, social credentials and information channels that are 
embedded within an individual’s social networks [175, 176]. The social cohe-
sion approach views social capital mainly as a group attribute, while the net-
work theory approach conceptualizes social capital as both an individual and 
a collective attribute. However, today social capital is recognized to be both 
an individual and collective attribute [91, 176].  

The larger application of social capital concepts in public health has devel-
oped over the past 20 years with work by epidemiologists Wilkinson, Kawa-
chi, Berkman and Glass [177, 178]. The link between social capital and health 
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is debated but theorized by Berkman and Glass to occur through social support 
(e.g., emotional and instrumental) and social influence that affect health via 
psychosocial, behavioral and physical pathways [178]. Belonging to a group 
can also mean access to material resources that can influence health directly. 
Additionally, social support is hypothesized to reduce stress by having buff-
ering qualities [179, 180] and social participation to activate physical and cog-
nitive responses [178]. A large body of empirical work links individual social 
capital to better mental health and other health outcomes [181-183], specifi-
cally individual-level social capital. However, the “dark” side of social capital 
represented by demands to provide support or not conforming to norms within 
a network could lead to possible negative health consequences [184]. 

Social capital has been categorized into three types: bonding, bridging and 
linking [185]. The use of this taxonomy incorporates different sociological 
and political perspectives and can be used as a framework for studying social 
capital and health outcomes. Bonding social capital, also referred to as social 
support, refers to the level of trust and sharing between individuals that share 
a common social identity, while bridging social capital refers to social net-
works and civic engagement between individuals who are different in terms 
of identity and power [91, 186]. Bonding and bridging social capital are hori-
zontal by nature, while the third form, linking social capital, is vertical and 
refers to the extent of trusting relationships between individuals and formal 
institutionalized power, i.e., state and societal institutions. There is no stand-
ardized measurement for social capital, scales, as well as single-item ques-
tions, are used to measure emotional and practical support, degree of trust in 
other people and institutions as well as social interactions and civic participa-
tion [187].  

Self-efficacy 
Self-efficacy has been defined as an individual’s belief in their ability to cope 
with and act on challenging demands and situations [162]. Self-efficacy is 
linked to and complements other health resources. It has been described as a 
mediator for the initiation and maintenance of behavior change [188] and is 
related to empowerment. An increase in self-efficacy leads to increased em-
powerment, which in turn can continue to increase self-efficacy [189]. The 
correlation between self-efficacy and health has been described as one inter-
cepted by exposure to stressful events that appear uncontrollable to the indi-
vidual. Low self-efficacy, i.e., low perceived ability to cope, prevents individ-
uals from effectively dealing with these stressful events and is believed to cre-
ate biological responses that lead to ill health [162]. Self-efficacy can be meas-
ured using the General Self-Efficacy Scale (GSE), which is a 10-item scale 
measuring an individual’s belief in their ability to cope with and act on diffi-
culties or situational demands [190]. 
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Integrated model for health literacy 
A theoretical framework that inspired our inquiries and is useful for under-
standing the role of individual health resources is the Integrated model for 
health literacy. The model was developed by Sorensen et al in 2012 [90] and 
complements the SDH model in regard to the concept of health literacy. 
Health literacy in the integrated model below can also serve as a proxy for 
other secondary outcomes and intermediate health resources (e.g., social cap-
ital).  

The model explains how health literacy relates to societal, situational and 
personal factors and the pathways through which it impacts primary health 
outcomes and empowerment of the individual. Empowerment theory connects 
individual well-being with the larger social and political environment and has 
been described as processes moderating inequalities [191]. Empowerment in 
relation to health has been described as ‘autonomous competence’, i.e., self-
awareness that aids the individual to effectively take responsibility for health-
related decisions [108].  
 
Figure 5. Integrated model for health literacy7 
 

 
 
 

                               
7 Used with permission from SpingerNature under the Creative Commons Attribution License.  
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Rationale 

The WHO emphasizes that migrants’ health is a public health concern in re-
ceiving countries [4]. A central idea in public health research is that inequities 
in health related to SDH are modifiable and should be addressed [72]. This is 
echoed in the Swedish national policy for public health [192]. Mental and so-
cial well-being affect the ability to engage in society and vice-versa. This ap-
plies especially to newly settled refugee migrants who, (1) undergo a migra-
tory process that affects health resources such as health literacy and social 
capital, (2) face socio-political barriers in the resettlement phase influencing 
health and well-being [71]. Understanding more about factors that influence 
health, mitigate ill health, and empower people in the early post-migration 
phase can improve future health, as well as prospects of participation and in-
tegration into society. 

In times of absence of political advancements on structural levels related to 
SDH of refugee migrants, it is important that the research community contrib-
ute to knowledge and evidence related to other, downstream and midstream 
levels. This can be in the form of evidence on available health promotion in-
terventions and types of individual-level health resources that are related to 
better health and well-being and should be amplified or lifted in these types of 
interventions. In its latest comprehensive report on refugee and migrant health 
(2022), the WHO stresses the importance of addressing health literacy and 
social support as determinants of migrants’ health, and its potential to mitigate 
ill health and health inequities [5].   

Research on health literacy and its associations with health outcomes in 
migrant populations has developed only in the last decade and remains scarce 
[12, 193], especially for newly settled refugee migrants. The same applies to 
other individual health resources such as social support and its role for health 
and well-being [194]. Similarly, studies on health promotion directed at newly 
settled migrants are rare. Specifically within larger introduction activities such 
as the Swedish civic orientation, very few studies have been conducted on 
participants’ and communicators’ perceptions and experiences of these pro-
grams, providing a bottom-up perspective in research about migrants’ health 
lacking in research [64] and called for by organizations and commissions such 
as the Lancet Commission on Migration for the European region [195]. 
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Aims 

Overall aim 
The overall aim of the thesis was to explore, assess and further the understand-
ing of the role of health promotion and individual health resources for health 
and well-being among refugee migrants in Sweden in the early post-migration 
phase.  

Specific aims 
I. To explore newly settled refugees’ perceptions and experiences of 

Swedish civic orientation with added health communication.   
 

II. To explore newly settled refugee migrants’ health literacy, social sup-
port, and self-efficacy and to investigate how these individual health 
factors were associated with general self-rated health (SRH) and psy-
chological well-being.  
 

III. To explore civic communicators’ perceptions and experiences of an 
in-depth training course on mental health in relation to observed psy-
chological needs among newly settled refugee migrants. 
 

IV. To compare the effectiveness of a regular and an extended civic ori-
entation course, with added health communication by examining 
whether the extended civic orientation course improved self-rated 
health and psychological well-being, health literacy, and social sup-
port measures among newly settled refugee migrants.  
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Methods  

Overview of study design and methods 
Both qualitative and quantitative study designs were employed to explore dif-
ferent facets of the research topic; the role of health promotion and individual 
health resources for health and well-being among newly settled refugee mi-
grants. The use of multiple data collection methods, study participants, meas-
urements and analytical methods was deemed valuable for the explorative ap-
proach.  
 
Table 1. Overview of study design, data collection, participants, measure-
ments and analysis of Study I – IV 
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Ontological, epistemological and theoretical perspectives   
Because of the varied study designs and methods in our studies, a short reflec-
tion on ontological and epistemological assumptions might be warranted. 
Simply put, ontology is the philosophy of the nature of being or reality, i.e., 
what exists in the world (that we can acquire knowledge about). Epistemology 
is the theory of knowledge i.e., its origins and how it is created or generated. It 
involves philosophical questions of the relationship between knowledge and 
certainty and the changing forms of knowledge that develop from new concep-
tualizations of the world [196]. Together they form the philosophy, or principles 
of scientific research. The third layer (green in the figure below) is the theoreti-
cal perspectives that follow the spectrums of ontology and epistemology.  
              
Figure 6. Ontology, epistemology, and theoretical perspectives [197] 8  
 

  
                               
8 Figure from Moon et al. (2014) used with permission of the Society for Conservation Biology. 
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Traditionally, the natural sciences position themselves in a positivistic para-
digm with ontological and epistemological assumptions based on realism and 
objectivism [197]. The social sciences, on the other hand, adhere to a con-
structivist paradigm with ontological and epistemological assumptions based 
on critical realism/relativism and constructionism/subjectivism. There need 
not be a conflict between the paradigms, rather different research disciplines 
adhere to a paradigm based on tradition within the field, the nature of the stud-
ied phenomenon and the knowledge that one is trying to reveal or produce 
(generalizable/predictive or contextual/interpretive). This thesis combines el-
ements from the two paradigms, as is common in public health; quantitative 
methodology positioned in post-positivism and qualitative methodology in so-
cial constructivism and interpretivism [198, 199].  

As shown in the overview of study methods, two of our four studies are 
based on qualitative methodologies (Study I & III) and two on quantitative 
methodologies (Study II & IV). The differences in ontological and epistemo-
logical underpinnings informed the design, procedure, analysis, and interpre-
tation of the research and its outcomes which will be described in the follow-
ing sections. The study designs complement each other, specifically the qual-
itative informing the quantitative, referred to as an exploratory sequential 
mixed-model design [200]. Studies I & III, investigated experiences and per-
ceptions related to health promotion within the CO. Results from primarily 
Study I, identified a number of factors related to health promotion and indi-
vidual-level health resources. They in turn informed the conceptual basis e.g., 
what variables to explore in the quantitative cross-sectional and quasi-experi-
mental studies (II & IV). 

When combining the results, as is natural in a compilation thesis, a general 
theoretical understanding of what we assume about reality and how we create 
knowledge when we employ different methodologies is useful. It helps us un-
derstand how we can integrate methodologies successfully to draw a more 
interwoven picture of research outcomes. 

Setting  
The setting for our studies was three counties in different parts of Sweden; 
Study I in Stockholm County, Study II in Skåne County and Study IV in Upp-
sala County. In study III, the data collection was performed via Zoom, due to 
restrictions imposed by the Covid-19 pandemic, which was convenient as the 
participants were based in different parts of the country. A common trait of 
the settings in Studies I, II and IV was urban location or proximity to an urban 
location. This is associated with higher availability of services, i.e., healthcare 
services and classroom-based (on-site) CO. 
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Study I was conducted in Stockholm County, covering an area of ~6 500 km² 
around the capital city of Stockholm. The county is divided into 26 munici-
palities and is the most densely populated county in Sweden with about 2.4 
million inhabitants (roughly 20% of the total population). About 660 000 per-
sons are foreign-born (SCB, 2022), and an additional 200 000 have foreign 
background (two parents born outside of Sweden) making it one of three coun-
ties in Sweden with the highest proportion of persons with an immigrant back-
ground.  

Study II was conducted in Skåne County situated in the south of Sweden. 
Its area covers ~11 300 km² and is divided into 33 municipalities. Skåne has 
about 1.4 million inhabitants of which about 330 000 are foreign-born and 
105 000 have foreign background (SCB, 2022). Skåne is the county with the 
second largest proportion of persons with immigrant background.  

Study IV was conducted in Uppsala County situated just north of Stock-
holm. The county has an area of ~8 200 km² and about 400 000 inhabitants.  
The county has eight municipalities. The number of foreign-born persons is 
79 000 and 20 000 have foreign background (SCB, 2021). Uppsala County 
has been one of the fastest-growing counties in Sweden in terms of population 
(SCB 2016). 

Study participants, data collection and procedure 
General characteristics of the study population 
The study participants in all the four studies were adults (18-69 years) and 
newly settled refugee migrants (0-5 years in Sweden), except in Study III 
where the participants were civic communicators with migrant/refugee back-
ground with a median of 9 years in Sweden. The educational levels varied but 
the most common level was 12 years or more (i.e., university or equivalent) 
followed by 10-12 years of education. All of the participants had residence 
permits in Sweden. To have a permanent residence permit was more common 
than having a temporary one. In the two studies conducted with only Arabic-
speaking participants (II & IV), the majority of the participants were from 
Syria followed by Iraq and other Arabic-speaking countries. In study I, 
Farsi/Dari and Somali-speaking made up 2/3 of the participants (the remaining 
were Arabic-speaking). In Study III, the majority of the participants were from 
Arabic-speaking countries. In Study I-III, the majority of the participants were 
women, and in Study IV, half of the participants were women. 

Study I 
Study I had a qualitative study design and explored perceptions and experi-
ences of an extended CO course, with added health communication. Trained 
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health communicators working in the healthcare region of Stockholm deliv-
ered the extended health communication. The study was based on six FGDs, 
conducted with 16 men and 16 women (32 participants in total) who were 
between 20-65 years old, recruited from six civic orientation classes in Stock-
holm. The median age was 37 years. The participants had varied educational 
levels; 10 participants had 0-6 years of education, seven had 7-9 years, nine 
had 10-12 years and six had more than 12 years. All participants in the study 
had permanent residence permits with an average time spent in Sweden of 
around three years. 

Two FGDs were conducted with two Arabic groups and two with Farsi- 
and Somali-speaking groups that were purposively selected from CO classes. 
The inclusion criteria were to have completed the CO course and to speak one 
of the three languages that represented the largest groups enrolled in the CO 
at the time, Arabic, Farsi and Somali. Each FGD had 4-6 participants and 
lasted 45-60 min. The FGDs were moderated by trained native-speaking mod-
erators with dual language and cultural competence, that of their native lan-
guage and Swedish. An observer from the research team also participated. I 
conducted the two FGDs with Arabic-speaking participants. The FGDs were 
recorded for later transcription and analysis. The data collection took place 
from June to August 2015 in three different civic orientation schools in the 
larger Stockholm area. The FGDs were held on the last day of the civic and 
health course. We used classrooms that were sometimes refurnished to suit the 
setup of the FGD and made sure that we had some refreshments at hand  

Study II 
Study II had a quantitative design and explored the role of individual-level 
health resources, health literacy, social support and self-efficacy, for health 
and well-being among newly settled refugee migrants. The study was based 
on cross-sectional data obtained from newly settled refugee migrants in Skåne 
County. The participants were enrolled in different civic orientation classes 
and consisted of 787 men and women. The ages varied between 19-69 years, 
with a median age of 35. About 16% had 0-6 years of education, 22% had 7-
9 years, 26% had 10-12 years and 36% had more than 12 years of education. 
All were Arabic-speaking and a majority were from Syria (74%). The average 
time spent in Sweden was around three years. 

The participants were recruited from CO classes based on their willingness 
to partake in the study. The inclusion criteria was enrolment in the CO course 
(which meant that all had a residence permit) and speaking Arabic. The ques-
tionnaire was a paper-and-pencil one that was distributed in the CO class-
rooms on the first day of the course. We visited 61 classes in total. Of the 940 
persons present in the classes, 787 consented to participate (84%). Arabic-
speaking research assistants were present in the classrooms to administer the 
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questionnaire and assist with reading the questions for those who needed sup-
port. The study was conducted between October 2017 and March 2019 in dif-
ferent CO locations in seven cities in Skåne County. 

Study III 
Study III had a qualitative design and explored civic communicators’ percep-
tions and experiences of an in-depth mental health training course aimed at 
newly settled refugee migrants. The study was based on 10 interviews with 
civic communicators, eight women and two men, working in different parts of 
Sweden. The interviews were conducted in Swedish. The participants’ ages 
were 35-54, with a median age of 41. All had more than 12 years of education 
and were full-time employed as civic communicators or coordinators. Eight 
came from Arabic-speaking countries and had lived in Sweden for 5-30 years 
(with a median of 9 years). Six had Arabic as their primary working language 
and four instructed in other languages. 

Purposive sampling was used for recruiting the respondents. The inclusion 
criteria were to have participated in MILSA’s basic educational program in 
civic- and health communication and fully completed the in-depth training 
course on mental health. The interviews were conducted on Zoom due to 
Covid-19 restrictions in September-October 2020, about one month after the 
last training session. The interviews were recorded for later transcription and 
analysis. 

Study IV 
Study IV had a quantitative quasi-experimental design that compare the effec-
tiveness of a regular and an extended CO course, with added health commu-
nication. This was done by examining if the extended CO course improved 
self-rated health and psychological well-being, health literacy, and social sup-
port among newly settled refugee migrants. The extended health communica-
tion was delivered by civic communicators who had received specialized 
training in health prior to the course.  

The study was based on data obtained from 316 participants recruited from 
CO classes in Uppsala County where the intervention was rolled out. The pop-
ulation consisted of more women than men (63% and 55 % in the intervention 
and control groups respectively). The ages varied between 20-65 years, with 
participants in the intervention group being slightly younger than the control 
group (median age 35 compared to 37 in the control group). The educational 
level was distributed relatively evenly across the four categories (0-6, 7-9, 10-
12, and more than 12 years of education) in both groups. The majority of par-
ticipants were born in Syria (over 78%) and had a permanent residence permit 
(over 62%). The average time spent in Sweden was three years in both groups. 

Out of 336 individuals eligible at baseline, 316 (94%) consented to partic-
ipate in the study and completed the first questionnaires. Of those, 248 (74%) 
remained in the study for the post-assessment. The questionnaire was a paper-
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and-pencil one that was distributed in the CO classrooms on the first and last 
sessions of the extended and regular CO classes respectively. The study was 
carried out between January 2018 and September 2019 in different locations 
in six out of eight municipalities in Uppsala County.  

Measurements 
Study I 
For this qualitative inquiry, an interview guide with semi-structured questions 
was used. The interview guide was originally developed in Swedish and trans-
lated into Arabic, Farsi and Somali. To be suitable for a FGD, the questions 
were condensed into four main questions related to the CO course and its 
added health content that was the focus of the inquiry, with probing questions 
to use when needed. The guide was peer-checked by one researcher and one 
moderator with experience in leading FGDs. The questions were developed to 
go from a broader type of open inquiry “What do you think about the civic 
orientation for newly settled migrants?” to more detailed inquiries about the 
content and delivery of the course. The question referring to the civic and 
health information was inspired by the health literacy concept and the four 
abilities, i.e., to access, understand, appraise and apply health information. 

 
Table 2. Example of questions from the FGD interview guide 
Main question: Civic and health information 
What do you think about the information that you received?  
- What type of information did you receive? 
- In what ways have you used the information/knowledge (if any)?  
- In what ways have you been affected by the information (if any)?  
- Has the information been beneficial for you? If yes, in what ways? 

Study II 
The outcome (dependent) variables that we wanted to investigate in this cross-
sectional study was self-rated health (SRH) and psychological well-being 
among newly settled refugees. The aim was to investigate them in relation to 
three individual health resources; health literacy, social support and self-effi-
cacy, demographic variables and previous illness. The choice of individual 
health resources was informed, as mentioned earlier, by the results from Study 
I. The full list of variables is shown in Table 3. 
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Table 3. List of variables 
Variable Categories 
Dependent variables (outcome)  
Self-rated health good/poor 
Psychological well-being good/poor 
  
Independent variables (explanatory)  
Health literacy sufficient/limited 
Emotional social support yes/no 
Practical support yes/no 
Self-efficacy High/low 
Gender woman/man 
Age 19-29, 30-49, 50-69 
Education 0-6, 7-9, 10-12, more than 12 years 
Country of birth Syria, other 
Type of residence permit permanent/temporary 
Long-term illness yes/no 

Self-rated health (SRH) was measured with the question “How do you assess 
your overall health status?” with five Likert-type response alternatives; very 
good, good, neither good nor bad, bad, and very bad. The question measures 
physical, emotional and social health and is accepted as an indicator of a per-
son’s subjective general perception of their health [51, 201]. The single-item 
question is widely used in research and has been used since the 1990s by the 
Swedish Public Health Authority in national surveys as well as in regional 
ones [202]. SRH is a predictor for morbidity [203] and has been shown to have 
good predictive power for mortality in different socioeconomic groups [204]. 
As for use in different ethnic groups, differences in SRH have been found to 
be largely attributable to psychosocial and economic conditions rather than 
cultural differences [205]. However, the meanings attached to the single-item 
question have been found to differ between certain ethnic groups which should 
be considered in comparative studies [206].  

Psychological well-being was measured using the 12-item version of the 
General Health Questionnaire (GHQ-12). The GHQ-12 has been extensively 
used in different countries and settings to assess non-psychotic mental health 
problems such as anxiety, depression, and loss of confidence over the past few 
weeks [207]. The scale has been found to have satisfactory validity and cross-
cultural sensitivity [207, 208]. The scale has been used for over 30 years in 
national surveys by the Swedish Public Health Authority as well as in regional 
surveys such as the Stockholm Region Public Health Survey [209]. The Ara-
bic version of the scale has been used and validated in both clinical and non-
clinical settings [210, 211]. Each of the 12 items has a four-point scale ranging 
from 0 (better than usual) to 3 (much less than usual), generating a total score 
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of 0-36, with higher scores indicating worse psychological well-being. In the 
current study, the scores were dichotomized into good/poor for each respond-
ent, with a 2/3 cut-off point (scores above 12 considered poor), that has been 
used as a general cut-off point across different settings [207, 212]. The mean 
GHQ-12 score of a population of respondents can also be used to roughly 
guide the threshold (11.21 in our sample) [212]. 

Health literacy was measured with the European Health Literacy Survey 
questionnaire (HLS-EU-16) [213], a 16-item version of the original Health 
Literacy Scale-EU-47. The scale has been validated for several languages and 
general and migrant populations in Europe and has been found to have good 
psychometric qualities [173, 214-217]. The Swedish version of HLS-EU-Q16 
(translated from English) has been translated to Arabic and used to measure 
health literacy among adult migrant populations in several studies, including 
the current one [94, 96, 128, 165]. The Swedish version is slightly modified 
from the original version, repeating the beginning of the question “how 
easy/difficult” in every question as shown in Table 4 below [94]. In the Arabic 
translation the “how easy/difficult” has been further simplified into “how was 
it for you” with the easy/difficult” in the response alternatives. When using 
the scale to assess the health literacy of persons with limited literacy (like a 
proportion of our study population), it has been recommended to simplify 
words or provide explanatory, contextual information to facilitate understand-
ing of the items [218].  

In the HLS-EU-16 scale, each of the 16 items is scored on a four-point 
Likert scale (very easy, easy, difficult, very difficult). The ‘difficult’ options 
are both assigned a value of 0 and the ‘easy’ options are both assigned a value 
of 1, giving a possible range of scores from 0 to 16. In the current study, the 
sum scores were dichotomized into sufficient HL (13–16) and limited HL 
(scores between 0–12) following the threshold reported for the HLS-EU-16 
scale [174]. 
 
Table 4. The HLS-EU-16 items [94] 
Items 
1. How easy/difficult is it for you to find information on treatments for illnesses 
that concern you? 
2. How easy/difficult is it for you to find out where to get professional help when 
you are ill (e.g., doctor, pharmacist or psychologist)? 
3. How easy/difficult is it for you to understand what your doctor says to you? 
4. How easy/difficult is it for you to understand your doctor’s or pharmacist’s in-
structions on how to take a prescribed medicine? 
5. How easy/difficult is it for you to judge when you need to get a second opinion 
from another doctor? 
6. How easy/difficult is it for you to use the information the doctor gives you to 
make decisions about your illness? 
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7. How easy/difficult is it for you to follow instructions from your doctor or phar-
macist? 
8. How easy/difficult is it for you to find information on how to manage mental 
health problems such as stress and depression? 
9. How easy/difficult is it for you to understand warnings about behavior (e.g., 
smoking, low physical activity and drinking too much)? 
10. How easy/difficult is it for you to understand why you need health screenings 
(such as breast examinations, blood sugar or blood pressure tests)? 
11. How easy/difficult is it for you to judge if the information on health risks in the 
media is reliable (e.g., from TV or the internet)? 
12. How easy/difficult is it for you to decide how you can protect yourself from ill-
ness based on information in the media (e.g., newspapers, leaflets and the inter-
net)? 
13. How easy/difficult is it for you to find out about activities that are good for 
your mental well-being (e.g., meditation, exercise and walking)? 
14. How easy/difficult is it for you to understand advice on health from your family 
members or friends? 
15. How easy/difficult is it for you to understand information in the media on how 
to get healthier (e.g., from the internet, daily or weekly or magazines)? 
16. How easy/difficult is it for you to judge which everyday behaviour is related to 
your health (e.g., eating habits, exercise habits and drinking habits)? 

The social support variables, emotional and practical social support, refer to 
bonding social capital and are derived from the theoretical framework of so-
cial capital [91, 186]. The questions have been used empirically in research 
and in Swedish national as well as regional public health surveys [100, 101, 
202]. The emotional social support was phrased as “Do you have anybody 
whom you can share your deepest feelings with and confide in?” with yes/no 
response alternatives, and the practical social support was phrased as “How 
many people in your surroundings can you easily ask for help with everyday 
tasks”, and dichotomized into none/one or more persons. 

Self-efficacy was measured using the General Self-Efficacy Scale (GSE), a 
10-item scale measuring an individual’s belief in their ability to cope with and 
act on difficulties or situational demands [190]. The validity of the scale has 
been found satisfactory in previous studies [219, 220]. Each item is reported 
on a four-point scale ranging from 1 to 4; not at all true (1), hardly true (2), 
moderately true (3), and completely true (4). Items were averaged after com-
puting the total GSE score and dichotomized into high and low (similar to 
HLS). The mean of the general population can be used to determine the cut-
off (usually found to be around 2.9) [190]. In the current study, the mean score 
of our study population (= 3.0) was used as a cut-off.  
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Study III 
A semi-structured interview guide was used for the qualitative interviews on 
perceptions and experiences of the in-depth training course on mental health 
aimed at newly settled refugee migrants. The guide included questions about 
experiences of the course in relation to the interviewees’ role as civic commu-
nicators. The interview guide consisted of three general questions and several 
probing questions. Some of the probing questions were inspired by the frame-
work of health literacy.  
 
Table 5. Example of questions from the FGD interview guide 
General questions about perceptions and experiences of the in-depth course 
How did you feel participating in the course?  
What new knowledge did you gain by participating in the course?  
What do you think about what you learned in the course?  
Probing questions 
How would you say that participation in the course affected the way you think 
about mental health?  
How would you say that participation in the course affected the way you work as a 
communicator when it comes to mental health?  
How would you say that participation in the course affected your ability to access, 
appraise and apply information about mental health?  

Study IV 
The outcome measurements used in this study were five; self-rated health, 
psychological well-being, health literacy, emotional social support and prac-
tical social support. They were used in the comparison of the effectiveness of 
a regular and an extended civic orientation course with added health commu-
nication, and to examine whether the extended course improved self-rated 
health and psychological well-being, health literacy, and social support 
measures. The full list of variables is shown below. 
 
Table 6. List of variables 
Variable Categories 
Outcome variables  
Self-rated health good/poor 
Psychological well-being Scale (GHQ-12) 
Health literacy Scale (HLS-EU-16) 
Emotional social support yes/no 
Practical support yes/no 
  
Demographic variables  
Gender woman/man 
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Age 19-29, 30-49, 50-69 
Country of birth Syria, other 
Education 0-6, 7-9, 10-12, more than 12 years 
Type of residence permit permanent/temporary 
Long-term illness yes/no 

All five outcome measures have been described under Study II (pages 43-45). 
However, in the current study, two of them were used differently. The GHQ-
12 measuring psychological well-being and HLS-EU-16 measuring health lit-
eracy were used as continuous variables (and not dichotomized). For the 
GHQ-12, a total score of 0-36 was calculated for each of the participants, with 
higher scores indicating poorer condition. For the HLS-EU-16, a sum score of 
0-16 was calculated, with higher scores indicating better health literacy. 

Analysis 
Study I  
All six FGDs were translated and transcribed from the three original languages 
(Arabic, Farsi and Somali) to Swedish by the moderators (I translated and 
transcribed the two Arabic FGDs), except for the Somali ones, which were 
translated and transcribed by an external person. The transcripts were read and 
coded individually by the authors according to the steps described by Krueger 
and Casey for content analysis for FGDs [221]. An inductive approach was 
employed. The analysis started during the data collection with me, the first 
author, reading the transcripts and writing short summaries. After the comple-
tion of the data collection, the transcripts were read several times and sorted 
roughly into patterns based on the questions in the interview guide [221]. The 
transcripts were then coded based on those patterns, and similar codes were 
merged and labelled with sub-categories. The codes and sub-categories were 
compared, discussed and adjusted in a triangulated process involving all au-
thors before being merged into three main categories. The sub-categories, 
main categories and quotations were then translated into English. Investigator 
triangulation was performed in all steps of the analysis to validate the findings, 
and reflexivity was discussed and considered in terms of avoiding possible 
biases.  

Study II  
Out of 787 records, 331 (42%) were incomplete. Multiple imputation (50 mul-
tiply imputed datasets) was employed for missing values (1-9.5% at individual 
item level). Descriptive statistics (numbers and percentages) were used to de-
scribe the characteristics of the participants for both original and imputed data. 
Multivariate binary logistic analyses were then employed on the pooled data 



 50 

to investigate associations and changes of the independent variables on the 
two health outcomes (SRH and psychological well-being) when adjusted step-
wise in three models. In the first model, we adjusted for health resources 
(health literacy, emotional and practical social support and self-efficacy). In 
the second model, we added demographic variables (gender, age, education 
and type of residence permit) and in the third model, we added long-term ill-
ness. Results were presented as odds ratios (OR), with a 95% confidence in-
terval (CI). Statistical Package for the Social Sciences (SPSS) version 28.0 
was used for all statistical analyses. 

Study III 
All ten interviews were transcribed by a professional transcriber. The inter-
views were then read and coded independently by three of the four authors. 
Data were analyzed using inductive thematic analysis described by Braun & 
Clarke [222]. Codes explaining similar patterns were collated to form prelim-
inary sub-themes that were later further organized to develop themes. To val-
idate the findings, the authors compared and discussed the sub-themes and 
themes that they had developed independently. As first author, I then reviewed 
and refined the sub-themes and themes before a second triangulation meeting 
was held to finalize themes including the overarching theme. Throughout the 
analysis, there was continuous reviewing of the sub-themes and the themes in 
order to ensure that the themes reflected the data set. 

Study IV 
Out of 316 records, 222 (70%) were incomplete (had missing on at least one 
of the 73 variables). Multiple imputation (100 multiply imputed datasets) was 
employed for missing data (0-31% at individual item level). We used descrip-
tive statistics to describe the sample, and Chi-square tests and ANOVAs to 
compare (1) the intervention and control groups at baseline, and (2) baseline 
characteristics of those who stayed in the study and those who dropped out. 
To investigate differences between the two groups over time (baseline to fol-
low-up), we used linear mixed model for the scales (HLS, and GHQ-12), with 
age as covariate (due to a significant difference between the two groups at 
baseline), and Chi-square test for the categorical variables (self-rated general 
health, emotional and practical social support). F and p values for categorical 
values were calculated based on the D2 statistic for pooling chi-square values. 
We conducted a retrospective power analysis on the sample of 316 partici-
pants for the effect size calculations (Cohen’s d). Statistical Package for the 
Social Sciences (SPSS) version 28.0 and R 3.5.2 were used for the statistical 
analyses. 
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Ethical considerations 
Ethical approval for all four studies was applied for and granted by the Swe-
dish Ethical Review Board, (registration number for Study I: 2014/526, Study 
II: 2017/292, Study III: 2019-00035 and Study IV: 2017/437).  

To consider the ethical aspects of the PhD project has been important for 
me throughout the research process, from conceptualization to execution. My 
overarching ambition for the studies has been to increase understanding about 
factors that mitigate ill health and increase empowerment in the early post-
migration phase, thereby contributing to equity and better health among the 
newly settled. However, recruiting newly settled refugee migrants for our 
studies (I, II and IV) meant considering the burden of engaging a vulnerable 
group and asking for their participation in different research studies that they 
themselves would not benefit from in any direct way. The vulnerability of the 
newly settled refugee migrants has several intertwined layers. Firstly, being in 
a resettlement phase fraught with a number of structural socio-political barri-
ers. Secondly, the contextual dimension, e.g. having to adapt to and navigate 
new systems in a new context, on behalf of themselves and in many cases their 
children [7, 71]. Thirdly, being in the Introduction Program with all its man-
dated activities, with the pressure and inner and outer expectations to learn the 
language and find employment within a short period. With this in mind, I was 
humbled by our participants’ willingness to participate and engage in the stud-
ies. I understand it as something that should not be taken for granted.  

As part of the practical considerations, we made sure that the information 
about the studies as well as the interview guide and questionnaires were trans-
lated with high quality to the languages of the participants. This was done by 
employing professional translators, and back-translation and piloting of ques-
tions. The purpose was to make the information and the measurements more 
accessible [223]. In the recruitment process, we informed participants com-
prehensively, both orally and in writing, in their native languages, about the 
respective study; its aim, method and execution. Native-speaking personnel 
were available in all classes. Besides informing about the study and what par-
ticipation would entail, they stressed that participation was voluntary and 
could be discontinued at any time during the study, without any consequences. 
To avoid that someone felt pressured to participate, the research personnel 
also informed that participation or non-participation would not affect the res-
idence permit process in any way. They also informed about confidentiality in 
handling, analyzing and storing the data. The use of native-speaking research 
personnel through the recruitment and data collection was deliberate to make 
the communication more direct and the participants more at ease. Further, to 
ensure that experiences and views (Study 1) were not lost in the process of 
interpretation, a process that comes with quality requirements that are some-
times hard to achieve [224].  
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Main results  

Based on the supposition that different methodologies complement and enrich 
each other (keeping the different epistemological underpinnings in mind), the 
results from the four studies will be presented in conjunction where appropri-
ate, with a clear mention of which study they originate from. The main find-
ings have been compiled under three main areas; (1) Information needed ear-
lier in the post-migration phase (2) Limited health literacy, lack of social sup-
port and low self-efficacy associated with poor health outcomes, and (3) 
Health communication and promotion within the civic orientation. 

Health information needed earlier in the post-migration phase  
Results from Study I exploring participants’ perceptions about an extended 
civic- and health orientation course showed that the need for information oc-
curs early, already in the asylum phase. This need was expressed for both 
health and civics information. The healthcare system, the laws, education and 
the labor market were specifically mentioned as valuable and essential for 
starting a life in Sweden. As expressed by a participant: 

“This course is like a compass to us […] To give this compass that will guide 
the way to wherever he or she wants to go, to ideas … through work or studies 
or anything else. A compass that starts early, so that it can guide the people.” 

The time awaiting residency decision was described as challenging in general 
and void of information. Getting the information early on was perceived as 
important to avoid misinformation, confusion and hearsay: 

“During this year (waiting for a decision), you hear a lot of things and claims. 
So, you get faulty information and you also get some correct information. It’s 
important that you get the information in an early stage, so that you understand 
the laws in the right way, and it becomes established in a permanent way. Then, 
you can avoid the uncertainty; you get the right information directly.” 

 

Mental health information needs 
Results from Study III, exploring civic communicators’ perceptions and ex-
periences of an in-depth mental health training course aimed at newly settled 
refugee migrants in Sweden, add the dimension of mental health needs. As a 
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result of taking the in-depth course, the civic communicators reported having 
acquired knowledge that made them better at identifying mental ill health 
symptoms e.g., stress or grief among participants. Examples given as signs of 
mental distress included participants being silent and absentminded in classes, 
not engaging and not being able to focus or understand the content. The civic 
communicators reported an extensive need for mental health information even 
if the mental health needs were perceived to be varied among the migrant 
group. These needs were viewed to be intertwined, i.e., related to both pre- 
and post-migration experiences. Difficult memories and traumatic experi-
ences that had primarily occurred pre- and during the migration to Sweden 
were perceived to be a cause. Post-migration challenges and requirements 
such as learning the language, finding a job, and integrating in Sweden were 
seen as adding to the mental stress among the newly settled group. Some re-
flected that an initial positive outlook of having reached safety could later 
change in face of difficulties, increasing the stress level with time: 

“There is little or no chance to find work (in small municipalities) so they don’t 
have hope for the future and that’s really bad. It’s of course a part of their stress 
problems, it could be their old life, maybe parents who need help and so on, 
but at the same time, there is a lot that affects our mental well-being and it is 
the future. They know that chances to find work, especially in our small mu-
nicipality are scarce so that affects their mental health.” 

Several respondents in Study III had observed that some of their participants 
were unaware that they were unwell, believing that their stress was normal. 
Respondents reflected that unmet mental health needs of newly settled mi-
grants affected their potential to benefit from the CO and other introduction 
activities such as language training and job counseling.  

“They need help to integrate into society and it is a very good way to integrate 
into society, by feeling well.” 

The association between limited health literacy, social support 
and self-efficacy and health and well-being  
Study II explored newly settled refugee migrants’ health literacy, social sup-
port, and self-efficacy and investigated how these individual health factors 
were associated with general self-rated health (SRH) and psychological well-
being. Descriptive results from pooled data show that the majority of partici-
pants had limited health literacy (62%), but a smaller proportion had low emo-
tional social support (28%), low practical social support (13%), and low self-
efficacy (42%). More than one-third of the participants (36%) had low SRH. 
The proportion with poor psychological well-being was similar (34%) to that 
of low SRH. The mean score for (GHQ-12) was 11.14 (SD=7.04), and the 
median was 10. 
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In the logistic regression analysis, the pattern of results was similar for the 
two outcomes, SRH and psychological well-being. Limited health literacy, 
lack of emotional support, and low self-efficacy were consistently associated 
with both poor self-rated health and poor psychological well-being. Demo-
graphic variables such as gender, education, and type of residence permit were 
not as imperative. In the fully adjusted models, limited health literacy had the 
strongest statistically significant association with both poor SRH (OR=2.19, 
CI: 1.48-3.24) and poor psychological well-being. Among the demographic 
variables, older age was associated with poor SRH and psychological well-
being. Higher education (more than 12 years) was associated with poor psy-
chological well-being (OR=3.40, CI: 1.81-6.39). Type of residence permit 
was not associated with either health outcome. Previous long-term illness was 
associated with poor SRH (OR = 6.09, 95% CI = 4.18–8.86) and with poor 
psychological well-being (OR = 1.61, 95% CI = 1.12–2.33). 

Health communication and promotion embedded in the Civic 
Orientation course 
The health communication  
Studies I, III & IV explored different aspects of health promotion provided 
through extended health communication within the CO course. Participants in 
Study I who were part of an extended CO course, with added health commu-
nication, perceived that the health topics provided important information re-
garding the right to healthcare, patient fees, children’s health, women’s health, 
mental health and well-being, sexual health, pharmacies and the right to have 
an interpreter. Participants viewed the information about how to seek regular 
and emergency healthcare as particularly important and many reported that 
they had acquired an understanding of how and when to seek healthcare. The 
health information was perceived as detailed and trustworthy. The health com-
munication on lifestyle factors was also viewed as something positive and in-
spiring. Several participants expressed that they had been inspired to try 
healthier habits related to sleeping habits, healthy eating and exercise. For 
some, the general information on healthy lifestyle choices was not new. How-
ever, context-bound information was new, both detailed aspects such as spe-
cific labeling of healthy food products and more generally how health is 
viewed in Sweden: 

“Another thing she (the communicator) talked about was the equality in exer-
cising; it’s not only the men who should have strong physique, but women can 
also contribute to society with their muscular strength, in addition to their in-
tellectual capacity of course.” 

Participants in Study I expressed that participating in the CO course had in-
creased their knowledge about society, which promoted independence and 
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self-confidence in encounters with societal institutions such as the healthcare 
system. An experience that was shared by some participants was that the 
course had activated them socially and provided them with opportunities to 
make friends and meet people from their own and other countries. Some par-
ticipants also reported having reached out to others in their communities to 
assist or guide them in matters that they had gained knowledge about, such as 
how to get access to healthcare. 

In Study III, the perspectives of the civic communicators on the mental 
health related content showed that stigma, being unaccustomed to talking 
about mental health, and the risk of evoking difficult memories from flight 
and migration could be a barrier to communication on mental health. How-
ever, the respondents also reported that as a result of taking the in-depth train-
ing course they had acquired new tools, including practical elements that en-
abled them to lead reflective conversations about different aspects of mental 
health: 

“You become aware of the mental ill health journey. How it starts, and then 
how life, your whole life can be affected, and then what we can do as civic 
communicators or conversation circle leaders or someone who meets a person 
with mental ill health. How I can act in this journey or at the point we’re at as 
I see it. Does the person have enough on their plate or can I add another step? 
If I’m going to explain it: when you start to talk about your troubles, then you 
have taken the first step ahead to find relief. Our role is to push them to take 
the next step.  

Tell: you might find relief or at least take the next step in this journey.” 

In Study I, the native-speaking civic communicators (as well as the health 
communicators) were described as engaged and trustworthy. A majority of the 
participants perceived the communicators to be competent and committed 
which created a good atmosphere and facilitated discussions about different 
topics, including more sensitive ones such as sexual and reproductive health 
and rights. The teachers’ communication in the participants’ language was ex-
perienced as being an enabling factor. Across the focus groups, the partici-
pants expressed that they interacted significantly with the civics teachers and 
were inspired and motivated by them to learn the language and partake in so-
ciety as they had done before them.  

Participants in Study I reflected on the varied composition of the class and 
the need to adjust the course content to the participants’ age and previous 
knowledge. This was discussed in relation to the course as such including the 
health topics: 

“The teacher explained about an app and how to count calories. It’s difficult 
for the older persons to use the mobile and understand this. But for my age, it’s 
really easy. I understand it directly, but they need a long time to understand 
such a thing; they haven’t really been exposed to it earlier.”  
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In Study III, potential adjustments were discussed from the point of view of 
civic communicators. The respondents perceived that some of the in-depth 
training material on mental health needed adaptation and adjustment to be 
used in larger groups, i.e., CO classes and for those with no or low education:  

“I am using the trauma and self-care (material). There is some complicated 
information about the brain and specific terminology in Swedish. I read it over 
and over to be able to understand the framework and to be able to recount it in 
a simple way to participants who are low educated. […] I read it again and 
again, about reconciliation and acceptance. It’s really valuable.” 

Some respondents in Study III reflected that there were few arenas to talk 
about mental health issues for newly settled migrants. Civic orientation classes 
were described by some respondents to be suitable for addressing mental 
health issues as they take place in a fairly early phase of resettlement. The 
respondents further reflected that the civic orientation should start with mental 
health themes so that participants could benefit more from other themes in the 
civic orientation as well as other introduction activities.  

“This (mental health information) should be given at the start of every civic 
orientation class. So before one talks about what applies here and how things 
work in Sweden […], one should talk about mental well-being to each and 
every one that starts in a new group, to start with this I believe.” 

The intervention outcome 
In Study IV, the effectiveness of a regular civic orientation course was com-
pared with an extended civic orientation course, with an added health commu-
nication component. Additionally, the study examined whether the extended 
civic orientation course improved SRH and psychological well-being, health 
literacy, and emotional and practical social support. Significant interaction ef-
fects between group and time were only observed for health literacy (F = 0.21, 
p = 0.032) with small effect size (Cohen’s d = 0.21). Investigation of the 
means showed that from pre- to post-assessment, participants in the interven-
tion group reported more improvement in health literacy compared to the con-
trol group. This indicates that the intervention was effective in increasing 
health literacy, but not other outcomes (i.e., psychological well-being, self-
rated health, social and practical support). 

Significant effects of time alone were observed for psychological well-be-
ing and health literacy (F = 1.13, p <0.001; and F = - 0.91, p <0.001 respec-
tively), but not for the other outcomes. This shows that overall following the 
civic orientation course, participants reported an improvement in their psy-
chological well-being as well as health literacy.  
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Discussion 

The overall aim of the thesis was to explore, assess and further the understand-
ing of the role of health promotion and individual health resources for health 
and well-being among refugee migrants in Sweden in the early post-migration 
phase. The main findings will be discussed according to three main areas re-
lated to the overall aim; (1) Information needed earlier in the post-migration 
phase (2) Limited health literacy, lack of social support and low self-efficacy 
associated with poor health outcomes, and (3) Health communication and pro-
motion within the civic orientation.   

The need for health information early in the post-migration 
phase 
The findings related to the early need for health and civics information ex-
pressed by the newly settled migrants (Study I) partaking in the CO are in line 
with findings from other Swedish studies [225, 226] as well as European and 
global studies [227-229]. The information needs are related to the migrants’ 
processes of interactions and negotiations with new social, political, and eco-
nomical structures encompassed under the framework of SDH [71]. In the 
time awaiting a formal decision on residency in Sweden, these interactions 
would be supported by having information of the kind that is provided later in 
the CO course. In Sweden, stakeholders and civil society working with newly 
settled migrants have recognized these information needs [143, 152]. In re-
sponse, a short mandatory “Civic Introduction” was recently instated for asy-
lum-seekers, organized by the Swedish Migration Agency. Certain municipal-
ities and civil society also offer general information about society aimed at 
asylum seekers. However, neither of these activities has a focus on health 
needs. Moreover, the empowering perspective, i.e., building on skills and re-
sources such as health literacy and social capital is largely lacking. This might 
be due to how integration is viewed by policymakers (Swedish and European 
alike). The aim of the Introduction Program is integration understood as “fa-
cilitating and precipitating establishment in the labour market and active par-
ticipation in society”, i.e., learning the language and finding employment 
(2010:197). The role of health for a successful integration however, seems less 
understood [147]. Health and health promotion are therefore not at the fore-
front of the activities proposed by the legislation, but rather an addition made 
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on the county and municipality levels. Even in that respect, a recent study from 
Svanholm et al showed that regional and municipal politicians considered the 
health-related effects of their decision on newly settled migrants’ health less 
frequently compared to that of the total population’s [147]. Further, health 
promotion in Introduction activities requires developing intersectional collab-
oration and a clearer definition of roles between involved authorities in order 
to be fully realized e.g. the municipalities, the Public Employment Services 
and the regions in charge of healthcare [151, 152]. 

Mental health information needs 
These early needs for information were echoed by the civics communicators 
(Study III), adding the perspective of mental health information needs, ob-
served to be intertwined, i.e. related to both pre-, peri- and post-migration fac-
tors. Literature suggests that the mental health of newly settled migrants is 
affected by pre- and peri-migration determinants and events that are experi-
enced by many forced migrants such as physical and psychological violence, 
involuntary separation from family members, traveling in unsafe ways, and 
detention at borders [19, 40-47]. The findings are also linked to structural and 
socio-political barriers in the asylum- and early resettlement phase such as 
waiting on residency and family reunification [69, 73], isolation and discrim-
ination [69, 74], hostile political climate and discourse [75] and socio-eco-
nomic status [4, 5, 42, 76, 77]. Based on the available evidence, it can be ar-
gued that upstream SDH not only affects the health and well-being of asylum-
seekers and newly settled migrants; they have the largest effect. However, for 
milder mental illness, there is evidence that interventions that promote 
knowledge and utilization of various self-help strategies may be sufficient to 
prevent the development of clinical mental illness [230]. Health promotion 
focusing on mental health literacy has therefore been suggested to be useful 
for empowering communities to take action for better mental health [169, 230, 
231]. However, as reported in Study III, there is a lack of arenas to promote 
mental health at a general level among the newly settled in Sweden.  

The association between limited health literacy, social support 
and self-efficacy and health and well-being 
The findings from Study II on the role of health literacy, social support and 
self-efficacy for health and well-being among newly settled migrants, add to 
the understanding of the importance of these individual health resources for 
newly settled refugee migrants. 

The levels of limited health literacy in the studied population (~60%) are 
similar to those found among other newly settled refugee migrants in Sweden 
[94-96]. The levels of limited health literacy are also higher than that of the 
general population in Europe [232]. Global studies on health literacy and 
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newly settled migrants remain rare [193]. The results regarding limited health 
literacy and its association with poor SRH and psychological well-being are 
in line with previous studies on health literacy in general populations [98, 233] 
and among migrant populations [95, 234]. Theoretical models and empirical 
studies have shown that limited health literacy is linked to poor utilization and 
access to health care [95, 98, 99], which could explain the relatively strong 
association between health literacy and health outcomes found in our study. 
The poor use of health care is in turn affected by structural obstacles related 
to SDH such as lack of health information, limited access to digital technology 
[161] and access to adequate, and equal healthcare being obstructed by racism 
in the healthcare sector [160]. In regards to mental health services, migrants 
are also more likely to have difficulties accessing and utilizing mental health 
services in comparison with the majority population [63, 235], due to language 
barriers, poor knowledge about mental health as well as the health care system 
in receiving countries [63, 236, 237]. Other reasons for not seeking mental 
health care include fear of disclosure due to the stigma surrounding mental ill 
health as well as different help-seeking behaviors and coping mechanisms 
[238-240].  

The association between individual-level low social support and poor SRH 
and psychological well-being found in our Study II has been reported in stud-
ies on general populations [181-183, 241] and migrant populations [33, 53] as 
well as in comparative studies including both groups [100]. The rather strong 
association between lack of social support and impaired psychological well-
being found in our Study II could be explained by the effect of migration on 
social and community networks, as an intermediate or downstream SDH. Mi-
gration is known to negatively affect individuals’ social networks, which are 
disrupted by the migratory process and take time to rebuild [92, 93]. Further, 
asylum processes disrupt family entities as family members often remain sep-
arated for long periods before reunification [242], which is linked to immigra-
tion policies, i.e., upstream SDH. These disruptions in social networks and 
family entities have direct negative effects on health, amplified by other struc-
tural barriers in the resettlement phase. Our findings from Study II add to 
growing evidence of the importance of health literacy and social support for 
migrants’ health. Few studies on social capital of migrants have been per-
formed in Sweden and most of them have focused on bridging and linking 
types of social capital. One of the studies found that bonding social capital 
(i.e., social support) had the strongest mediatory role on health outcomes of 
all types of social capital, albeit augmented by the other types [100]. More 
research on the different effects of different types of social capital is needed 
to understand what type of social support might be of particular relevance for 
SRH and well-being among migrant groups. 
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As modifiable determinants of health, both health literacy and social sup-
port make good targets for non-medical health promotion efforts [116], espe-
cially if including broader socio-ecological aspects of SDH that are generally 
lacking in health interventions targeting migrant populations [111, 116].   

Health communication and promotion within the Civic 
Orientation  
Results from Studies I, III and IV on health communication and promotion 
within the CO course show overall good potential for increasing participants’ 
health literacy. The participants viewed the health communication content as 
relevant and reliable, inspiring them to focus on their health. Participants also 
expressed that the information they received made their contacts with author-
ities, e.g. the healthcare system, easier to navigate and more accessible to 
them. In addition, the CO course as a whole gave new insights and an under-
standing of how Swedish society is organized. These findings are consistent 
with the outcomes of the CO being empowering, as it gave situation-specific 
perceived control and skills [191]. Comparable findings regarding increased 
self-confidence and autonomy as an outcome of civic and health information 
have been reported in studies on immigrant parent education programs [243] 
and culturally tailored health programs [119]. Based on Study I, the health 
communication integrated within the CO course can be hypothesized to have 
increased the participant’s health literacy. This finding is corroborated by 
findings in Study IV where significant effects of time alone were observed 
and health literacy showing that overall following the civic orientation course, 
participants reported an improvement in their psychological well-being as 
well as health literacy. Furthermore, participants in the intervention group 
(who had received the extended health communication) reported more im-
provement in health literacy compared to the control group. This indicates that 
the intervention was effective in increasing health literacy. Even if the effect 
size was small and a follow-up assessment is needed to confirm the sustaina-
bility of change over time, an improvement in health literacy is important. As 
illustrated by the integrated model for health literacy, this improvement could 
affect overall health and empowerment through the pathway of enhanced 
skills and motivation and intermediate health outcomes such as lifestyle 
changes [90, 164]. This in turn is building an individual health resource that 
can mediate detrimental effects of upstream SDH affecting newly settled mi-
grants in the resettlement phase. The relevance of this finding must also be 
seen in light of the scale that health promotion within CO can offer. In contrast 
to often small-scale educational promotion initiatives conducted outside of the 
healthcare sector, a CO-based one can reach more people, as a mandatory ac-
tivity for newly settled refugee migrants.  
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Findings from Studies I and III put the focus on the role of native-speaking 
civic communicators (and health communicators) in the communication and 
health promotion carried out within the CO. The communicators were viewed 
as being engaged, committed, competent, and trustworthy. Further, they were 
described as creating a good atmosphere and facilitating discussions about dif-
ferent topics, including more value-ridden ones where cultural differences 
were present. The fact that the communication was in the participants’ native 
language was expressed as important for the accessibility of the information 
The results from Study I are in line with research on cultural mediation as a 
proven method to decrease language and cultural communication barriers 
[244]. It includes language interpretation, mediation of cultural differences 
and facilitation of communication and knowledge [245]. Intercultural media-
tion is used in other European countries, especially within the healthcare sys-
tem [245] but less so in civics orientation [246].  

The in-depth mental health training for civic communicators investigated 
in Study III highlighted the potential of enhancing the mental health literacy 
of the communicators and consequently the mental health communication and 
health promotion offered in CO. To secure the continued development of the 
civics and health information provided within the CO, a permanent national, 
educational program for civics- and health communicators have recently been 
suggested by The County Administrative Boards [143].  

Reflections on implications for practice and research 
In Studies I and III, barriers related to the health promotion activities within 
the CO were identified, such as the need to adapt the content and material for 
larger groups and to the diverse educational backgrounds of participants. The 
general complexity in designing interventions targeting migrants as a sub-
group is the heterogeneity within this group that is often not adequately ad-
dressed [116]. Another general concern for migrant-specific interventions is 
that they point out migrants as having special needs, overstating ethnic and 
cultural explanations for health status, vis-a-vis upstream SDH [247]. This is 
a valid critique in light of the larger impact of these SDH on health as well as 
the fact that they remain largely unaddressed. However, a strength of inter-
ventions conducted within Introduction Programs and CO, is that newly set-
tled migrants are already enrolled in them; they are mandatory and health pro-
motion focusing on individual health resources and capacities can only give 
added value. Furthermore, they reach a large number of participants as op-
posed to the prevailing model of smaller group interventions. However, more 
studies are needed to investigate long-term effects of this type of health inter-
ventions, and other ways to strengthen health outside of the healthcare sector 
in the early post-migration phase. For instance, participatory approaches 
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should be explored, involving newly settled refugee migrants and incorporat-
ing their understanding of health and preferred ways of promoting health 
[123]. 

A structural challenge is the proposed changes in the Introduction Program 
currently being investigated by the government, whereby a test element will 
be introduced as a requirement to obtain a permanent residence permit. The 
test will include both language- and civics proficiency. The purpose of the 
tests, the level of proficiency needed for integration, and the consequences of 
these types of tests on newly settled migrants are debated in the European 
context [248]. From an SDH perspective, these tests constitute another socio-
political obstacle; however research on health consequences is lacking. The 
results from our studies and conclusions around the health promotion potential 
of extended health communication within the CO, might not apply fully when 
these test requirements are implemented. The burden imposed on the individ-
ual by such language requirements and language and civic tests (linked to res-
idency and citizenship) might reduce some of the health promotion potential. 
Even with a need for health communication and health promotion, expressed 
by the newly settled themselves; this need would have to be weighed against 
changing priorities that the group might have within the scope of their intro-
duction activities. Once implemented, research on how the test element affects 
health and how it is perceived by the participants is warranted.  

As for the critique of the CO asserting nationalism and assimilatory ideas 
and providing an idealized picture of the Swedish society reinforcing an us-
versus-them thinking (and understating existing discrimination and racism) 
[145], this critique should be taken seriously, since such tendencies threaten 
to “undo” the good of health promotion initiatives embedded in the CO. How-
ever, the unique role of the civic communicators in understanding, mediating 
and addressing these issues should not be underestimated as well as the poten-
tial to air these questions in the dialogue element of the CO (if used properly). 
In general, the information about health and society was viewed as important, 
promoting independence and empowerment among participants in our studies. 
Nevertheless, more research from the perspectives of the participants on this 
particular aspect would be beneficial to validate and address raised concerns.    

Methodological considerations 
The strengths and weaknesses of the studies will be discussed separately for 
the qualitative and the quantitative studies as differences in epistemological 
assumptions influence what is considered a strength or weakness in study de-
signs and procedures.  
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Qualitative studies I & III 
As is common in qualitative research, methodological strength will be dis-
cussed by employing the concepts of credibility, confirmability, dependability 
and transferability of results. These concepts relate to the overall rigor and 
trustworthiness of the methods and analysis used to obtain the results [249, 
250].  

Credibility refers to how well the results reflect reality and was considered 
and addressed in our studies, from the data collection to the analysis phase. In 
the recruitment of participants, we ensured that we included persons with dif-
ferent socio-demographic characteristics (gender, age, education, country of 
origin, etc). The recruitment in Study I was carried out in different parts of 
Stockholm, and in Study III, the participant were from different parts of Swe-
den. These factors will have contributed to a diversity in the experiences and 
perceptions of the studied topics. An adjacent concept is conformability refer-
ring to the extent that the results reflect and are based on participants’ experi-
ences and words rather than preferences and biases of the researchers [249]. 
In our Study I, a strength was that the FGDs were moderated in the native 
languages of the participants avoiding a loss in information (and time for par-
ticipants to speak) due to interpretation [224]. We observed that it led to a flow 
and ease in the interaction between the moderators and the participants sought 
after in FGDs [221]. Four of the six FGDs were then recorded and simultane-
ously translated and transcribed into Swedish by the same moderators, which 
will have reduced the risk of misunderstanding in the translation/transcription 
process. However, employing moderators from the same culture as the partic-
ipants might have introduced social desirability bias, meaning that the partic-
ipants might have provided answers they thought were desirable [251].  

In both Study I and III we employed investigators’ triangulation [250], 
meaning that findings were coded by several authors (with different educa-
tional and professional background) and consensus on main categories or 
themes were arrived at after discussions, to minimize implicit individual bi-
ases.  

Dependability refers to the extent to which similar results would be arrived 
at if the study was repeated in the same context, with the same methods and 
with the same participants. It is obtained by giving a detailed report or trail of 
how the data collection and analysis were carried out [249]. We sought de-
pendability by reporting the different stages of the research process in as de-
tailed a manner as possible (under Methods).  Given the constructionist as-
sumptions, the aim is not so much to achieve similar results, as it is to enable 
researchers to repeat the work process and enable the assessment of the ap-
propriateness of the process and procedures used to achieve the results.  

Transferability refers to how well the results would be applicable to similar 
populations in other settings [250]. In positivistic approaches, demonstrating 
generalizability to wider populations is a strength. In constructivist qualitative 
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methodology, results tend to be more specific to certain contexts and popula-
tions. However, as a prerequisite for transferability, we have described the 
characteristics of the participants in Study I and III (age, gender, education, 
residence status, etc) and the context in which they were recruited. The results 
in Study I would be transferrable to setting similar to ours, i.e., with a similar 
socio-political context (i.e., European and OECD countries) as this is likely to 
have affected the results. Similarly, in Study III the educational components 
of the in-depth course for communicators would have to be comparable.  

Reflexivity 
In the constructivist approach, the researcher is understood as a person affect-
ing the research process and results irrespective of the way the data was ob-
tained [252]. Reflexivity involves clarifying preconceptions brought into the 
project by the researcher’s personal characteristics (e.g., gender, age, educa-
tion, social attributes) and previous professional experiences [250]. The re-
searcher’s position affects issues such as access to the field, how much infor-
mation the respondents share, and how the researcher constructs the use mean-
ing of the provided information [253]. As the first author, I have reflected on 
my role in the presented studies, in particular in relation to my Syrian back-
ground, my educational background and time spent in Sweden. My ’insider’ 
or cultural identification with the participants (the Arabic FGDs in Study I), 
and the fact that I speak Arabic, I believe facilitated the recruitment of partic-
ipants, and contributed to making participants more at ease, resulting in richer 
conversations [253]. These outcomes were also the reason for employing na-
tive-speaking moderators and facilitators. My shared background and personal 
attributes might have contributed to a certain degree of social desirability 
given my “senior” position as a researcher from the same country (referring 
to the FGDs conducted by me in Study I). However, as the conversation pro-
gressed I noticed that more critical views were voiced and my “role” became 
less central. As for the data, insights and hints were well understood between 
us and could be incorporated into the interpretation of the results, but certain 
statements or arguments may also have been taken for granted by me. The 
latter, I believe was countered by the investigators’ triangulation performed in 
the analysis stage for both Study I and III. In general, the interdisciplinary (and 
otherwise varied) backgrounds of the co-authors have been a strength in all 
studies, in the conceptualization of the studies as well as in the analysis, inter-
pretation and understanding of the results. In addition, my educational back-
ground in oriental studies (linguistics and political science) and public global 
health contributed to my “outsider” perspective, as did the fact that I have 
spent almost my entire life in Sweden, arriving at the age of four. I believe 
that having both an insider and an outsider perspective is an advantage in re-
search involving any type of study population.  
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Quantitative studies II & IV 
Validity, reliability and generalizability are concepts used to discuss method-
ological qualities in quantitative studies [254]. 

Validity refers to the extent that an instrument adequately measures the con-
struct it intended to measure (e.g., self-rated health or psychological well-be-
ing) and reliability refers to the accuracy or precision of an instrument, i.e., to 
which extent an instrument provides the same results if used on repeated oc-
casions. Generalizability (also referred to as external validity) refers to how 
applicable the results are to other populations and similar contexts. As for va-
lidity, a general strength of our quantitative studies was the use of standardized 
measurements for the main outcomes, which increases comparability and rep-
licability. The measurements used for assessing self-rated health, psychologi-
cal well-being (GHQ-12), health literacy (HLS-EU-16), and bonding social 
capital (emotional and practical support) used in our studies, have been used 
and validated across languages and contexts, e.g., in Swedish national public 
health surveys. Further, the translation of the instruments to Arabic (including 
back-translation) was tested on native-speaking research personnel as well as 
participants and then adjusted for increased clarity. This was a strength par-
ticularly combined with the presence of native-speaking research personnel in 
the classrooms to support low-literate participants in reading the questions in 
the self-administered questionnaire. Combined, these procedures maximized 
the opportunity of participation for a group that is considered ‘hard to reach’ 
and therefore often underrepresented in health promotion programs and re-
search [255]. The use of native-speaking personnel could have introduced a 
social desirability bias, however more in the direction of participating than 
giving a specific answer (considering the variety of items and questions). We 
consider this bias to be more of an ethical problem than a quality one.  

The outcome measurements in both Study II and IV were self-reported, 
which carries certain limitations such as the influence of subjective traits on 
ways to respond [256] and that questions might be understood differently de-
pending on for instance educational attainment. This, however, has to be 
weighed against the practicality of using self-reports and established measure-
ments, tested for validity and reliability across different settings.  

A limitation in Study II was the cross-sectional design, with risk of reverse 
causality, i.e., that the cause-effect relation between health literacy, social sup-
port, self-efficacy, and health outcomes could be reversed. In Study IV, an 
RCT (randomized control trial) would have provided us with more robust con-
clusions of causality. However, given the logistical challenges, such a design 
was not feasible. 

As for the generalizability (external validity) of Study II ad IV, both studies 
had relatively large sample sizes, which increases the accuracy of the findings 
and thus generalizability of the results to similar populations and contexts. 
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Both study II and IV had high response rates, which we believe was facilitated 
by the availability of information and instrument in Arabic as well as native-
speaking personnel. Nevertheless, it cannot be ruled out that a higher propor-
tion of individuals with fewer years of education opted out of participation as 
sociodemographic characteristics are known to influence participation in sur-
vey studies [257].  
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Conclusions 

This thesis has contributed with knowledge on the role of health promotion 
and individual health resources for the health and well-being of newly settled 
refugee migrants in the early post-migration phase. This phase is marked by 
loss of health resources such as health literacy and social support that play an 
important role for health outcomes and empowerment. These health resources 
need to be augmented to aid the individual and buffer for negative effects on 
health caused by structural barriers in the post-migration phase.  

Study I highlighted the importance of civic- and health information for 
newly settled refugee immigrants. The participants reported that it promoted 
independence and self-confidence, making it easier to navigate systems and 
contacts with authorities in Sweden such as the healthcare system. This infor-
mation, however, is needed earlier in the post-immigration phase to empower 
migrant populations and avoid unnecessary strains caused by a lack of 
knowledge. Study III confirmed the benefits of health communication from 
the viewpoint of civic communicators and added their perspectives on mental 
health needs being intertwined, i.e., related to both pre- and post-migration 
factors. Further, the communicators reported that the in-depth course provided 
them with tools to both identify ill health and lead reflective discussions about 
different aspects of mental health. Study II showed that insufficient health lit-
eracy and low social support were consistently associated with poor self-rated 
health and psychological well-being among the newly settled refugee mi-
grants. Study I, III & IV showed that civic- and health communication and 
health promotion within the Swedish Civic Orientation have the potential to 
improve and strengthen these health resources. The benefits of using health 
promotion as a tool to advance health in the Civic Orientation are several:                             

(1) Extended health communication can improve health literacy among 
participating newly settled refugee migrants, i.e., skills and motiva-
tion for improved health 

(2) As part of the mandatory Introduction program, the health promotion 
reaches a larger group 

(3) Delivery of civic- and health communication and promotion by bilin-
gual and bi-cultural civic communicators in native languages consti-
tutes a major advantage from the point of view of the participants 

However, in order for the health promotion to have a tangible effect, we need to 
go beyond empowering individual migrants and address the overarching struc-
tural barriers related to living conditions, work opportunities and inclusion.  
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Sammanfattning på svenska 

I den här avhandlingen undersöktes faktorer som påverkar och främjar nyan-
lända flyktingmigranters hälsa och välmående. Generellt påverkas migranters 
hälsa av förhållanden i hemlandet, händelser och förutsättningar under migrat-
ionen samt strukturella faktorer och sociala hälsodeterminanter i det nya lan-
det. I den tidiga post-migrationen (0-5 år) påverkas hälsan av strukturella 
hälsodeterminanter såsom asyl- och invandringspolitiska regler, brist på ade-
kvat boende och arbetsmöjligheter samt isolering och diskriminering. Dessa 
faktorer påverkar hälsan negativt för nyanlända flyktingmigranter som grupp, 
särskilt det psykiska välmåendet, som i sin tur påverkar möjligheterna att lära 
sig språket, hitta arbete, och etablera sig i samhället. Samtidigt som många 
faktorer är påverkbara på strukturell och samhällelig nivå, förblir de olösta.  

Syftet med avhandlingen var att bidra till en större kunskap om vilka indi-
viduella hälsoresurser som är av betydelse för välmåendet hos nyanlända flyk-
tingmigranter samt hur hälsan kan förbättras genom tidiga hälsofrämjande in-
satser.  

I studie I undersöktes hur en insats med utökad hälsokommunikation inom 
samhällsorienteringen i Stockholms län uppfattades av deltagare. Fokus-
gruppsdiskussioner med 32 arabisk-, persisk- och somalisktalande deltagare 
genomfördes. Resultatet visade att samhälls- och hälsokommunikationen hade 
behövts i ett tidigare skede, men att den främjade hälsa och självständighet i 
mötet med samhällsinstitutioner samt sociala kontakter mellan deltagare. Stu-
die II undersökte förhållandet mellan hälsolitteracitet och socialt kapital, själv-
skattad hälsa samt psykiskt välmående hos nyanlända i Skåne län (n=787). 
Resultaten visade ett tydligt samband mellan otillräcklig hälsolitteracitet, lågt 
socialt stöd och sämre hälsoutfall. I studie III undersöktes hur en fördjupnings-
kurs i mental hälsa riktad till samhällskommunikatörer uppfattades (intervjuer 
n=10). Det övergripande resultatet var att kursen främjat kommunikatörernas 
kunskaper i ämnet, möjligheter att identifiera mental ohälsa samt förmåga att 
föra reflekterande samtal och diskussioner om mental hälsa med de nyanlända. 
Detta utifrån identifierade behov av hälsofrämjande insatser för den psykiska 
hälsan och hinder att tala om mental hälsa. 

I studie IV undersöktes hälsoeffekter av en samhällsorienteringskurs i Upp-
sala län (n=316) där hälsodelen utökats. Både interventions- och kontrollgrup-
pen hade förbättrat psykiskt välmående, men skillnad mellan grupperna var 
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enbart signifikant för hälsolitteracitet som förbättrats hos interventionsgrup-
pen. 

Sammanfattningsvis visar avhandlingen att individuella hälsoresurser 
såsom hälsolitteracitet och socialt kapital är av betydelse för hälsa och välmå-
ende hos de nyanlända och att hälsofrämjande insatser inom etableringen har 
god potential att stärka dessa resurser. Att använda hälsokommunikation och 
hälsopromotion som redskap för att främja både den allmänna och den psy-
kiska hälsan i ett tidigt skede, kan stärka individen inför utmaningar som ny-
anlända upplever i förhållande till sin etablering i Sverige. Hälsoinsatser inom 
samhällsorienteringen når en större del av de nyanlända, och visar positiva 
effekter på hälsolitteraciteten; färdigheter som i sin tur är länkade till bättre 
hälsoutfall och empowerment. En framgångsfaktor är att samhälls- och hälso-
kommunikationen sker på modersmål av kommunikatörer som har dubbel 
språklig och kulturell kompetens. Samhällskommunikatörer med fördjupade 
kunskaper i psykisk hälsa har också goda förutsättningar att identifiera och 
tala om psykisk hälsa med de nyanlända som är i behov av det. Ojämlikheter 
i hälsan hos de nyanlända härrör dock till stor del från strukturella faktorer i 
post-migrationen, såsom tillgång till god boendemiljö samt möjligheter till ar-
bete och inkludering. För att det hälsofrämjande arbetet ska ha en reell effekt 
måste levnadsvillkoren också förbättras.  
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