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Abstract 

Background: Migrants, especially forced migrants, have an increased 

risk of ill health. Having a structural focus on health is crucial for 

battling health inequities. Actors outside the healthcare services are 

important to promote health, and both policy and political context are 

thus key to promoting the health of newly arrived migrants in 

Sweden. The aim of this thesis was to explore approaches to health 

promotion within the multi-level governance of the integration of 

newly arrived migrants in northern Sweden. 

Methods: Different methods of data collection and analysis were 

used in the thesis. For Study I, policies relevant to Sweden’s 

Establishment Program were analyzed using discourse analysis. For 

Studies II and III, a questionnaire on politicians’ views on their roles, 

responsibilities, and possibilities to promote the health of newly 

arrived migrants was created based on interviews with politicians. In 

total, 667 politicians answered the questionnaire, and both bivariate 

and multivariate analyses were used. For Study IV, a secondary 

analysis of focus group interviews was performed. The interview 

transcripts were analyzed using content analysis. Finally, Study V 

consists of interviews with civic communicators who work within the 

civic orientation for newly arrived migrants in Sweden. Thematic 

analysis was used to analyze the transcribed interviews.  

Results: The policy documents that described the Establishment 

Program in Sweden contained no explicit definition of health. The 

discourses of health showed a medicalized and individualized view 

of health, where ill health was considered a risk (Study I). Politicians 

more often considered health effects for the general population as a 

whole, rather than for newly arrived migrants specifically. Factors 
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contributing to whether they considered health effects for newly 

arrived migrants included self-rated knowledge, attitude, being 

female, and having previous experience working in public health 

(Study II). Further, politicians rated societal responsibility and the 

possibility to promote health as higher for the population as a whole 

compared to newly arrived migrants specifically. The odds of rating 

societal responsibility and the possibility to promote health as high 

were associated with the factors attitude, specific knowledge of 

newly arrived migrants’ health status, personal interest in public 

health, being a municipality politician, and being female (Study III). 

Authority officials considered health promotion to be desirable 

within the Establishment Program, but the study results also raised 

complex issues within the existing organizations. The respondents 

described unclear roles but also organizational changes that could 

improve the possibility of working to promote health (Study IV). 

Finally, the civic communicators described that they viewed and 

approached health promotion through wanting to prepare the 

participants for a healthy life in Sweden. They described knowledge, 

but also their role as a guide for the participants, as important parts 

of their work (Study V).  

Conclusion: Within the integration of newly arrived migrants in 

Sweden, health promotion (and the possibility of health promotion) 

was invisible within the policy context. Within the political context, 

the focus on migrants’ health (specifically newly arrived migrants) 

tended to be invisible. This situation caused various uncertainties, 

such as a lack of definitions and assignments, for officials who 

worked directly with newly arrived migrants. Those who work 

closely with newly arrived migrants tended to have a better view of 

how health could be promoted through integration in Sweden. 
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Summary in Swedish 
Bakgrund: Migranter, mer specifikt de som tvingats på flykt, har en 

ökad risk för att uppleva ohälsa. För att minska ojämlikheter i hälsa 

är fokus på de strukturella determinanterna för hälsa viktigt. Aktörer 

utanför hälso- och sjukvården är viktiga för att främja hälsa, både 

policy- och politiskt sammanhang är därför viktigt när det gäller att 

främja nyanländas hälsa i Sverige. Syftet med denna avhandling var 

att undersöka hur hälsofrämjande perspektiv tar sig uttryck inom de 

olika samhälleliga strukturer som är involverade i integrationen av 

nyanlända i norra Sverige.  

Metoder: Fyra olika metoder användes i avhandlingen. Två studier 

(Studie II & III) var kvantitativa där data samlades in via en enkät 

som skickades ut till alla politiker i kommun- och regionfullmäktige i 

norra Sverige. Totalt svarade 667 politiker och deras svar 

analyserades genom bivariata och multivariata analyser. Tre studier 

(Studie I, IV & V) var kvalitativa till sin design. Studie I var en 

diskursanalys av policydokument relevanta för 

etableringsprogrammet. Studie IV var en sekundäranalys av 

intervjumaterial från fokusgruppsintervjuer med handläggare från 

arbetsförmedlingen och kommuner. Analysen gjordes med 

innehållsanalys. Studie V var en intervjustudie där transkriberade 

intervjuer med samhällskommunikatörer analyserades genom en 

tematisk analys.  

Resultat: De policydokument som formar etableringsprogrammet i 

Sverige innehöll inga uttryckliga definitioner av hälsa. Diskurserna 

av hälsa visade en medikalisering och individualisering av hälsa, 

samt att hälsa främst var sedd genom risken för ohälsa (Studie I). När 

det gäller politikers syn på att främja hälsa så visade studierna att de 
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oftare tog hänsyn till och funderade över befolkningen som helhet än 

för nyanlända specifikt. Faktorer som påverkade om de uppgav att 

de reflekterade över hälsoeffekter för nyanlända i sitt beslutsfattande 

var: självskattad kunskap, attityd, att de var kvinnor och att de hade 

tidigare erfarenhet av att arbeta med folkhälsorelaterade frågor 

(Studie II). Politiker skattade också samhällsansvaret och möjligheten 

att främja hälsa som större för befolkningen som helhet. Där var 

attityd, kunskap om nyanländas hälsa, personligt intresse i 

folkhälsorelaterade frågor, att de var kommunpolitiker och kvinna 

faktorer som avgjorde att de skattade samhällsansvaret och 

möjligheten högre (Studie III). Myndighetshandläggare beskrev att 

hälsofrämjande var viktigt, men komplicerat. De beskrev otydliga 

roller i förhållande till hälsofrämjande arbete, men hade också många 

lösningar på de problem som de stötte på. Slutligen beskrev 

samhällskommunikatörer att de tog sig an hälsofrämjande inom 

samhällsorienteringen genom att de rustar deltagarna för ett 

(hälsosamt) liv i Sverige. De såg kunskap och förmedling av kunskap 

till deltagarna som viktig för hälsa, och de såg sin egen roll som en 

guide för deltagarna som befann sig i ett nytt sammanhang.  

Slutsats: Hälsofrämjande och möjligheten till hälsofrämjande har 

blivit osynliggjort inom integrationen av nyanlända i Sverige. Inom 

det politiska sammanhanget så har istället, då det finns ett 

hälsofokus, migrationsperspektivet blivit osynliggjort. Detta har 

skapat otydligheter, så som brist på definitioner och uppdrag, för 

personer som arbetar med nyanlända inom etableringen. De 

individer som arbetar närmast nyanlända har en tydligare bild av hur 

hälsa är och kan främjas inom integrationen av nyanlända i Sverige.  
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Preface 
When living in almost any setting in Sweden or the world, migration 

will be a part of your everyday life in one way or another. For me, as 

the daughter of a man who arrived in Sweden from Finland when he 

was five years old, this observation might have been more obvious 

than for others. Migration has simply been a perspective that has 

always been present and close to my heart. In my life, I have worked 

with migrants as colleagues, I have had migrants as patients, and I 

have been a migrant myself. While studying international health at 

Rangsit University in Thailand, for the first time I was free to choose 

the context or focus of most assignments freely, and I naturally 

focused on migration. This interest followed me, and I later had the 

opportunity to work with questions regarding asylum seekers and 

newly arrived migrants within the healthcare services and the region 

of Västernorrland. When a doctoral student position with a focus on 

migration and health opened up at Mid Sweden University, it felt like 

a perfect fit. I was fortunate enough to be offered the position, and I 

started my studies in 2017.  

Alongside my doctoral studies, I have had the privilege of being a 

part of MILSA, a project that works with health and civic education 

for civic communicators. Through this project I gained valuable 

insights, both into the policy context but also into the practical 

aspects of Sweden’s Civic Orientation program (discussed at more 

length below) for newly arrived migrants.  

Language is important, difficult, and powerful, especially when 

describing and talking about migration. Every word we use has 

several definitions, but they are never mutually exclusive, universal, 

or neutral. Every choice of words and phrases for this thesis has been 
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made with the best of intentions. By putting the responsibility of 

health on society, I hope to someday contribute to a healthier society.  

 

Abbreviations  
CO Sweden’s Civic Orientation program 

DUA Delegation for the Employment of Young People and 

Newly Arrived Migrants (from the Swedish name, 

Delegationen för unga och nyanlända till arbete) 

EHP Establishment with a health perspective 

EP Sweden’s Establishment Program 

EU European Union 

HiAP Health in All Policies  

MLG Multi-level governance  

NGO Non-governmental organization  

OECD Organisation for Economic Co-operation and 

Development 

PISA Programme for International Student Assessment 

PU Proportionate universalism 

WHO World Health Organization  
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Definitions  

Asylum seeker A person who arrives in a new country 

and applies for protection (asylum) there, 

but whose application has yet to be 

considered 

Country of destination The country in which migrants have 

settled after migration  

Country of origin  The country that a migrant leaves 

Forced 

migration/migrants 

Migration that is involuntary, including 

refugees, people in need of subsidiary 

protection, asylum seekers, and internally 

displaced persons 

Immigrant From the perspective of a given country, 

someone who has migrated to that 

country 

Migrant A person who leaves one country for 

another; may be voluntarily or forced  

Migration  Moving from one location to another, 

often internationally, from one country to 

another 

Newly arrived migrant  Someone who has received a residence 

permit less than two years ago, after 

arriving in Sweden as a refugee, an 

asylum seeker or due to family 

reunification with a former asylum seeker 

Population  All inhabitants in an area, including 

migrants 
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1 Introduction 
Health promotion is the process of enabling people to increase 

control over, and to improve, their health (World Health 

Organization, 1986). Since health is mainly affected by factors outside 

the traditional healthcare sector (Dahlgren & Whitehead, 2007, 2021), 

action to promote health must be taken by actors outside healthcare 

services (de Leeuw, 2017). To diminish health inequities, a special 

focus is necessary on disadvantaged groups, along with the general 

population (Francis-Oliviero et al., 2020).  

Migration to Sweden has increased during the last two decades, with 

a peak reached in 2015, mainly because of the conflict in Syria. 

Between 2010 and 2020, almost 305,700 people were granted 

temporary or permanent residence permits for asylum reasons, while 

another 121,700 were granted residence permits through family 

reunification (Swedish Migration Agency, 2020b). In 2021, a total of 

11,419 people applied for asylum in Sweden (Swedish Migration 

Agency, 2022a), and in 2022 the number of forced migrants reaching 

Sweden rapidly increased again due to the many people fleeing the 

war in Ukraine (Swedish Migration Agency, 2022d).  

Those who have gone through forced migration face an increased risk 

of ill health, both in the international context (Pavli & Maltezou, 2017; 

Rechel et al., 2013) and in Sweden (Helgesson, Johansson, et al., 2019). 

The promotion of health within integration, and with a focus on 

migrants, is important (Giannoni et al., 2016; Juárez et al., 2019). To 

affect health inequities, actions on the social determinants of health 

(Dahlgren & Whitehead, 2007) are necessary through governance, 

policy, and actions of sectors outside healthcare (de Leeuw, 2017). 

The aim of this research project was therefore to explore how health 
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promotion is approached throughout the societal structures of the 

multi-level governance of the integration of newly arrived migrants 

in northern Sweden.  

 

2 Background  
Health is a complex concept that has been defined in different ways. 

The World Health Organization (WHO) defines health as “a state of 

complete physical, mental and social well-being and not merely the 

absence of disease or infirmity”; the WHO also views the right to 

attain the highest possible standard of health as a fundamental right 

(World Health Organization, 1948). Although the WHO’s definition 

has been contested, especially in recent years, McCartney et al. (2019) 

have described that it is often seen as a starting point in defining 

health as something positive, dependent upon multiple dimensions. 

Social and environmental factors affect the whole population’s health, 

causing a social gradient; those who are well off, with higher 

socioeconomic status in a society, live longer and healthier lives than 

disadvantaged groups (Marmot, 2017; Marmot & Wilkinson, 2006). 

Factors that contribute to these variances come from different sectors 

in society, such as education, economy, work conditions and 

employment, housing, culture, and healthcare, which together are 

called the social determinants of health (Dahlgren & Whitehead, 2007, 

2021; Wilkinson & Marmot, 2003). Variances in the social 

determinants of health create differences in health between groups. 

These differences in health are generally considered inequities when 

they are systematic, socially produced, and unfair (Whitehead & 

Dahlgren, 2006).  
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The social determinants of health may be divided into structural and 

intermediary determinants that affect health. Intermediary 

determinants are factors such as health behavior, housing, and 

working situations, while structural factors include socioeconomic 

position, public policies, and macroeconomic policies, among others 

(Solar & Irwin, 2010). Holt et al. (2017) note that most health-

promotion interventions focus on intermediary determinants, which 

they state is unfortunate, since the structural determinants, which 

they call “causes-of-causes,” can have a greater impact on population 

health.  

The current thesis focuses on health from a structural perspective, 

where the social and political determinants of health are vital to 

promote good health. The starting point is thus a wide definition of 

health, such as that of the WHO (1948).  

 

2.1 Health and health promotion  
The discipline of public health focuses not on individual health but 

on that of a larger group. The WHO uses Acheson’s definition of 

public health: “the art and science of preventing disease, prolonging 

life and promoting health through the organized efforts of society” 

(World Health Organization, 2017b). Health promotion is an 

important part of this approach and appears in the definition of 

public health. The Ottawa Charter from 1986 (World Health 

Organization, 1986, p. 1) defines health promotion as follows:  

Health promotion is 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 
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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 
capacities. Therefore, health promotion is not just 
the responsibility of the health sector but goes 
beyond healthy life-styles to well-being. 

After the introduction of Agenda 2030, health promotion was 

recognized as an important and integral part of sustainable 

development (World Health Organization, 2016a). The charter also 

points out some of the strategies for action as building healthy public 

policy, creating supportive environments, strengthening community 

action, developing personal skills, and reorienting health services 

(World Health Organization, 1986). Health promotion can be applied 

both to the individual and system levels (Lindström & Eriksson, 

2009).  

Health promotion is arguably based in the “salutogenic” view of 

health (Antonovsky, 1996; Lindström & Eriksson, 2009). In a 

salutogenic view of health, health is considered on a continuum, 

rather than being dichotomous. All humans exist somewhere on a 

continuum between health and disease, and the focus is on salutary 

factors that promote a movement toward health (Antonovsky, 1996). 

The focus is on what creates health, not disease (Lindström & 

Eriksson, 2009). Lindström and Eriksson (2009, p. 19) summarize 

salutogenesis as “the process of enabling individuals, groups, 

organizations and societies to emphasize on abilities, resources, 

capacities, competencies, strengths and forces in order to create a 

sense of coherence and thus perceive life as comprehensible, 

manageable and meaningful.” Previous research has shown that 
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although scholars have long used the salutogenic perspective in 

migration studies, their focus has only recently shifted to the positive 

factors that promote health (Daniel & Ottemöller, 2022). How health 

is described and approached in policy matters for how health is later 

approached, as well as who identifies with working with health and 

health promotion (O’Hara et al., 2018; Porter, 2006). 

Even though health promotion and disease prevention are closely 

related (and sometimes overlap), they are distinctly different fields. 

Promoting health does not necessarily lead to the prevention of 

disease, and disease prevention does not necessarily lead to 

improved health. The main differences between health promotion 

and disease prevention lie in the perspectives of the interventions. 

Health-promotion interventions are mainly wider in scope, while 

disease-prevention interventions focus on specific diseases 

(Tengland, 2010). During a search for health-promotion studies in a 

literature review for this thesis, most studies were found to focus on 

disease prevention, which indicates that knowledge of the differences 

(or the possibility to separate the two) is limited in current research. 

A previous review of the literature using the Cochrane Library 

database showed similar findings: the difference between promotion, 

prevention, and treatment was lacking (Uphoff et al., 2020). Previous 

health-promotion research focused on migrants has mainly looked at 

health communication and skills development on an individual level, 

rather than looking at the structural determinants of health 

(Laverack, 2018). 

Health promotion involves different principles and approaches 

(Nutbeam & Muscat, 2021). Rootman (2001) describes seven 

principles of health promotion: empowering, participatory, holistic, 

equitable, sustainable, multi-strategy, and intersectoral. Empowering 
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focuses on the individual or groups and their power over factors that 

affect their health. Participatory means that those who are the focus of 

health-promotion interventions should be involved in the process. A 

holistic focus means that the whole person is of interest, meaning that 

not simply a medical or physical focus should be used. Equitable 

means that the goal should involve social justice and equity, while 

sustainable means a focus on long-term changes. Multi-strategy means 

that several kinds of approaches are necessary for change, including 

policy and organizational change, community development, 

legislation, advocacy, education, and communication. An intersectoral 

approach focuses on collaboration between different sectors of society 

(Rootman, 2001). These principles are continuously used within 

health-promotion research, such as in analyzing national policy 

strategies in COVID-19 responses (Thualagant et al., 2022).  

Because of the vast differences between the social determinants of 

health, with the intersectoral approach, sectors beyond the healthcare 

sector should be responsible for the population’s health (Dahlgren & 

Whitehead, 2007; World Health Organization, 2017a). Governance, 

policy changes, and actions from other sectors than the health sector 

are necessary to affect population health (de Leeuw, 2017). Holt, 

Waldorff, et al. (2018), as well as de Leeuw (2017), note that several 

different concepts can facilitate this need, including intersectoral 

action for health, joined-up government, the concept of “health in all 

policies” (discussed further below), and healthy public policy.  

When using intersectoral approaches to promote health, factors such 

as national and international influences on policy-making, political 

context, and political will, as well as relationships between different 

governance levels, all are important factors for success in affecting 

population-wide health outcomes (Rantala et al., 2014). Knowledge 
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and support are crucial to achieve this political will (Larsen et al., 

2014; Øversveen & Eikemo, 2018). 

Health-promoting actions can use different approaches. From the 

point of view of the target population, three approaches are common: 

the population-at-risk approach, the vulnerable-population approach, 

and the population approach. While the population approach focuses 

on the whole population, not differentiating between groups in 

society, the population-at-risk approach focuses on health behaviors 

among individuals. The vulnerable-population approach focuses on 

groups in society who share social determinants and therefore are 

vulnerable to ill health—for example, immigrants or people living in 

poverty (Frohlich & Potvin, 2008). To focus solely on vulnerable 

groups does not change the problem of health inequities (Graham, 

2004), although having a special focus on vulnerable groups when 

using larger-scale approaches can reduce the risk of them being left 

behind (Frohlich & Potvin, 2008).  

Another perspective in public health is known as “proportionate 

universalism” (PU), where “actions must be universal, but with a 

scale and intensity that is proportional to the level of disadvantage” 

(Strategic Review of Health Inequalities in England Post-2010, 2010, 

p. 15). The PU concept stems from theoretical discussions about 

universalism and targeting, where universalism means reaching the 

whole population, while targeting focuses on specific groups or parts 

of that population. PU combines both concepts in an effort to increase 

equity in health (Francis-Oliviero et al., 2020). Although the 

implementation and utilization of PU are not straightforward or 

easily disentangled (Francis-Oliviero et al., 2020), theoretical 

discussions of PU have motivated a focus on specific health-
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promotion attention among groups with lower health outcomes, such 

as migrants. 

The current thesis uses health promotion in line with the WHO’s 

definition, based on a salutogenic view of health. Another important 

aspect is that to promote health, actions on the structural 

determinants of health—and therefore intersectoral actions outside 

the healthcare sector—are necessary. To ensure gains for the entire 

population, the focus needs to be on both the population at large and 

on the vulnerable populations, such as newly arrived migrants. 

In the Swedish context, general public health is often described as 

good; the nation has low infant mortality and high life expectancy 

rates (Raphael & Bryant, 2020). But Sweden also has a problem with 

inequities in health, including life expectancy variances between 

different socioeconomic groups or between people living in cities 

compared to rural areas (Swedish Commission for Equity in Health, 

2017).  

All levels of society have policies and governance that affect 

population health and inequities in health (Fosse & Helgesen, 2019). 

The aforementioned concept of “health in all policies” (HiAP) 

therefore requires action at all levels of society, from international to 

local (Shankardass et al., 2018; Sihto et al., 2006a). This situation also 

holds true in the Swedish context. Factors that affect health are found 

at all levels of Swedish society (Thualagant et al., 2022) and in most 

policy areas (Public Health Agency of Sweden, 2020). If comparing 

the social determinants of health to the official responsibilities of the 

different levels of governance in Sweden, it will be noted that all 

three levels are important. Sweden’s municipalities are responsible 

for areas such as education, elder care, social planning, housing, and 
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environmental and health protection (Swedish Association of Local 

Authorities and Regions, 2021a), while the regions are responsible for 

the healthcare system and regional development (Swedish 

Association of Local Authorities and Regions, 2021b). The 

municipalities and regions are self-governing, but they are affected 

by laws and regulations formed at the national level by the central 

government (Swedish Association of Local Authorities and Regions, 

2020).  

There is no single public health law that informs public health work 

in Sweden (Public Health Agency of Sweden, 2022a). The Swedish 

goal for public health is “to create the conditions for good and 

equitable health among the entire population, and to end avoidable 

health inequalities within a generation.” The government points to 

eight target areas to meet this goal (Government Office of Sweden, 

2020). The Public Health Agency of Sweden (2022b) describes a 

starting point in HiAP and stresses that actions within several policy 

sectors on all levels are important to reach the goals within the eight 

target areas. The Swedish target areas for public health overlap those 

of Agenda 2030 and are followed up using core indicators. The 

indicators are not only focused on health outcomes but also on the 

social determinants of health (Public Health Agency of Sweden, 

2020). Another starting point for public health work in Sweden is 

proportionate universalism. The Public Health Agency of Sweden 

(2020) describes PU and notes how, even though most public health 

work is targeted toward the whole population, work can be 

intensified for certain groups or issues as needed. 
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2.2 Migration  
As of 2022, there are approximately 281 million international 

migrants in the world. The largest group among international 

migrants consists of labor migrants: those who leave their country of 

origin to work in another country. Labor migrants make up 

approximately 60% of migrants. In total, approximately 169 million 

migrant workers were registered in 2020 (International Organization 

for Migration, 2022). While a majority of migration takes place 

between low- and middle-income countries (Abubakar et al., 2018), 

the focus of this thesis is migration in a high-income country, namely 

Sweden, and a Swedish setting. In 2020, approximately 2 million 

people, or 20% of the Swedish population, were born outside of 

Sweden (Statistics Sweden, 2021).  

As for migrants who have been forced to migrate, at the beginning of 

2022, there were 26.4 million refugees, 4.1 million asylum seekers, 

and 55 million internally displaced persons in the world 

(International Organization for Migration, 2022). The right to seek 

asylum in other countries is included in Article 14 of the International 

Bill of Human Rights (United Nations, 1948). Refugees have a well-

founded fear of persecution in their country of origin due to race, 

nationality, religious or political beliefs, gender, sexual orientation, or 

affiliation to a particular social group. People may be classified as 

needing subsidiary protection if they are at risk of a) being sentenced 

to death; b) being subjected to corporal punishment, torture, or other 

inhumane treatment; or c), if they are civilians, injury or death due to 

armed conflicts (Swedish Migration Agency, 2017a).  

In Sweden, the number of asylum seekers has fluctuated over time. 

Early in the 2010s, an average of approximately 30,000 people a year 
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applied for asylum. A peak occurred in 2015, when 162,000 asylum 

seekers arrived, many from the conflict in Syria. The numbers then 

fell to almost 20,000 asylum seekers at the end of the decade (Swedish 

Migration Agency, 2020a). During the same decade, a total of almost 

306,000 asylum seekers or refugees were granted residence in 

Sweden, and another 122,000 people were granted residence due to 

family reunification with former asylum seekers or refugees (Swedish 

Migration Agency, 2020b). After the increased reception of asylum 

seekers, Swedish legislators made changes regarding entrance into 

the country, residence permits, and the possibility of family 

reunification. The border was closed, and identification controls were 

implemented. Instead of permanent residence, asylum seekers and 

other people in need of protection were granted temporary residence, 

and more stringent stipulations for family reunification were 

introduced (Borevi & Çetrez, 2021).  

In Sweden, the term “newly arrived migrant” (nyanlända) is 

commonly used to describe people who have acquired their residence 

permit but have been in the country for less than two years. There is 

no official definition of the term, but it is usually limited to the group 

covered by the Settlement Act (Government Office of Sweden, 2016b) 

and the “Labor market introduction” reform (Government Office of 

Sweden, 2010b). The term is thus limited to those who have arrived in 

Sweden as asylum seekers (refugees and others in need of subsidiary 

protection) and their families who have arrived in Sweden due to 

family reunification (Government Office of Sweden, 2009). In a 

report, the Government Office of Sweden (2000) stated that the term 

“newly arrived migrants” should be used to describe those who had 

arrived in Sweden “relatively recently” and suggested two years as a 

good benchmark. The focus of the present research project is on 
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newly arrived migrants in Sweden according to the above definition. 

In 2017, at the start of this project, 68,751 new registrations of newly 

arrived migrants were received (Swedish Migration Agency, 2018a), 

and in 2021 the figure was 13,548 (Swedish Migration Agency, 2022b).  

 

2.2.1 Integration internationally  

The International Organization for Migration (2019, p. 106) describes 

integration as  

the two-way process of mutual adaptation between 
migrants and the societies in which they live, 
whereby migrants are incorporated into the social, 
economic, cultural and political life of the receiving 
community. It entails a set of joint responsibilities 
for migrants and communities and incorporates 
other related notions such as social inclusion and 
social cohesion. 

Another definition used within integration research is “the degree to 

which immigrants have the knowledge and capacity to build a 

successful, fulfilling life in the host society” (Harder et al., 2018, p. 

11484).  

The term “integration” has its critics, especially among critical race 

and multicultural circles (Favell, 2022, p. 131). Some of the issues 

critics raise have to do with an idealized view of a homogenous 

majority population, who are never those with the need for 

integration. In practice, integration thus becomes impossible to 

distinguish from assimilation (a one-way adaptation of migrants). 

The pressure is always on the person who has arrived in a new 

country to attain the knowledge and skills required to pass as a 
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citizen, to not be accused of not being integrated (Favell, 2022, pp. 

131-144). 

After consideration of the various definitions and critiques, this thesis 

approaches integration as Sweden’s societal strategies and activities 

that aim to facilitate migrants’ inclusion in society. The focus is thus 

on the political area of integration, which is in line with Favell’s 

(2022, p. 131) note that integration is often viewed as  

a way of conceiving the policy, legal, and 
institutional means of shaping, regulating, and 
directing economic and cultural processes of unity, 
cohesion building, and inclusion that might take 
place within different sectors of society—such as 
education, the labor market, housing, political 
participation, inter-faith dialogues, health, social 
policy and so on. 

Although no international coordination on integration exists, many of 

the European Union (EU) member states share similarities in their 

integration policies due to constant comparisons and adaptions of 

good examples (Wiesbrock, 2011). Gebhardt (2016) notes that state-

led civic-integration programs are becoming more common in many 

countries in the EU. The trend in immigration policy, both in the EU 

and in Sweden, is that policy has become more centralized to the 

national government, which contradicts the EU’s message of the 

importance of local government, and the local level, within 

integration considerations (Gebhardt, 2016).  

 

2.2.2 Integration in Sweden 

The Swedish national goal for integration is “to ensure equal rights, 

obligations and opportunities for all, irrespective of their ethnic and 
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cultural background.” Work and education are the focus of Sweden’s 

integration policies (The Swedish Government Office, 2016a). The 

Government also points to the importance of an effective reception on 

the local level in the municipalities and for the Swedish Public 

Employment Service (The Swedish Government Office, 2016a).  

Research shows that residential areas for newly arrived migrants are 

important for their future (Andersson et al., 2018; Wimark et al., 

2019). Residential areas are closely related to the chance for 

employment for refugees in Sweden (Vogiazides & Mondani, 2020). 

Research also shows that newly arrived migrants and other 

immigrants more often live in areas with high concentrations of non-

European migrants (Malmberg et al., 2018) and people of low 

socioeconomic status (Andersson, 2017). The Organisation for 

Economic Co-operation and Development (OECD) report “How’s 

Life in Sweden?” from 2017 states that migrants have a relatively 

good situation in Sweden, apart from their unemployment rate and 

PISA (Programme for International Student Assessment) scores. Their 

well-being factors such as work situation, perceived health, trust in 

the political system, and life satisfaction are better compared to 

migrants in other OECD countries. Still, migrants generally have 

lower outcomes compared to native-born Swedes (Organisation for 

Economic Co-operation and Development, 2017a).  

 

2.3 Migration and health  
On average, as a group, migrants have lower mortality rates 

compared to both the population in their country of origin and the 

country of destination (Abubakar et al., 2018; Aldridge et al., 2018). 

This situation has often been called the “healthy migrant” effect. But 
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research has shown that the healthy migrant effect does not fully 

explain migrants’ health (Abubakar et al., 2018). For example, age at 

arrival is an important factor for later health and mortality (Juárez et 

al., 2018). The reason for migration is also important to consider when 

analyzing migration and health. Those who have arrived in new 

countries as forced migrants show poorer health than those who have 

arrived as labor migrants (Elstad, 2016; Hjern, 2012). Further, research 

indicates that refugees have an increased risk of ill health compared 

to other immigrant groups. For example, one study has shown that 

while immigrants have a lower incidence of atrial fibrillation 

compared to the Swedish-born population in Sweden, specific 

immigrant groups with high proportions of people who arrived in 

the country as refugees (Bosnia and Iraq in this case) have a higher 

incidence (Wandell et al., 2017). Studies on poor mental health have 

also shown that refugees are more vulnerable than immigrants in 

general (Hjern, 2012; Hollander, 2013).  

The use of an intersectional approach can help to explain the 

complexity of migrants’ inequities in health (Gkiouleka & Huijts, 

2020; Hossin, 2020). Intersectional theory shows how several patterns 

of privilege or disadvantage coexist and affect each other. For 

example, self-reported ill health varies between different groups of 

migrants and depends on their occupation, gender, and migrant 

status (Gkiouleka & Huijts, 2020). Internationally, however, migrants 

and ethnic minorities are generally considered vulnerable groups in 

their risk of ill health (Nazroo & Williams, 2006; Palinkas et al., 2003). 

The process of migration can be divided into the pre-migration, 

transfer, and post-migration phases, and people face different health 

risks and have varying health burdens corresponding to the parts of 

the process (Palinkas et al., 2003; Zimmerman et al., 2011). The 
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different phases, how they are experienced, and what kind of health 

effects are involved depend on the reason for migration, the length of 

the phases, and personal prerequisites for those involved, among 

other factors (Abubakar et al., 2018). 

The pre-migration phase takes place in a person’s country of origin, 

and depending on the reason for migration and the individual 

situation, it can differ in pre-migratory exposure to negative factors 

such as infectious disease (Palinkas et al., 2003) as well as trauma and 

mental health risk factors (Hynie, 2018; Palinkas et al., 2003). The 

transfer phase, from the country of origin to the country of 

destination, looks different for every migrant, and it can differ in 

length and what kinds of health risks are encountered (Abubakar et 

al., 2018). In the post-migratory phase, research has shown an 

increased susceptibility to non-communicable diseases (Palinkas et 

al., 2003) as well as an association between the post-migration context 

and mental health (Hynie, 2018). Recent research also shows that 

even though refugees can be in good health upon arrival at the 

country of destination, their health often declines over time 

(Abubakar et al., 2018), sometimes as early as five to six years after 

arrival (Helgesson, Johansson, et al., 2019; Norredam et al., 2014). 

Early health-promoting activities thus are important (Helgesson, 

Johansson, et al., 2019). 

Internationally, policy-making focused on migration and health has 

taken place from a perspective of threats to public health, or on 

individuals’ rights (Zimmerman et al., 2011). An inequity in access to 

healthcare is notable when comparing migrants to non-migrants in 

Europe (Lebano et al., 2020). Immigrants’ access to healthcare varies 

depending on the country of destination’s laws and regulations; in 

many high-income countries, immigrants lack access to the healthcare 
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they need (Pavli & Maltezou, 2017). In Sweden, newly arrived 

migrants who have residence permits, temporary or permanent, have 

access to full healthcare without any restrictions compared to other 

residents and citizens (Swedish Migration Agency, 2018b, 2018c, 

2018d). Apart from health policies or access to healthcare, other 

policies, such as integration policies (Giannoni et al., 2016; Juárez et 

al., 2019; Malmusi et al., 2018) and entry policies for migrants (Juárez 

et al., 2019), can affect migrants’ health. More restrictive policies 

affect migrants’ health negatively (Giannoni et al., 2016; Juárez et al., 

2019; Malmusi et al., 2018). The focus of this thesis is on the post-

migration phase and the country of destination, specifically Sweden.  

Researching ill health among immigrants in Sweden is complex 

because different subgroups of immigrants show different risk 

factors. These differences in the incidence and prevalence of diseases 

between different immigrant subgroups have been noted in several 

studies, for example regarding attempted suicide (Bursztein Lipsicas 

et al., 2012), cancer (Beiki, 2013; Hemminki et al., 2010; Hemminki et 

al., 2011), the risk for hospitalization for mental disorders (Westman 

et al., 2006), and the incidence of mental disorders (Gilliver et al., 

2014). Age at arrival in Sweden has also been shown to affect 

mortality, where research has shown young migrants to be a 

vulnerable group (Juárez et al., 2018). To summarize, several studies 

indicate that immigrants have worse health than those who were 

born in Sweden (Bennet et al., 2014; Hollander, 2013; Julihn et al., 

2010; Ranjbar et al., 2017; Stecksen-Blicks et al., 2008; Sundquist et al., 

1999; Taloyan et al., 2010).  

Several studies have focused on immigrants in Sweden and their 

health behaviors. For example, research shows that immigrants 

participate in screenings to a lower degree than those born in Sweden 
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do (Emami & Tishelman, 2004; Grandahl et al., 2015; Olsson et al., 

2014; Zackrisson et al., 2007). Research also shows that immigrants 

are affected by the pattern of alcohol use in their country of origin 

after migrating to Sweden (Hjern & Allebeck, 2004). According to one 

study, immigrants from countries outside of Europe were less likely 

to use alcohol but more likely to use illicit drugs compared to the 

majority population in Sweden (M. Svensson & Hagquist, 2010). 

Another study showed that smoking during pregnancy among 

female migrants increased, and became more similar to the patterns 

of Swedish-born women, the longer they had resided in Sweden 

(Klöfvermark et al., 2019). 

Studies indicate that low socioeconomic status and migration are risk 

factors for being overweight (Faskunger et al., 2009; Magnusson et al., 

2005), while recently settled immigrants who have received little or 

no health information have a higher risk of being overweight (Lecerof 

et al., 2011). Health information and communication interventions are 

common among research on health promotion among immigrants in 

Sweden (Ekblad et al., 2012; Ekblad & Persson-Valenzuela, 2014; 

Lecerof et al., 2017; Mahmud et al., 2013).  

Few studies on the structural determinants of health and immigrants 

have been conducted, which Honkaniemi (2022) also describes in her 

thesis. One study has shown that difficulties with finances, housing, 

and discrimination were risk factors for poor mental health (Lecerof 

et al., 2016). Another study found that poor mental health was 

associated with a reduced probability of employment and having an 

income dependent on work (Dang et al., 2022). A quasi-experimental 

study has shown that a policy change to encourage fathers to take 

parental leave decreased psychiatric hospitalization rates among 

immigrants fathers (Honkaniemi et al., 2022). Another study has 
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shown that living in neighborhoods with a high ethnic density of the 

same immigrant groups did not modify the increased risk of poor 

mental health among Iraqi immigrants (Mezuk et al., 2015).  

An interview study by Ikonen (2015), published in a report as a 

baseline study in a larger project, indicated that even though most 

newly arrived migrants who participated in Sweden’s Establishment 

Program (see below) classified their physical health as good, many of 

them noted issues related to their social situation and mental well-

being. Issues such as poor economic situation, being unable to find 

decent housing or work, isolation from society, and isolation from 

and worries about family in other parts of the world all affected 

newly arrived migrants’ well-being during both their time as asylum 

seekers and during their participation in the Establishment Program 

once they had a residence permit (Ikonen, 2015).  

Earlier research has been conducted on Sweden’s Establishment 

Program, and more specifically the Civic Orientation (CO) program, 

described further below. Researchers have focused on health 

information (Al-Adhami et al., 2021; Mårtensson et al., 2020), physical 

activity (Sjögren Forss et al., 2021), sexual and reproductive health (P. 

Svensson et al., 2021; P. Svensson et al., 2017), and health literacy 

(Wångdahl et al., 2018). 

 

2.4 The northern Swedish context 
As previously described, the setting of the current thesis is Sweden, 

more specifically northern Sweden. Previous research has indicated a 

need for more research on migration and health from a perspective 

outside that of the major cities of southern Sweden (Carlerby & 
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Persson, 2017). In the years before the start of the current research 

project, Sweden’s northernmost four counties (Norrbotten, 

Västerbotten, Västernorrland, and Jämtland) received a relatively 

high number of asylum seekers in relation to the number of 

inhabitants (Swedish Migration Agency, 2017b). The four counties all 

have towns and municipalities of different sizes that share 

characteristics such as problems with long distances and sparsely 

populated areas (Swedish Association of Local Authorities and 

Regions, 2016). The area also has a joint public health program 

(Norrlandstingens regionförbund, 2018). 

In Sweden, the civic-integration program, the specific policy focused 

on newly arrived migrants’ initial integration into Swedish society, is 

the Establishment Program (EP), noted above. The program is 

designed to improve the rates of newly arrived migrants who enter 

the labor market or move on to regular education programs. The EP 

is normally two years and contains language training as well as 

activities and courses to promote employability. The Swedish Public 

Employment Service is the main authority in charge of the EP, but 

they also collaborate with the municipalities, the county 

administrative boards, the Swedish Migration Agency, and the 

National Insurance Office (Swedish Public Employment Service, 

2017).  

In contrast to many other high-income countries, participation in the 

EP, or the activities within it, is not mandatory to receive a residence 

permit in Sweden, although not participating in the activities results 

in cuts to the funding that newly arrived migrants otherwise would 

receive from the state (Wiesbrock, 2011). A few changes were 

implemented to the EP after January 1, 2018, in order to harmonize 

the EP with regular unemployment programs (Government Office of 



 

39 

Sweden, 2017c). The changes were mainly administrative for the 

Swedish Public Employment Service, although other changes were 

implemented as well. For example, the age range for newly arrived 

migrants who may take part in the program was changed from 18–64 

to 20–64, and the assessment of individual performance levels was 

replaced with more demands on the individual to gain an education 

if the public employment services deem it necessary (Swedish Public 

Employment Service, 2018).  

One part of the Establishment Program is the aforementioned Civic 

Orientation (CO), an educational program focused on Swedish 

society (Government Office of Sweden, 2017b). Topics included in the 

program are related to practical aspects of living in Sweden, such as 

providing for oneself, living with family and children, and caring for 

one’s health. The program encompasses 100 hours and is financed by 

the state, but the municipalities are responsible for implementation 

(Government Office of Sweden, 2010b).  

 

2.5 Theoretical frameworks  
2.5.1 Structural determinants of health 

The social determinants of health concept is built on a theoretical and 

empirical understanding in which several factors in society that affect 

the population’s health lie outside the medical purview of health and 

healthcare services (McQueen et al., 2012). Previous empirical 

research has shown that health is affected by many sectors and policy 

areas outside the healthcare sector (Dahlgren & Whitehead, 2007, 

2021; de Leeuw, 2017).  
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Examining the social determinants of health offers a useful way of 

structuring the different layers of factors that influence health, both in 

research and in practical health-promotion work (Dahlgren & 

Whitehead, 2021). The outer (i.e., first) layer contains the structural 

factors, such as economic strategies and tax policies. The second level 

focuses on living and working conditions, the third on social and 

community factors, and the fourth on individual lifestyle factors 

(Dahlgren & Whitehead, 2007; 2021); see figure 1. 

 

Figure 1. The main social determinants of health (Dahlgren & Whitehead, 2021) 

 

The current thesis uses the social determinants of health to situate the 

integration activities for newly arrived migrants into a health 

perspective. Several of the aspects included in the EP are social 

determinants of health, including employment (Dahlgren & 

Whitehead, 2007). Research has shown that refugees have a higher 

risk of labor-market marginalization compared to native-born Swedes 

(Helgesson, Wang, et al., 2019). The whole EP is an activity designed 
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to increase newly arrived migrants’ chances of entering the labor 

market and general society (Government Office of Sweden, 2017b). 

Education is another social determinant of health (Dahlgren & 

Whitehead, 2007), and several educational initiatives are part of the 

EP, such as language training (Government Office of Sweden, 2017b) 

and the Civic Orientation program (Government Office of Sweden, 

2010a).  

Previous research indicates that policies outside of health—that is, 

policies focused on other social determinants of health—affect 

migrants’ health and thus are an important perspective to consider 

(Juárez et al., 2019). Research also shows that policy-making focused 

on migration is compatible with a health-promoting focus 

(Zimmerman et al., 2011). The social determinants are therefore 

important in the research field of migration and health, and the 

promotion of newly arrived migrants’ health.  

 

2.5.2 Multi-level governance  

Multi-level governance is a social science theory that emerged in the 

1990s as a way of studying decision-making in the European Union. 

Since then, researchers have used the theory in different ways. The 

focus was initially on EU policies, but later the use spread to both the 

national-only level or in different regions outside the EU (Piattoni, 

2009). Multi-level governance has also been used as a framework for 

studies about collaboration in healthcare (Santinha, 2016) and in 

migration policies (Campomori & Caponio, 2017). Both international 

actors such as the EU and local actors such as non-governmental 

organizations (NGOs) are also considered when using the theory 

(Piattoni, 2009). 
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Central to multi-level governance is collaboration between and 

within different actors (nations/states, regions, and municipalities) 

and levels (national, regional, and local), and how that collaboration 

affects and shapes policies (Piattoni, 2009); see table 1. Campomori 

and Caponio (2017) describe multi-level governance as an approach 

to “make sense” of the policy process, which is increasingly complex 

because of the many actors and levels involved.  

Table 1. Multi-level governance of integration in Sweden 

Level 
The nation of 

Sweden 
Regions Municipalities 

N
at

io
n

al
 

Parliament 

Government 

Authorities 

  

R
eg

io
n

al
 

County administrative 

boards 

Authorities 

County 

Councils/regions 
 

L
o

ca
l 

  

 

Municipalities and 

Civic Orientation 

 

 

Sweden has three levels of governance—national, regional, and 

local—all of which are self-governing. The actors are the nation of 

Sweden (the state), the county councils/regions, and the 

municipalities (Swedish Association of Local Authorities and 

Regions, 2018). Sweden has 290 municipalities and 21 county 

councils/regions. The central government decides on the division of 

municipalities and county councils/regions and their responsibilities, 

although the municipalities and county councils/regions themselves 
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organize their work and decide if they want to work with the 

voluntary areas. The law regulating the municipalities and county 

councils/regions is the Swedish Local Government Act (Government 

Office of Sweden, 2015). The municipalities and county 

councils/regions have both a political organization with 

representatives from public elections and officials employed by the 

organizations. The division of work between the two groups is 

decided by law; generally politicians are responsible for decision-

making, while officials are responsible for carrying out and 

implementing political decisions (Government Office of Sweden, 

2015).  

The municipalities and regions are governed by municipal councils 

and regional councils, respectively. The councils are appointed 

through direct elections every four years. The councils (and thus the 

politicians) make decisions about the municipality’s or region’s 

organization, work, and economy; they also appoint assignments to 

the organization’s different boards, commissions, and committees 

(Swedish Association of Local Authorities and Regions, 2022a, 2022b). 

Other important governing actors are authorities, who work to 

implement laws, regulations, and decisions made by the government. 

The government cannot control how the authorities implement or 

interpret laws (Government Office of Sweden, 2022b). Authorities of 

particular importance within the migration field in a Swedish context 

include the following. The mission of the Swedish Migration Agency 

includes deciding on applications for asylum and organizing things 

such as living place and financial support for asylum seekers during 

the process (Swedish Migration Agency, 2022c). The Swedish Public 

Employment Service (2022) is the agency that coordinates the 

Establishment Program, while the Social Insurance Agency decides 
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and distributes the financial compensation that people receive when 

participating in the EP (Social Insurance Agency, 2022). The County 

Administrative Boards are responsible for the administrative 

responsibilities of the state, but on a regional level (Government 

Office of Sweden, 2022a). 

The OECD describes the multi-level governance of Sweden as being 

“hourglass” shaped, indicating that the nation/state and the various 

municipalities are the greater actors. The OECD describes the 

municipalities as having a high degree of autonomy compared to 

similar units in other OECD countries, making Sweden one of the 

most decentralized countries. The strengths of the governance of 

Sweden include the democracy and transparency of the system. The 

population’s trust in the system is higher than the OECD average 

(56% in Sweden compared to 42% on average). Some of the country’s 

limitations (or challenges) include policy cooperation (Organisation 

for Economic Co-operation and Development, 2017b).  

Zapata-Barrero et al. (2017) have described an increase in multi-level 

governance within integration internationally. They note that policies 

are generally made at the national level (for example civic-integration 

programs), but local actors such as the municipalities and non-

governmental organizations also play a large part in the integration 

of newly arrived migrants (Zapata-Barrero et al., 2017). In the 

Swedish context, the responsibility for integration has shifted over 

time. In 2010 the main responsibility moved from the municipalities 

to the national level; the intention of this move was to streamline the 

process and to avoid differences between the municipalities (Lidén & 

Nyhlén, 2022). Since 2010, the Public Employment Agency, a national 

authority with local offices, has had a large responsibility for the 

integration process (Emilsson, 2015; Lidén & Nyhlén, 2022). More 
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actors than ever before are involved in the integration process, 

including the municipalities, the county administrative boards, the 

regions, and other authorities (Lidén & Nyhlén, 2022).  

This thesis uses multi-level governance theory as a kind of map for 

orienting the different studies in Sweden’s social structure.  

 

2.5.3 Health in all policies (HiAP) 

Several agendas or initiatives have promoted health by considering 

health effects in policies and sectors outside the healthcare system, 

such as “health for all policies” (HiAP), healthy public policies, and 

intersectoral action for health (Sihto et al., 2006b). Starting with the 

fact that most social determinants of health occur outside the health 

sector, the HiAP approach promotes health through actions on 

policies and governance on all levels and in different sectors of 

society (Shito et al., 2006b). The World Health Organization (2014) 

defines HiAP as 

an approach to public policies across sectors that 
systematically takes into account the health 
implications of decisions, seeks synergies, and 
avoids harmful health impacts in order to improve 
population health and health equity. It improves 
accountability of policymakers for health impacts at 
all levels of policy-making. It includes an emphasis 
on the consequences of public policies on health 
systems, determinants of health and well-being. 

In building HiAP, it is important to identify health problems and 

what causes them, but also to identify various salutogenic factors and 

support their positive development (Lindström & Eriksson, 2009). 
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Ollila (2011) classifies the types of HiAP strategies as follows:  

• health strategies are simply strategies with an explicit focus on 

health, which other sectors adopt through intersectoral 

cooperation;  

• win-win strategies are focused on policies and actions that 

benefit all sectors involved, often within the education, 

sanitation, or environment arenas; for example, a good 

education is obviously the aim of the education section, but it 

also promotes health;  

• in cooperation strategies, health-sector experts cooperate with 

other sectors to further their aims;  

• damage-limitation strategies focus on identifying and 

diminishing potentially negative health effects in policies 

outside the health sector. 

The main critique against HiAP is that, although many countries and 

institutions talk positively about HiAP, few have implemented it 

fully (Greaves & Bialystok, 2011). Previous research has shown that 

HiAP has been implemented in countries in North America and 

Europe (Guglielmin et al., 2018). Some of the factors that make HiAP 

difficult to implement are that changes to governmental structures 

are often required, which involves moving from working in “siloes” 

to a more joined and collaborative way of working (Greaves & 

Bialystok, 2011).  

The political context is an important factor for HiAP. The fact that 

many electoral cycles are short-term and that many political contexts 

are divided into silos—where politicians are not explicitly responsible 

for health outcomes and do not want to place health initiatives on 

their often limited budgets—all affect the possibility for HiAP to be 
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implemented (Greaves & Bialystok, 2011). Some of the factors that 

facilitate implementation include having common goals between the 

sectors involved, having strong local political and practical 

leadership, and having committed staff (Guglielmin et al., 2022). 

In the current thesis, HiAP offers a theoretical context in which health 

is integrated into an important policy context such as the integration 

of newly arrived migrants. HiAP ties together the different foci.  

 

3 Rationale  
Migrants have an increased risk of suffering from health-related 

issues (Nazroo & Williams, 2006; Palinkas et al., 2003). In the Swedish 

context, comparisons between the population born in Sweden and 

migrants show that in particular, forced migrants’ health risk 

worsens over time, their overall health is worse, and their risk factors 

for ill health are higher compared to the rest of the population 

(Helgesson, Johansson, et al., 2019). Migrants’ health risks have been 

shown to start to worsen as early as within the first five or six years in 

the country of destination (Helgesson, Johansson, et al., 2019; 

Norredam et al., 2014), which is why the first years and the 

integration period in a country are crucial from a health perspective.  

Both research (Francis-Oliviero et al., 2020) and Swedish policy 

(Public Health Agency of Sweden, 2020) have pointed out the need 

for a specific focus in health promotion on so-called vulnerable or 

disadvantaged groups. As previously described, newly arrived 

migrants are one such group in Sweden. Having a specific health 

focus is thus important in policies related to integration, but also in 

the policy and political process. 
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When approaching health from a structural perspective, aspects such 

as policy, governing, and involvement from actors outside the health 

sector are interesting factors to examine (de Leeuw, 2017). Policies are 

important to study to gain a deeper understanding of the interaction 

between institutions, interests, and ideas (Walt et al., 2008). Both 

public policies and governments (Bryant, 2010), as well as the 

political context, play a role in achieving health equity (Greer et al., 

2017).  

The WHO points out the importance of having a broad view on 

health and responsibility within society for migrants’ health. The 

WHO encourages member states to promote migrants’ health, 

address migrants’ determinants for health, and involve several 

different sectors and levels in society to work with the complexity of 

migrants’ health (World Health Organization, 2016b). Pavli and 

Maltezou (2017) have pointed to the importance of intersectoral 

collaborations when addressing immigrants’ risk of ill health.  

Among the problems with health-promotion actions on the structural 

determinants of health include the limited research that has been 

conducted to date (Holt et al., 2017). During the creation of this 

research project, a review of the literature focused on health 

promotion for migrants in Sweden was performed. The review 

showed that although research has been conducted on immigrants’ 

health, health promotion, and preventive and health-promoting 

interventions, few studies have focused on officials, policy-makers, 

and policies concerning health promotion for newly arrived migrants 

in Sweden. More research in the area of structural determinants of 

health, health promotion, and newly arrived migrants is thus clearly 

needed.  
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4 Aim 

The overall aim of this thesis was to explore how health promotion is 

approached within the multi-level governance of the integration of 

newly arrived migrants in northern Sweden. The specific aims were 

as follows: 

• to analyze health discourses within Swedish and EU integration 

policies (Study I);  

• to explore local and regional politicians’ considerations of newly 

arrived migrants’ health in political decision-making (Study II); 

• to explore politicians’ views on different societal actors’ 

responsibility and possibility to promote newly arrived migrants’ 

health (Study III); 

• to analyze how local authority officials perceive collaboration in 

health-promotion activities for newly arrived migrants in 

Sweden’s Establishment Program (Study IV); and 

• to explore how civic communicators view and approach health 

promotion in their work with newly arrived migrants in Sweden’s 

Civic Orientation program (Study V).  
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5 Methods  
The thesis consists of five articles, corresponding to five research 

questions. The studies have different designs and are built on four 

different data-collection methods. Because the intent of the overall 

project was to capture the different levels of society involved in 

Sweden’s Establishment Program, the studies focused on different 

levels and actors. Of the five studies, three were qualitative and two 

quantitative, as shown in table 2.  

 

Table 2. Summary of studies 

Study Design Data collection 
Participants/ 

material 
Analysis 

I Qualitative 
Document 

analysis 

EU, national, 

regional, and 

local policies (n 

= 17) 

Discourse 

analysis 

II 
Quantitative, 

cross-sectional 
Questionnaire 

Politicians in 

municipalities 

and regions (n 

= 667) 

Chi2 test, 

independent 

sample t-test, 

Wilcoxon, 

binary logistic 

regression 

III 
Quantitative, 

cross-sectional 
Questionnaire 

Politicians in 

municipalities 

and regions (n 

= 667) 

Wilcoxon, 

cluster analysis, 

binary logistic 

regression 

IV Qualitative 
Focus group 

interviews 

Authorities in 

municipalities 

and the 

Swedish Public 

Employment 

Service (n = 23) 

Content 

analysis 

V Qualitative Interviews 

Civic 

communicators 

working with 

CO (n = 8) 

Thematic 

analysis 
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5.1 Procedure and data collection  
5.1.1 Study I  

The material of interest for Study I includes policies related to 

integration for newly arrived migrants in Sweden. Public policies 

were defined as aspects of what public authorities choose to do, or 

not choose to do, in the form of regulations or programs (Bernier & 

Clavier, 2011). Only current integration policies aimed at newly 

arrived migrants in the Swedish context were of interest. The policies 

were located by using maximum variation sampling (Creswell & 

Poth, 2018, p. 159; Patton, 2015, p. 267), focused on all relevant actors 

in the Establishment Program. The ordinance regulating the EP 

identifies the relevant authorities, including the Swedish Public 

Employment Service, the county administrative boards, the 

municipalities, the regions, and the Delegation of Young People and 

Newly Arrived Migrants, or DUA, from the Swedish name, 

Delegationen för unga och nyanlända till arbete (Government Office 

of Sweden, 2017a).  

In May of 2019, data was collected through focused searches on the 

above-mentioned organizations’ websites. The keywords “newly 

arrived migrants,” “integration,” and “establishment program” were 

used in the search of documents and programs stipulating the 

organizations’ a) assigned responsibilities and b) their reported 

actions related to integration activities.  

The County of Västernorrland was used as an example when 

focusing on local organizations and actors, such as municipalities, 

regions, county administrative boards, and the DUA. Since the 

municipalities lack public policies on integration, their role was 

examined through the DUA. To add an international context of 
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policies affecting Sweden, a search for policies on integration by the 

EU was performed that followed the same structure and strategy as 

for the national and local documents.  

 

5.1.2 Studies II and III 

For these studies, a questionnaire was developed to facilitate data 

collection from a large sample with a varied background. An 

inductive approach was used in the questionnaire-development 

process (Hinkin, 1998) to capture politicians’ understanding of their 

role in health promotion. Interviews with six politicians were 

conducted as the first step. The politicians were chosen in order to 

attain heterogeneity in the sample and included four women, four 

people under the age of 45, people with political experience ranging 

from four to 30+ years, people from both sides of the political 

spectrum, and politicians both in the majority and the opposition. 

The interviews followed an interview guide and focused on questions 

about the politicians’ views on health and health promotion, their 

roles and responsibilities, and the possibility to promote health (both 

that of newly arrived migrants and of the general population). The 

interviews, which ran from 20 to 62 minutes, were recorded by a 

smartphone before being transcribed verbatim.  

The interview data was analyzed using inductive (Patton, 2015) 

manifest content analysis (Graneheim & Lundman, 2004). The data 

was first divided into meaning units and codes, then grouped into 

subcategories and categories. The categories formed the parts of the 

questionnaire, such as Politicians’ views of health and health promotion 

and Organizations and their prerequisites, while the subcategories were 

turned into a battery of questions and statements (Grant & Ferris, 
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2012). The final questionnaire consisted of 49 items, of which ten had 

a special focus on newly arrived migrants, three were open-ended 

questions, and three were clarifying questions where the participants 

could clarify their answers if they wished. Demographic questions 

appeared at the end of the questionnaire and concerned the 

participants’ age, gender, political affiliation, and both political and 

public health experience.  

The questionnaire was sent to the participants by email in April of 

2019, and the questionnaire remained open for six weeks. Three 

reminders were sent at approximately 10-day intervals. Politicians’ 

emails were collected through the municipalities’ or regions’ websites 

or via contact with the respective organization’s administration. If 

politicians held seats in both the municipality and the regional 

council, then they were instructed to choose one and answer from 

that perspective only. Both ordinary members and alternates were 

invited to participate in the study.  

 

5.1.3 Study IV 

Study IV consisted of a secondary analysis of data collected in the 

Establishment with a Health Perspective (EHP) project, which took 

place in 2016. The project used the “Audit Project Odense” (APO) 

auditing method for data collection (Bentzen, 1993; Carlerby & 

Persson, 2017). Study IV used the qualitative data collected through 

focus group interviews with authority officials at the Public 

Employment Agency and municipalities. The focus group interviews 

were held after the participants had received information about the 

preliminary results from the earlier analyses of reflections on health-

promotion activities and the quantitative data collected during the 
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previous steps in the EHP project (Bentzen, 1993; Gilså Hansen et al., 

2005). The results included the health-promoting activities (which 

they had reported on in previous steps of the research) during their 

meetings with newly arrived migrants (Carlerby, 2016; Carlerby & 

Persson, 2017). The five focus group interviews then took place. The 

interviews were based on an interview guide, and a researcher and 

an official from the county administrative board (an administrative 

partner in the EHP project) participated in the focus group 

interviews. Each group had three to seven participants, who were 

grouped based on the geographical placement of their work. The 

interviews, which ran from 38 to 70 minutes, were recorded before 

being transcribed verbatim.  

 

5.1.4 Study V 

Data collection for Study V took place in November of 2021. Data was 

collected through semi-structured interviews with civic 

communicators who worked in the Civic Orientation program in 

municipalities in two regions in northern Sweden. The municipalities 

were contacted through email to determine the contacts for the CO 

program. All civic communicators who worked with the program 

were invited to participate in the study. The civic communicators 

received written information about the study’s aim and were told 

that the interviews would focus on health in the CO program. They 

were also told about the intent to publish and that their participation 

would remain confidential; they were also told that they could 

discontinue their participation at any time without stating a reason.  

Eight civic communicators agreed to participate in the study. The 

civic communicators were interviewed in person (two), over Zoom 
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(five), or by phone (one). The interviews, which ran between 35 and 

44 minutes, were recorded and later transcribed verbatim.  

 

5.2 Participants and material 
5.2.1 Study I 

In total, 17 documents from six different actors were included in the 

analysis; see table 3. The inclusion criteria for the searches were that 

the reports a) were official and public reports describing the 

organizations’ work in integration activities, b) were published by the 

relevant authorities, c) were current (valid from 2014 to 2019), and d) 

contained information about integration activities and newly arrived 

migrants. Strictly economical directives and budgets or reports that 

only focused on labor migrants were excluded.  

Table 3. Policies included in the analysis 

Actor Title 

European Union  The European Agenda on Migration  

Action plan on the integration of third-country nationals 

Swedish 

government 

Ordinance (2017:819) on financial compensation to participants in 

labor-market activities 

Ordinance (2017:820) on the establishment of contributions for 

newly arrived immigrants 

The government’s proposition 2016/17:175: a new ordinance for 

newly arrived immigrants’ establishment in the labor market and 

social life 

Additional directive to DUA (A 2014:06) 

Ordinance (2016:1363) on the county administrative boards’ 

assignment regarding activities for asylum seekers and newly 

arrived immigrants  

Appropriation directions for the Public Employment Agency 

Appropriation directions for the Swedish Social Insurance Agency  

Directive on simplified and more efficient processes for newly 

arrived immigrants 

Public 

Employment 

Agency 

Yearly report on activities in the Establishment Program 2018  

Progression in the Establishment Program  
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Social Insurance 

Agency 

Report on appropriate directions on meeting places and information  

county 

administrative 

boards 

Report on appropriation directions on inspection of the Civic 

Orientation program for newly arrived immigrants 

To do: course of action on integration and establishment 

DUA Assignment collaboration 2018: Many challenges remain—interim 

report #SOU 2018:12 

Agreement on collaboration about newly arrived immigrants 

(including appendix) in Västernorrland’s respective municipalities 

 Table adapted from article manuscript (Study I).  

 

5.2.2 Studies II and III  

Politicians from the municipality councils and regional councils in 

Sweden’s northernmost four counties were invited to participate in 

the study. In total, 667 participants (24.3%) completed the 

questionnaire; see table 4.  

 

Table 4. Participants’ background data 

 Frequency Valid percent 

Political affiliation    

Left party 80 12.0% 

Social Democrats 251 37.6% 

Green Party 20 3.0% 

Centre Party 113 16.9% 

Liberals 27 4.0% 

Moderate Party 65 9.7% 

Christian Democrats  27 4.0% 

Sweden Democrats 26 3.9% 

Feminist Initiative 3 0.4% 

Other local parties 53 7.9% 

   

Gender   

Female 307 46.3% 

Male 356 53.7% 
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Age   

18–24 7 1.0% 

25–34 51 7.6% 

35–44 89 13.3% 

45–54 150 22.5% 

55–64 197 29.5% 

65–74 155 23.2% 

75 > 17 2.5% 

   

Political group   

Municipality politician 546 83.3% 

Regional politician 110 16.8% 

   

Number of inhabitants in municipality of residence  

< 3,000 39 6% 

3,000–4,999 35 5.4% 

5,000–6,499 55 8.5% 

6,500–8,999 60 9.3% 

9,000–15,999 129 19.9% 

16,000–19,999 70 10.8% 

20,000–29,999 57 8.8% 

30,000–74,999 112 17.3% 

> 75,000  90 13.9% 

Table from article (Study II).  

 

To determine if the politicians who responded to the questionnaire 

differed from the demographic of the population of the municipality 

and from regional politicians, a comparison was performed between 

the politicians included in the study and the official data of all 

politicians in the current area. The participants included in the study 

did not differ significantly from the population of politicians in 

northern Sweden. No differences were noted between the two groups 

in terms of gender, age, and political group. Regarding political 

affiliation, the Sweden Democrats were underrepresented in the 
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study material (adjusted Z = –3.30; chi2 = 10.89; p = 0.00097), but no 

other differences were detected in the response analysis.  

 

5.2.3 Study IV  

Study IV’s participants were officials at the municipalities or with the 

Swedish Public Employment Service who worked with newly arrived 

migrants within the Establishment Program. All participants within 

the selected organizations in Västernorrland County were invited to 

participate in the project. Of the seven municipalities, four were 

selected to participate. The participants were chosen to ensure 

completeness in their answers, but also to consider the available time 

and resources and to ensure representation of the three types of 

municipalities in the area: large coastal town, coastal community, and 

rural municipality. In total, 23 officials were included in the study. Of 

the 23, six participants worked in the municipalities, and 17 in the 

Swedish Public Employment Service; 14 were women, and nine were 

men.  

 

5.2.4 Study V  

All informants for Study V were civic communicators who worked 

with the Civic Orientation program; their working experience ranged 

from 4 to 13 years in the occupation. The informants’ educational 

backgrounds also varied, from shorter courses provided by the 

employer to assistant nurses or university education, both from 

Sweden and other countries. Four of eight informants had health and 

CO communication education, and some had several of the above-
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mentioned types of education. Of the informants, half were women, 

and five had personal experience with migration.  

 

5.3 Data analysis  
5.3.1 Study I  

The material for Study I was analyzed using discourse analysis, 

following Tonkiss’s (1998, pp. 245-260) methodological approach; the 

analysis was influenced by Fairclough’s (2003) views on critical 

discourse analysis.  

All documents were read through, and data that included any aspects 

of health, disease, or well-being was included for further analysis, 

while the rest was excluded at this stage. Throughout the readings, a 

focus was on identifying recurrent themes or terms to organize the 

data into key categories, and to understand how health appeared in 

the data (Tonkiss, 1998, pp. 245-259). Various aspects described by 

Fairclough (2003, pp. 55-137) were used in the reading, sorting, and 

coding of the data to facilitate a deeper understanding of the text. 

These aspects included which assumptions people made and what 

they took for granted as “common ground,” as well as what was 

present and what was absent in the text. Other aspects of the 

language that were also studied were if it was “undialogized” and 

how modality and nominalization were handled. The focus was on 

discursive practice and the text, while the social practice was only 

addressed through discussions and comparisons to previous research 

(Fairclough, 2003, pp. 55-137). Through the readings, the material was 

coded and sorted into themes represented in the data that described 

how health was viewed in the material. Comparisons within and 
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between themes and the whole text were carried out through the 

analysis.  

Quotes from the documents were included in the results to illustrate 

the themes and were translated from Swedish to English by the 

author.  

 

5.3.2 Studies II and III 

Statistical analyses were performed using IBM SPSS Statistics 25 

(Study II) or 27 (Study III). Univariate data was presented in 

frequencies and percentages; for bivariate data, chi2 tests, 

independent samples t-tests (Study II), and Wilcoxon signed rank 

tests (Studies II and III) were used. The significance level was set at p 

< 0.05 (Studies II and III); for post-hoc analyses, Bonferroni 

adjustment was used for the alpha level (Study II; Pallant, 2016, p. 

240). To interpret the effect size, Cramer’s V (Study II; Pallant, 2016, 

pp. 221-222) and Cohen’s coefficient (Studies II and III) were used 

(Cohen, 1988, in Pallant, 2016, p. 137).  

Two-phased cluster analysis was performed to divide the group of 

politicians into clusters, depending on how they had rated societal 

responsibility and the possibility to promote newly arrived migrants’ 

health. No standardization of the variables was necessary, since they 

were of similar types and ratios. First, hierarchical cluster analysis 

(Ward’s method for clustering) was run to determine the number of 

clusters best suited to the solution. Two clusters were identified: one 

that rated societal responsibility and possibility as higher and one as 

lower. K-means non-hierarchical cluster analysis was then 

performed, using two clusters (Hair et al., 2010, pp. 415-474; Henry et 
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al., 2005). The participants’ cluster profiles were saved and used for 

further analysis.  

Binary logistic regressions were performed to study a) the association 

of the predictor variables knowledge, attitude, and general health 

knowledge with the outcome variable considering health effects (Study 

II); and b) which variables contributed to whether politicians rated 

societal responsibility and the possibility to promote newly arrived 

migrants’ health as high (Study III). The analyses were performed in 

one (Study III) or three (Study II) steps of entry variables; the 

adjusted odds ratio (OR) and 95% confidence interval (CI) were then 

calculated. For model explanation degree, Coz and Snell R square 

and Nagelkerke R square were calculated. Model and step 

significance were determined by omnibus testing of model 

coefficients; finally, the Hosmer–Lemeshow goodness of fit test was 

used (Hosmer et al., 2013; Pallant, 2016, pp. 169-181). 

The items included in the studies were coded with a variable name, 

coded for the original answer, and dichotomized for the binary 

logistic regression analysis; see table in appendix 1. 

Two indexes were created for the analysis. The “General Health 

Knowledge” (GHK) index consists of five items measured on a Likert 

scale from 1–5, where 1 = fully disagree and 5 = fully agree. The items 

are as follows:  

• I consider myself as having enough knowledge to judge if a 

political decision I make affects the population’s health. 

• I consider myself as having enough knowledge to judge how a 

political decision I make affects the population’s health. 
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• I understand the differences between health promotion and 

disease prevention. 

• I understand the municipality/region’s responsibility for the 

population’s health within the new national public health 

political goals from 2018. 

• I consider myself as having a clear estimate about the health 

status of the general population in the municipality/region 

where I am a politician. 

The index had a Cronbach’s alpha = 0.741, ranging from 1–18, where 

18 represents the highest self-rated knowledge.  

The second index is the “Considering Health Effects” (CHE) index, 

made up of two items: (1) “In the last three months, have you 

reflected on how political decisions you make affect newly arrived 

migrants’ health?” and (2): “In the last three months, in your political 

group, have you discussed how decisions you make affect newly 

arrived migrants’ health?” (For coding, see table in appendix 1; the 

variables were reflection and discussion.) The index had a Cronbach’s 

alpha = 0.771; in the binary logistic regression analysis, the index was 

dichotomized as 0 = 4–6 (do not consider health effects) and 1 = 2–3 

(consider health effects).  

The GHK and CHE indexes were then further analyzed using 

exploratory factor analysis. The Kaiser–Meyer–Olkin (= 0.764) and 

Bartlett’s tests (< 0.001) were used to test for the suitability of factor 

analysis (Pallant, 2016, pp. 182-203). After setting the minimum factor 

loading to 0.5, two dimensions (eigenvalues > 1), corresponding to 

the GHK and CHE indexes, were discovered in the material. Factor 

one (the GHK index) included five items and explained 44.01% of the 

variation, while factor two (the CHE index) included two items and 
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explained 15.79% of the variation. Factor loadings are presented in 

Study II.  

 

5.3.3 Study IV  

Data for Study IV was analyzed using inductive (Patton, 2015) 

qualitative latent content analysis (Graneheim & Lundman, 2004). 

After the material was read through several times for a deeper 

understanding of the context, the material was divided into meaning 

units, and any parts of the material that were irrelevant to the aim 

were removed. The meaning units were then condensed and coded 

on the base of the content. The material was then grouped into 

primary subcategories; then the subcategories were grouped into 

categories and abstracted to a theme (Graneheim & Lundman, 2004). 

The quotes were translated from Swedish to English by the author.  

 

5.3.4 Study V  

The interview data for Study V was analyzed using thematic analysis, 

following the method described by Braun and Clarke (2006). Initially, 

the interviews were transcribed verbatim, imported into NVivo, and 

read through. The second step was the initial coding. During the 

coding, the data set was reviewed, and descriptive codes were 

assigned to the material according to its content. The initial themes 

were formed in the third step. The codes and data were sorted into 

themes based on their similarities and differences. The themes were 

refined in the fourth step. The themes were discussed within the 

research team and compared to the whole data set. A thematic map 

was used for the process. The themes were then named and described 
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in more detail during the fifth step. Finally, the results of the analysis 

were written up, and quotes from the interviews were translated into 

English and used to illustrate the themes. 

 

5.4 Ethical considerations  
An important ethical (as well as methodological) aspect of migration 

research is the position of the researcher. A researcher can be 

considered an insider or outsider in the migration context. Being an 

insider means belonging to the group of migrants one is researching, 

while being an outsider means researching a group one does not 

belong to. While this situation is of specific interest when collecting 

data directly from migrants, it is also important to consider within 

any type of research related to migration (Carling et al., 2014). The 

current research was conducted from an outside perspective. 

Principles of health-related research, such as the importance of 

informed consent and confidentiality, are especially important when 

researching migration (Clark-Kazak, 2017). These aspects were 

considered in the current research (as noted below), but no direct 

data was collected from newly arrived migrants themselves. 

Other principles that are important for public health research include 

various moral considerations, for example producing benefits; 

avoiding, preventing, and removing harms; and distributing benefits 

and burdens fairly (Childress et al., 2002). These aspects were 

considered when choosing the area of the research. In an effort not to 

put the responsibility of health inequities on the migrants themselves, 

the area of focus was instead on Swedish society and the structural 

aspects of health within the integration activities on offer.  
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The 1964 Helsinki Declaration (including its amendments) sets the 

standard for current medical research (World Medical Association, 

2018). Confidentiality and voluntary participation are important in all 

research, as they are in the Swedish context (Swedish Research 

Council, 2017). The current research was thus developed in 

accordance with the ethical standards found in both the Helsinki 

Declaration (World Medical Association, 2018) and the national 

research committee in Sweden (Swedish Research Council, 2017).  

Study I contained no participants and thus was not reviewed by any 

ethical board. The other four studies (Studies II–V) were all reviewed 

by Mid Sweden University’s ethical committee (MIUN 2018/6; 2019/6; 

2016/656; 2021/6). Before data collection, participants were always 

informed about the study, its aim, and the intent to publish and that 

participation was both voluntary and confidential.  

In Studies II and III, participants consented to participate by 

submitting their answers to the questionnaire; in Study IV, they 

verbally consented to participate before the focus group interviews; 

and in Study V, the informants handed in or sent in signed consent 

forms before the interviews started. 
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6 Results  
Health promotion is approached differently on different levels and 

among various actors in society. The five studies are situated in a 

number of contexts; see figure 2.  

 

Figure 2. Illustration of studies according to MLG 

 

6.1 Study I  
The policy document that formed the Establishment Program in 

Sweden contains no explicit definition of health. Through the 

material included in the study, health appeared in three underlying 

aspects: the medicalization of health, the individualization of health, and 

the risk of ill health.  

The medicalization of health was partly visible through the 

terminology used, such as disease, healthcare, and disabilities, but also 

through the fact that health promotion was used both 
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interchangeably with and in relation to disease prevention and 

rehabilitation. Another aspect that indicates a medicalization of 

health was how respondents pointed out the healthcare services as 

being responsible for anything related to health within the policies, 

even though the healthcare services had no permanent collaboration 

or ongoing preventive or health-promoting assignment within the 

EP. Although several of the social determinants of health (such as 

education and work) were present in many of the policies, their 

connection to health or health promotion was absent.  

The individualization of health showed how the newly arrived 

migrants’ individuality was always a focus in terms of health aspects. 

All actors referred to health as an individual quality. For example, 

participants described access to health promotion as being on a needs 

basis and tied to newly arrived migrants’ knowledge, skills, and 

personal lifestyle and habits. The individualization was not only 

visible in the policies for the organizations that worked directly with 

newly arrived migrants but at all levels.  

Further, the risk of ill health appeared throughout the documents, 

while the benefits of good health were absent. The risks of ill health 

were also tied to individual consequences, such as not being able to 

participate in the program. 

 

6.2 Study II  
The analysis in Study II showed that politicians more often discussed 

health effects for the population compared to newly arrived migrants 

(z = –9.251; p < 0.001; r = 0.256). A statistical difference was also 

notable between whether the politicians reflected on health effects for 
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the population at large or for newly arrived migrants (z = –9.006; p < 

0.001; r = 0.249). For both aspects, only a minority stated that they did 

not discuss (20% for the population, 34.9% for newly arrived 

migrants) or reflect on (10.9% for the population, 20.5% for newly 

arrived migrants) health effects in their political decision-making.  

When comparing municipality politicians to regional politicians, a 

difference was noted regarding whether they discussed health effects 

for newly arrived migrants, but not if they reflected on health effects. 

Regional politicians rated to a higher degree that they discussed 

health effects for newly arrived migrants (p = 0.01; Cramer’s V = 0.12).  

In terms of whether the politicians rated that they had knowledge of 

newly arrived migrants’ health status (knowledge) and if they rated 

that health effects for newly arrived migrants were important in their 

decision-making (attitude), a difference was noted between those 

politicians who considered health effects and those who did not. 

Politicians who considered health effects had higher self-rated 

knowledge (p < 0.001) and attitude (p < 0.001) as well as a higher level 

of self-rated general health knowledge (M = 14.41) compared to those 

who did not consider health effects for newly arrived migrants (M = 

12.12; SD = 0.19; t [633] = –11.72; p < 0.001). But when tested in a 

binary logistic regression analysis with control variables (gender, age, 

size of area of residence, municipality/regional politician, and 

previous experience of political work, integration work, or public 

health work), only attitude (OR 5.962; 95% CI: 2.021–17.587) and 

general health knowledge (1.343; 95% CI: 1.198–1.506) remained 

significantly associated with considering health effects for newly 

arrived migrants. Other aspects that were important contributors 

were gender (being female: OR 1.787; 95% CI: 1.170–2.731) and 



 

69 

having experience working with public health issues (OR 1.784; 95% 

CI: 1.060–3.004). 

6.3 Study III 
In Study III, politicians generally rated both societal responsibility 

and the possibility to promote health as higher for the population as a 

whole compared to newly arrived migrants specifically. When the 

focus was on the responsibility to promote health, politicians rated 

the responsibility of individuals, the region, regional politicians, civil 

society, and private actors to promote newly arrived migrants’ health 

lower than the population’s health. For the societal possibility to 

promote health, they rated the same actors, as well as the 

municipalities, as having a lower possibility to promote newly 

arrived migrants’ health compared to the population’s health. The 

politicians rated that only the municipality politicians’ and the state’s 

responsibility and possibility to promote health did not differ 

significantly when comparing newly arrived migrants specifically to 

the entire population.  

In a two-step cluster analysis, two clusters of how highly politicians 

rated societal responsibility and the possibility to promote newly 

arrived migrants’ health were identified. Cluster one, where 

politicians’ responsibility and possibility were identified as low, 

consisted of 243 politicians, while 401 politicians (cluster two) rated 

societal responsibility and the possibility to promote health as high.  

The binary logistic regression analysis showed that attitude (OR 

2.156; 95% CI: 1.306–3.558), specific knowledge of newly arrived 

migrants’ health status (OR 1.528; 95% CI: 1.005–2.323), personal 

interest in public health (OR 2.452; 95% CI: 1.460–4.119), being a 

municipality politician (OR 1.659; CI: 1.031–2.670), and being female 
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(OR 1.934; 95% CI: 1.333–2.806) were the determining factors in 

politicians rating societal responsibility and the possibility to promote 

health as high.  

 

6.4 Study IV  
The main theme identified in the material for Study IV was how 

collaboration is complex but desirable in health-promotion activities 

for newly arrived migrants. The theme consisted of two categories: 

unclear roles and changes to structures.  

In the category unclear roles, the officials raised the issue of lacking 

structures for how they should work with health-promotion 

activities. Part of the problem was an increased number of actors in 

the EP who were unaware of each other’s work or responsibilities. 

They also indicated that they did not know how their own 

organizations’ responsibilities were formulated regarding health 

promotion. With the many actors and unclear responsibilities 

involved, they also noted that referring clients between organizations 

was problematic. They explained, in frustration, how they had found 

that health-related issues in particular were often left unresolved for 

clients.  

The category changes to structures contained the officials’ proposed 

solutions and changes to achieve improved health promotion for 

their clients. They described a need to gather all involved actors 

within one larger organization; another solution was to improve the 

contact between organizations. They proposed to have coordinators 

working between the organizations or contact people working within 

an organization so that they would always know whom to contact on 
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behalf of clients within the EP. Another aspect they raised was 

information, and how important it was to make information available 

for both other officials and their clients, including information both 

about the organizations’ work but also from other kinds of 

organizations (such as NGOs) and what they could offer newly 

arrived migrants. The officials also stressed that information should 

be available in several different languages.  

 

6.5 Study V 
Study V’s thematic analysis resulted in one main theme and two 

subthemes. The theme To dress the participants for a (healthy) life in 

Sweden described how the informants worked to prepare their 

participants (the newly arrived migrants who partook in the Civic 

Orientation program) for living in Sweden. A duality was noted in 

the informants’ descriptions, where they both described the need for 

their participants to be prepared to just manage all aspects of life in 

Sweden, but also how to manage a healthy life and make choices that 

would promote their health. The informants described knowledge, 

and their role as a guide, as important aspects in working with their 

participants.  

The first subtheme (Knowledge—a key to health) contained varied 

descriptions of how the informants viewed the importance of 

knowledge and how knowledge affected participants’ health. 

Informants raised the importance of both society-related information 

and health-related information, and how both could affect their 

participants’ health. They described themselves as bringers of 

knowledge and said they had the experience of being treated as 

experts by their participants. Within this subtheme, participants 
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described both theoretical and more practical knowledge as 

important.  

The focus of the second subtheme (Being a guide for participants in a 

new context) was on how the informants viewed their role as a guide, 

rather than a teacher or leader, for their participants. They described 

supporting their participants in both their learning and in more 

practical matters, such as helping to contact various healthcare 

services. The civic communicators also stressed the importance of 

being the ones who noted signs of ill health. During the interviews, it 

became apparent that the line between their professional and private 

roles was not always distinct. They had a flexible way of working and 

tried to help their participants with different aspects of life, such as 

contacting other authorities, who sometimes had rigid and difficult 

systems that the participants had trouble navigating on their own. 

The informants stressed how guiding their participants into society 

was not enough; Swedish society also had to adapt to ensure a system 

that would enable participation by everyone.  

 

7 Discussion  

The aim of the current thesis was to explore how health promotion is 

approached within the integration of newly arrived migrants in 

northern Sweden in the context of multi-level governance. The results 

of the five studies indicate a limited focus on health and health 

promotion within integration efforts for newly arrived migrants in 

Sweden (Studies I–V). The policies that regulate the Establishment 

Program contain no explicit aim or assignment for various actors to 

specifically work with health. This scenario was found to hold true 
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for all levels and actors involved in the establishment of newly 

arrived migrants in Sweden (Study I). 

Politicians in regions and municipalities tended to consider the health 

effects of their decision-making to a lesser degree for newly arrived 

migrants compared to the population as a whole, and they also rated 

societal responsibility and the possibility to promote newly arrived 

migrants’ health as lower than for the population as a whole (Studies 

II and III). Authorities described health promotion as important and 

desirable, but they also reported insecurities about the roles of 

themselves and others (Study IV). Civic communicators described the 

importance of their role in empowering newly arrived migrants to be 

able to live healthy lives in Sweden by relaying information and 

guiding their participants in the new context (Study V).  

Together the studies show a limited focus on health and health 

promotion within Sweden’s integration efforts. The political context 

is complex, and health is not present in all policies. Additionally, 

newly arrived migrants’ perspectives are marginalized in terms of 

health perspectives in political decision-making; the perspective of 

the population as a whole was more common. Collaboration within 

the integration process is complicated. Health is approached through 

a pathogenic perspective and is generally not seen as a resource 

within integration for newly arrived migrants; one exception was 

civic communicators, who work closely with newly arrived migrants 

and work to promote their health through empowerment.  
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7.1 A salutogenic view of health in 
integration 

From a salutogenic health-promotion perspective, health is typically 

viewed as a resource (Lindström & Eriksson, 2009). Within the policy 

context of the integration of newly arrived migrants, ill health was 

instead clearly viewed as a risk factor for those who were unable to 

participate in integration activities or to enter the labor market (Study 

I). When creating HiAP with a salutogenic perspective, the focus 

must be on health risks but also on identifying the salutogenic factors 

that promote health and support their development (Lindström & 

Eriksson, 2009). This perspective was found to be lacking in policies 

on all levels (Study I) but was more prevalent in how authority 

officials (Study IV) and civic communicators (Study V) discussed 

health and health promotion in their work. They addressed how 

skills and knowledge learned in the EP promoted health, but also 

how health facilitated both learning and being able to live life fully 

and to enter society and the labor market.  

During the interviews with civic communicators, it became apparent 

that their views of health and health promotion were more in line 

with a salutogenic view of health; participants described health as a 

vital resource to “make it” in Sweden (Study V). The civic 

communicators described how nearly everything included in the CO 

had a chance to positively affect newly arrived migrants’ health, 

which is in line with how several of the subjects were related to the 

social determinants of health (Dahlgren & Whitehead, 2007). 

Through the interviews, it also became apparent that the unspoken 

approach that the civic communicators used to work with their 

participants’ health was through empowerment. If comparing the 
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definitions, empowerment and integration are closely related. 

Broadly speaking, empowerment means to increase one’s control 

over the determinants of life through increases in knowledge, health, 

or freedom (Tengland, 2008). As previously shown, integration may 

be described as “the degree to which immigrants have the knowledge 

and capacity to build a successful, fulfilling life in the host society” 

(Harder et al., 2018, p. 11484). Although they are very similar 

concepts, research has shown that empowerment perspectives found 

within government policy documents on migration in the Nordic 

countries are limited (Dahl et al., 2021). Health promotion was also 

not found to be an aspect of policies related to the integration of 

newly arrived migrants in Sweden (Study I).  

The UCL–Lancet Commission on Migration and Health stresses that 

apart from using policies, laws, and resources to ensure and improve 

migrants’ right to health, migrants’ empowerment to use these rights 

should also be promoted (Abubakar et al., 2018). Civic 

communicators stressed that empowering and teaching newly 

arrived migrants to navigate Swedish society is insufficient; society 

also needs to facilitate newly arrived migrants’ abilities to fully 

participate. Participants mentioned several authorities as only being 

reachable through Swedish-speaking switchboards, and they said 

people were often forced to use online applications, regardless of 

whether they spoke Swedish or could use digital tools (Study V). 

Unnarsdottir et al. (2018) have highlighted the problem of required 

language skills to contact healthcare services in a previous study in 

the Swedish context. Previous research has also shown that newly 

arrived migrants’ experience of contact with Swedish authorities is 

important for their perception of authorities as well as for their 

everyday lives (Brännström et al., 2018).  
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The perspective of societal versus individual responsibility is thus 

crucial to examine. Brown et al. (2019) note that focusing solely on the 

individual’s responsibility in public health has not been fruitful. The 

authors, who combined theoretical reflections about responsibility 

and research on social determinants of health, concluded that 

individuals might lack sufficient control to be morally responsible for 

their health-related behaviors (Brown et al., 2019). They further stress 

that the underlying assumptions about responsibility found in policy-

making can shape health-promotion actions. 

As previously stated, civic communicators raised the issue of how 

societies must adapt to facilitate newly arrived migrants’ ability to 

fully enjoy their rights (Study V). The results from Study III show that 

politicians rated individuals’ responsibility and possibility to 

promote health as lower for newly arrived migrants compared to the 

population as a whole. At the same time, they did not rate societal 

responsibility or the possibility to promote health as higher for newly 

arrived migrants (Study III). Study I showed that participants often 

described newly arrived migrants as passive recipients of health-

promoting activities (often health education). Dahl et al. (2021) have 

also pointed out this passive position of migrants in policies. This 

approach could be problematic, since actions on the social 

determinants of health are necessary to improve health (Dahlgren & 

Whitehead, 2007), and individuals (in this case newly arrived 

migrants) cannot be considered as having that kind of control (Brown 

et al., 2019). Swedish politicians’ views on individual responsibility 

also became clear in their response to COVID-19, where they strongly 

emphasized individual responsibility more than was the case in the 

other Nordic countries (Giritli Nygren & Olofsson, 2020; Thualagant 

et al., 2022). Furthering the understanding of societal responsibility 
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and the possibility of promoting health among politicians and other 

policy-makers is therefore vital, especially for a group among the 

population who face inequities in health, as newly arrived migrants 

do (Helgesson, Johansson, et al., 2019).  

 

7.2 Limited focus on health and health 
promotion in integration policies 

The policies that regulate the Establishment Program (the main 

integration activity for newly arrived migrants) lack an expressed 

focus on health or a goal or mission of promoting health (Study I). 

Municipality and regional politicians also did not systematically 

consider newly arrived migrants’ health in their political decision-

making or the health of the population as a whole (Study II). One 

might question if a specific focus on newly arrived migrants is 

necessary to promote health. The Strategic Review of Health 

Inequalities in England Post-2010 (2010) (the so-called “Marmot 

Review”) determined a need for proportionate actions in a scale 

corresponding to the disadvantage of a certain group or part of the 

population. The Public Health Agency of Sweden (2020) also 

addresses this approach as an important aspect of public health work 

in Sweden. The Marmot Review and the Swedish goals for public 

health both focus on eradicating inequities in health (Government 

Office of Sweden, 2020; Strategic Review of Health Inequalities in 

England Post-2010, 2010).  

A further issue to discuss are policies that target specific groups in 

society and how doing so possibly risks stigmatizing these groups. 

Some of the issues that critics have raised are that doing so could 

further distance the receiving group from other groups in society, or 
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that means-testing increases costs. On the other hand, universal 

action has been criticized for increasing inequalities (Francis-Oliviero 

et al., 2020). Also, not all proportionate universalism (PU) actions are 

based on means-testing (negative selectionism); many such actions 

focus on identified groups who then receive additional services or 

resources without individual means-testing (positive selectionism; 

Carey et al., 2015). Regarding stigmatization, Link and Hatzenbuehler 

(2016) point out the important aspect of policy inattention, where a 

stigmatized group risks being ignored in policy (either actively or 

passively); the possible harms or effects of policies on certain groups 

can thus go unnoticed (Link & Hatzenbuehler, 2016). Overall, one 

could argue that the possible benefits of PU, and a focus on migrants, 

outweigh the possible downsides.  

One might question the need for a specific focus on migrants, 

compared to those from low socioeconomic situations, or those who 

struggle with unemployment, regardless of migration status. 

Research indicates that many migrants struggle with low income, 

unemployment, or poor housing conditions (Hynie, 2018). But 

research also indicates that when socioeconomic status is controlled 

for, migrants still show disadvantages (Agyemang, 2019). A special 

focus on migrants and their health is therefore necessary. In 

combating the inequities in health that migrants face, studies have 

shown integration policies to be important (Giannoni et al., 2016).  

In the Swedish context, the main focus of the EP and the integration 

of newly arrived migrants is to get newly arrived migrants to enter 

the labor market (Lidén & Nyhlén, 2022). Other forms of aims or 

goals are not a priority, and health or health promotion are not 

present (Study 1). The fact that the policies involved in the integration 

process for newly arrived migrants contain no definition of health or 
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health promotion (Study I) could explain why neither the politicians 

(Studies II and III) nor the authority officials (Study IV) expressed a 

clear understanding of their roles, possibilities, and responsibilities 

within health promotion. 

Politicians were also divided as to whether they rated societal actors’ 

responsibility and possibility to promote newly arrived migrants’ 

health as high or low (Study III). This finding could be associated 

with a lack of understanding of what health is and what affects it. 

Previous research indicates that how health is understood affects who 

is seen to work with health (O’Hara et al., 2018). One issue raised 

within intersectoral collaboration for health is a lack of feeling of 

ownership of joint-collaboration projects (Larsen et al., 2014), while a 

clear mission and sense of purpose of the partnership are positive 

factors (Corbin et al., 2018). Interestingly, the authority officials 

described the importance of health promotion and could see that 

their work affected health (Study IV). The civic communicators (who 

work even more closely with newly arrived migrants) were also clear 

about how both they and the Civic Orientation program could 

promote newly arrived migrants’ health (Study V). This outlook 

could indicate that the practical experience of how the different 

aspects (i.e., the determinants of health) really affect health could lead 

to a clearer picture for civic communicators who work directly with 

newly arrived migrants. Having more theoretical knowledge does not 

provide the same clarity for politicians and policy-makers.  

 

7.3 Policy, politics, and health promotion  
None of the studies (I–V) showed any evidence of systematic health 

promotion or use of the HiAP perspective. Research shows that 
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health must be considered on all levels of governance (de Leeuw, 

2017). This lack of health focus also contrasts with the fact that the 

Public Health Agency of Sweden (2022b) has expressed that HiAP 

should be the starting point for health-promoting work in Sweden 

and has stressed the need for intersectoral collaboration to increase 

population-level health. Researchers have also reported this problem 

with the actual implementation of HiAP in Canada (Greaves & 

Bialystok, 2011), North America, and elsewhere in Europe 

(Guglielmin et al., 2018).  

As previously mentioned, integration activities are primarily the 

same kinds of activities that promote health (for example education, 

work, and housing); integrating health perspectives into policies 

could thus be viewed as a “win-win” strategy, where both better 

health and better integration are attained (Ollila, 2011). But if changes 

to the integration process were to be made, such that the process 

included fewer health-promoting activities or even be harmful to 

health, a damage-limitation strategy would have to be taken, which 

would be difficult because then a conflict of interest might arise 

(Ollila, 2011). The chances of successful intersectoral cooperation 

increase if the core missions of the actors involved are closely related 

to health or to the mission or assignment of the collaboration 

(Guglielmin et al., 2022). The chances of a successful implementation 

of health-promotion focus should then be fairly good. 

This observation is important, since EU-based research shows that 

integration policies affect migrants’ health (Malmusi et al., 2018). 

Research has also shown that policies and services that determine 

migrants’ health must integrate health considerations and give 

greater prominence to health to ensure positive health effects for 

migrants (Abubakar et al., 2018). More restrictive policies on both 



 

81 

entry into countries for migrants, but also the integration of migrants 

into different societies, have been connected with poor health 

outcomes for migrants (Juárez et al., 2019).  

The politicization of migration has increased over the last decade. The 

views, words, and actions of politicians and others in power affect the 

health of the population, and especially migrants (Abubakar et al., 

2018). This situation is also visible in how numerous policies related 

to migration and integration have changed during the last decade in 

Sweden (Borevi & Çetrez, 2021). The municipalities’ reception of 

migrants is now regulated by the state, temporary residence permits 

have become the norm, and the Establishment Program and the 

Swedish Public Employment Service’s work with migrants have both 

become more streamlined with their work with other groups (Lidén 

& Nyhlén, 2022). 

The intention of the change from permanent to temporary residence 

permits was to slow the influx of asylum seekers in Sweden, but the 

change also serves as an example of how a political decision that is 

not intended to affect health can unintentionally do so. People who 

have received temporary residence permits have reported poor 

health and high stress levels (Borevi & Çetrez, 2021; Johannesson & 

Westerling, 2019). 

In another example of unintended health effects for immigrants, 

Honkaniemi et al. (2022) showed that a change in parental leave 

policies in Sweden that promoted fathers to use more parental leave 

was associated with decreased psychiatric hospitalization rates 

among immigrant fathers, but not Swedish-born fathers. This 

example shows that, because policy changes can have both negative 

and positive health effects, and that they can differ between 
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subgroups, such effects are important to consider before 

implementation.  

Another politized issue is health inequities, and how (and if) 

countries, including Sweden, work to diminish them (Fosse & 

Helgesen, 2019). The political context is also a possible obstacle to the 

implementation of HiAP, both because political will is an important 

factor for its implementation but also because politicians tend to want 

quick fixes to problems (Guglielmin et al., 2018). When looking 

outside HiAP, political will is also an important factor for the 

promotion of structural health (Larsen et al., 2014; Rantala et al., 

2014). Although political will alone is not enough, what affects 

political will needs to be understood (Greer et al., 2017) and therefore 

Study II and III examined several aspects of what affect political 

decision-making. The current studies included politicians’ interests, 

as well as their previous experience in both public health and 

integration, as background variables. In the analyses of which factors 

affect consideration of health effects in decision-making and whether 

politicians rate societal responsibility and the possibility to promote 

health as high, only previous experience of public health work (Study 

II) and personal interest in public health (Study III) were significant 

contributors, while previous experience of working with (Study II) or 

personal interest in (Study III) integration issues were not. These 

findings are in line with previous research that has shown that 

political participation or the support of health promotion is affected 

by personal interest (Zalmanovitch & Cohen, 2015). This situation 

could indicate that structural means and support for politicians to 

consider health effects are lacking, thus leaving personal 

characteristics to determine if politicians will voluntarily consider 

health effects, which could in turn create unintended health effects as 
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well as the risk of missing some of the easier synergy effects on 

promoting health within political decision-making. 

The amount of time someone has spent in politics, which previous 

studies have shown affects how politicians view public health actions 

on the local level (Simonsen-Rehn et al., 2012), did not have a 

determining effect on whether they considered health effects for 

newly arrived migrants or if they rated societal responsibility and the 

possibility to promote newly arrived migrants’ health as high 

(Studies II and III). One interpretation of this finding is that 

considering health effects is not a learned political behavior, which 

also supports the conclusion that structures for considering health 

effects in political decision-making are lacking.  

Politicians have in previous research raised the fact that they are 

subjected to the will of the public to be reelected as an obstacle in 

their priority-setting within healthcare (Werntoft & Edberg, 2015). 

The connection must be illustrated between the determinants of 

health in different sectors of society and how they affect population 

health, especially to increase understanding of the subject among the 

public, policy-makers, and the media (Ollila, 2011). The results of 

Studies II and III show that politicians in the regions and 

municipalities of northern Sweden do not always consider health 

effects in their decision-making (Study II), and not everyone rates 

societal responsibility and the possibility to promote health as high 

(Study III). These findings indicate that regional and local politicians 

in Sweden must increase their understanding of the determinants of 

health and how health is affected by political decision-making.  
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7.4 Collaboration in health promotion in 
integration within Sweden 

As previously described, several actors are involved in the 

integration of newly arrived migrants in the Swedish context. 

Integration in Sweden, and specifically the Establishment Program, is 

structured through multi-level governance with collaboration 

between actors on different levels, from national to local 

(Government Office of Sweden, 2017a). Study I examined all relevant 

actors involved in Swedish integration, including the EU, the state, 

the Public Employment Agency, the Social Insurance Agency, the 

county administrative boards, the DUA, and the municipalities. 

Although several actors are involved, the state is what dictates 

assignments. Previous research has described the state’s role as key 

gate-keepers in multi-level governance in integration (Caponio, 2021). 

As described in chapter 2.5.1, the social determinants of health are 

closely related to the relevant authorities’ areas of responsibilities. 

Two findings thus are clear: a) the opportunity for health promotion 

exists within the integration program, and b) all opportunities must 

be included for successful integration. Previous studies on the actors 

involved in the Establishment Program, however, have indicated that 

the division of responsibility is unclear (Lidén et al., 2015). The 

current studies’ combined results show that this scenario holds true 

for health promotion within integration as well.  

The authorities who worked in the municipalities and the Swedish 

Public Employment Service raised various issues about collaboration, 

but they also mentioned solutions, such as wanting a joint 

organization to facilitate collaboration between the organizations 

involved (Study IV). Ekstrand et al. (2022) have also raised the issue 
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of collaboration in the Swedish context, and how newly arrived 

migrants risk falling between the cracks and not getting sufficient 

help. Holt, Carey, and Rod (2018) have shown that structural 

reorganization does not improve collaboration for health actions. As 

they describe, organizational issues will always occur, and public 

health still tends to be marginalized in a silo of its own. They instead 

recommend that time and effort be spent on raising awareness of the 

implications of the organizational boundaries and on enhancing the 

skills of public health officials to address these implications (Holt, 

Carey, & Rod, 2018). In Study IV, the authority officials from the 

Employment Services and the municipalities described an open 

curiosity and eagerness to learn more about how other authorities 

worked to promote newly arrived migrants’ health, and even though 

they described issues and obstacles to health promotion, they mainly 

focused on solutions.  

Intersectoral collaboration between different sectors is vital to HiAP 

(Rantala et al., 2014). In Study IV, officials in the Swedish Public 

Employment Service and the municipalities raised various 

collaboration-related issues, including a lack of clarity in roles and 

assignments, problems in referring clients, and difficulties in 

knowing and identifying communication pathways. These findings 

are in line with previous research in Nordic settings (Holt, Carey, & 

Rod, 2018; Holt, Waldorff, et al., 2018; Larsen et al., 2014). An 

important issue to pay attention to is Holt et al.’s (2017) note that 

intersectoral actions for health often focus on the intermediate 

determinants of health and are small-scale initiatives within the work 

of other sectors. The current research mainly found a health focus 

within the Civic Orientation program, closest to the newly arrived 

migrants (Study V).  
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Critics of HiAP point out how sectors outside the health sector being 

asked to put health as their main aim is unrealistic (Holt, 2018); when 

they do, their actions tend to become symbolic goals only or to come 

in the form of small-scale interventions or a means to an end (Holt et 

al., 2017). Holt (2018) instead recommends increasing equity and 

focusing on equity in policies. In Study V, this perspective was clear 

in the interviews with the civic communicators, who stressed that 

Swedish society must be available and adapted for newly arrived 

migrants, thus creating equal access and the possibility to express 

their rights in society.  

Holt et al. (2017) further stress the importance of identifying win-win 

strategies where non-health sectors promote health through their 

ordinary work. As previously described, a good example within 

integration, and especially the EP, is the focus on language 

knowledge and labor-market possibilities. How health is framed is 

important for intersectoral work to reach the goal of better health 

(Holt et al., 2017). Although the use of HiAP is often questioned 

(Holt, 2018; Holt et al., 2017), one could argue that better awareness 

of health and health promotion are important within the integration 

of newly arrived migrants, mainly because of how policies outside 

the health sector have shown associations with health effects for 

migrants (Juárez et al., 2019) and how migrants in Sweden risk 

declining health after their arrival in the country (Helgesson, 

Johansson, et al., 2019). 

The results of the current studies indicate that awareness and the 

inclusion of a health perspective in integration today are both lacking. 

Further intersectoral work is required that will consider the multi-

level governance of integration to ensure that integration and the EP 
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remain health-promoting activities. A clear focus on HiAP is 

necessary for this goal to become reality. 

 

7.5 Looking ahead  
As previously described, ongoing policy changes have continued to 

change the EP. As Lidén and Nyhlén (2022) note, one could argue 

that the changes made in 2018, in which the EP was streamlined with 

general labor-market policies, mean that integration policies have 

been abandoned in favor of a general labor-market policy. Doing so 

could arguably weaken the chance to promote migrants’ health and 

to diminish health inequities in Sweden. Research also indicates that 

certain groups need more interventions than others to diminish 

inequities in society (i.e., proportionate universalism) through 

interventions that are proportionate to the disadvantaged (Francis-

Oliviero et al., 2020). 

The last few years have not rendered the areas of policy and health or 

migration and health any less important as a research focus. Green et 

al. (2021) describe HiAP and the focus on the health impacts of 

policies outside the health sector as important factors in the post-

COVID-19 world, where policies are linked together and affect 

health. At the same time, the COVID-19 pandemic has again shown 

how migrants in Sweden face inequities in health and suffered 

disproportionately, for example from worse health outcomes and a 

higher level of unemployment during the pandemic (Mangrio et al., 

2021). Thualagant et al. (2022) recommend more political awareness 

about the specific issues caused by inequities related to class and 

ethnicity.  
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As of 2022, both Sweden and the rest of Europe are seeing increasing 

numbers of forced migrants fleeing armed conflicts (Swedish 

Migration Agency, 2022d). Researchers have continued to argue that 

more research focused on migration and health is necessary (Gottvall 

et al., 2020), as is further research on health promotion and the multi-

level governance of the integration of newly arrived migrants.  

 

7.6 Methodological considerations  
Different methods of data collection and analysis were used in the 

five studies to build a comprehensive picture of how health 

promotion is approached within the multi-level governance of 

integration in Sweden. Several methodological aspects are worth 

considering, based on the study context and the strengths and 

limitations related to the different methods used in the thesis.  

 

7.6.1 The study context 

Heeding calls that more research beyond the major cities of southern 

Sweden is necessary (Carlerby & Persson, 2017), the current studies 

have focused on northern Sweden. Västernorrland served as a sample 

region for Study I (for regional and local policies) and Study IV. In 

the years leading up to the start of the current research project, 

Västernorrland received a relatively high number of asylum seekers 

in relation to the number of inhabitants in the area (Swedish 

Migration Agency, 2017b). The region also contains towns and 

municipalities of different sizes (Swedish Association of Local 

Authorities and Regions, 2016). Study V included another region, and 

Studies II and III included those two as well as the other two regions 
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in northernmost Sweden, to ensure a sufficient number of 

participants. The four regions share various characteristics in their 

reception of asylum seekers (Swedish Migration Agency, 2017b) and 

their composition (Swedish Association of Local Authorities and 

Regions, 2016). They also share a public health program for the area 

(Norrlandstingens regionförbund, 2018). 

 

7.6.2 Quantitative research 

Two of the studies (II and III) are based on quantitative data collected 

using a questionnaire. One limitation of this approach is that the 

questionnaire was developed for the present studies and was 

therefore not previously tested for validity or reliability, although the 

questionnaire was developed by following previously tested methods 

and by using collected material (in this case interview data) to 

develop a battery of items (Grant & Ferris, 2012; Hinkin, 1998). The 

items were then tested for face validity when politicians—experts in 

their fields—filled out the questionnaire while thinking out loud, a 

previously tested method of increasing face validity (Hardesty & 

Bearden, 2004; Rattray & Jones, 2007). Construct validity was not 

possible to test because of the lack of previous indexes or 

questionnaires (Rattray & Jones, 2007). Several open-ended questions 

were added to ensure a common understanding between the 

researchers and the participants about the questions, which allowed 

for seeing how the participants understood the concepts. A number 

of clarifying questions were present, where the participants could 

provide examples. None of the answers the respondents provided 

indicated that they had misunderstood the questions. 
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Internal consistency for the indexes developed for the studies was 

tested by Cronbach’s alpha. The lower limit was set at 0.70, per the 

recommended level for developing questionnaires (Rattray & Jones, 

2007). The GHK and CHE indexes were then analyzed using 

exploratory factor analysis (Pallant, 2016, pp. 182-203). 

Another important aspect of Studies II and III is the risk of bias. Two 

main risks of bias exist: the risk of nonresponse bias and the risk of 

social desirability affecting the responses. Nonresponse bias is the 

risk that the respondents who are included in a study will differ 

significantly from those who have chosen not to participate (Hendra 

& Hill, 2018). During initial interviews with politicians, they 

indicated that although they were easy to reach due to their public 

positions, they already received many questionnaires and reported 

not answering all of them. Because of this risk of a low response rate, 

all politicians (including alternates and ordinary members of 

councils) were invited to participate to ensure a sufficient sample size 

for multivariate analyses. The response rate was 24.3%, a relatively 

low number. A low response rate is an increasing occurrence within 

health-related research (Galea & Tracy, 2007). The sample was also 

compared with all politicians who had been invited in order to 

analyze nonresponse bias; see chapter 5.2.2. Apart from one political 

party being slightly underrepresented among the respondents, no 

other significant differences were detected. Previous research has also 

indicated a lack of direct correlation between nonresponse and 

response bias (Hendra & Hill, 2018).  

The risk of receiving socially desirable answers is connected to the 

fact that political success depends upon the public’s view of 

politicians, and that taking credit for success but avoiding blame is 

important (Greer et al., 2017). The risk of receiving socially desirable 
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answers to the questionnaire cannot be ruled out (Streiner et al., 

2015), even though no such tendencies were discovered during the 

initial interviews. Another way to combat this risk was by not 

including the perspectives of newly arrived migrants compared to 

the public in the same questions but instead dividing them into 

different questions that could later be compared. The positively 

skewed answers could indicate a response bias, but they could also 

suggest that the scales used in this research could not capture the 

answers’ nuances (Hinkin, 1998). 

Studies II and III were both of an exploratory nature, as shown by the 

use of EFA (Study II) and cluster analysis (Study III). Research to 

further test and evaluate the questionnaire and the findings is 

necessary. Test-retest reliability (Rattray & Jones, 2007) and refining 

the questionnaire to capture nuanced answers (Hinkin, 1998) remain 

important topics for further studies.  

 

7.6.3 Qualitative research  

Three of the studies are qualitative, all based on different data and 

various analytical methods. In Study I, documents were analyzed 

using discourse analysis. When performing discourse analysis, 

researchers must bear in mind that the goal is not to achieve an 

objective overview of policy content, but instead to form a deeper 

understanding of the concept of study (Tonkiss, 1998, p. 253). The 

results thus should only be generalized with caution. 

Study IV included a secondary analysis, following the result that 

collaboration was important for officials’ health-promotion work 

(Carlerby & Persson, 2017). The secondary analysis offered the 
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possibility to study the data collected in the study further (Akerstrom 

et al., 2004) and to add knowledge to a sparsely researched area. 

Ruggiano and Perry (2017) have discussed secondary analyses from 

both the practical and ethical points of view. Hinds et al. (cited in 

Ruggiano & Perry, 2017, p. 2) have specified four different 

approaches to secondary analysis, one of which is “research 

involving a more in-depth analysis of themes from the parent study 

with a subset of data from that study”; this approach matches the one 

used in Study IV.  

One issue with secondary analyses that is worth highlighting is 

ethical considerations. Researchers must consider if the aim of the 

study significantly differs from the information they provide to the 

informants (Ruggiano & Perry, 2017). That was not the case in Study 

IV, which was a focused analysis of part of the original study, 

meaning it was within the scope of the study that the informants had 

been informed about. Another ethical aspect is the risk of 

confidentiality being breached (Ruggiano & Perry, 2017), which was 

considered in Study IV. The researcher who had originally performed 

the data collection was also part of Study IV.  

One vital aspect of qualitative research is for outside readers of a 

study’s results to be able to judge the trustworthiness of the results 

(Connelly, 2016; Lincoln & Guba, 1985). Trustworthiness is built upon 

credibility, transferability, dependability, and confirmability (Lincoln 

& Guba, 1985), all of which were considered throughout Studies IV 

and V. Transparency in the research process and a description of the 

method used to acquire results were both a prime focus to ensure 

dependability (Connelly, 2016) and to facilitate outside readers’ 

ability to judge if the results would be transferable to other contexts 

(Connelly, 2016). Credibility (i.e., that the study examines what the 
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researcher has set out to study [Connelly, 2016]) was ensured through 

the fact that civic communicators who worked with the CO were 

interviewed and that the recruitment process was thoroughly 

described. To minimize selection bias, all civic communicators within 

the municipalities in the two counties included in the research were 

invited to participate. Data saturation was reached, since similarities 

in the data became apparent as more interviews were performed and 

analyzed. In line with Graneheim et al.’s (2017) recommendation, the 

coding example in Study IV was included for dependability and 

quotes were included in the results to ensure authenticity. 

Confirmability (or neutrality and consistency) and repeatability of 

study results (Connelly, 2016) are all connected to reflexivity and the 

pre-understanding of the researchers (Patton, 2015). As discussed in 

Study V, the author had some pre-understanding relevant specifically 

to that study through the experience of working with MILSA, 

mentioned in the introduction. MILSA is partly an initiative to 

include health education in the Civic Orientation program by 

educating civic communicators (Carlzén & Zdravkovic, 2016). Four of 

the informants in Study V had participated in MILSA, but the 

researcher and participants had never met and were never personally 

involved in the informants’ education. To ensure that the pre-

understanding would not color the findings of the study, an 

interview guide was created and followed, and the emerging themes 

were discussed among the research group and continuously 

compared to the original data. Other considerations were the strength 

and benefits of pre-understanding and an understanding of the 

research context (Shenton, 2004): that is, the policy context and 

organizational structures surrounding the civic communicators.  
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8 Conclusions  
This research has shown that health and health promotion tend to be 

approached through an individual and medicalized perspective, and 

that no structural approach to promote newly arrived migrants’ health 

is visible within the policy context. Within the political context, the 

focus on migrants’ health (specifically newly arrived migrants) tends 

to be invisible. This situation causes various uncertainties, such as a 

lack of definitions and assignments, for officials who work directly 

with newly arrived migrants. Those who work closely with newly 

arrived migrants, however, seem to have a better understanding of 

how health is and could be promoted through their integration in 

Sweden. 

The Establishment Program and its activities could be described as 

health-promotion activities, but realization of the program’s potential 

regarding this is lacking. According to official documents, Sweden is 

supposed to work with public health through a “health in all 

policies” approach using proportionate universalism (PU), but health 

perspectives are limited within the integration of newly arrived 

migrants. Health, or lack thereof, is mainly present as a pathogenic, 

personalized risk and not as a salutogenic recourse possible to 

promote within both the policy and political contexts. 

Although the present thesis adds knowledge to the field of migration 

and health, HiAP, and the limited previous research on how health 

promotion is approached within the integration of newly arrived 

migrants, further research is necessary. Future research should focus 

on either testing or the implementation of strategies to combat 

various issues regarding the missing focus on health promotion 

within integration. Researchers could examine the policy process by 
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creating structures that promote reflections and discussions of health 

effects, by affecting political knowledge and attitudes, and by 

supporting authority officials and civic communicators in their work 

with the health of newly arrived migrants. To extend the scope of the 

field, researchers could add a focus on the perspectives of newly 

arrived migrants and should encourage their active participation in 

research and implementation.  
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Appendix 1 – Variables included in 
study II and III 
Table 1. Variables, index and coding 

Variable Question Coding Coding Binary 

Logistic 

Regression  

Reflection In the last three months, have you 

reflected on how political 

decisions you take effect newly 

arrived migrants’ health?  

1=Yes, in large 

part of the 

decisions; 2= 

Yes, a few 

times; 3= No.  

 

Discussion  In the last three months, have 

you, in your political group, 

discussed how decisions you take 

effect newly arrived migrants’ 

health?  

1=Yes, in large 

part of the 

decisions; 2= 

Yes, a few 

times; 3= No. 

 

Knowledge  

(Knowledge 

newly arrived 

migrants’ 

health) 

I consider myself having a clear 

estimate about newly arrived 

migrants’ health status in the 

municipality/region where I am a 

politician 

Likert Scale 1-

51 

0=3-5 no 

knowledge  

1=1-2 

knowledge 

Attitudes  Effects on newly arrived 

migrants’ health are important for 

how I rule in political decisions  

Likert Scale 1-

51 

0=3-5 not 

important  

1=1-2 important 

Responsibility 

population 

How large responsibility do you 

consider the following societal 

actors having for the population’s 

health?3 

1-5 Likert 

Scale1 

N/A 

Responsibility 

newly arrived 

migrants  

How large responsibility do you 

consider the following societal 

actors having for newly arrived 

migrants’ health? 3 

1-5 Likert 

Scale1 

N/A 

Possibility 

population 

How large possibility do you 

consider the following societal 

actors to have to promote 

population health? 3 

1-5 Likert 

Scale1 

N/A 

Possibility 

newly arrived 

migrants 

How large possibility do you 

consider the following societal 

actors to have to promote newly 

arrived migrants’ health? 3 

1-5 Likert 

Scale1 

N/A 

General 

health 

knowledge  

Index4  Range 1-18 N/A 

Experience 

public health 

Do you have previous experience 

working with public health 

issues?  

1=yes as 

politician, 2=yes 

in other 

capacity, 3=no 

0=3 (no 

experience)  

1=1-2 

(experience) 
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Experience 

integration 

Do you have previous experience 

working with integration issues? 

1=yes as 

politician, 2=yes 

in other 

capacity, 3=no 

0=3 (no 

experience)  

1=1-2 

(experience) 

Experience as 

politician  

Which is your earlier experience 

as a politician in the 

municipality/regional council?  

1=none, first 

term, 2=one 

term, 3=two 

terms, 4=three 

or more terms 

0=1-2 (short 

experience)  

1=3-4 (long 

experience)  

Interest 

public health 

I am personally interested in 

public health as a political issue 

Likert Scale 1-

52 

0=3 (not 

interested)  

1=1-2 

(interested) 

Interest 

integration 

I am personally interested in 

integration as a political issue 

Likert Scale 1-

52 

0=3 (not 

interested)  

1=1-2 

(interested) 

Age Age?  1=18-24, 2=25-

34, 3=35-44, 

4=45-54, 5=55-

64, 6=65-74, 

7=75 or older 

0=1-4 (<55 

years) 

1=5-7 (55 and 

older) 

Size of area of 

residence  

How many inhabitants are there 

in the municipality in which you 

live?  

1=<3000, 

2=3000-4999, 

3=5000-6499, 

4=6500-8999, 

5=9000-15999, 

6=16000-19999, 

7=20000-29999, 

8=30000-74999, 

9=75000 or 

more 

0=1-7 (<30000) 

1=8-9 (30000 

and more) 

Political 

group  

What is your current political 

role/assignment?  

1=ordinary 

member or 

municipality 

council, 

2=alternate 

municipality 

council, 

3=ordinary 

member region 

council, 

4=alternate 

region council  

0=3-4 

(municipality 

politician) 

1=1-2 (regional 

politician) 

Gender What gender do you identify 

with?  

1=female, 

2=male, 3=other 

0=2 (male) 

1=1 (female) 

1: Likert Scale was graded: 1=no responsibility/possibility; 2=small 

responsibility/possibility; 3=some responsibility/possibility; 4=rather large 

responsibility/possibility; 5=large responsibility/possibility.  
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2: Likert Scale was graded 1 = Fully agree; 2 = Partly agree; 3 = Neither agree nor 

disagree; 4 = Partly disagree; 5 = Fully disagree.  

3: The politicians were asked to rate for the following actors: the individual, the 

municipality, municipality politician, the region, regional politician, the state, civil 

society, private actors.  

4: Index based on the items: I consider myself to have enough knowledge to judge 

whether a political decision that I make affects the population’s health; I consider 

myself to have enough knowledge to judge how a political decision that I make 

affects the population’s health; I understand the differences between health 

promotion and disease prevention; I understand the municipality’s/region’s 

responsibility for the population’s health according to the new national public health 

political goals established in 2018; I consider myself to have a clear picture of the 

health status of the general population in the municipality/region where I am a 

politician (Svanholm et al., 2021a). 

Tables previously published in Svanholm et al (2021a) and Svanholm et al (2021b) 

were merged for the current table.  


