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Abstract

Background: The approximate number of young migrants (aged 15 to 24 years) is
almost 32 million globally. In Sweden, in 2022, nearly 2.5% of all citizens were
foreign-born aged 15-24. Previous research has shown that young migrants are at
increased risk of engaging in sexual risk behaviors, including sexual minorities, such
as men who have sex with men (MSM). In addition, migrants can suffer from poor
health due to their migration journey and postmigration living circumstances. The
aim of this thesis is to assess the prevalence of sexual risk behaviors and the socio-
demographic factors that can influence the sexual risk behaviors among young
foreign-born key populations who are at risk for HIV in Sweden. Additionally, to
assess the prevalence of sexual risk behavior transactional sex among MSM and

foreign-born MSM living in Sweden.

Methods: Four papers were completed using data from two cross-sectional surveys:
one from a migrant SRHR study conducted in Sweden during 2017-2018 (Papers 1
and II) and another from the European Men who have sex with men Internet Survey
(EMIS) conducted in 2017 (Papers III and IV). In Paper I, 1563 participants aged
between 15 and 25 years (56% male, 44% female) were eligible to participate in the
assessment of sexual risk behavior prevalence, and in paper II, 976 (54% male, 46%
female) patticipants to assess the prevalence of poor mental health. Descriptive,
bivariate and multivariable logistic regression analyses were performed to estimate
the relationship between sexual risk behavior and demographic and migration-
related variables (Paper I). In paper II, we assess the association between mental
health, sexual risk behavior, willingness to take risks, and demographic and
migration-related variables. In the EMIS-2017 papers, 4443 MSM participants
reporting to live in Sweden are included to assess the prevalence of engaging in
transactional sex. Descriptive, bivariate and multivariable logistic regression analyses
were performed to estimate the prevalence of transactional sex and the relationship
between transactional sex and demographic and migration-related variables (paper

III) and HIV status (paper IV).



Results: In paper I, the overall prevalence of sexual risk behaviors in the past year
was 33% (n=536). Condomless sex was the most prevalent sexual risk behavior,
with increased odds among those coming from the Americas and Europe (compared
to Syria) and coming to Sweden to live with a family (compated to those artiving as
asylum seckers/refugees), including younger age and living longer in Sweden.
Belonging to Islam decreased the odds. Increased odds for engaging in sex under
drug influence were among young migrants born in Europe or a MENA country
and those who came to Sweden to work or study, while age decreased the odds.
Young migrants who came to work or study and lived longer in Sweden had

increased odds of engaging in exchanging sex for money or goods.

In paper II, 59% of participants reported poor mental health. Participants who
reported living 4 and 5 years in Sweden had increased odds of poor mental health
outcomes compared to those who lived in Sweden for less than one year. Living
alone or with friends they had known eatlier (compared to those living with family),
being female, coming from Syria, engaging in sexual risk behaviors, and the
willingness to take risks increased the odds of reporting poor mental health. Being
highly educated, born in Asia, Europe, or Africa, and coming to live with family
(compated to coming as an asylum secker/refugee) decreased the odds of poor

mental health.

In paper 111, we observe that the overall prevalence of engaging in selling sex ever
was 13.2% (16% in foreign-born and 12.7% in Swedish-born) and 5.9% in the
previous five years (8.4% foreign-born and 5.4% Swedish-born) among participants.
Increased odds of selling sex were observed among those who were younger,
reporting to struggle on their current income, being foreign-born, not defining their
sexual orientation, and reporting to had sex with a woman in the previous 12
months. Low levels of outness decreased the odds of selling sex among Swedish-
born MSM, contrary to foreign-born MSM, where higher levels of outness increased
the odds of selling sex. Prevalence of buying sex ever was 10.8% (11.6% in foreign-
born and 10.7% in Swedish-born) and 6.7% in the previous five years (6.9% foreign-

born and 6.6% in Swedish-born). Factors increasing the odds of buying sex were



higher education and not having a current partner, while younger age, low level of
outness and defining as bisexual (compared to gay/homosexual) decreased the odds,

including years of living in Sweden among foreign-born MSM.

In paper IV, 5.4% of participants reported living with HIV (8.8% foreign-born and
4.8% Swedish-born). In the overall sample, the factors for increasing odds of
reporting living with HIV were buying and selling sex in the past five years, being
foreign-born, and really struggling with current income. Factors decreasing the odds
for reporting living with HIV were younger age (up to 34 years compared to 65 and
above), low levels of outness, always using a condom, including with a non-steady
partner , and one to five sexual partners in the previous 12 months. Factor
decreasing the odds among foreign-born MSM were 20-39 years old, higher
education, living comfortably, always using a condom in the past 12 months and
years lived in Sweden. Among Swedish-born MSM, low levels of outness, having
one partner, and using a condom always and with a non-steady partner in the past

12 months (compared to never using a condom) were decreasing the odds.

Conclusions: One in three young migrants aged 15-25 years living in Sweden
reported engaging in sexual risk behavior, predominantly in condomless sex. Those
who engage in sexual risk behavior also have increased odds of poor mental health.
We observe that foreign-born MSM participants living in Sweden had a higher
prevalence of transactional sex engagement than their Swedish-born MSM peers.
Transactional sex remains a risk factor for living with HIV among MSM, particularly
among foreign-born. Socio-demographic characteristics and migration influence
young migrants’ sexual risk behavior. These findings can inform the design of social,
economic, and political programs that aim promote safer sexual behaviors among
young migrants. These findings can also benefit future targeting and tailoring of HIV
prevention and testing programs reaching MSM and meeting the various needs of

different MSM subpopulations.
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1 Introduction

This thesis is nested in the Swedish context to explore sexual risk behaviors, such
as sex without a condom, transactional sex, and sex under the influence of drugs
among young migrant populations in Sweden. The thesis converges around the
problem of being a migrant, young and a sexual minority, and engaging in sexual risk

behavior.

1.1 Sexual risk behavior

Sexual behavior has been described as all activities related to sexual health and the
fulfillment of sexual health needs [1]. Sexual behaviors, as part of sexual and
reproductive health and rights (SRHR), are shaped by complex social, political, and
economic determinants [1]. Understanding and researching sexual behavior in a
context thus requires a socioecological approach, where individual behaviors are
observed within a network, community, and policy and legal dimensions and their
interaction beyond the health sector [2]. By applying this approach lens, we can focus
on the advantages and benefits a system can convey to individuals to achieve positive

health outcomes [1].

Sexual behavior has been addressed in research primarily on the negative
connotation known as sexual risk behavior [1]. Sexual risk behavior lacks a uniform
and agreed to definition; however, it encompasses many different unsafe activities
that have a harmful effect on health [3]. Under the umbrella of the term sexual risk
behaviors, authors have included condomless sex (anal, vaginal, oral), sex under the
influence of alcohol or drugs or both, eatly sexual debut, transactional sex (sex in
exchange for gifts or money), multiple concurrent or sequential partners, having sex
with a person who injects drugs, forced sex, and other behaviors [3—7]. Sexual risk

behavior can lead to sexually transmitted infections (STTs), including HIV [6,8-16].

According to the Guttmacher—Lancet Commission report, SRHR has been
defined as ““...a state of physical, emotional, mental, and social wellbeing concerning

all aspects of sexuality and reproduction, not merely the absence of disease,



dysfunction, or infirmity” [17]. The report emphasized that communication, trust,
and pleasure in a sexual relationship are precursors to a positive approach to
sexuality and reproduction [17]. They all promote individual self-esteem, overall

well-being, the right to decision-making, bodily integrity, and services [17].

Sexual and reproductive health (SRH) encompasses different aspects and
attitudes related to health. These are further described in the Guttmacher—Lancet
Commission report, such as a “positive approach to sexuality and sexual
relationships, enjoying safe sexual experiences” [17]. Following, individuals should
be “able to access various services related to their SRH, such as counseling on
sexuality, identity, and relationships, psychosocial counseling, as well as services to
prevent and manage STIs, including HIV, cancers of the reproductive system,
gender-based and partner violence, abortion and post-abortion care, family

planning, maternal and childcare, and infertility, etc.”[17].

There are different underlying factors for sexual risk behavior in the general
population and among young people [4-6,9,18-26]. For individuals to exercise their
SRHR and achieve optimal health outcomes, they must have ownership over their
bodies and the ability to make informed decisions about their SRH. This can include
decisions related to their “own sexual orientation and gender identity, a decision on
sexual activity and sexual partners, having access to information related to their SRH
and decide whether and whom to marry, in addition to when, whether, with whom

and how many children to have” [17].

Traditionally described determinants for engaging in sexual risk behaviors are
“individual factors related to psychosocial issues, history and culture, evolutionary
and individual developmental and physiological factors, the influence of alcohol and
drugs, context and education and awareness of the partners’ infection status” [26—

28].

Adolescents and young people face challenges that can harm their SRH, such as
partner violence, peer pressure, or lack of access to education, information, and

commodities for safe SRH [29]. They may not be able to make deliberate choices on



SRH due to physical and emotional development that happens at that age that limits
knowledge processing capability [5]. When faced with a decision, they engage in
various cognitive processes, but their cognitive system is not entirely developed. This
is insufficient to make a safe decision. Underweighting the likelihood of rare and
adverse events, underestimating the risk behavior consequences, sensation-seeking,
and impulsive decision-making can further encourage risk engagement in risk
behaviors, such as condomless sex or having sex under drug or alcohol influence
[7,30,31]. Risk behavior consequences can be challenging for both boys and gitls,
such as young girls could face early pregnancies that affect their future reproductive
health, staying in school, and future economic prospects, whereas boys can be at risk

for STI, among other risks.

Other factors can influence young person’s ability to exercise their SRHR,
including cultural norms and traditions, political climate, and economic
circumstances. In some cases, individuals may feel disempowered or face barriers to
accessing information and services related to their SRH. Certain cultures and
religions can be more conservative regarding sexual behavior and emphasize
collective thinking. In contrast, other contexts and cultures can be more liberal about
sexual behaviors and value individual agency [28,32]. Discriminatory laws and norms
can scrutinize sexual activity in different populations, such as young people, women
and girls, unmarried couples, sex workers, and indigenous groups [1]. The impact of
the gendered perspective on sexual activity coupled with socioeconomic
circumstances can lead women and young girls into transactional sex. Prejudice and
stigma towards people with other sexual orientations and gender identities and the

lack of ability to exercise their sexual agency can lead to sexual risk behaviors [33,34].

Safe behaviors can be crucial for future decision-making and health [29]. It is
essential to take a comprehensive and intersectional approach to promote SRHR,
one that recognizes the broader social, economic, and political context in which

individuals live [35].



1.2 Risk preferences and risk perception

Risk preferences have varied definitions under different frameworks related to
decision-making theories. According to Weber and Milliman (1997), “risk
preference is operationalized as risk attitude that describes the shape of the utility
function thought to be behind people’s choices” [36]. In addition, risk preferences
are defined as the “willingness to engage in harmful behavior or behavior that could

cause loss” [31,36].

Using theories and tools that utilize self-reported measures can be valuable for
predicting risk preference and possible health outcomes. Some authors have
extensively studied the prediction of individuals engaging in risk behavior, creating
different theories behind the concept. For example, one of the most noted theories
by Kahneman and Tversky is the Prospect Theory [37]. This theory acknowledges
two opposites, namely, “risk-averse” individuals whose choices are in the gain
domain, and they are less willing to engage in risk, and “risk-loving” individuals on
the other end of the spectrum, who are willing to engage in risk and suffer losses
[36,37]. Blais and Weber have also supported this concept with Expected Utility
Theory [36,38]. The Rational Choice Theory further explains the Risk—Return
model, where there is a downplay of the first occurrence of a risky moment and a
decrease of the risk of occurring with a second moment [39]. This theory is visible
in examples where the first sexual encounter without a condom can lead to a second

condomless encounter because of the perceived predictability of the outcome [39].

Risk perception is a cognitive process that evaluates the risk at a given time [36].
Risk perception is a utility of context where the situation occurs, and this perception
can determine the choice. Health promotion initiatives have often taken risk
perception as a point of departure because an informed individual able to evaluate

the situation should be able to make an informed choice about their SRH.

Authors argue whether risk preference is a character trait that can be shaped and
changed [36]. However, the authors agree that people’s choices are not always

entirely rational, even with informed decisions, which explains the role of risk



perception in decision-making among young people [36]. Further, decisions
sometimes cannot be compared between individuals, even if they belong to the same
social group and have many similar or identical traits. Individual behavior can differ
by point of time and place, and the prior outcomes of one behavior can structure

future decisions [36,37].

In conclusion, behavior is a function of weighing different outcomes, the
possibility for these events to occur in general and happen to the individual in
question, the value of each outcome as a function of gain and loss, and the value of

each outcome choice.

1.3 Key and vulnerable populations at increased risk of HIV

According to WHO, the definition of key populations encompasses widespread
population groups that, because of specific risk behaviors, have an increased risk of
HIV, regardless of the epidemic type or local setting [40,41]. This group includes
“men who have sex with men (MSM), prisoners and individuals living in other closed

settings, people who inject drugs, sex workers and transgender people” [40,41].

In wvulnerable populations, including adolescents, orphans, people with
disabilities, migrants, mobile workers, and street children, situations and context

contribute to their vulnerability [40].

1.4 Migration

About 281 million people migrate daily worldwide, and these numbers vary in
different regions [42]. There is a lack of a uniform definition of migrants. The term
migrant encompasses a heterogeneous group of asylum seekers, refugees, seasonal
workers, students, undocumented migrants, unaccompanied children, and family
migrants [43]. Here we use the International Organisation for Migration (IOM)
definition, where the migrant is any person moving from their residence to another

place, in-country or across the border, for different reasons and times [44].



The context determines the type of migration — such as forced migration as part of
a migration process due to a conflict and voluntary migration — changing the residence
by freedom of choice [44,45]. Legal pathways construct the concept of migration,
whether the possibility of leaving the country of origin or settling in another country
as a migrant [45]. Migration is an individual aspiration further enabled by the
prospect of moving [45]. Those unable to move usually suffer from increased
mortality and morbidity due to poor living conditions and the proximity of violent
conflict [46]. This is especially important when we look at the demographic structure
of migrants in a destination country — because of the legal pathways to leave the
country of origin, the aspiration and the possibility to migrate, and the acceptance
of the destination country of migrants (of different subcategories), can determine
the structure of migrants [45]. As suggested by Social Construct Theory, the negative
perception of migrants as a burden to society can also affect migration pathways and

policies [47].

The approximate number of young migrants (aged 15 to 24 years) is almost 32
million globally [42]. Young people migrate for different reasons as they evolve — to
experience freedom, develop, explore, and mature. In addition, young people
migrate because of political and economic circumstances, including escaping
exploitative working conditions, early marriages, harmful practices (e.g., female
genital mutilation), and protection from conflict [48]. Migration among young
people can be both an opportunity and a challenge. The opportunity is new
possibilities to learn, explore, and grow away from the place of origin, which can
sometimes be a liberating experience. The challenge is the transition involving
physical maturation but limited knowledge processing capability while faced with

new contexts and often being away from family and home.

1.5 Migration and sexual risk behavior

Migrants are usually a healthy group of individuals with better health than the
native population; however, their health can deteriorate after some time in the host

country, known as the “healthy migrant effect” [49].
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The health outcomes among migrants are affected by premigration factors,
migration journey, and host country factors, which affect different migrant
subgroups differently [50]. As mentioned in the UCL—Lancet Commission on
Migration and Health report, discrimination, exclusion, and inequalities appeat to

influence poor health among migrants [50].

The overall burden of disease varies between countries, and it is a consequence
of different factors, including culture, norms, and values. In these contexts, some
groups can be more vulnerable than others, suffering from health risks, especially
related to their SRH [51]. Women and girls may suffer from abuse and violence and
not being offered support. Rape or sexual abuse of young boys and girls can also
happen where there is a taboo to discuss these practices, and the victims are silenced
[52]. Sexual minorities have been victims of hate crimes in countries where same-
sex relationships or being a sexual or gender minority has not been accepted [53].
Different sexual minorities have been forced to seek protection in countries where
they will not be persecuted or suffer physical and psychological abuse for being a
sexual minority [53]. In countries with armed conflict, women and children have
been adversely affected by increased mortality, but they are also subject to
malnutrition, injuries, poor mental health, and poor SRH [46]. The prolonged
exposure to trauma in the home country and during their migration journey can

cause traumatic stress [53].

The migration route can be a traumatizing experience for different migrants,
especially refugees and asylum seekers. They can be subjects of continued
victimization and at high risk of abuse and violence. In addition, fleecing from the
protracted humanitarian emergencies in their home countries, they may end up in
detention centers of transit countries, living in poor conditions, overcrowded spaces,
and lacking health services [54]. Sexual minorities can be a subject of humiliation,

exploitation, or bullying during migration [55].

By arriving to host countries, migrants enter a new context [50]. They may be

faced with challenges and constraints, such as unmet social and economic needs
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(e.g., unstable housing, unemployment, poverty), psychological consequences of
migration (e.g., distress, anxiety, social isolation, separation from spouse, family, and
different sociocultural norms), or discrimination related to racial, ethnic, gender,
and/or sexual otientation [56—61]. Migrants can be exposed to practical challenges
to exercise their SRH, such as lack of awareness, availability, and accessibility of
health services, and may not understand how the health system functions [62—67].
This can also be a major concern for those with poor mental health [64,67,68].
Unaccompanied young migrants can be more at risk of sexual abuse and exploitation
due to a lack of parental support, fear for parental well-being who are left back in

the home country and financial insecurity, causing stress [69].

Migration and sexual risk behavior can also be gendered. Young girls can be more
vulnerable and be forced into sexual risk behaviors, resulting in pregnancies and
early marriages, and some may migrate while pregnant or with small children [70].
Some may be victims of violence, have an STI, including HIV, or have been a subject
of harmful practice [71-73]. Migrant women are disproportionally affected by sexual
or partner violence compared to men during travel and in the host country [74-77].
In addition, sexual gender-based violence has been recognized as means of war and
used against women and men [78]. In the host country, migrant women could be at
higher risk of experiencing sexual or intimate partner violence due to social isolation,
poverty, and lack of support networks. Women migrants may face poor living
conditions, such as a lack of housing tenure, making them more vulnerable to
violence, especially when younger [75-77,79,80]. Young women struggling to meet
their basic requirements in the host nation, such as a shortage of food and shelter,
financial struggles and limited economic opportunities, may turn to exchanging sex
for gaining income [50]. Women who migrate with their partners may depend on
their visa status, making them vulnerable. Fear of being deported can deter them
from reporting intimate partner violence to the authorities [75,76]. Women may be
exposed to new gendered expectations in the host country that may differ from what
they are used to in their home country. This can cause them difficulties adjusting to

their new environment [75-77,79,80]. It is important to address these issues and

12



provide support and resources to migrant women to ensure their safety and well-

being.

The migration process has been linked to an increased risk of engaging in
transactional sex, defined in different ways, but it refers to an exchange of sex for
money, gifts, or favors [2,16]. The definition of transactional sex can take on
different meanings and contexts, but also age and gender, and the motivations for
engaging in it can vary from financial need to social status and prestigious material
goods [81,82]. It is also worth noting that transactional sex is not always synonymous
with commercial sex work. It can also occur within consensual romantic or sexual
relationships where the exchange of gifts or money may be seen as a patt of
courtship [83]. Therefore, it is essential to consider the sociodemographic
background, living context, and cultural values and norms that may influence an

individual’s decision to engage in transactional sex [82,84].

A systematic review found that transactional sex in high-income countries
occurred more frequently among boys than girls, whereas the opposite was observed
in low and middle-income countries [85]. Furthermore, the reported prevalence of
transactional sex among young people varied between high-income countries (10%0)
and sub-Saharan Africa (5-85%) [85]. Data also reveals a power aspect of
transactional sex in that socioeconomic class affects the nature of transactional sex
relationships and puts sellers at a higher risk of violence [84,86]. Persons with better
financial standing may buy sex more frequently, especially from those that are
financially struggling [82,84,87]. Regardless of the context in which it occurs,
transactional sex can have potential risks and consequences for individual and public
health, such as increased vulnerability to STIs and other health issues, as well as

social stigma and legal repercussions [81,88].

Transactional sex can occur pre-migration, especially in humanitarian settings
where individuals may suffer from material and non-material scarcity [89]. During
Ebola and COVID-19 pandemics, researchers have reported an increase in

transactional sex, mostly due to food insecurity or lack of protection and assistance
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[89]. During migration, transactional sex can occur as a measure of protection or
escaping sexual violence from perpetrators or smugglers [89]. The risk of
transactional sex increases for newly arrived migrants because they frequently lack a
protective social network, are more likely to be financially disadvantaged, suffer from
violence, and may not be aware of their legal rights [90]. This can be especially
challenging for persons with multiple marginalized identities, based on ethnicity or

sexual identity, among others [55].

1.6 Mental health among migrants

The WHO has defined mental health as “a state of well-being, making it possible
for individuals to realize their ability, cope with daily stress, be productive and be
valuable community members” [91]. Poor mental health outcomes encompass
depression, anxiety, bipolar disorder, schizophrenia and other psychoses, dementia,

and developmental mental disorders, including autism [91].

Social, economic, and political factors can negatively affect young migrants’
mental health throughout the migration process, from pre-migration to post-
migration [59,92-96]. These factors include exposure to trauma and violence, unmet
socioeconomic needs, language barriers, racism, and social pressure to succeed [97—
102]. Post-traumatic stress disorder (PTSD) may be more common among refugees,
which, together with lower medicine adherence, can further exacerbate mental
health problems [103,104]. As mentioned, the fear of deportation, especially among
young women who have been victims of intimate partner violence or undocumented
migrants, can cause poor mental health [75,76,94]. Poor mental health among
refugees, asylum seckers, and irregular migrants can be caused or exacerbated by
poot socioeconomic conditions and lack of access to healthcare [105]. Studies have
shown that both first- and second-generation young migrants in Sweden may have
a higher risk for poor mental health than their Swedish-born peers [96,103,106]. In
addition, sexual minorities may have substantial barriers to accessing health services
that might be very specific if they come from a country where they were physically

or psychologically abused because of their sexual or gender orientation [107]. These
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populations can be overlooked or excluded for different reasons, increasing their
mental stress and social isolation [107]. Lastly, sexual minorities suffering from a
traumatic experience in their home countries may require a long time before they
are psychologically stable and feel safe [53,55]. Secking asylum in this condition may
be difficult, especially since one needs to claim they are a sexual minority, and
elaborating on the reasons for asylum-seeking can increase their psychological

burden [53,55].

This does not curtail the value of understanding poor mental health among
migrant subgroups such as students, seasonal workers, family members, etc. While
displaced people, such as asylum-seekers and refugees, may experience higher rates
of PTSD and anxiety due to the trauma and stress associated with their migration
journey and resettlement experiences, it is important to recognize that voluntary
migrants can also face poor mental health outcomes [108]. Voluntary migrants, such
as students, workers, and family members, may feel lonely and isolated as they adjust
to a new environment [45,56,109,110]. They may also face discrimination, racism,
and other forms of prejudice, which can negatively impact their mental health
[45,56,109,110]. The acculturation process, where a migrant arrives from another
culture trying to immerse into the mainstream culture, especially in a lack of support

system such as family, can lead to stress and depression [32,102].

Understanding the challenges young migrants confront during the entire
migration process, including their social position and living environment, is crucial
since these challenges can significantly impact the control of their agency, decision-

making, and health [111].

1.7 Mental health and sexual risk behavior among migrants

Sexual risk behavior has been associated with mental health in different ways
[21,27,112,113]. Poor mental health can further exacerbate sexual risk behavior,
leading to condomless sex, multiple and concurrent sexual partners, alcohol and
drug intake before sex, or transactional sex [113]. In addition, sexual activities leading

to unwanted events, such as unwanted pregnancy or STI, can lead to poor mental
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health outcomes [27,114-117]. However, sexual activity can be rewarding for mental
health, such as serving as a coping strategy and having psychological and physical
functions to improve self-esteem, deal with loneliness, self-comfort, and overall
mental well-being [112,118,119]. Sexual intercourse can perhaps help deal with the

emotional burden of being a migrant in a host country [27].

1.8 MSM and sexual risk behaviors

The physical, mental, and sexual health of MSM can be influenced by
engagement in various sexual risk behaviors, including transactional sex [120]. Sexual
risk behaviors, such as a high number of partners, concurrent or sequential number
of partners, injection and non-injection drug use, unprotected receptive anal

intercourse and other risks, can increase the risk for HIV among MSM [121-127].

Social stigma against same-sex relationships and rigid gender norms are some of
the reasons that negatively impact the behavior and health outcomes among MSM
[128,129]. Research has shown that individuals who experience stigma related to
their sexual orientation or gender identity can be at increased risk for risky behaviors,
such as buying sex or engaging in condomless sex, to assert their masculinity or
prove their sexual orientation [11,15,130—135]. The literature suggests that MSM
reporting engaging in transactional sex can have an increased risk of HIV and other
STIs due to inconsistent condom use and lack of negotiating power [83]. A
systematic review and meta-analysis found a 12.2% HIV prevalence among MSM
who sell sex [134]. According to research, MSM who work in the sex industry are
more likely to use drugs, abuse alcohol, use condoms sporadically, expetience
emotional, physical, and sexual aggression, fail to declare their HIV status to clients
and have an STI [16,81,83,88,136]. While some individuals may engage in
transactional sex out of financial need or to obtain goods or services, others may do
so for reasons such as empowerment, to alleviate the feeling of loneliness, or engage

in new experiences [83,84,137].
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1.9 Migration and SRH in Sweden

Sweden is a high-income country that has historically accepted migrants,
including refugees, asylum seekers, students, unaccompanied children, seasonal
workers, and other migrants. According to 2022 statistical data, 19.7% of people in
Sweden are foreign-born [138]. Among all residents, 2.5% are 15-24 years old
foreign-born [138]. As a consequence of migrants arriving to Sweden predominantly
from countries with conflict, including Syria and Afghanistan, since 2015 and more
recently from 2022 from the Russian invasion of Ukraine, Sweden has been in a
challenging situation to provide health services to these populations. However,
Sweden has worked hard to offer dignified circumstances where the migrating
population can continue to thrive and preserve good health, including mental health.
And this also holds true for all migrants, including young people, atriving to live in

Sweden under different conditions.

Sweden has focused on improving and supporting the SRH of young people and
people with migration backgrounds through several key strategies, such as the
National Strategy for SRHR [139]. Sweden has been a country ranking high (9*) on
the European level of lesbian, gay, bisexual, trans, queer and intersex (LGBTQI)
human rights, having a liberal view towards different sexual orientations [140]. The
right to access healthcare without discrimination based on gender, gender identity,
gender expression, age or ethnicity has been part of the Swedish Discrimination Law
from 2008 [141]. Those with residence status in Sweden have equal rights as Swedish
citizens, while children under 18 can access healthcare free of charge. In Sweden, a
person is entitled to an interpreter in healthcare in case they do not speak Swedish.
Asylum seekers arriving in Sweden are suggested to undertake a free health
assessment, and they receive information about the Swedish health system. Lastly,
Sweden has offered programs for newly arrived migrants with a refugee background
focusing on job opportunity seeking and establishing themselves, with the
opportunity to claim welfare benefits while participating in these activities [142].
Among the topics in this program is health, including mental health, self-care, sexual

health, and family and parenting [142].
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Sexual risk behaviors researched among migrants in Sweden include but are not
limited to, increased condomless sex, using alcohol during the last sexual encounter,
or transactional sex that can lead to STIs, including HIV [18,63,143-145]. The
research done in Sweden has focused on migrants of different ages, country of birth,
and migration status. Research shows that loneliness, perceived stigma, inequalities,
and the absence of a social network greatly affected migrants’ daily life [106,1406]. In
addition, migrants may suffer from insecure living conditions, fearing deportation
and their residency status, affecting their SRH and mental health
[18,60,65,94,144,147]. Their health often comes secondary as a result of these fears
and insecurities, but also from language and cultural barriers and challenges with the

health system [18,58,60,94,144].

In 2021, the estimated number of people living with HIV in Sweden was
approximately 8000 [148]. It is estimated that the highest number of transmissions
occurred outside Sweden [149]. Men have been among those with higher rates of
HIV infection (69%), and MSM have been at increased risk for adverse SRH
outcomes, including HIV [149]. The last years have shown an HIV prevalence of 3-
5% among the MSM population in Sweden [150]. The number of people living with
HIV/AIDS in Sweden also comptises people with immigrant backgrounds [149].
Among those tested, 20% were positive for chlamydia, and 20% came back positive
for gonorrhea [150]. The differences are evident between larger and smaller cities
[150]. In Sweden, where the estimated number of MSM is 100,000, it is crucial to

address the higher risk for poor SRH outcomes among this population [151].

According to European Men who have Sex with men Internet Survey (EMIS)
2017 report from participants reporting to live in Sweden, 32% of the sample had
anal sex without a condom with one or several partners in the last 12 months
[150,152]. In addition, 18% reported condomless anal sex in the last 12 months, with

22% not using a condom in the last sexual encounter [150,152].

Researchers and public health officials in Sweden have attempted to gather

information on the prevalence and potential causes of transactional sex as a sexual
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risk behavior placing an individual at an increased risk for HIV through various
studies and surveys [153—1506]. Some findings include that almost 10% of men
reported ever buying sex, with buying being more frequent abroad (up to 80% of
men buying sex abroad)[1506]. This finding may explain the infection with HIV from
abroad [33,34]. In comparison to heterosexual men, gay and bisexual men have paid
for sex more often (10% vs. 15%, respectively), and selling sex is more common
among LGBT people [156]. In research by Priebe and Svedin, almost two-thirds of
those buying sex are men between 50 and 65 years old, whereas those selling sex are
between 18 and 35, with unequal distribution of risk from engaging in transactional

sex [157].

1.10 The rationale for the studies

The literature reviewed in the preceding sections highlights that young migrants
may be at increased risk of engaging in sexual risk behaviors. Even though research
demonstrates the migrants’ increased vulnerability concerning sexual risk behaviors,
young people as a subpopulation have not been researched in enough detail. Their
needs to thrive are not addressed in all policies or initiatives, primatily because of a
lack of age-disaggregated data or indicators on youth. Further, the ethical concept
behind consenting certain age to be part of a study can complicate their access and
the opportunity to learn more about this population, resulting in a lack of data. The
scarcity of data is also caused by the difficulty of accessing certain vulnerable migrant
groups, including undocumented migrants, asylum seekers, and refugees. Examining
the sexual risk behaviors among young migrants living in Sweden is crucial for

achieving health equity.

While previous studies in Sweden have looked at the prevalence and risk factors
for poor mental health among migrants, there is still a need for research that
specifically examines the role of migration-related factors (such as residency status,
reasons for migration, and living arrangements) as well as risk behaviors (such as
sexual risk behavior) in relation to mental health outcomes [103,106,158]. By filling

in this research gap, we can better understand the unique challenges faced by young
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migrants in Sweden and develop more effective strategies to support their mental

health and well-being,.

There is limited information on the prevalence and reasons for engaging in
transactional sex in Sweden. Under Swedish law, the purchase of sexual services is
prohibited [159]. Because of this legal framework, many individuals who engage in
transactional sex may be reluctant to report their experiences, resulting in
underreporting this phenomenon. Foreign-born, in that sense, are left behind when
it comes to transactional sex data because of the stigma that this behavior generally
entails but also because of the complexities that may be related to their lives, such
as a challenging economic situation or migration status, which makes it stigmatizing
for them to report these activities, including fear of deportation. This can also make
it difficult to gather accurate data on the prevalence of transactional sex among

foreign-born MSM in Sweden.

This thesis is trying to assess the prevalence of sexual risk behaviors, the
sociodemographic factors that can influence the sexual risk behaviors among young
foreign-born key populations who may be at higher risk for HIV in Sweden, as well
as assess the prevalence of transactional sex, a sexual risk behavior, among MSM

reporting to live in Sweden, with a particular focus on foreign-born MSM.

The thesis is compiled from four papers examining data collected from people
living in Sweden. The first paper is assessing the prevalence of sexual risk behavior
among young migrants in Sweden; the second paper is assessing mental health and
the association with sexual risk behaviors among the same population; the third
paper is assessing transactional sex as a risk behavior in foreign-born MSM and
compares it to Swedish-born MSM, and the fourth builds on the knowledge from
the third paper and examines the relationship between HIV status and transactional

sex among the same population.
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2 Research aims

2.1 Main aim

To assess the prevalence of sexual risk behaviors, the socio-demographic factors
that can influence the sexual risk behaviors, among young foreign-born key
populations who are at higher risk for HIV in Sweden, as well as to assess the
prevalence of transactional sex, as a sexual risk behavior, among MSM living in

Sweden, with a particular focus on foreign-born MSM.

2.1.1 Specific aims

1. To assess the prevalence of sexual risk behaviors among young migrants in
Sweden (paper I)

2. To assess mental health and its association with sexual risk behaviors among
young migrants (paper 1I)

3. To assess the prevalence of transactional sex (buying and selling) in foreign-
born MSM living in Sweden and compare this to Swedish-born MSM (paper
111)

4. To assess the relationship between HIV status and transactional sex among

MSM in Sweden, comparing foreign-born MSM to Swedish-born MSM
(paper 1V)
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3 Materials and methods

This thesis is built on two main studies with separate cross-sectional surveys that

resulted in two papers per study (Table 1).

Table 1. Summary of methods used in the papers

Sweden

online survey

Paper/aim Design/analysis | Participants Outcomes
Sexual risk
I'To assess the 13311%1 bths (in the last year)
prevalence of sexual pa _Cl 523 - Condomless sex
risk behaviors among Descriptive'study e - Sex under the
young migrants in Cross-sectional 15-25 years influence of drugs

with a casual

Sweden, comparing

foreign-born MSM to

Swedish-born MSM

(December 2018- old partner
November 2019) - Sex in exchange
for gifts/money
Multivariable
II To assess mental RIg;r%ss':ilgn Eligible
health and its participants
association with n=976 li\/IentLal }};Cfllghl 3
sexual risk behaviors using the a
questionnaire
among young 15-25 years
migrants old
IIT To assess the .
revalence of Transactional sex
tr};nsactional sex Descriptive study - Bver selling sex
(buying and sclling) in cross-sectional, - Selling sex in the
fo}feig born MSgM open-access, previous five years
livin %2 Sweden and self-administered - Ever buying sex
comgare to Swedish- online survey - Buying sex in the
Ii)orn MS\K/[ (October 2017— Eligible previous five years
IV To assess the January 2018) participants
relationship between . n=4443
HIV status and Multivariable
transactional sex RI;O%I ss;l(c)n Self-reported
among MSM in & living with HIV
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3.1 Methods

3.1.1 Migrant SRHR study

The study was created at the time when Sweden experienced a high influx of
migrants arriving from conflict countries in 2015, with almost 163000 people seeking
asylum, neatly a quarter of whom were unaccompanied children [160]. The overall
goal was to understand the SRHR needs of foreign-born who were coming in
significant numbers and trying to direct at those needs with evidence. The migrant
SRHR study aimed to collect data on knowledge, attitudes, and practices related to
SRH, norms, and values in SRHR, including questions on mental health and

discrimination among foreign-born in Sweden.

The study research questions and tools were developed with the supervisory team
of this thesis, researchers involved in the study, and two PhD students whose PhD
thesis was part of this study. In the study development process, literature and
surveillance data were consulted to understand the target population better and
determine the optimal methods for gathering data from the various research

participants.

This study included both quantitative and qualitative methods and was aimed at
participants older than 15 years old. Data collected from this study were used for
papers I and 1I. Paper I resulted in a published article that explores the sexual risk
behaviors and prevalence among young migrants in Sweden. Paper II assessed
mental health and the association with sexual risk behaviors in young migrants in

Sweden.

3.1.1.1 Survey design and development

For papers I and 11, we developed a survey that focused on knowledge, attitudes,
and practices among migrants in Sweden, including outcomes, norms, values, and
health services needs to address the needs of migrants in Sweden effectively. The
questions were numbered and grouped into themes covering sociodemographic

data, questions on arrival and living situation in Sweden, mental health and violence,
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neighborhood perception, risk behaviors including using alcohol, drugs, and sexual
risk behaviors, and gender norms and values. We examined other validated surveys
and tools for developing the survey, such as UNDP-UNFPA-UNICEF-WHO-
World Bank Special Programme of Research, Development and Research Training
in Human Reproduction [161]. We also created new questions relevant to the overall

aim of the study.

3.1.1.2 Data collection procedures and field testing

The questions from the survey were tested at different study sites with a purposive
sample of foreign-born above 15 years old. The study sites were organizations
working with foreign-born, including young migrants recently arriving in Sweden.
The sites were previously discussed and chosen to capture the target population
most efficiently. The migrants were consulted on topics relevant to their peers and
which tools would be optimal for them to voice their opinions and concerns. They
were asked individual questions from the survey for clarity and whether these
questions asked about their needs while modifying the tool accordingly. The

questions were revised if they were too sensitive for particular populations.

Data was collected between December 2018-November 2019 in partnership with
the World Values Survey and Invandrarindex, an NGO that annually collects various

health, demographic and migration-related data from migrants of all ages.

Data was collected at schools offering Swedish for foreigners (Svenska For
Invandrare, SFI), and in secondary schools across Sweden. SFI schools are based in
different communities in Sweden, offering the opportunity for foreigners to learn
Swedish at different levels from the age of 16 onwards. The school classes are
provided free of charge and can be attended at different times of the day, including
weekends [162]. The rectors and professors of both SFI and secondary schools were
consulted about the possible research benefit for the participant and the broader

health system in Sweden.
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The study population that was included in the survey were various migrant
subpopulations, such as international students, workers, and unaccompanied
minors, as defined by the IOM definition where the migrant is any person changing
their residence and moving to another place, in-country or across the border, for
different reasons and times [44]. The eligibility criteria were that the participants
were aged 15 years or older, had the ability to complete the survey in one of the

offered languages, and had not participated in this survey before.

A link and password to access the survey website were shared with the students who
agreed to participate in the survey. The data was gathered through a personal cell
phone or a computer and directly uploaded to a setver, so no additional input was
required. Invandrarindex collects these data using a completely anonymous online
survey and produces a regular report with no preceding ethical approval, given the
anonymous nature of the data. This means no identifying information (name,
address, ID number, etc.) is collected from the participants. Since our questions were
included in the complete survey, the overall sample size was almost 6500 individuals

across all age groups.

The survey was offered in multiple languages, including Arabic, English, Farsi,
Tigrinya, Spanish, Swedish, and Somali. Offering the survey in multiple languages
ensured that a diverse group of people could participate, which can be essential for

gathering accurate and representative data.

3.1.2 EMIS-2017

Papers I1I and IV use data from EMIS-2017. Paper I1I assesses the prevalence of
sexual risk behavior transactional sex among foreign-born and Swedish-born MSM
in Sweden, resulting in a published paper [163]. Paper IV takes an additional step
while examining the prevalence of transactional sex and self-reporting to be living
with HIV among the same population as in Paper III. EMIS-2017 is an internet-
based, self-completion survey available in multiple languages (about 33 languages).
EMIS-2017 methodology and design have been described elsewhere, but in this

thesis, the main information about the survey is described [164].
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3.1.2.1 Survey rationale

The challenges of gathering robust information on stigmatized minority groups are
well-documented [81,84,127,133]. MSM are one such group. The difficulties in
estimating their true population size have made it challenging to conduct studies that
accurately reflect their needs and behaviors [164]. One of the significant challenges
in studying MSM is the stigma regarding same-sex activity persisting in many parts
of the world [164]. This can make it difficult to find participants willing to participate
in research studies and access the population through traditional sampling methods
[164]. The internet has grown to become an important tool for collecting data from
considerable samples of MSM, including individuals of different ages and
geographies [164]. Using EMIS—2017 was chosen to provide a more accessible and
convenient method for MSM to participate in the study, reaching a broader range
of participants who may have hesitated to participate in a traditional survey [165].
Most importantly, EMIS-2017 is not survey on a generic health and well-being
[166].

EMIS-2017 was a significant study for understanding the sexual health outcomes,
behaviors, and health promotion needs of MSM in specific European countries and
several countries outside Europe [167]. EMIS-2017 aimed to provide valuable
information on STIs, HIV testing, and access to treatment and prevention
interventions. Additionally, the survey sought to identify risk and preventive
behaviors related to sexual health and provide insight into MSM needs for health
promotion and intervention coverage. Main objective was to generate data about the
degree and prevalence of HIV transmission risk and preventive behaviors, and
intervention needs, that could be helpful to plan and monitor national HIV and STI

prevention and care programs [167].

3.1.2.2 EMIS—2017 content

The survey is organized into five groups of questions. The first group,
demographics, focuses on gathering descriptive information about the participants

that are not intended to be changed [165]. The second group, morbidities, includes
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questions about health outcomes that the survey aims to change [165]. The third
group, behaviors, includes questions about the actions people take that cause risks
or detract from precautions related to the morbidities being studied [165]. The
fourth group, needs, includes questions about the opportunities, capabilities, and
motivations for risk and precaution behaviors [165]. The fifth and final group,
interventions, include questions about actions taken by others that either meet or

undermine the needs of the participants [165].

3.1.2.3 Data collection procedures

The data collection period occurred over several months, beginning in October 2017
and concluding at the end of January 2018. This extended period allowed for a more
comprehensive data collection and a larger sample size [164]. EMIS-2017 was
promoted through various online channels, including website banners and app
messages [167]. It was conducted by a network of research institutions, community
health organizations, and advocacy groups, including the European AIDS
Treatment Group (EATG), Eurasian Coalition on Male Health (ECOM), European
Centre for Disease Prevention and Control (ECDC), European Monitoring Centre
for Drugs & Drug Addiction (EMCDDA), European Commission (EC DG
SANTE) [164,168].

EMIS-2017 included individuals who identified as a man or trans man and were
either sexually attracted to men or had sex with men [167]. Before participating in
the survey, the respondents had to confirm that they had read and understood the
study aim [167]. Additionally, they had to confirm that they were of legal age to
consent to a homosexual relationship in the country they live [167]. These criteria
were set to ensure that participants comprehend the survey purpose and information
and the type of information they will be providing [165]. Additionally, confirming
that they are at or over the age of homosexual consent in their country helps to
ensure that the survey is only completed by individuals legally able to engage in
sexual activity with other consenting adults [167]. These individuals were the ones

who qualified for the survey and were included in the data analysis. People who did
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not meet the inclusion criteria were still allowed to participate in the survey, but their

data was not used [167].
3.2 Measures

3.2.1 PaperI

Dependent variables

Sexual risk behaviors were chosen because of previous research on this topic,
elaborated in the Introduction section. The variables were dichotomized for each

behavior and structured as follows:

a. Have you had sex without a condom in the last year? (yes, no, never had sex).

b. Have you been under the influence of drugs during sex with a casual partner
in the last year? (yes, no, never had sex).

c. Have you had sex in exchange for gifts/money in the last yeat? (yes, no,
never had sex).

A dichotomous variable was created for each variable, coded as 1 if the answer was
“yes” and 0 if it was “no”. Respondents to any of the questions above who indicated

that they had never had sex were not included in the analysis.

Independent variables

Age was measured discretely in single years, but we calculated the mean for this
papet. Biological sex was measured as male, or female, or I do not want to answer. For
this paper, we did not measure whether their biological sex measures with their
gender identity as it was not the purpose. Education was measured in years and further
categorized into three categories of 4-6 years, 7-9 years, and 10 and higher,
corresponding to a Swedish schooling system of low, mid-, and higher education.
We included the number of years living in Sweden, as well as religion (Christianity, Islam,
ot not religious/other) and the country of birth. Country of birth was divided as follows:
1) Africa, 2) Americas, 3) Asia, 4) Australia, Other, Stateless, 5) Europe, 6) Sytia, 7)
Afghanistan, and 8) the Middle East and North Africa (MENA) countries (included
in alphabetical order: Algeria, Bahrain, Egypt, Iran, Iraq, Israel, Jordan, Kuwait,
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Lebanon, Libya, Morocco, Oman, Qatar, Saudi Arabia, Palestine, Tunisia, United
Arab Emirates, Yemen). The majority of foreign-born arriving to Sweden at the time
of conducting the study were from Syria and Afghanistan, so we observe these two
countries separately. We measured three variables about migration: Main reason for
coming to Sweden (asylum secker /refugee, work/study, family reunion, other); Swedish
residence permit (no, yes, already an EU/EEA resident); and Current living arrangements
(alone, married or cohabiting, other family, friends I knew from earlier, or refugee

home) [169].

Missing data

Most observations were missing at random as a result of skip patterns. Because of
differences in age or experience, and the design, some questions were not relevant
to all participants; therefore, it is expected to assume that they skipped the questions.
Demographic variables for paper I were 72% complete, migration variables 58%

complete, and religion 16% [169].

3.2.2 PaperII

Dependent variable

The dependent variable in paper I1 is self-reported mental health, measured using the

Refugee Health Screener—13 (RHS-13) [170].

The RHS—-13 is a reliable and valid screening tool identifying individuals who may
require further assessment and treatment for mental health problems [170,171]. The
internal validity of the RHS—13 is good, with a Cronbach’s alpha coefficient of 0.95,
which indicates that the scale items are strongly related and measure the same
underlying construct [170,171]. The instrument has good sensitivity and specificity
when compared to other specific mental health diagnostic tools [170]. It has been

validated in Sweden and other countries [104,172].

The RHS-13 comprises 13 items that describe signs and symptoms of poor mental
health. A Likert scale was used to rate the items, from 0 (not at all) to 4 (extreme),

with a total scale score ranging from 0 to 52 [170]. A cut-off score of 11 points or
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above was used to define poor mental health, as recommended by the literature
[172]. The variable was dichotomized into “good” or “poor” mental health based

on the sum score.

Independent variables

Sexcual risk bebaviors variable as described in the paper I was used [169]. The positive
answers to any of the questions mentioned under the variable Sexual risk behaviors
(1) had sex without a condom; 2) had sex in exchange for gifts/money; or 3) had
sex with a casual partner under the influence of drugs) were analyzed. We chose to
combine these answers because of the level of missingness in each variable.
Willingness to take risks was measured as an individual’s inclination to engage in risk
behavior when faced with certain situations. The decision was assessed using a single
question, “are you generally a person who is willing to take risks, or do you try to
avoid taking risks?” with a 10-point Likert-based response scale used to rate the
items, from 0 (not willing to take risks at all) to 10 (very willing to take risks) [173].
Other variables included age; sex;, education, years living in Sweden; religion; conntry of birth,

the main reason to come to Sweden, Swedish residence permit, and current living arrangements.

Missing data

Missingness patterns in paper II were 12% for demographic variables and 56% for
the sexual risk behavior variable. Sensitivity analysis was also performed, but the
direction of the association remained very similar. In paper I, multiple imputations

analysis was performed on all categorical variables assumed to be missing,.

3.2.3 Paper III

Dependent variables

Transactional sex (selling and buying sex) was measured, referring to exchanging
money, gifts or favors for sex. Buying and selling sex were further disaggregated into
two timeframes: “ever engaging in selling or buying sex” or “selling sex in the
previous five years.” We did not measure the previous year’s frequency because of

the low response rate on this question. To measure the selling sex variable, we used

30



the “When was the last time you were paid by a man to have sex with him? By paid,
we mean he gave you money, gifts, or favors in return for sex” EMIS—2017 question,
and then categorized the variable into those who reported to have ever sold (yes)
and those reported they never sold sex (no). The same approach was followed for
the variable buying sex, where the question was posed as the last time an individual

has paid (gave money, gifts, or favors) to a man to have sex with him [163].

Independent variables

Other variables included in the analysis were demographic variables: age was
measured in years and then categorized (< 20, 20-24, 25-29, 3034, 35-39, 40—44,
45-49, 50-54, 55-59, 60—64, and = 65), education (low-level, mid-level and high-level
as this categorization corresponds to the Swedish educational system), current
partnership status (having a steady partner) further categorized as no and not sure, or
yes, I have a steady partner. The economic status was assessed using a question on
living on current income (living really comfortably, living comfortably, neither
comfortable nor struggling; struggling, or really struggling). The country of birth was
categorized into Swedish-born and foreign-born as a proxy measure for migration
to Sweden. We measured the lngth of living in Sweden in years. The reasons for migration
to Sweden were categorized as refugee/asylum secker, living more openly as
gay/bisexual/trans, or other reasons. Additional variables included were gender
identity, sexual orientation, and ontness. Sexual risk behavior variables included were the
number of sexual partners in the previons 12 months (none, one, 2-5 sex partners, 6-10

partners, or more than 10 partners) and having sex with a woman (no ot yes) [163].

Missing data

Data missingness was highest among education and outness overall, and the

reported years lived in Sweden among the foreign-born MSM population.
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3.2.4 PaperIV

Dependent variable

The dependent variable was HIV” status. This variable was measured using a self-
reported binary outcome (no, never been diagnosed with HIV, or yes, diagnosed

with HIV).

Independent variables

Other variables of interest included were related to sexual risk behaviors. The number
of sex partners in the past 12 months (including steady male, non-steady male partner,
female partner) was included (no sex partners, one sex partner, two to five partners,
six to ten partners, or more than ten partners). In addition, we wanted to explore
whether the participants were engaged in sex with a woman in the past 12 months and
have they used a condom. The condom variable was modeled after several variables
and dichotomized as “using a condom” or “never using a condom.” Further, it was

categorized as “using a condom with all sexual partners (both steady and non-

2 < 2 <«

steady),” “using a condom only with a steady partner,” “using a condom only with
a non-steady partner,” and lastly, “not using a condom ever.” We wanted to explore
the pattern of condom usage, as it can be relevant for understanding the pattern of
HIV infection. In addition, engaging in sex with female sexual partners was
important because participants reported varied sexual orientation or did not report
sexual engagement or fantasies about other men, thus engaging in sex with female
partners may be as either part of a relationship, or having sex with women and men
as part of sex work. Some may experience stigma about their sexual identity and are
in long-term (sexual) relationships with women. Lastly, as in paper I1I, we included

the variables on transactional sex, such as se/ing sex ever and selling sex in the previous 5

years and buying sex: ever and buying sex: in the previous 5 years.

Missing data

In the dataset, demographic variables were 83% complete. There were 9% missing

data for education and 3% for outness. In Swedish-born participants, we observed
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the same pattern, whereas we observed 83% complete data, 9% missingness for the
education variable, and 2% missingness for both length of time living in Sweden and

outness variables in the dataset of foreign-born participants.

3.3 Analysis

In paper I, descriptive statistical analysis was performed to identify the distribution
and prevalence of all included variables. For sexual risk behaviors, the prevalence in
the past 12 months was determined. Pearson chi-square and t-test were used for
comparison of sociodemographic characteristics and migration variables among
groups. In addition, multivariable logistic regression analysis was performed to
model the relationship between independent and dependent variables. The variables
for the adjusted models were selected based on bivariate significance and past
research, as elaborated in the Introduction. We created different models to estimate
the adjusted odds ratios (aOR) and 95% confidence intervals (CI) and the
association between various sociodemographic and migration-related characteristics
and sexual risk behaviors. A p-value less than 0.05 indicates that the odds ratio for

the variable is statistically significant. Top of FormBottom of Form

Similar to paper I, the data was analyzed with descriptive statistics and Pearson chi-
square and t-test comparing the group differences in paper II. Multivariable logistic
regression analysis was used to estimate the aOR and 95% CI of poor mental health,
measured with RHS—13, and independent variables, with five separate models. This
approach was chosen to retain as much of the sample as possible, as some variables
had a high level of missingness. As a sensitivity analysis, we conducted multiple
imputations by chained equations (MICE) and estimates together with Rubin’s rule

of all categorical variables assumed to be missing at random [174].

In paper 111, the prevalence of ever-selling sex and ever-buying sex was estimated,
as well as selling or buying sex in the previous five years. Descriptive and bivariate
analyses were performed. The sociodemographic variables in paper III, Table 2,
form the rows of the table, and selling sex and buying sex the columns further

disaggregated too Swedish-born and foreign-born. The percentages presented are
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row percentages, e.g., the percentage of people in each category of people with high-
level education who sell or buy sex. Multivariable logistic regression analysis was
used for estimation of aOR and 95% CI between the outcome and dependent
variables, with models for selling and buying sex (both ever and in previous five
years). The included dependent variables were selected based on bivariate
significance and past research. We analyzed all participants and then also separately

Swedish-born and foreign-born.

In paper 1V, the data analysis was similar to in paper III, descriptive, bivariate and
multivariate analyses were performed, using percentages, means and standard
deviations to describe the data and Pearson chi-square and t-tests to compate the
differences between groups. The variables used in the multivariable logistic
regression analysis were chosen as relevant to the research question. We calculated
the Variance Inflation Factor (VIF) and tolerance factors of independent variables
to determine the multicollinearity among the covariates. The tolerance values ranged
from 0.58-0.97, with a mean VIF=1.19 for all participants and a mean VIF=1.29 for

migration-related variables in the foreign-born participants’ sample.
3.4 Ethical considerations

3.4.1 PapersIandII

Papers I and II included human subjects, and therefore ethical permit was obtained
from Regional Ethical Board in Stockholm on December 15, 2017, 2017/2030-31.
The additional application was submitted to Regional Ethical Board in Stockholm
on May 14, 2018, and we teceived a permit on May 21, 2018, number 2018/1002-
32.

Following the ethical principles where the study subject has the right to decide
whether to engage in the survey process and safeguard their data, steps for consent
approval were taken. The study respects the Declaration of Helsinki and human
dignity. Regarding safeguarding ethical principles, the research team members

workingin the field have already taken competence training in ethical considerations.
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The survey was available on a secure online platform. The participants received a
password to enter the survey through their cell phones or computers. The
participants had to answer whether they consented to the study before proceeding
to the questionnaire. They were given time to read the information to provide
consent. All questions were clarified at the beginning. After the survey, we reminded
the participants that they could contact us if they wished to receive additional details
on the survey. Names and e-mail addresses of the principal investigator and the two
PhD students were given for this purpose. Throughout the survey, the participants
were reminded that their answers were confidential and anonymized and that they
could withdraw from the survey at any time. All subjects were assigned a random
participant ID number to identify their answer through the analysis. All data was in
a secure dataset on an online platform where only authorized study staff and
management people with a password could enter and analyze the data. Lastly, the
study participants were not identifiable at any stage during the analysis work

conducted under the PhD project.

3.4.2 Papers III and IV

Papers III and IV are based on a secondary analysis of anonymous data from EMIS—
2017. The multicountry study was conducted in collaboration with several
governmental agencies in Europe. Folkhilsomyndigheten (The Swedish Public
Health Agency) financed the recruitment of participants in the Nordic countries and
coordinated the data collection in Sweden. Folkhilsomyndigheten analyzed the
dataset we used in paper III and IV to produce the EMIS-2017 Swedish report
[152]. Also, ECDC based in Sweden has, together with the EC and several
universities, analyzed and published a European report from EMIS-2017, including

data from the Swedish survey participants [168].

The EMIS-2017 followed every step needed to ensure the anonymity of the
informants. Participants who agreed to be part of the survey were given the

following information about data protection: “What about data protection? We will

not collect the TC/IP address of your device or try to install any cookies on it. We
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will not collect any information about you that would allow anybody to identify you.
This means you need to complete the survey in one session, and you cannot log out
and return later. Participation is voluntary and you can withdraw at any time. Where
will the data go? The anonymous data will be shared with EMIS—2017 academic and
community collaborators in participating countries as soon as it is ready. Eventually
it will be placed in the European Union open data portal for the use of other
researchers after a period of embargo” [167]. The data received was anonymized,
which no longer, according to GDPR, constitutes personal data. GDPR states,
“Personal data that has been rendered anonymous in such a way that the individual
is not or no longer identifiable is no longer considered personal data. For data to be

truly anonymized, the anonymization must be irreversible” [175].

3.5 My role as a PhD student

As a PhD student involved in the migrant SRHR study, I had various roles
throughout the study development and implementation. Before starting my PhD
studies, I worked with migration topics and SRHR. This experience helped me to
envisage the relevant issues that could be part of the study. During the survey testing,
I discussed the questions from the survey with potential respondents individually
and in groups to determine whether the questions were understandable and relevant
for their peer groups. I would go to different schools in Stockholm to try several
questions or the entire survey and discuss the questions with participants afterward.
In addition, I was also practicing the time and structure to deliver the information
about the study optimally. As I was one of the researchers collecting data on the
field, at the beginning of the survey process, I would verbally explain the study’s
purpose together with the other researchers in the team that were present at the
study site, explain that this is a research study, who the eligible participants were and
why they were asked to participate in the study. I would guide them through the
steps to fill in the survey, the time needed, and the possibility of asking questions if
anything is unclear. I also emphasized that participation in the survey was voluntary
and anonymous, they could quit anytime they wanted to, and we could not trace

their information back to them. I have further explained that some questions may
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be sensitive and require them to reflect before answering. Nothing they write will be
taken against them, which is essential to highlight since migration is still a sensitive
topic. Some participants may believe they could lose their residency right and be
deported if they write something that can be taken against them. If they felt
uncomfortable answering those questions, they could refuse to answer them, skip
them, ask for clarification, or withdraw from the survey. In addition, my role after
data collection was to clean and prepare the data for analysis. Lastly, throughout my
PhD studies, I was following the global trends in migration and SRHR, including
global health, which enabled me to understand, learn and subsequently implement

this learning into my PhD thesis.

In the EMIS—2017, since it was a secondary data analysis, I acquainted myself with
the purpose and the design of the survey, both those conducted in 2010 and 2017.
I did not participate in the data collection or study design. In close collaboration
with the research and supervisory team, I assisted in developing the requests for

secondary data.
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4 Results
4.1 PapersI and Il

Description of the participants

The mean age of the participants was 19.65 years (SD=2.7), with more than half of
the participants being men (56%). Almost 42% had mid or higher education. In
paper I, we observe about 2.5 years (SD=1.5) of living in Sweden; in paper 11, it was
almost four years. The majority of the participants belonged to the Islamic religion
(61%), and most came from Africa and Syria (22% each) (paper I). Almost two-
thirds of the participants came to Sweden as asylum seekers or refugees (61%). Most
participants (87%) had a residence permit and reported living with their families

(81%).

Sexual risk behaviors (paper I)

The overall prevalence of selected sexual risk behaviors among young migrants was
33% (n=530). The prevalence of those engaging in sexual intercourse without a
condom was about 35% (n=614); in those engaging in sex under drug influence

(n=707) and those exchanging sex for money or goods (n=709), it was 7% each.

Condomless sex was associated with religion, country born/raised, and reported
current living arrangements (p<<0.05). In sex under the influence of drugs, we
observe an association with sex, country born and raised, and residence status
(p<0.05). Sex in exchange for gifts/money in the previous 12 months was associated
with the reasons for coming to Sweden (p<0.05) (paper I, Additional file 1, Table
4)[169].

Factors influencing the odds of engaging in sexual risk behavior (paper I)

Increased age (aOR: 1.10 (95% CI: 1.01-1.27, Models 1-5); the increasing number of
years of stay in Sweden (aOR: 1.17, 95% CI: 1.00-1.74, Models 1-5); being born in
the Americas and Europe; coming to Sweden to live with family increased the odds

of engagement in condomless sex in the previous 12 months; reporting belonging
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to Islam as religion decreased the odds (aOR: 0.47, 95% CI: 0.22-0.97, Model 5)
(paper I, Table 1) [169].

Being born in Europe (aOR: 7.44, 95% CI: 1.46-38.34) or a MENA country (aOR:
5.60, 95% CI: 1.17-23.37); and coming to Sweden to work or study (aOR: 5.00, 95%
CL: 1.69-14.75) increased the odds for reporting engagement in sex under drug
influence in the previous 12 months. Additionally, younger age decreased the odds
of having sex under drug influence over the last 12 months (aOR: 0.83, 95% CI:
0.69-0.98) (paper I, Table 2) [169].

Increased years of living in Sweden (aOR: 1.63, 95% CI: 1.05-2.51); coming to
Sweden to work or study (aOR: 4.62, 95% CI: 1.47-14.53) or to live with family in
Sweden (aOR: 4.14, 95% CI: 1.03-16.51) compared to those who came for other
reasons increased the odds for engaging in sex for money or gifts in the past 12

months (paper 1, Table 3) [169].

Mental health and sexual risk behaviors (paper IT)

The overall reported prevalence of poor mental health among young migrants was
59% (55% male and 45% female participants). Among those reporting to have had
sex, about a third reported engagement in sexual risk behavior in the previous 12
months. The mean value of willingness to engage in risk behaviors among those
with poor mental health was 4.5, SD=2.8. Almost 40% had poor mental health in

those who engaged in sexual risk behavior (paper II).

Education, years living in Sweden, religion, country born or raised, reasons for
coming to Sweden, current living arrangements, and sexual risk behavior were

significantly associated with poor mental health (p<<0.05) (paper 11, Table 1).

Factors influencing the odds of poor mental health and engaging in sexual risk
behavior (paper 1)

Those living five years or longer in Sweden had increased odds of reporting poor
mental health compared to those living in Sweden for less than one year. Participants

who reported engaging in any of the sexual risk behaviors assessed were more likely

39



to report poor mental health (aOR: 1.99, 95% CI: 1.20-3.29, Model 2). Willingness
to take risks, being female (compared to being male) and living four years in Sweden
compared to those living in Sweden for less than a year, increased the odds of poor
mental health. Those who lived alone (aOR: 1.89, 95% CI: 1.04-3.42, Model 4) or
with friends known from earlier (aOR: 2.93, 95% CI: 1.30-6.61, Model 4) had
increased odds for poor mental health compared to those who lived with other
family members. Also, being female and increased years of living in Sweden
increased the odds of poor mental health (Model 4). Engaging in sexual risk behavior
(aOR: 2.39, 95% CI: 1.09-5.22, Model 5) increased the odds of poor mental health
(paper 11, Table 2).

Being born in Asia, Europe or Affica decreased the odds for poor mental health, in
comparison to being born in Syria. This association remained in Model 2, in which
longer education (10 or more years) was also found to decrease the odds of poor
mental health compared to < 3 years of education. Country or region of origin
remained associated but only for those born in Europe or Africa, compared to Syria.
In Model 4, only those born in Africa showed decreased odds of poor mental health
compared to those from Syria. Coming to Sweden to live with family decreased the
odds of poor mental health compared to coming as an asylum seeker or a refugee.
In Model 5, which included all variables, this association did not remain significant,
nor did the association with countty/region. The only factor that decteased the odds
of poor mental health was having 10 or more years of education compared to low
education. Poor mental health was not associated with age, religion, and residence

status in any of the models (paper 11, Table 2).

4.2 Papers III and IV

Description of the participants

The study population in this survey consisted of 4443 MSM participants reporting
to live in Sweden, with 43% above 50 years old. Almost half of the participants
(47%) reported completed upper secondary education, and the majority (85%) were

Swedish-born. The majority identified as men (97%), and about two-thirds (63%) as
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gay or homosexual. Almost half (45%) of participants reported a high level of
outness, and 56% reported not having a partner currently. Nearly a third responded
to living comfortably with their current income. Most reported not having sex with
a woman during the previous 12 months (80%). Almost all (98%) had never used
injectable drugs. About half of the participants reported always using a condom

during sexual intercourse (47%) (paper 111, Table 1) [163].

Among Swedish-born MSM participants, 45% were 50 years old and above, with
51% having completed upper secondary education, sharing similarities with all MSM
sample. Among the foreign-born MSM (n=0656), 30% were above the age of 50.
About two-thirds were highly educated (66%) and 69% identified as gay or
homosexual, and 98% as men. About 33% lived comfortably on their current
income. About 60% reported being born in Europe (northwestern Europe reported
as the most common), 16% in Asia, and 10% in South America. The mean number
of years reported to live in Sweden was 22 (SD = 16), and more than half of
respondents reported they had arrived in Sweden for other reasons than to live as

being gay/homosexual (74%) (paper 111, Table 2) [163].

Transactional sex (paper I1I)

Selling sex — 13.2% of all MSM participants reported ever selling sex, and 5.9%
reported they had sold sex during the previous five years. Amongst Swedish-born
MSM, 12.7% reported ever selling sex, and 5.4% reported having sold sex in the past
five years. Among foreign-born MSM participants, 16% reported ever selling sex,
and 8.4% reported selling sex in the previous five years (paper III, Table 1 and
2)[163].

Among all MSM engaging in ever-selling sex, we observe an association with age,
education, country of birth, sexual orientation, outness, having a current partner, the
number of sex partners in the previous 12 months, living on current income, and
injecting drug use (p < 0.05). Among Swedish-born MSM participants reporting
selling sex, we observe a similar association trend as in all MSM participants, with

the addition of current gender identity and sex with a woman over the last 12 months
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(p < 0.05). In selling sex among foreign-born MSM participants, we observe an
association with age and the number of sex partners during the previous year, as well

as injecting drug use (p < 0.05) (paper 111, Table 1 and 2) [163].

Buying sex — 10.8% of all MSM participants reported ever buying sex, while 6.7%
reported buying sex during the past five years. In Swedish-born MSM, 10.7%
reported ever buying sex, and 6.6% buying sex in the previous five years. For
foreign-born MSM, 11.6% reported ever buying sex, and 6.8% buying sex in the
previous five years (paper 111, Table 1 and 2) [163].

Among all MSM, age, education, current gender identity, number of sexual partners
in the previous 12 months, sexual orientation, sex with women in the previous 12
months, outness, and injecting drug use were associated with buying sex (p < 0.05).
Among foreign-born MSM, only age was associated with ever buying sex compared
to Swedish-born MSM, whetre we observe a similar association as in all MSM

participants except education (p < 0.05) (paper 111, Table 1 and 2) [163].

Factors influencing the odds of engaging in transactional sex (paper I1I)

Ever selling sex — In almost all age categories, compared to those over 65, we
observe increased odds of ever selling sex, from under 20 to 35-39 years old. The
odds of ever selling sex were increased among those who were foreign-born
compared to be Swedish-born, as well as in those reporting to be struggling and
really struggling compared to living very well, and those reporting having sex with a
woman in the past 12 months compared to those reporting that they did not (paper

11, Table 3) [163].

Factors decreasing the odds of ever-selling sex in all MSM participants: Decreased
odds of ever-selling sex were among those who reported that only a few or no one
knew about their attraction to men compared to those reporting that all or nearly all
individuals knew about it (outness). Among those reported being between 55 and
59 years old, we observe decreased odds of ever selling sex compared to those above

65 years old (paper 111, Table 3) [163].

42



The factors increasing and decreasing the odds of ever-selling sex followed the
association observed in all MSM sample, both in Swedish- and foreign-born MSM
participants. Having sex with a woman in the past 12 months increased the odds
compared to those that did not have sex with a woman. In Swedish-born MSM, it
was also younger age (younger than 20 and up to 29) compared to those over 65
years old. No factors decreased the odds in foreign-born MSM (paper 111, Table 3)
[163].

Selling sex in the previous five years — Among all MSM participants, almost all
younger age groups (until the age of 39) showed increased odds in comparison to

older participants (over 65 years old) (paper 111, Table 3) [163].

The factors that decreased the odds of selling sex in the previous five years among
all MSM participants: among those who reported that only a few people or none
know about their attraction to men compared to those with a high level of outness

[163].

Among the Swedish-born participants, in younger than 20 to 39 years old (compared
to those above 65 years) and struggling to live on their current income (compared
to living really comfortably) increased the odds of reporting selling sex in the
previous five years, in addition to not using a term for sexual orientation (compared
to “gay/homosexual” reference category) and reporting sex with a female pattner in
the past year (compared to those who reported they did not have sex with a woman
in the past year). We observe decreased odds as those in all MSM sample (outness
and education). In foreign-born MSM, only in those who were younger than 20
years, who struggled to live on their current income compared to those who lived
comfortably, had sex with a woman during the previous year, we observe increased
odds of selling sex in the past five years. The high level of outness was also increasing

the odds compared to those with high level of outness (paper III, Table 3) [163].

Ever buying sex — In all MSM participants, those with first-stage tertiary education

are more likely to engage in buying sex than those with low educational levels.
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Increased odds of ever buying sex were among those were single compared to those

having a partner (paper III, Table 4) [163].

Factors decreasing the odds of buying sex ever: neatly all age groups, except for
those between the ages of 60 and 64, had decreased odds of buying sex ever in
comparison to the age of 65. The aOR ranged from 0.05 (95% CI: 0.02-0.14) for
those between the ages of 20 and 24 to 0.64 (95% CI: 0.43-0.94) for those between
the ages of 55 and 59. Those who reported being bisexual were less likely to buy sex
than those who identified as gay or homosexual. Also, those who reported no one
knew about their attraction to men had dectreased odds of ever buying sex than those

who reported all or almost all knew about it (paper 111, Table 4) [163].

We observe among Swedish-born MSM younger age (20-59) (compared to older
participants), low outness (compared to high levels), and reporting to be bisexual as
sexual orientation (compated to gay/homosexual) decreased odds of buying sex ever
among MSM born in Sweden, including among those that reported did not have a
current partner, we observe increased odds (aOR: 1.36, 95% CI: 1.05-1.75). None
of the analyzed variables were associated with the odds among foreign-born MSM,
except for those in the 25-29 age group (compared to older than 65) and the years
lived in Sweden (paper 111, Table 4) [163].

Among all MSM, those who report being single were more likely to buy sex in the
previous five years than those with a partner. Those with third-level education also
had increased odds of buying sex in the past five years compared to those with first-
level education. Moreover, in practically all age groups below 40, the odds of buying
sex were decreased when compared to those over 65 years old, with aORs 0.10 (95%
CI: 0.04-0.25) for those in the 25-29-year-old range to 0.47 (95% CI: 0.27-0.82) for
those in the 35-39-year-old range. Living comfortably and neither comfortably nor
struggling decreased the odds of buying sex during the past five years versus those

who lived truly comfortably on their current income (paper 111, Table 4).

Increased odds of buying sex during the past five years in Swedish-born MSM wete

comparable to those in all MSM participants (being single) and decreased odds for
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buying sex in the past five years (age and income). Those reporting low outness were
less likely to report buying sex in the previous five years than those with higher levels
of outness. Among foreign-born MSM, the reported years of stay in Sweden

decreased the odds of buying sex during the past five years (paper 111, Table 4) [163].

Living with HIV (paper IV)

The prevalence of self-reported living with HIV among all participants was 5.4%.
The self-reported prevalence among Swedish-born MSM (n=3775) was 4.8%, and
in foreign-born MSM participants (n=656), it was 8.8%.

Participants living with HIV

The majority of individuals reporting living with HIV were Swedish-born (76%),
and around 54% of participants reporting living with HIV (n=237) were above 50
years old. Nearly all participants (99%) identified as men, and most identified as gay
or homosexual (84%). Almost half (47%) of those reporting living with HIV were
highly educated. More than half (56%) reported high outness and being without a
partner, making up the majority (57%). A third (34%) reported they had more than
ten partners in the past 12 months, and 35% used condoms with a steady partner.
Almost half (42%) reported living comfortably on their current income, and 94%
have never injected drugs (paper IV, Table 1).

Among all participants, age, birth country, gender identity, sexual orientation,
number of partners, sex with a woman, outness, condom use, living off current
income, use of injectable drugs, selling and buying sex (ever and in the past five
years) were associated to self-reported living with HIV. In Swedish-born MSM living
with HIV (n=180/3775, self-reported), we observe an association with age, sexual
orientation, and gender identity, outness, number of sexual partners in the last year,
sex with a woman and condom use in the previous year, living on current income,
selling sex ever, selling and buying sex in the last five years. In foreign-born MSM,
living with HIV (n=57/656) was associated with sexual orientation, sex with a

woman in the past 12 months, condom use in the past 12 months, living on current
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income, injecting drug use, selling sex ever and in the past five years, and buying sex

ever and in the past five years (paper IV, Table 1 and 2).
Participants not living with HIV

Most were Swedish-born (86%) and aged 50 and above (42%). Almost all
participants in this group identified as men (97%), and the majority had a mid-level
education (47%) (paper IV, Table 1).

Other characteristics of this group generally followed the same pattern as those
living with HIV. However, a third of the participants in this group reported having
2-5 partners in the past 12 months (33%), and 21% reported having had sex with
women during the past year. Nearly half of the participants in this group reported

always using a condom (48%) (paper IV, Table 1).

HIV and transactional sex (paper IV)

Among those that were reporting selling sex ever, 11.4% reported living with HIV.
Of those reporting selling sex in the past five years, 8.1% reported living with HIV.
Of those reporting ever buying sex, 10.3% were living with HIV, and 11.9% who
reported buying sex in the previous five years reported living with HIV (paper IV,
Table 1).

Among Swedish-born MSM who have ever sold sex, 9.7% reported living with HIV;
among those who sold sex in the previous five years, 5.4% reported living with HIV;
among those who have ever bought sex, 9.3% reported living with HIV; and among
those who have bought sex in the previous five years, 10.9% reported living with

HIV (paper 1V, Table 2).

Among foreign-born MSM, living with HIV was reported among 19% of those
reporting to sell sex ever, 18.5% in those selling sex in the previous five years, 15.8%
in those reporting to buy sex ever, and 17.6% in those buying sex in the past five

years (paper IV, Table 2).
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Factors influencing the odds of living with HIV (paper I'V)

In all MSM participants, factors increasing the odds of living with HIV include
reporting selling sex within the previous five years. Amongst those reporting buying
sex in the previous five years, we observe increased odds of living with HIV.
Compared to Swedish-born, foreign-born had increased odds of living with HIV.
Those struggling, compared to those living really comfortably with their current

income, had increased odds of living with HIV (paper IV, Table 3).

Compared to those aged 65 and older, almost all age categories up to 34 years
(excluding those younger than 20) had decreased odds of living with HIV.
Decreased odds of reporting living with HIV were among those reporting that only
a few or no one knew about their attraction to men (outness) compared to those
with reported higher levels of outness. In comparison to those who never used a
condom in the previous 12 months, those who had only one partner over the last
12 months, two to five partners, always used a condom in the previous 12 months,
and only used a condom with a non-steady partner, had decreased odds of living
with HIV.

Among Swedish-born participants, reporting selling sex within the previous five
years increased the odds. Also, those comfortably living and those struggling on their
current income had increased odds of reporting living with HIV than those who live
really comfortably on their current income (paper 1V, Table 3).

Among Swedish-born MSM participants, being 25-29 years old compared to being
65 years old and older decreased the odds of reporting living with HIV. Factors
decreasing the odds were lower reported degree of outness (aOR: 0.40, 95% CI:
0.19-0.83) where few or no one knows about their attraction to men (compared to
high levels), having one partner in the previous 12 months (compared to reporting
no sex partners), always using a condom and those who used condom only with a
non-steady partner in the past 12 months compared to those who never used a
condom (paper IV, Table 3).

Selling sex in the last five years increased the odds of reporting living with HIV

among foreign-born MSM participants. Compared to those 65 and older, those aged
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20 to 29 had decreased odds of living with HIV. Decreased odds of reporting living
with HIV were among those with first-stage tertiary education than for lower-level
education and living comfortably. Using a condom consistently decreased the odds
of reporting living with HIV compared to never using a condom and the length of

time spent living in Sweden (paper IV, Table 3).
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5 Discussion

This thesis has attempted to assess the prevalence of sexual risk behaviors among
young foreign-born key populations living in Sweden, including condomless sex, sex
under the influence of drugs, and sex in exchange for money or gifts in the previous
12 months. According to the findings, one in three young migrants reported
engaging in sexual risk behavior, and those who reported engaging in sexual risk
behaviors also had an increased risk for poor mental health. Different
sociodemographic factors and migration-related circumstances affected the odds of

engagement in sexual risk behavior and poor mental health outcomes.

Furthermore, the thesis aimed to assess the prevalence of transactional sex, as a
sexual risk behavior, in foreign-born MSM living in Sweden and compare this to
Swedish-born MSM. The overall prevalence and factors of MSM engagement in
transactional sex differ between Swedish-born MSM and foreign-born MSM.

In the following, these findings are discussed in-depth.

5.1 Prevalence and associated factors for sexual risk behavior among

young migrants in Sweden

This thesis aimed toward age-specific migrants in Sweden and measured sexual
risk behaviors using three different behaviors within a 12-month timeframe; thus,
comparing the findings with other studies that use different timeframes and

definitions may be difficult [176,177].

In paper I, we found a 33% prevalence of sexual risk behavior (condomless
sex, sex under drug influence, and sex in exchange for money or gifts) during the
previous 12 months among young migrants living in Sweden. Observing those who
reported specific sexual risk behaviors described above, almost a third of the sample
reported condomless sex. A study conducted among Swedish youth aged 16-29,
known as UngKAB15 (Young people’s Knowledge, Attitudes and Behavior), found
that almost 25% used condoms entirely during their last intercourse [178]. In

addition, a study from Sweden which included young people between 18-30 years
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old, found that nearly 76% reported not using a condom during last sexual
intercourse, including a 59% prevalence of condomless sex with a casual partner
[27]. The same study reported significantly increased odds of condomless sex among
those 25-30 years old compared to younger participants, which aligns with our
findings that belonging to the older age group increased the odds of condomless sex
[27]. Older participants could potentially be married and thus engage in condomless
sex as part of a marriage or be in a monogamous relationship, where this behavior
is more common. They may use another form of contraception, such as hormonal
ot diaphragms. In addition, as age increases, the possibility of having more sexual

partners increases, together with the chance to have condomless sex.

Increased odds of engaging in condomless sex were observed among those
who reported coming to live with a family compared to those reporting arriving as
asylum seckers/refugees. Other studies had different findings: when children live
with parents, parental support is usually a key factor for improved health since the
parents are those closely engaged in the child’s learning of health and health
outcomes, including behaviors that can affect health [176]. A study in Ethiopia
showed that adolescents aged 15-19 who do not have social support had about five
times higher odds of engaging in sexual risk behavior compared to peers with social
support [179]. However, we may also want to acknowledge the possible
inconsistency in parental engagement due to other factors that may influence their
lives living as a migrant in Sweden. This would give them less focus on family
dynamics [180]. We also did not explore the young migrants” household composition
as these may be young migrants arriving with siblings, one parent, or with their
children. Lastly, we may consider these young people are sexually exploring,

including engaging in sexual risk behaviors.

Compared to coming to Sweden from Syria, we observe increased odds of
engaging in condomless sex among those reporting coming from Europe or the
Americas. This finding may be due to different attitudes towards sex and sexuality
among those arriving from the American continent and Europe than those reporting

to come from Syria, as reported in similar research [27,181]. In addition, increased
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odds of engaging in sex under drug influence were among those reporting coming
from Europe or a MENA country compared to those reporting arriving from Syria
and those coming to Sweden to work or study compared to those reporting arriving
as asylum seekers/refugees. Although there are no similar studies on the topic of the
influence of drugs and sexual risk behavior comparing Europe, MENA countries,
and Syria, studies have shown that those arriving from non-conflict countries could
be seasonal workers, students, or coming to work/study, therefore may not shatre
the same burden and migrant experience and share a different risk for using drugs
[27,181]. Those attiving to work/study in another place may engage in sex under the
influence of drugs or alcohol as trying a new experience in a new surrounding

[27,181].

Decreased odds of engaging in sex under the influence of drugs were among
younger migrants compared to older — one of the reasons to engage in this behavior
would be the reduced agency among younger participants and the peer pressure. In

addition, an older participant may be more cautious about engaging in this behavior.

Increased odds for engaging in sex for gifts and money in the past 12 months
were the years reported to live in Sweden. This finding may be due to acculturation
stress, where the challenges of finding employment, disappointment, and financial
instability, can make the young migrants susceptible to engaging in this sexual risk
behavior. Those reporting living with family members had increased odds of
exchanging sex for gifts/money. As mentioned, we did not explore the household
composition; some young people may arrive with their children or siblings and need
to supplement their income to survive. Selling sex does not necessarily occur due to
financial scarcity; research from Sweden on young people found that transactional
sex happened through friends, and they also frequently received alcohol and

cigarettes in exchange for sexual favors [8].

Those who reported coming to Sweden to work/study had increased odds of
engaging in transactional sex compared to coming as an asylum secker/refugee. We

observe a challenge in elaborating on the findings. The paper does not explore the
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causes of transactional sex. It may be difficult to conclude whether this is
transactional sex due to economic struggle, where migrants can be adversely
affected, or some other factor is the cause. In addition, it does not have to mean that
this is commercial sex — the participants may engage in sex for gifts as a part of
cultural exchange or sensation-seeking [82]. In addition, we did not explore the
frequency or temporality of engaging in transactional sex beside the reported
behavior in the previous year. We did not assess where did the transactional sex took
place. The patticipants may travel elsewhere end engage in transactional sex whete
the place and practice of sexual intercourse are experienced as an adventure
[9,25,85,182]. A study on migrants residing in two European cities reports that about
half of those who have traveled abroad have had a partner in the country of
migration and abroad [25]. Lastly, as suggested in a global review on the prevalence,
correlates, context, and youth involvement in transactional sex, studies differ in time
event reference period, type of gift, and the direction of selling versus buying; thus,

itis important to observe the cause, frequency, and temporality in future studies [85].

5.2 Prevalence and associated factors for poor mental health,
including sexual risk behaviors, among young migrants living in

Sweden

In paper II, there was an observed overall 59% of poor mental health
prevalence among young migrants aged 15-25 living in Sweden. Studies show that
prevalence and risk factors may vary between migrant groups [74,99,105,183-185].
A study by Andersson et al. among undocumented adult migrants found that 68%
were suffering from anxiety, 71% from depression, and 58% from PTSD [186]. A
systematic review and a meta-analysis on depression among international migrants
reported a 15.6% prevalence [187]. According to studies done in Sweden, such as by
Hollander et al. on a cohort of almost 1.5 million people, refugees had higher
exposure to a traumatic experience; however, they did not have a higher risk of
suicide compared to other types of migrants, possibly due to resilience and being

part of a group of strong survival beliefs [188]. Other reasons for poor mental health
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include educational challenges, adaptation to a new setting, family pressure, language

barriers, and financial difficulties [189].

In paper 11, we observe that compared to other global regions and countries
of arrival, those who reported coming from Syria had increased odds of poor mental
health. Traumatic experiences in a war-torn country can increase the odds of poor
mental health [99,105]. As mentioned in a review on the mental health of immigrants
to Sweden, the prevalence of anxiety and PTSD was higher in individuals arriving
from countries with conflict than in the Swedish-born population [190]. In addition,
a qualitative study on Syrian refugees settling in Norway also described mental stress
over their asylum application, understanding the new culture, language barriers, and
challenges of exclusion from the labor market and loss of social status [191]. Another
study on post-migration stress and mental health among 1215 Syrian refugees
resettled in Sweden found that anxiety, depression, and PTSD prevalence ranged up
to 40%, with depression being the most common [158]. In findings from the
Stockholm Public Health Cohort from 2002 and 2006, among young migrants 18-
29 years old, it was found that migrating from a country outside of Europe can cause

poor mental health, especially among young women [80].

In the findings from paper II, we observe that females had increased odds of
poor mental health compared to males. Nearly half of almost 90 million asylum
seekers, refugees, and internally displaced persons are women, who are more
vulnerable before, during, and post-migration [192]. Previous studies have found no
gender difference between undocumented adult migrants in Sweden regarding
psychiatric disorders prevalence; in contrast, a systematic review on the long-term
mental health of war refugees found that women have a greater risk for anxiety but
not PTSD [94,99]. Furthermore, Dykxhoorn et al. explored the intersection of
gender and having social support (family members) and found that female migrants
living alone have increased odds of developing psychosis than those coming with a
family; however, in males, it was somewhat the contrary — coming with a family had
increased odds for psychosis than those without family networks in the host country

[193]. This finding may be explained by females’ preference for the family as a source
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of social support and buffering social isolation, especially when females are also

expected to succeed as migrants, providing for their families due to changing gender

norms [193].

Those young migrants who reported living alone compared to reporting to live
with a family had increased odds of poor mental health. There are several studies
describing possible explanations for this finding. Based on a systematic review of
public health consequences of social isolation and loneliness, both can lead to poot
mental health [194,195]. A lack of social support can contribute to depression and
anxiety, according to a study on war refugees living in Sweden [158]. Separation from
the family and worry about them can contribute to poor mental health [61].
However, as described in the previous paragraph, gender differences in social
support and social roles may exist while viewing family networks as a source of social
support during migration and mental health, differentiating mental health outcomes
in men and women [99,193]. The differing findings may be attributable to
differences between study populations, time since resettlement, and postmigration

conditions [158].

The number of years lived in Sweden increased the odds of poor mental health
among young migrants. This finding could be due to the post-migration economic
situation, particularly with documented inequities between migrants and host
populations, such as unequal employment opportunities, housing, and healthcare
access [99,187,196]. Over time, poor social integration and disappointment in the
host country’s prospects may trigger poor mental health [103]. Other research
suggests resilience as a possible factor in managing their life in the host country,

which diminishes over time [103].

Among those who reported engaging in sexual risk behaviors and willingness
to take risks, we observe increased odds of poor mental health. A study from Sweden
among young individuals aged 18-30 shows an increase in sexual risk behaviors
among those with poor mental health, including condomless sex in the last sexual

intercourse [27]. According to studies on the complex relationship between
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willingness to take risks and mental health, poor mental health can influence
behavior, emotions and expectations bounded by context [197]. In addition, the
context can influence engagement in sexual risk behaviors, resulting in poor mental
health. A research study on migrants in China found that family separation, and lack
of social support, may lead to migration stress and sexual risk behaviors as a way to
deal with the stress [112]. Young migrants may suffer from loneliness, which
increases the feeling of indifference, and may engage in sexual intercourse without
thinking about the risk because of the indifference to protect their health [119]. This
study and others support our finding that mental health and sexual risk behavior can

possibly be interdependent, but more research is needed [27,115-117].

In some research, we find a supportive finding to our result that higher
education decreases the odds of poor mental health compared to lower education,
explained by opportunities for employment due to higher educational status and the
knowledge on how to use healthcare services that increases with the level of
education [103]. However, other research on mental health inequalities performed
in Sweden also suggests that poor mental health could influence education
attainment resulting in low educational levels leading to an unmet need for health

care and increased risk of poor mental health [198].

5.3 Prevalence and associated factors for transactional sex and living

with HIV

A modified socioecological model was applied to discuss the findings of this thesis
related to papers III and IV [2]. This model is focused on drivers of HIV,
recommending that besides individual factors, there are other factors (community,
networks, regulations, policies, etc.) that impact the potential for the individual to

live with HIV [2].
Individual drivers

Individual drivers are related to biological or behavioral characteristics that can put

the individual at a higher risk.
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Sexual risk behavior

The prevalence of transactional sex observed in our research is consistent with other
studies from similar settings. According to research in industrialized countries, the
reported prevalence is 4.5-7% in the last year among those selling sex and 6-17%
among those buying sex [81]. According to a study on the prevalence of transactional
sex among young MSM from the US who engage in sexual intercourse with casual
and regular partners, 40% reported lifetime engagement in transactional sex [120].
Another Canadian study on gay, bisexual, and other MSM reported a 22%
prevalence of transactional sex [199]. In the overall EMIS-2017 sample (n~128000),
9% reported engaging in buying sex, and 5% reported selling sex at least once in the
previous year [168]. Other examples include almost 37% of transactional sex
engagement ever, and in an Australian study among gay and bisexual men, the
prevalence was 16.7% for selling ever and 25% for buying ever [84,137]. The
difference in prevalence between the literature and the findings has to be observed
with different factors. One such factor is the prevalence measurement, and another

is laws that may influence engagement in transactional sex [84].

Reporting selling sex among all MSM represented an increased risk for reporting to
live with HIV. According to other authors, HIV prevalence among MSM samples
ranges from 12% to 41% [84]. This finding can also be explained by an increased
risk for condomless sex, often offered as a monetary incentive by buyers and
increases the risk for HIV [12]. According to research on male street workers and
internet escorts, with almost 31% HIV prevalence, they report varying rates of
condom use, condomless sex, and low HIV disclosure rates, some of the recognized
risks for HIV transmission [83]. Other research on MSM and transactional sex found
that among those living with HIV, there are increased odds of reporting engagement
in transactional sex which can be a double risk. According to the literature, MSM
who sell sex are disproportionally affected by HIV, with a 20 times increase in HIV
infection prevalence rate than the general male population [81]. Research suggests
that MSM who frequently sold sex had more than twice as many increased odds of
living with HIV [81].
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Age

Selling sex ever and in the past five years was associated with age; increased odds for
selling sex were among those 20-39 years old (including younger than 20 years old)
compared to 65 years old. Neatly all age groups, except for those between the ages
of 60 and 64, were less likely to buy sex ever when compared to those over the age
of 65. Prestage et al. found that selling sex steadily declined with age, while a reverse
trend was observed with buying [137]. Youth may be a valuable commodity in selling
sex which may be reflected in the reverse direction of the selling and buying sex

practice [137].

The trend of being younger increased the odds of selling sex compared to older, and
older age increased the odds of buying sex compared to younger participants may
speak about the power hierarchies between these two groups, whete selling may
occur among those who are young and economically disadvantaged and buying
among those who are older, better economically situated and more educated.
According to a study on age discordance, such sexual relationships may enhance
HIV acquisition among the younger MSM [13]. Due to possible decreased control
in sexual decision-making in sexual intercourse with an older partner, younger MSM
may experience high vulnerability due to lower economic power [18,84,137,200].
This vulnerability could be reflected in negotiating safe sex practices and increasing
their risk for HIV. However, engaging in selling sex can be to explore sexual
identity, where an older partner can serve as a partner guiding them through this
phase [201]. We could not examine whether those buying are clients of those selling
in our sample; however, age and socioeconomic differences among those engaging
in transactional sex require more research [12]. Compared to those aged 65 and
older, almost all age categories up to 34 years (excluding those younger than 20) had
decreased odds of living with HIV. Those who are older possibly had more lifetime
partners, increasing their risk for HIV compared to younger MSM [12,202].
Engaging in sexual intercourse should employ all means of protection of the

individual to minimize the risk of that sexual activity.
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Sexcual orientation

Among those who do not define their sexual orientation, we observe increased odds
of selling sex in the previous five years compared to those who identify as gay or
homosexual. One of the reasons for this finding may be because the description and
categories offered do not match their self-identification and relate to their
experiences [131]. Sexual orientation may become complex in countries with a
strong sexual orientation stigma [133,203]. Research has shown that in different
societies, the insertive male partner may not identify as a sexual minority identity
[129]. In addition, some migrants are experiencing varied sexual encounters with
men, including selling sex, which does not mean they do not define as heterosexual
[52]. Research on MSM from the US has shown that those who identify as
heterosexual may have been pressured to identify as such due to their culture, but
they engage in sexual intercourse with both sexes [135]. As a result, those who
declare as heterosexual, as complying with the normative of the broader context,
may still be involved in same-sex practices; however, they also may maintain the
masculine identity in that sexual intercourse [15]. One of the reasons for these results
is that sexual orientation may not be as essential to disclose for many since that is a
part of their lives and intimacy. Also, adapting to the new sociocultural norms of
sexual and gender categories in a host country can be challenging for sexual
minorities who are migrants and take time [53]. Understanding the importance of
how sexual orientation can be interpreted can be very valuable for creating

programs, including understanding the nuances and diversity [131].

Network

Network factors are relevant for reaching and recruiting members of MSM [11].
They offer a greater understanding of routes of HIV transmission and individual
characteristics that can benefit HIV treatment and prevention programs [11]. But
network dynamics are also central in driving risk. HIV can be transmitted in
networks at high speed, depending on the network type; HIV can be transmitted
in networks at high speed if the members of the network also have an increased

risk; if people in the network have a low risk for HIV, including high prevention
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and treatment strategies, the risk can be low, even independent of condom use

[121].

Current partner

The type and number of sexual partners can influence the risk for HIV. In our
research, those reporting not having a current partner were more likely to engage in
buying sex than those reporting having a partner. This finding can be explained by
the fact those who buy sex and do not have a partner could be looking for sexual
sensation and experience and engage in buying sex. Another explanation could be
that those who are buying sex have a difficult time forming a relationship, they
maybe want sex without commitment, and they engage in buying sex as a romantic
escape. According to research on MSM with regular and casual partners, those
romantically involved also had decreased odds of engaging in transactional sex [120].
However, we did not explore the type of relationship among those who reported
not being single or the reasons for buying sex. That could be a potential avenue for

further research.

Number of partners and condom nse

A factor in the broader environment that can influence the individual’s HIV status
is the number of partners, including condom use trends with the type of partner.
This thesis found that reporting having one partner in the past 12 months decreased
the odds of HIV. The concurrency or sequential partnership and having a high-risk
sexual partner, together with engaging in buying sex with non-regular partners or
partners with unknown HIV status, increase the risk of HIV. Research has shown
that those who engaged in transactional sex, including having multiple sexual

partners, had a high risk of violence [204].

Another finding was that reporting using a condom consistently (both steady and
non-steady partners) reduced the odds of reporting living with HIV compared to
never using a condom. This finding has been supported and proven in many HIV

prevention programs that condom is a preferred and safe choice against HIV
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infection, especially in those with many partners and concurrent or sequential
partners. Condom use can differ according to the partner type. According to
research on Peruvian MSM, MSM report condomless insertive sex with female
partners rather than male partners and engage in condomless sexual intercourse with
steady partners [205]. In addition, deliberate avoidance of condoms during anal sex
or “barebacking” in HIV-risk contexts has been a concerning behavior
[121,126,127]. A Swedish study on barebacking found that barebackers are involved
in other sexual risk behaviors, including rimming and group sex, and may use the
internet for sexual networking [127]. However, those engaging in condomless sex
may still be very well informed about the risks of condomless sex. For example,
those engaging in unprotected sex may report more frequent HIV testing, disclose
their HIV status to the most recent sexual partner, and use other techniques, such
as strategic positioning during sexual intercourse [127]. The results from the
SIALON-II study among European MSM show that unknown HIV status
contributed to HIV exposure [206]. Thus, using a condom during anal intercourse
is essential, especially with non-steady partners, including testing and HIV status
disclosure [206]. In conclusion, the number of partners can be a variable related to
other sexual risk behavior (e.g., condomless sex) and should be explored as a risk

factor for HIV.

Sex with a woman

According to our analysis, reporting having sex with a woman in the past 12 months
increased the odds of selling sex (ever and five years) comparing to not having sex
with a woman. According to other research on MSM engaging in transactional sex,
those reporting to have a partner of both sexes were also more likely to report
engagement in transactional sex as part of convenience. Some non-exclusive straight
identities reported that even though they have a female partner, they engaged in
having sex with a man as an adventure, including their female partner in intercourse.
Furthermore, foreign-born MSM reporting having sex with a woman the previous
year were more likely to sell sex in the past five years. It may be connected to

engagement in sex for favors or goods with a man while having a woman as a steady
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partner [14]. Thus, this may suggest that those who have sex with both men and
women could also sell sex as part of sex work. MSM may hide their sexual identity
and have a steady relationship with women, where females are their primary partners
[205]. Thus, it is important to create prevention program messaging to address those

who do not necessarily recognize themselves in the ads targeting gay men [127].

Community

A community can have a strong influence on sexual risk behavior and drivers of
HIV. Communities can be perceived as more hostile or supportive based on
language and cultural differences, religious beliefs, or ethnic composition.
Communities’ disapproval of different gender and social identities may lower the
levels of outness and increase the social isolation in sexual minorities [107,207].
The social capital that refers to social inclusion, participation and support may be

lacking in some communities, adding to poor health and well-being [207].

Outness

MSM reporting low levels of outness had dectreased odds of selling sex compared to
those with high levels of outness. Also, the odds of living with HIV were decreased
for those reporting that only a few or no one knew about their attraction to men
(outness) than those who said that all or almost all individuals knew about it. Outness
has been treated in the literature as a disclosure gradient; however, a person may not
have self-labeled yet decided what and whether they will disclose that to others,
especially in young and formative years [208]. Most sexual minorities disclose their
sexual orientation to just a few significant people [129]. Stigmatizing environments
can inhibit the level of outness among sexual minorities. Sweden ranks as one of the
liberal countries regarding homophobia and discrimination against sexual minorities
[140]. However, living in such a society does not preclude that stigma against sexual
minorities is present, including internalized homonegativity [209]. Arriving in a host
country where one can openly be a sexual minority does not mean one is prepared
to do so. Previous traumatic experiences of being a sexual minority in a country

where one is physically and psychologically abused can be a significant burden [53].
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Some are used to hiding their identities for so long that coming out can have
psychological consequences and make them additionally vulnerable [53]. In addition,
some migrants can continue to hide their identity because they fear violence,
especially if they live with members of their ethnic community or, in collective

housing, with other members that stigmatize sexual minorities [210].

The reason for low outness and decreased odds for selling sex and living with HIV
could be that those not openly declaring their attraction to men may have decreased
opportunity to engage in sexual intercourse, be part of the gay scene, and have
decreased risk for engaging in transactional sex overall [133,211]. According to
research, those with low outness may also experience homophobia and have a lower
probability of adopting risk behaviors [133]. On the other hand, research shows that
for many sexual minority men, the minority stress contributes to identity

concealment and is increased with sexual risk behaviors [135,212].

However, in foreign-born MSM reporting higher outness levels, we observe
increased odds of selling sex. Foreign-born MSM residing in countries with a low
stigma against MSM may practice a higher level of outness and openness for
engaging in different sexual experiences, including sexual risk behavior [133,213].
Thus, selling sex among foreign-born MSM may also occur for sexual exploration
and sensation-seeking. In addition, foreign-born MSM living longer in Sweden had
decreased odds of buying sex. Therefore, foreign-born MSM may be selling sex as
part of a relationship where receiving gifts is part of courtship and sexual exploring.
Research on minority stress among Latino MSM found that those with sexual
minority identities can access social support more readily from similar sexual identity
others [214]. In conclusion, there is a possible association between outness, sexual
risk behavior, and HIV risk [135]. Lower outness may decrease the odds of living
with HIV; however, those with low outness may be “hard to reach” with HIV
prevention and testing programs occurring in the gay community and engaging in
obscured sexual risk behavior, thus increasing their long-term HIV risk. Higher

outness among foreign-born MSM may also be beneficial regarding access to
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programs aiming towards HIV prevention and testing and decreasing their risk for

HIV [133,213].

Country of birth

The self-reported prevalence of HIV was lower among Swedish-born MSM (4.8%0)
than foreign-born MSM participants (8.8%). According to previous literature, MSM
face multiple stigmas for being foreign-born, a sexual minority, and living with HIV,
which puts them at higher risk of accessing healthcare services and treatment [12].
In addition, due to different factors, such as stigma, foreign-born MSM may be in a
precatious financial situation and conceal their HIV status [215]. Even though the
prevalence of transactional sex (buying and selling sex) is somewhat similar among
Swedish-born and foreign-born MS, transactional sex is more common among
foreign-born MSM. This has also been reported in research among foreign-born
MSM in the UK, where 15.4% sold sex during the past year. Living in Sweden as
MSM certainly has advantages because of the positive view on sexual minorities.
However, foreign-born can be a subject of discrimination that can reflect on their
socioeconomic status, including social devaluation [132]. Arriving as a migrant can
mean being culturally, racially, and ethnically different. It also suggests that one must
establish themselves — socially and economically — which may lead to risk behaviors
and poor health outcomes such as poor mental health or making them vulnerable
to HIV. In addition, adapting to a different culture may cause stress which may
induce engagement in sexual risk behaviors to cope with feelings and find pleasure

216].

Although Sweden has made a significant effort to include migrants in the health
system, there are barriers and challenges described in the literature [67,100,144,186].
Some factors from other research include proximity of services, discriminatory
treatment, cultural competence, health insurance, ability to pay, and interpreter
availability [217]. However, the reported number of years living in Sweden has

decreased the odds of engagement in transactional sex which could be explained by
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the possibility that foreign-born MSM have a stable relationship and a steady partner

after several years [218].

Economic situation

Those reported as really struggling with their current income had increased odds of
living with HIV and increased odds of selling sex compared to those living really
comfortably with current income. Research has focused on understanding how the
economic situation and financial security contribute to higher HIV risk
[134,219,220]. According to research from the USA on transactional sex among
MSM, transactional sex is one of the survival strategies in young MSM occurring in
poor contexts [120]. The older or homeless MSM reported selling and buying sex,
describing their socioeconomic situation as disadvantageous [84,120]. In addition,
other studies from the US on MSM and sexual risk have confirmed that those who
sell sex usually have economic challenges [12]. According to research on MSM in
Latin America, unemployment among MSM was associated with increased odds of
transactional sex [134]. Foreign-born MSM were more likely to sell sex in the past
five years if they also reported struggling with their income, similar to findings
among young MSM in a US-based study where those engaging in any transactional
sex were most likely unemployed or underemployed emphasizing that educational
attainments or employment might be critical factors related to engagement in this
behavior [120]. Programs aiming towards job creation may be very beneficial to

alleviate the involvement in transactional sex.

Education

Increased odds for buying sex (ever and in the past five years) were among those
reporting to have first-stage tertiary education compared to those with lower
education [163]. According to previous research, those who buy sex generally have
a university education [81]. In general, buying sex is possible in cases of disposable
income [130]. The odds of living with HIV were decreased for first-stage tertiary
education than for low-level education. Those who are more educated are among

those usually earning more and have a higher financial and social standing,
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consequently being able to buy sex. Other research on transactional sex reports that
education is a prerequisite for formal employment, and lower educational status is
usually related to financial insecurity; therefore, these individuals may sell sex as an
income supplement [221]. On other findings from this thesis, where struggling to
live on current income was related to increased odds of selling sex, we may believe
that education offers an additional dimension to understanding the dynamics

between buying sex [221].

Laws and policies

Different regulations can positively or harmfully affect sexual minorities or migrants
and their risk for sexual risk behavior. A critical discourse analysis on migrants in
Swedish SRHR-related policies found that migrants are mentioned under different
terminology and categorized according to their legal status, gender, age, and years of
living in Sweden [222]. The terminology is asylum seekers, foreign-born,
undocumented, newcomers, or newly arrived migrants, among others [222]. SRHR
are an essential part of human wellbeing, related to physical and mental health
fulfillment, as mentioned in the International Covenant on Economic, Social and
Cultural Rights [223]. Sweden is a signatory of the Covenant; therefore, it should
comply with its obligations. The Covenant emphasizes different vulnerable groups,
also reflected in Swedish policies where specific subgroups, such as women, young
people, and underaged and unaccompanied minors, have been highlighted [222].
Sweden is also a signatory to all major human rights treaties, such as the 1951
Convention on Status of Refugees (ratified in 1954) and the 1954 Convention on

Status of Stateless Persons (ratified in 1965) [224].

All individuals have the right to SRH, including the freedom to make their own
choices about their health [223]. Sweden has adopted several international
documents related to health overall and SRHR specifically, such as the 1994
International Conference on Population and Development (ICPD) Programme of
Action, the 1995 Fourth World Conference on Women, and the Beijing Platform of
Action [225]. Sweden has adopted the Agenda 2030 and Sustainable Development
Goals (SDGs), including relating the different aspects of SRHR to the various SGDs
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outcomes and their targets [226]. SDG 3 (Ensuring healthy lives and promote
wellbeing for all at all ages), SDG 4 (Ensure inclusive and equitable quality education
and promote lifelong learning opportunities for all), and SDG 5 (Achieve gender
equality and empower all women and girls) closely link to SRHR [220]. The aim to
achieve these goals has been set, among others, in the Swedish national strategy on
SRHR [139]. The Swedish national strategy on SRHR also refers to “equal rights
and opportunities regardless of sexual orientation, gender identity or expression”
[139]. The strategy looks at SRHR from a life-course perspective, also emphasizing
the needs of those who may be left behind, such as people with experience of
migration, sexual minorities, young people and young adults, among others [139].
Currently, the strategy is under revision and should be finalized in 2023. In addition,
Sweden has had a national strategy against HIV/AIDS and other STIs since 2006
and an updated strategy since 2017 [227]. The overarching goal is to decrease the
transmission of HIV and STIs and minimize the harmful consequences of these
infections for the individual and society. Within the strategy, there are different
target groups, such as MSM, people arriving from high-endemic countries,
unaccompanied children and young people, and people who engage in prostitution

(engaging in selling sex) [227].

In Sweden, buying sex is a criminal activity [159]. Those who buy sex may not
disclose practice, which puts them at increased risk for HIV because they cannot be
reached with HIV prevention programs. This also means that transactional sex may
occur abroad where the practice is not criminalized. This challenge has been
recognized and is part of efforts under the national strategy against HIV/AIDS and
other STIs [227].

Stigma can occur through laws, policies, norms, and practices, otherwise known as
structural stigma [73]. Research has shown that MSM living in European countries
with more favorable policies towards sexual minorities have lower predictive
probabilities for HIV, even with other HIV factors [209]. These policies can benefit
overall health, such as mental health, HIV prevention and access to health services.

Policies that support sexual minorities and are more protective can significantly
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reduce engagement in sexual risk behaviors and HIV risk [209]. In Sweden, the laws
and the general population’s attitudes against sexual minorities are very similar. Both
supportt the approach that people should have the right and opportunity to live their

lives as a sexual minority.

5.4 Methodological considerations

This section describes some of the limitations of the methods and analysis, including
ways to mitigate those limitations that could affect the findings. All findings were
based on cross-sectional surveys that collect data at a given point in time, and it is
sometimes difficult to establish a causal association. Additional limitations are

described in papers I-IV.

Papers I and 11

Procedural bias — The survey covered many themes beneficial for further research.
Due to time limits, it may not have been possible to answer all questions or to reflect
and provide an accurate answer. Some participants cannot speak any of the
languages offered and thus responded to the survey in Swedish. Due to a possible
lack of understanding of the questions in a language other than their mother tongue
and the time to reflect and answer, some participants could have given misleading
information. This could pose a weakness for the study outcomes. The survey was
tested extensively to minimize this bias; however, offering it in even more languages

could have had its benefits.

Selection bias — For papers I and II, SFI and high schools were chosen because a
significant number of people who have recently migrated to Sweden, especially those
that need to attend school, could be found there. However, there is 2 number of
those that did not participate in the survey because of limited access to these schools
(for example, if we were allowed to collect data in the morning or afternoon school
hours when, the data may be representative of those who may attend the classes in
the evenings, after working hours, or students who are disabled and participate at
classes only online, etc.). The behaviors among these participants may differ, so the

interpretation of the findings may not be representative of the whole population
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under study. In addition, to attend Swedish language school lectures, one needs to
have the right to reside in Sweden. Since some are asylum seckers and
undocumented immigrants without a residence to stay in Sweden (do not have a
decision on residence) and therefore cannot access these lectures, the sample is
biased. In conclusion, the findings cannot be extrapolated to migrants living in

Sweden.

Participation bias — The piloting was done with students who belong to higher levels
of studying Swedish as a second language. Despite the efforts to include those who
were illiterate or barely literate, this population was not included in the sample. As
observed, other ways of assessing the risk behavior among this population could be

employed, such as qualitative studies or shorter questionnaires.

Social desirability bias — It is possible that the participants underreported or
overreported certain behaviors. This can occur due to stigmatization of engaging in
such behaviors where the answers on risk behaviors would be underreported. Some
of the questions could be overreported if the respondent believes that they prove

sexual experience.

Recall bias — The survey asked questions where the participants they need to recall
past behaviors. To minimize this bias, the questions were asked about sexual
behavior within a specific timeframe (12 months), so the participants could focus

on the behavior at this time.

Observation bias — Even though the information was given anonymously and on a
personal electronic device, the presence of the research team members could have
resulted in “better than average” responses and not an accurate answer. However,
given the time taken to fill in the survey, the observation bias probably was reduced
since the respondent would become more focused on answering the survey and

neglect the fact that the research team is present.

RHS-13 tool — There is an overall acknowledgment that RHS—13 may not be the
optimal tool to measure mental health among our participants, where not all belong

to asylum seekers or refugees — the primary focus group for which this tool is
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beneficial. However, when conceptualizing the study, there was a large influx of
migrants arriving from countries with conflict, indicating that those people could be
present in the sampling venues. Thus, to capture the mental health of that
population, the research team agreed that RHS-13 is a valuable tool for that
purpose. The limitations of RHS—13 and measurements of mental health among this
population are as follows — those aged 15 have different mental health than those
who are 25 and may need differentiated tools that could measure their mental health
based on their cognitive development due to their age difference [228]. In addition,
their life situation may be very different — 15 years old are probably not married and
may not have children; thus, their concerns will likely differ compared to 25 years
old, and this tool may not be able to capture that, including possible differences
between sexes [228]. A qualitative study may have been a better approach combined
with RHS—13 or another tool. RHS—13 had good validity, and since the purpose of
the study was not to diagnose but to get an overview of poor mental health
prevalence, this was believed to be a tool that could serve the purpose [171].
However, there is a broad acknowledgment that many other tools could have been
used, with their benefits and challenges. Perhaps an interview-administered mental
health assessment or an implicit capture of different measurements related to mental

health and sexual risk behaviors could be performed.

Papers III and IV

Selection bias — The online banner survey most likely recruited participants who
were knowledgeable about technology and thus represented a convenience sample.
The survey did not assess the reasons for migration, nor did our analysis. Some
foreign-born MSM may not have been involved because of advertisements on
Swedish websites. In addition, those without internet access, not integrated into the
community, and unaware of these sites may not have been represented. Lastly, most
participants (88%) from Sweden were reached via the Nordic online community
Qruiser, mainly targeting MSM and other HBTQ people looking for social and

sexual contacts. Thus, MSM who do not use these online communities and apps or
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prefer other ways and venues when meeting MSM for social or sexual contact may

be underrepresented in our study sample [152].

Participation bias — Despite the large sample size and recruitment of participants
with different backgrounds and across diverse settings, some individuals may choose
not to participate because of sexual identity concealment [229-231]. In addition, as
previous research has shown, individuals use internet sites for sexual networking and
are thus at an increased risk for sexual risk behaviors. Thus, the sexually active
participants may be overrepresented, as well as those who identify as gay. Men on

these sites may not represent all MSM in Sweden, including sexual activity and age.

Recall bias — There is a possibility that participants did not correctly remember the
behaviors they were asked to report. The questions are constructed so the participant
has a specific timeframe; however, those may not be appropriate, and the answer

could be questioned.

Misclassification bias — The definition of transactional sex is broad and can reflect a
high variability in engagement causes. There is a difference in temporality and
frequency of the activity, meaning there could have been one or several time
moments where it was not possible to assess the variance in causes to engage in
transactional sex (love, relationship, or money) in time as well as the frequency of
engagement in time. This can cause false conclusions that inflate the engagement in
selling or buying sex. The temporality, cause, frequency, and type of partners could
better generalize the results. Thus, we cannot generalize the findings without
considering the broader context of engagement. Also, if the participants chose a
European country as their residence, they were still included in the survey even if

they lived elsewhere.

Social desirability bias — Transactional sex could be interpreted as a stigmatizing
behavior that could lead to underreporting of the behavior and false results,
including in relation to the outcome (HIV). This bias is also applicable to those who
misreported their HIV status and engagement in transactional sex, leading to

findings that are not accurate.

70



Confounding bias — Many variables and factors can result in different outcomes
once measured. The EMIS-2017 is a quality survey trying to assess many factors,
but there are undoubtedly many more that the survey did not measure. The research
team did a secondary data analysis; therefore, influencing the survey content was
almost impossible; however, there is a broader acknowledgment that the survey was

beneficial in capturing a significant number of people and their characteristics.
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6 Conclusions
One of the primary conclusions in this thesis is that one in three young migrants
reported engagement in sexual risk behavior, with condomless sex being the most

commonly reported.

About two-thirds of young migrants had an increased risk for poor mental health,
and sexual risk behavior was recognized as one of the factors to increase the risk.
Being female was found to be associated with poor mental health. Coming to live
with family decreased the odds of poor mental health while living alone increased

the odds.

In comparison to their Swedish-born peers, foreign-born MSM have a higher

prevalence of engaging in transactional sex.

The self-reported HIV prevalence was higher among foreign-born than Swedish-
born MSM. Reporting selling sex was associated with increased odds of reporting to
live with HIV. Always using a condom and being younger decreased the odds of

reporting to live with HIV among all MSM.
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7 Points of perspective

This thesis points to several implications and recommendations for future research
and policy work to minimize sexual risk behaviors and enhance mental health among
young migrants in order to improve long-term health benefits. These
recommendations can be challenging because they require normative, institutional,

and social change. They demand political will and economic support.
Implications for policy and practice

- Improving and optimizing policies, laws and strategies focused on SRHR that
recognize young migrants as beneficiaries, but also social support programs,
economic opportunities, and mechanisms that can minimize sexual risk

behaviors among this population.

- Provide supportt for initiatives focusing on promoting safer sexual behaviors
aimed at young migrants and key populations, especially those coming from

countries affected by conflict.

- Programs secking to decrease sexual risk behaviors among young migrants
must include a component to inform, detect and manage transactional sex
exposure. Efforts must be made to address structural inequities and
vulnerability among young migrant MSM, such as equitably extending

economic opportunities or social support.

- Investment in programs in all sectors focusing on practicing safe sex and
using appropriate protection to prevent transmitting STIs should be

continuously implemented.

- Improve longitudinal mental health screening programs for young migrants.
Programs for mental health should be designed not just for newly arrived
migrants but also for those living in Sweden for several years, especially if

they live alone.
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Implications for future research

74

Temporality and causality of the sexual risk behavior engagement were not
observed in this thesis, hence researching the behavior patterns within a

timeframe in further research could be relevant.

Support research that would involve diverse types of migrants, including
asylum seekers, undocumented migrants, and migrants with lower literacy
levels, to understand better their behavior and mental health needs and

potential risks for poor health outcomes.



8 Acknowledgements
I am grateful for the opportunity to pursue a PhD and learn and grow through this
process. In particular, I would like to thank and acknowledge the following

individuals who accompanied me through my PhD journey:

To all the respondents participating in the studies for giving me their time and

experiences.

I wholeheartedly thank my supervisor, Mariano Salazar, for always providing me
with guidance and inspiration. Thank you for allowing me academic freedom and
having faith in me. I could not have wished for a better person to share this journey

with, and I have been blessed with you as my main supervisor.

To my co-supervisors, Anna Mia Ekstrém, Anna Kagesten, Nicola Orsini, and
Susanne Strémdahl. Thank you for placing my research in the international sphere.
Thank you for your guidance in this PhD journey, insightful remarks, helpful
critiques, and the conversations that made me realize who I want to be and where 1
want to go. I have learned a great deal from your insights and expertise. I look

forward to the future, where our roads may intertwine again.

Thank you to Torsten Berglund, Kristina Ingemarsdotter Persson, Mikael Jonsson,
and Jonas Jonsson for agreeing to be co-authors in papers 1II and IV. It was a
privilege to write with you, learn from you, and have your support to see me succeed

in my academic role.

Thank you to the half-time committee members Anna-Clara Hollander, Carmen
Vives Cases and Georgina Warner, for reading my work and giving me ideas,

comments, and guidance on improving my research.

Thank you to Bernadette Nirmal Kumar for agreeing to be my opponent, and to
Salla Atkins, Ronny Heikki Tikkanen and Georgina Warner for contributing to my
PhD journey by agreeing to be Examination board members. Thank you to Richard
Brinstréom for reading my work prior to my defense. I hope that our roads may

intertwine again.

75



Thank you to my mentor, Teymur Noori, for being my first manager in Sweden at
the European Centre for Disease Prevention and Control and becoming a role
model and friend. Thank you for the inspiring discussions and constant

encouragement.

Thank you to the Vice Chancellor of Karolinska Institutet during my time as a PhD
student, Ole Petter Ottersen, for helping me grow as a researcher and a person and
believing that I will set an important career path for society and myself. Working

with you has been one of the highlights of my academic career.

Thank you to the Department of Global Public Health for having me as a PhD
student and supporting my research efforts to achieve my academic and professional
endeavors. Thank you to Marie Hasselberg, Emilie Agardh, and all the
administration employees for your tireless efforts in helping us students achieve our

goals.

I want to convey my appreciation and gratitude to the academic community at
Karolinska Institutet, including my examiners, teachers, colleagues, and fellow
doctoral students. I have significantly benefited from the discussions and
interactions with all of you. You have all helped me grow as a researcher, and
interacting with you made me more receptive, flexible, and critical while still enjoying

the process of academic inquiry.

To Goéran Tomson — for seeing me for who I am, always believing in my capabilities,
and pushing me to aim higher. Thank you for nurturing my spirit and caring for my
mental health during my PhD journey. Thank you for opening doors for me that I
could never have done by myself and helping me grow. I hope that this is just the

beginning of our work together.

To Peter Friberg — thank you for being an incredible human being, kind and warm-
hearted. Thank you for helping me in my darkest days and always believing in me.
Our conversations have enriched me, and I have grown under your wing at SIGHT.

I hope we continue to work to transform global health.

76



To Johan Dahlstrand, Sara Fewer and Gabriella Hok — I could not have made it
without you. I owe you a great debt of gratitude for all the constructive discussions

and for being kind and supportive over the years at SIGHT.

To Karin Bage, Rocio Enriquez, Helena Nordenstedt and Carla Sturm, thank you
for being my friends, cheering me on bad days, and celebrating good days. For
allowing me to be part of your life! Thank you for reminding me that global health
is genuinely international, needing discussions like ours that enrich me as a person

and a professional.

Thank you to my childhood friends, Anita and Slavomir Vrani¢, for supporting me
with kind words and deeds through this PhD journey. I look forward to our

continued friendship.

Thank you to the Caugevi¢, Calki¢, and Cvetkovski family members, especially my
mother Tanja, my siblings Igor and Hena, my stepmother Fatima, and my in-laws
Sefika and Emina. Thank you for always reminding me to remember where I come
from, and that family matters the most. None of this would have been possible
without you all through these years. Thank you to those who are no longer with us,
Zlatko and Mensur, whose wisdom and example guided me through this PhD

journey.

To Amar — volim te najvise na svijetu. Thank you for believing in me, for being my

husband and the dad of Ula and Alma. You are everything to me, above all.

77



9 References

(1]

2]

[10]

(11]

(12]

(13]

78

Wellings K, Collumbien M, Slaymaker E, Singh S, Hodges Z, Patel D, et al. Sexual
behaviour in context: a global perspective. Lancet 2006;368:1706—28.

Baral S, Logie CH, Grosso A, Wirtz AL, Beyrer C. Modified social ecological model: A
tool to guide the assessment of the risks and risk contexts of HIV epidemics. BMC Public
Health 2013;13:1-8.

Chawla N, Sarkar S. Defining “High-risk Sexual Behavior” in the Context of Substance
Use. Journal of Psychosexual Health 2019;1:26-31.

Grossman M, Markowitz S. I Did What Last Night? Adolescent Risky Sexual Behaviors
and Substance Abuse. East Econ ] 2005;31:383—405.

Gardner M, Steinberg L. Peer Influence on Risk Taking, Risk Preference, and Risky
Decision Making in Adolescence and Adulthood: An Experimental Study. Dev Psychol
2005;41:625-35.

Bellis MA, Hughes K, Calafat A, Juan M, Ramon A, Rodriguez JA, et al. Sexual uses of
alcohol and drugs and the associated health risks: A cross sectional study of young people
in nine European cities. BMC Public Health 2008;8:155.

Charnigo R, Noar SM, Garnett C, Crosby R, Palmgreen P, Zimmerman RS. Sensation
seeking and impulsivity: combined associations with risky sexual behavior in a large
sample of young adults. ] Sex Res 2013;50:480-8.

Svedin CG, Priebe G. Selling Sex in a Population-Based Study of High School Seniors in
Sweden: Demographic and Psychosocial Correlates. Arch Sex Behav 2007;36:21-32.

Persson KI, Berglund T, Bergstrém J, Tikkanen R, Thorson A, Forsberg B. Place and
practice: Sexual risk behaviour while travelling abroad among Swedish men who have sex
with men. Travel Med Infect Dis 2018;25:58—64.

Beyrer C, Baral SD, Collins C, Richardson ET, Sullivan PS, Sanchez ], et al. The global
response to HIV in men who have sex with men. The Lancet 2016;388:198-206.

Amirkhanian YA. Social networks, sexual networks and HIV risk in men who have sex
with men. Curr HIV/AIDS Rep 2014;11:81-92.

Bond KT, Yoon IS, Houang ST, Downing MJ, Grov C, Hirshfield S. Transactional Sex,
Substance Use, and Sexual Risk: Comparing Pay Direction for an Internet-Based U.S.
Sample of Men Who Have Sex with Men. Sexuality Research and Social Policy
2019;16:255-67.

del Pino HE, Harawa NT, Liao D, Moore AA, Karlamangla AS. Age and Age
Discordance Associations with Condomless Sex Among Men Who Have Sex with Men.
AIDS Behav 2018;22:649-57.



(14]

[16]

(17)

(18]

(21]

(22]

(23]

25]

Javanbakht M, Ragsdale A, Shoptaw S, Gorbach PM. Transactional Sex among Men Who
Have Sex with Men: Differences by Substance Use and HIV Status. Journal of Urban
Health 2019;96:429-41.

Zeglin R]. The MSM (Non)Identity: Toward Understanding Sexual Behavior and Identity
in Health Research and Practice with Straight Men Under the Umbrella. Sexuality
Research and Social Policy 2020;17:343-52.

Mgbako O, Park SH, Callander D, Brinker DA, Kuhner C, Carrico AW, et al.
Transactional sex, condomless anal sex, and HIV risk among men who have sex with
men. Int ] STD AIDS 2019;30:795-801.

Starrs AM, Ezeh AC, Barker G, Basu A, Bertrand JT, Blum R, et al. Accelerate
progress—sexual and reproductive health and rights for all: report of the Guttmacher—
Lancet Commission. The Lancet 2018;391:2642-92.

Helsing B, Frisén A, Hwang CP. Sexual risk-taking among young Swedish men testing for
STI The European Journal of Contraception & Reproductive Health Care 2021;26:155—
9.

Herlitz C. Sexual risk-taking in the general population of Sweden (1989 - 2007). Sex
Health 2009;6:272.

Dias S, Marques A, Gama A, Martins M. HIV Risky Sexual Behaviors and HIV Infection
Among Immigrants: A Cross-Sectional Study in Lisbon, Portugal. Int ] Environ Res
Public Health 2014;11:8552—66.

Tesfaye Y, Negash A, Gebrehiwot TT, Tessema W, Anand S, Ahmed G, et al. Is There
Association between Risky Sexual Behaviors and Depression Symptoms among Youth? A
Case of Jimma University Students, Ethiopia. Psychiatry ] 2019;2019:1-12.

YiS, Te V, Pengpid S, Peltzer K. Social and behavioural factors associated with risky
sexual behaviours among university students in nine ASEAN countries: a multi-country
cross-sectional study. SAHARA-J: Journal of Social Aspects of HIV/AIDS 2018;15:71-9.

Guilamo-Ramos V, Jaccatd J, Dittus P, Gonzalez B, Bouris A. A Conceptual Framework
for the Analysis of Risk and Problem Behaviors: The Case of Adolescent Sexual Behavior.
Soc Work Res 2008;32:29—45.

Berger Cardoso J, Ren Y, Swank P, Sanchez M, de La Rosa M. Pre- to post-immigration
sexual risk behaviour and alcohol use among recent Latino immigrants in Miami. Cult
Health Sex 2016;18:1107-21.

Dias S, Gama A, Loos J, Roxo L, Simées D, Néstlinger C. The role of mobility in sexual
risk behaviour and HIV acquisition among sub-Saharan African migrants residing in two
European cities. PLoS One 2020;15:¢0228584.

79



26]

28]

(291

(30]

(31]

(34]

35]

3]

(38]

80

Strandberg A, Skoglund C, Gripenberg J, Kvillemo P. Alcohol and illicit drug
consumption and the association with risky sexual behaviour among Swedish youths
visiting youth health clinics. Nordic Studies on Alcohol and Drugs 2019;36:442-59.

Karle A, Agardh A, Larsson M, Arunda MO. Risky sexual behavior and self-rated mental
health among young adults in Skine, Sweden — a cross-sectional study. BMC Public
Health 2023;23:9.

Donovan B, Ross MW. Preventing HIV: determinants of sexual behaviour. The Lancet
2000;355:1897-901.

WHO. Adolescent sexual and reproductive health and rights n.d.

https:/ /www.who.int/teams/sexual-and-reproductive-health-and-research-(srh) /areas-of-
work/adolescent-and-sexual-and-reproductive-health-and-rights (accessed Match 11,
2023).

Anderson LR, Mellor JM. Predicting health behaviors with an experimental measure of
risk preference. ] Health Econ 2008;27:1260-74.

Hertwig R, Wulff DU, Mata R. Three gaps and what they may mean for risk preference.
Philosophical Transactions of the Royal Society B: Biological Sciences
2019;374:20180140.

Meston CM, Ahrold T. Ethnic, Gender, and Acculturation Influences on Sexual
Behaviors. Arch Sex Behav 2010;39:179-89.

Fakoya I, Alvarez-del Arco D, Woode-Owusu M, Monge S, Rivero-Montesdeoca Y,
Delpech V, et al. A systematic review of post-migration acquisition of HIV among
migrants from countries with generalised HIV epidemics living in Europe: mplications for
effectively managing HIV prevention programmes and policy. BMC Public Health
2015;15:561.

Alvarez-del Arco D, Fakoya I, Thomadakis C, Pantazis N, Touloumi G, Gennotte A-F, et
al. High levels of postmigration HIV acquisition within nine European countries. AIDS
2017;31:1979-88.

McLeroy KR, Bibeau D, Steckler A, Glanz K. An Ecological Perspective on Health
Promotion Programs. Health Educ Q 1988;15:351-77.

Weber EU, Milliman RA. Perceived risk attitudes: Relating risk perception to risky choice.
Manage Sci 1997;43:123—44.

Kahneman D, Tversky A. Prospect Theory: An Analysis of Decision under Risk.
Econometrica 1979;47:263.

Blais A-R, Weber EU. A Domain-Specific Risk-Taking (DOSPERT) scale. Judgm Decis
Mak 2006;1:33-47.



391

[40]

[41]

42]

[47)

48]

[49]

50]

Weber EU. Risk attitude and preference. Cogn Sci 2010:79—88.

WHO. Consolidated guidelines on HIV prevention, diagnosis, treatment and care for key
populations, 2016 update. 2018.

Pan Ametican Health Otganization P. Key Populations n.d.
https:/ /www.paho.org/en/topics/key-populations (accessed March 8, 2023).

Migrations Data Portal. Child and young migrants data 2021.
https:/ /www.migrationdataportal.org/themes/ child-and-young-migrants (accessed
February 17, 2023).

IOM. Key migration terms n.d. https://www.iom.int/key-migration-terms.
IOM. Glossary on migration. 2019.

de Haas H. The determinants of international migration: Conceptualising policy, origin
and destination effects. IMI Working Paper Series 2011;32:35.

Bendavid E, Boerma T, Akseer N, Langer A, Malembaka EB, Okiro EA, et al. The effects
of armed conflict on the health of women and children. The Lancet 2021;397:522-32.

Schneider A, Ingram H. Social Construction of Target Populations: Implications for
Politics and Policy. vol. 87. 1993.

United Nations. #YouthStats: Globalization and Migration 2020.
https:/ /www.un.otg/youthenvoy/globalization-migration/ (accessed February 17, 2023).

Razum O, Zeeb H, Rohrmann S. The ‘healthy migrant effect’—not metely a fallacy of
inaccurate denominator figures. Int ] Epidemiol 2000;29:191-2.

Abubakar I, Aldridge RW, Devakumar D, Orcutt M, Burns R, Barreto ML, et al. The
UCL-Lancet Commission on Migration and Health: the health of a wotld on the move.
The Lancet 2018;392:2606—54.

Garry S, Checchi F. Armed conflict and public health: into the 21st century. ] Public
Health (Bangkok) 2020;42:¢287-98.

Khan N, Cailhol J. Are migration routes disease transmission routes? Understanding
Hepatitis and HIV transmission amongst undocumented Pakistani migrants and asylum
seekers in a Parisian suburb. Anthropol Med 2020;27:395-411.

Kahn S, Alessi E j. Coming Out Under the Gun: Exploring the Psychological Dimensions
of Seeking Refugee Status for LGBT Claimants in Canada. ] Refug Stud 2018;31:22—41.

van Boetzelaer E, Fotso A, Angelova I, Huisman G, Thorson T, Hadj-Sahraoui H, et al.
Health conditions of migrants, refugees and asylum seekers on search and rescue vessels
on the central Mediterranean Sea, 2016—2019: a retrospective analysis. BM] Open
2022;12:053661.

81



53]

[56]

[57]

(58]

[>9]

[60]

[65]

[66]

[67)

82

Nematy A, Namer Y, Razum O. LGBTQI + Refugees’ and Asylum Seckers’ Mental
Health: A Qualitative Systematic Review. Sexuality Research and Social Policy 2022
2022:1-28.

Lecerof SS, Stafstrom M, Westerling R, Ostergren P-O. Does social capital protect mental
health among migrants in Sweden? Health Promot Int 2016;31:644-52.

Leiler, Hollifield, Wasteson, Bjirta. Suicidal Ideation and Severity of Distress among
Refugees Residing in Asylum Accommodations in Sweden. Int ] Environ Res Public
Health 2019;16:2751.

Lobo Pacheco L, Jonzon R, Hurtig A-K. Health Assessment and the Right to Health in
Sweden: Asylum Seekers’ Perspectives. PLoS One 2016;11:e0161842.

Harris S, Dykxhoorn J, Hollander A-C, Dalman C, Kirkbride JB. Substance use disorders
in refugee and migrant groups in Sweden: A nationwide cohort study of 1.2 million
people. PLoS Med 2019;16:¢1002944.

Akerman E, Essén B, Westerling R, Larsson E. Healthcare-seeking behaviour in relation
to sexual and reproductive health among Thai-born women in Sweden: a qualitative study.
Cult Health Sex 2017;19:194-207.

Mangrio E, Sjostrom K, Grahn M, Zdravkovic S. Risk for mental illness and family
composition after migration to Sweden. PLoS One 2021;16:0251254.

Hjern A, Haglund B, Persson G, Rosén M. Is there equity in access to health services for
ethnic minorities in Sweden? Eur J Public Health 2001;11:147-52.

Akerman E, Ostergren P-O, Essén B, Fernbrant C, Westerling R. Knowledge and
utilization of sexual and reproductive healthcare services among Thai immigrant women
in Sweden. BMC Int Health Hum Rights 2016;16:25.

Iwarsson KE, Larsson EC, Gemzell-Danielsson K, Essén B, Klingberg-Allvin M.
Contraceptive use among migrant, second-generation migrant and non-migrant women
seeking abortion care: a descriptive cross-sectional study conducted in Sweden. BMJ Sex
Reprod Health 2019;45:118-26.

Nkulu Kalengayi FK, Hurtig A-K, Nordstrand A, Ahlm C, Ahlberg BM. Perspectives and
experiences of new migrants on health screening in Sweden. BMC Health Serv Res
2015;16:14.

Wangdahl |, Lytsy P, Martensson L, Westerling R. Health literacy among refugees in
Sweden — a cross-sectional study. BMC Public Health 2014;14:1030.

Wangdahl J, Lytsy P, Martensson L, Westetling R. Poor health and refraining from
seeking healthcare are associated with comprehensive health literacy among refugees: a
Swedish cross-sectional study. Int ] Public Health 2018;63:409-19.



[68]

[69]

[70]

[71]

[72]

(73]

[74]

[76]

[77)

78]

[79]

(80]

Wangdahl J, Ragnar W, Martensson L, Per L. Health literacy among newly arrived
refugees in Sweden and implications for health and healthcare. 2017.

UNICEF. Supporting young male refugees and migrants who are survivors or at risk of

sexual violence. 2021.

Kotchick BA, Shaffer A, Miller KS, Forehand R. Adolescent sexual risk behavior: a multi-
system perspective. Clin Psychol Rev 2001;21:493-519

Zivot C, Dewey C, Heasley C, Srinivasan S, Little M. Exploring the State of Gendet-
Centered Health Research in the Context of Refugee Resettlement in Canada: A Scoping
Review. Int ] Environ Res Public Health 2020;17:7511.

Alessi EJ, Cheung S, Kahn S, Yu M. A Scoping Review of the Experiences of Violence
and Abuse Among Sexual and Gender Minority Migrants Across the Migration
Trajectory. Trauma Violence Abuse 2021;22:1339-55.

Pachankis JE, Hatzenbuehler ML, Berg RC, Fernandez-Davila P, Mirandola M, Marcus
U, et al. Anti-LGBT and Anti-immigrant Structural Stigma: An Intersectional Analysis of
Sexual Minority Men’s HIV Risk When Migrating to or Within Europe. JAIDS Journal of
Acquired Immune Deficiency Syndromes 2017;76:356—66.

Mohwinkel L-M, Nowak AC, Kasper A, Razum O. Gender differences in the mental
health of unaccompanied refugee minors in Europe: a systematic review. BMJ Open
2018;8:¢022389.

Pongthippat W, Darvishpour M, Kijsomporn J, Ostlund G. Broken dreams of a better life
in Sweden: Thai women’s lived experiences of intimate partner violence by Swedish men
in international marriages. Glob Health Action 2018;11:1496889.

Voolma H. “T Must Be Silent Because of Residency”: Battiers to Escaping Domestic
Violence in the Context of Insecure Immigration Status in England and Sweden. Violence
Against Women 2018;24:1830-50.

De Schrijver L, Vander Beken T, Krahé B, Keygnaert I. Prevalence of Sexual Violence in
Migrants, Applicants for International Protection, and Refugees in Europe: A Critical
Interpretive Synthesis of the Evidence. Int ] Environ Res Public Health 2018;15:1979.

S/RES/1325 (2000) Security Council 2000.

Cetrez OA, DeMarinis V, Sundvall M, Fernandez-Gonzalez M, Borisova L, Titelman D.
A Public Mental Health Study Among Iraqi Refugees in Sweden: Social Determinants,
Resilience, Gender, and Cultural Context. Frontiers in Sociology 2021;6.

Kosidou K, Hellner-Gumpert C, Fredlund P, Dalman C, Hallqvist J, Isacsson G, et al.
Immigration, Transition into Adult Life and Social Adversity in Relation to Psychological
Distress and Suicide Attempts among Young Adults. PLoS One 2012;7:¢46284.

83



81]

(83]

84]

(85]

[86]

87)

(88]

89]

[92]

84

Berg RC, Weatherburn P, Marcus U, Schmidt AJ. Links between transactional sex and
HIV/STI-tisk and substance use among a large sample of European men who have sex
with men. BMC Infect Dis 2019;19:686.

Duby Z, Jonas K, McClinton Appollis T, Maruping K, Vanleeuw L, Kuo C, et al. From
Survival to Glamour: Motivations for Engaging in Transactional Sex and Relationships
Among Adolescent Girls and Young Women in South Africa. AIDS Behav
2021;25:3238-54.

Mimiaga MJ, Reisner SL, Tinsley JP, Mayer KH, Safren SA. Street Workers and Internet
Escorts: Contextual and Psychosocial Factors Surrounding HIV Risk Behavior among
Men Who Engage in Sex Work with Other Men. Journal of Urban Health 2009;86:54—66.

Berg RC, Schmidt AJ, Weatherburn P, The EMIS Network. Transactional Sex: Supply
and Demand Among European Men Who have Sex with Men (MSM) in the Context of
Local Laws. International Journal of Sexual Health 2015;27:286-302.

Krisch M, Averdijk M, Valdebenito S, Eisner M. Sex Trade Among Youth: A Global
Review of the Prevalence, Contexts and Correlates of Transactional Sex Among the
General Population of Youth. Adolesc Res Rev 2019;4:115-34.

Kuosmanen J, de Cabo A. Men Selling Sex to Men in Sweden: Balancing Safety and Risk.
J Interpers Violence 2021;36:NP2601-23.

Manieri M, Svensson H, Stafstrém M. Sex tourist risk behaviour — An on-site survey
among Swedish men buying sex in Thailand. Scand J Public Health 2013;41:392—7.

Oldenburg CE, Perez-Brumer AG, Reisner SL, Mimiaga MJ. Transactional Sex and the
HIV Epidemic Among Men Who have Sex with Men (MSM): Results From a Systematic
Review and Meta-analysis. AIDS Behav 2015;19:2177-83.

Jacobson L, Regan A, Heidari S, Onyango MA. Transactional sex in the wake of COVID-
19: sexual and reproductive health and rights of the forcibly displaced. Sex Reprod Health
Matters 2020;28:1822493.

Durojaiye I, Obisie-Nmehielle N, Ibisomi L. Transactional sex and HIV infection among
commercial farm workers in South Africa. | Public Health Afr 2020;11:86-91.

World Health Organization (WHO). Mental health - Key terms and definitions. World
Health Organization (WHO) 2021;378:9803. https:/ /www.euro.who.int/en/health-
topics/noncommunicable-diseases/mental-health/data-and-resources/key-terms-and-
definitions-in-mental-health#health (accessed September 8, 2022).

Osooli M, Ohlsson H, Sundquist J, Sundquist K. Major depressive disorders in young
immigrants: A cohort study from primary healthcare settings in Sweden. Scand J Public
Health 2021:140349482110197.



(93]

[96]

[97)

(98]

[99]

[100]

[101]

[102]

[103]

[104]

[105]

Amin R, Rahman S, Dorner TE, Bj6érkenstam E, Helgesson M, Norredam ML, et al.
Country of birth, time period of resettlement and subsequent treated common mental
disorders in young refugees in Sweden. Eur ] Public Health 2020;30:1169-75.

Andersson LMC, Hjern A, Ascher H. Undocumented adult migrants in Sweden: mental
health and associated factors. BMC Public Health 2018;18:1369.

Hollander A-C, Bruce D, Burstrom B, Ekblad S. Gender-related mental health differences
between refugees and non-refugee immigrants - a cross-sectional register-based study.
BMC Public Health 2011;11:180.

Hollander A-C, Dal H, Lewis G, Magnusson C, Kirkbride JB, Dalman C. Refugee
migration and risk of schizophrenia and other non-affective psychoses: cohort study of
1.3 million people in Sweden. BMJ 2016;352:11030.

Fazel M, Wheeler J, Danesh J. Prevalence of serious mental disorder in 7000 refugees

resettled in western countries: a systematic review. The Lancet 2005;365:1309—14.

Hyvidtfeldt C, Petersen JH, Norredam M. Prolonged periods of waiting for an asylum
decision and the risk of psychiatric diagnoses: a 22-year longitudinal cohort study from
Denmark. Int ] Epidemiol 2020;49:400-9.

Bogic M, Njoku A, Priebe S. Long-term mental health of war-refugees: a systematic
literature review. BMC Int Health Hum Rights 2015;15:29.

Leiler A, Bjirta A, Ekdahl ], Wasteson E. Mental health and quality of life among asylum
seekers and refugees living in refugee housing facilities in Sweden. Soc Psychiatry
Psychiatr Epidemiol 2019;54:543-51.

Porter M, Haslam N. Predisplacement and Postdisplacement Factors Associated With
Mental Health of Refugees and Internally Displaced Persons. JAMA 2005;294:602.

Bhugra D, Minas IH. Mental health and global movement of people. The Lancet
2007;370:1109-11.

Bjorkenstam E, Helgesson M, Norredam M, Sijbrandij M, de Montgomery CJ,
Mittendorfer-Rutz E. Common mental disorders among young refugees in Sweden: The
role of education and duration of residency. ] Affect Disord 2020;266:563-71.

Sarkadi A, Bjirtd A, Leiler A, Salari R. Is the Refugee Health Screener a Useful Tool when
Screening 14- to 18-Year-Old Refugee Adolescents for Emotional Distress? ] Refug Stud
2019;32:1141-50.

Priebe S, Giacco D, El-Nagib R. Public health aspects of mental health among migrants
and refugees: a review of the evidence on mental health care for refugees, asylum seekers
and irregular migrants in the WHO European Region. Health Evidence Network
Synthesis Report 47 2016:ix-pp.

85



[106]

[107]

[108]

[109]

[110]

[111]

[112]

[113]

[114]

[115]

[116]

(117]

[118]

[119]

86

Honkaniemi H, Juarez SP, Katikireddi SV, Rostila M. Psychological distress by age at
migration and duration of residence in Sweden. Soc Sci Med 2020;250:112869.

Fox SD, Griffin RH, Pachankis JE. Minority stress, social integration, and the mental
health needs of LGBTQ asylum seckers in North America. Soc Sci Med 2020;246:112727.

Soykoek S, Mall V, Nehring I, Henningsen P, Abetl S. Post-traumatic stress disorder in
Syrian children of a German refugee camp. The Lancet 2017;389:903—4.

de Haas H. Migration Theoty: Quo Vadis? IMI Working Papers Seties 2014:1-39.

Elizabeth A. Challenges faced by non-EU immigrants in the Swedish labour market. A
Secondary Analysis. Malmo University 2020. https:/ /www.diva-
portal.org/smash/get/diva2:1488627 /FULLTEXTO1.pdf (accessed November 4, 2022).

Whitehead M, Pennington A, Orton L, Nayak S, Petticrew M, Sowden A, et al. How
could differences in ‘control over destiny’ lead to socio-economic inequalities in health? A

synthesis of theories and pathways in the living environment. Health Place 2016;39:51-61.

Yu B, Chen X, Yan Y, Gong J, Li F, Roberson EK. Migration Stress, Poor Mental Health,
and Engagement in Sex with High-Risk Partners: a Mediation Modeling Analysis of Data
from Rural-to-Urban Migrants in China. Sexuality Research and Social Policy
2017;14:467-77.

Yu B, Chen X, Elliott AL, Wang Y, Li F, Gong J. Social capital, migration stress,
depression and sexual risk behaviors among rural-to-urban migrants in China: a

moderated mediation modeling analysis. Anxiety Stress Coping 2019;32:362—75.

Koegler E, Kennedy CE. A scoping review of the associations between mental health and
factors related to HIV acquisition and disease progression in conflict-affected
populations. Confl Health 2018;12:20.

Ramrakha S. Psychiatric disorders and risky sexual behaviour in young adulthood: cross
sectional study in birth cohort. BMJ 2000;321:263—6.

Ramrakha S, Paul C, Bell ML, Dickson N, Moffitt TE, Caspi A. The Relationship
Between Multiple Sex Partners and Anxiety, Depression, and Substance Dependence
Disorders: A Cohort Study. Arch Sex Behav 2013;42:863-72.

Kosunen E, Kaltiala-Heino R, Rimpeld M, Laippala P. Risk-taking sexual behaviour and
self-reported depression in middle adolescence - a school-based survey. Child Care Health
Dev 2003;29:337—44.

Brody S. The Relative Health Benefits of Different Sexual Activities. ] Sex Med
2010;7:1336-61.

Mufioz-Laboy M, Hirsch JS, Quispe-Lazaro A. Loneliness as a Sexual Risk Factor for
Male Mexican Migrant Workers. Am | Public Health 2009;99:802-10.



[120]

[121]

[122]

[123]

[124]

[125]

[126]

[127]

[128]

[129]

[130]

[131]

[132]

Bauermeister JA, Eaton L, Meanley S, Pingel ES. Transactional Sex With Regular and
Casual Partners Among Young Men Who Have Sex With Men in the Detroit Metro Area.
Am ] Mens Health 2017;11:498-507.

Beyrer C, Baral SD, van Griensven F, Goodreau SM, Chariyalertsak S, Wirtz AL, et al.
Global epidemiology of HIV infection in men who have sex with men. The Lancet
2012;380:367-77.

Tikkanen R, Malmé hégskola Fakulteten for hilsa och samhille (HS). MSM-enkiten.

Riskhandlingar, hivtest och preventiva behov bland min som har sex med min. n.d.

Hansson D, Leung KY, Britton T, Sttémdahl S. A dynamic network model to disentangle
the roles of steady and casual partners for HIV transmission among MSM. Epidemics
2019;27:66-76.

Rosifska M, Gios L, Néstlinger C, vanden Berghe W, Marcus U, Schink S, et al.
Prevalence of drug use during sex amongst MSM in Europe: Results from a multi-site

bio-behavioural survey. International Journal of Drug Policy 2018;55:231-41.

Biello KB, Oldenburg CE, Mitty JA, Closson EF, Mayer KH, Safren SA, et al. The “Safe
Sex” Conundrum: Anticipated Stigma From Sexual Partners as a Barrier to PrEP Use
Among Substance Using MSM Engaging in Transactional Sex. AIDS Behav 2017;21:300—
0.

Berg RC. Barebacking among MSM Internet Users. AIDS Behav 2008;12:822—-33.

Berg RC, Tikkanen R, Ross MW. Predictors of reporting bareback sex among a diverse
sample of MSM recruited through a Swedish website. AIDS Care 2011;23:1644-51.

Pachankis JE, Brinstrém R. Hidden from happiness: Structural stigma, sexual orientation
concealment, and life satisfaction across 28 countries. ] Consult Clin Psychol
2018;86:403—15.

Pachankis JE, Brinstrém R. How many sexual minorities are hidden? Projecting the size
of the global closet with implications for policy and public health. PLoS One
2019;14:¢0218084.

Ompad DC, Bell DL, Amesty S, Nyitray AG, Papenfuss M, Lazcano-Ponce E, et al. Men
Who Purchase Sex, Who Are They? An Interurban Comparison. Journal of Urban Health
2013;90:1166-80.

Adams J, Braun V, McCreanor T. “Aren’t Labels for Pickle Jars, Not People?”
Negotiating Identity and Community in Talk About ‘Being Gay.” Am ] Mens Health
2014;8:457—-69.

Adam BD, Rangel JC. The post-migration sexual citizenship of Latino gay men in
Canada. Citizensh Stud 2015;19:682-95.

87



[133]

[134]

[135]

[136]

[137]

[138]

[139]

[140]

[141]

[142]

[143]

[144]

[145]

88

Gios L, Mirandola M, Sherriff N, Toskin I, Blondeel K, Dias S, et al. Being in the Closet.
Correlates of Outness Among MSM in 13 European Cities. ] Homosex 2021;68:415-33.

Oldenburg CE, Perez-Brumer AG, Biello KB, Landers SJ, Rosenberger JG, Novak DS, et
al. Transactional sex among men who have sex with men in Latin America: Economic,
sociodemogtaphic, and psychosocial factors. Am | Public Health 2015;105:¢95-102.

Pathela P, Hajat A, Schillinger J, Blank S, Sell R, Mostashati F. Discordance between
sexual behavior and self-reported sexual identity: A population-based survey of New York
City men. Ann Intern Med 2006;145:416-25.

Kuosmanen J, de Cabo A. Men Selling Sex to Men in Sweden: Balancing Safety and Risk.
J Interpers Violence 2021;36:NP2601-23.

Prestage G, Jin F, Bavinton B, Hutley M. Sex wotkers and their clients among australian
gay and bisexual men. AIDS Behav 2014;18:1293-301.

Statistikmyndigheten SCB. Uttikes fédda i Sverige. 2022 n.d. https://www.scb.se/hitta-
statistik/ sverige-i-siffror/manniskorna-i-sverige/ utrikes-fodda-i-sverige/ (accessed March
12, 2023).

Folkhilsomyndigheten (Swedish Public Health Agency). National Strategy for Sexual and
Reproductive Health and Rights (SRHR) Good, fair, and equal sexual and reproductive
health throughout the population. n.d.

Rainbow Europe. ILGA-Europe — the European Region of the International Lesbian,
Gay, Bisexual, Trans and Intersex Association n.d. https://www.rainbow-
europe.org/#8662/0/0 (accessed May 6, 2022).

Riksdagen. Disktiminetingslag (2008:567) n.d. https:/ /www.tiksdagen.se/sv/dokument-
lagar/dokument/svensk-forfattningssamling/diskrimineringslag-2008567_sfs-2008-567
(accessed March 12, 2023).

Al-Adhami M, Hjelm K, Wingdahl J, Larsson EC. “This course is like a compass to us” —
a qualitative study on newly settled migrants’ perceptions of civic and health orientation in
Sweden. BMC Public Health 2021;21:1-11.

Baroudi M, Hurtig A-K, Goicolea I, San Sebastian M, Jonzon R, Nkulu-Kalengayi FK.
Young migrants’ sexual rights in Sweden: a cross-sectional study. BMC Public Health
2021 21:1 2021;21:1-13.

Akerman E, Larsson EC, Essén B, Westerling R. A missed opportunity? Lack of
knowledge about sexual and reproductive health services among immigrant women in
Sweden. Sexual & Reproductive Healthcare 2019;19:64-70.

Lindroth M, Zeluf G, Mannheimer LN, Deogan C. Sexual health among transgender
people in Sweden. International Journal of Transgenderism 2017;18:318-27.



[146] Mehdiyar M, Andersson R, Hjelm K. HIV-positive migrants’ experience of living in
Sweden. Glob Health Action 2020;13:1715324.

[147] Svensson P, Carlzén K, Agardh A. Exposure to culturally sensitive sexual health
information and impact on health literacy: a qualitative study among newly arrived refugee
women in Sweden. Cult Health Sex 2017;19:752—-66.

[148] Folkhilsomyndigheten (Swedish Public Health Agency). Hivinfektion — sjukdomsstatistik
2020. https:/ /www.folkhalsomyndigheten.se/ folkhalsorapportering-statistik /statistik-a-
o/sjukdomsstatistik/hivinfektion/.

[149] HIV infection - disease statistics - Swedish Public Health Agency n.d.
https:/ /www.folkhalsomyndigheten.se/ folkhalsorapporteting-statistik / statistik-a-
o/sjukdomsstatistik/hivinfektion/ (accessed November 4, 2022).

[150] Folkhilsomyndigheten (Swedish Public Health Agency). Men who have sex with men
(MSM) - The Swedish Public Health Agency n.d.
https:/ /www.folkhalsomyndigheten.se/livsvillkor-levnadsvanor/sexuell-halsa-
hivprevention/hiv-och-sti/nationell-strategi-mot-hivaids-och-vissa-andra-smittsamma-
sjukdomar/preventionsgrupper/man-som-har-sex-med-man/ (accessed November 4,
2022).

[151] Folkhilsomyndigheten (Swedish Public Health Agency). MSM2013 — en studie om sex,
hiv och hilsa bland min som har sex med min i Sverige 2013.
https:/ /www.folkhalsomyndigheten.se/publicerat-
matetial/publikationsarkiv/m/msm2013-en-studie-om-sex-hiv-och-halsa-bland-man-

som-har-sex-med-man-i-sverige/.
[152] Folkhilsomyndigheten (Swedish Public Health Agency). EMIS-2017. 2020.

[153] Folkhilsomyndigheten (Swedish Public Health Agency). Sexuell och reproduktiv hilsa
och rittigheter bland homo och bisexuella samt transpersoner — Resultat frin
befolkningsundersckningen SRHR2017 n.d.
https:/ /www.folkhalsomyndigheten.se/publikationer-och-
matetial/publikationsarkiv/s/sexuell-och-reproduktiv-halsa-och-rattigheter-bland-homo--
och-bisexuella-samt-transpersoner-/Ppub=71752 (accessed March 4, 2023).

[154] Socialstyrelsen. Sex mot ersittning — Utbildningsmaterial om stéd och hjilp till vuxna n.d.

[155] Svensson F, Fredlund C, Svedin CG, Priebe G, Wadsby M. Adolescents selling sex:
Exposure to abuse, mental health, self-harm behaviour and the need for help and

support-a study of a Swedish national sample. Notrd ] Psychiatry 2013;67:81-8.

[156] Folkhilsomyndigheten (Swedish Public Health Agency). Sexual and reproductive health
and rights in Sweden 2017 — Results from the population-based survey SRHR2017. 2019.

89



[157]

[158]

[159]

[160]

[161]

[162]

[163]

[164]

[165]

[166]

[167]

[168]

[169]

90

Priebe G, Svedin CG. Silja och képa sex 1 Sverige. Forekomst, hilsa och attityder -
Delrapport 1 ur Prostitution i Sverige 2011.

Tinghég P, Malm A, Arwidson C, Sigvardsdotter E, Lundin A, Saboonchi F. Prevalence
of mental ill health, traumas and postmigration stress among refugees from Syria resettled
in Sweden after 2011: a population-based survey. BM] Open 2017;7:¢018899.

2010:49 S. Férbud mot kép av sexuell tjdnst: en utvirdering 1999-2008. vol. 49. 2010.

Statistikmyndigheten SCB. Det stora antalet asylsékande under 2015 6kade inte
flyktinginvandringen nimnvirt n.d. https://www.scb.se/hitta-statistik / statistik-efter-
amne/befolkning/befolkningens-

sammansattning/befolkningsstatistik/ pong/statistiknyhet/asylsokande-grund-for-
bosattning-utlandsk-bakgrund-medborgarskapsbyten-adoptioner-hushallsstatistik-och-
medellivslangder-2015/ (accessed March 13, 2023).

WHO. Leading research in SRHR n.d. https://www.who.int/teams/sexual-and-
reproductive-health-and-research-(sth) /research (accessed March 11, 2023).

Skolverket. Ritt till sfi n.d. https://www.skolverket.se/regler-och-ansvar/ansvar-i-
skolfragor/ratt-till-sfi (accessed March 11, 2023).

Causevic S, Salazar M, Ekstrom AM, Berglund T, Ingemarsdotter Persson K, Jonsson M,
et al. Prevalence and risk factors for transactional sex among Swedish-born and foreign-
born MSM in Sweden. BMC Public Health 2022;22:2412.

The EMIS Network. EMIS-2017 The European Men-Who-Have-Sex-With-Men Internet
Survey Key findings from 50 countries EMIS-2017 The European Men-Who-Have-Sex-
With-Men Internet Survey. 2019.

Weatherburn P, Hickson F, Reid DS, Marcus U, Schmidt AJ. European Men-Who-Have-
Sex-With-Men Internet Survey (EMIS-2017): Design and Methods. Sexuality Research
and Social Policy 2020;17:543-57.

Weatherburn P, Hickson F, Reid DS, Schink SB, Marcus U, Schmidt AJ. EMIS-2017 The
European Men-Who-Have-Sex-With-Men Internet Survey Key findings from 50
countries EMIS-2017 2014.

Sigma Research LS of H& TM. The European Men-who-have-sex-with-men Internet
Survey The Latin America Men-who-have-sex-with-men Internet Survey EMIS-2017 &
LAMIS Variable Manual. 2017.

European Center for Disease Prevention and Control (ECDC). EMIS-2017 — The
European Men-Who-Have-Sex-With-Men Internet Survey. 2019.

Causevic S, Salazar M, Orsini N, Kagesten A, Ekstrém AM. Sexual risk-taking behaviors
among young migrant population in Sweden. BMC Public Health 2022;22:625.



[170]

[171]

[172]

[173]

[174]

[175]

[1706]

(177]

[178]

[179]

[180]

[181]

Hollifield M, Toolson EC, Verbillis-Kolp S, Farmer B, Yamazaki ], Woldehaimanot T, et
al. Effective Screening for Emotional Distress in Refugees. Journal of Nervous & Mental
Disease 2016;204:247-53.

Hollifield M, Verbillis-Kolp S, Farmer B, Toolson EC, Woldehaimanot T, Yamazaki J, et
al. The Refugee Health Screener-15 (RHS-15): development and validation of an
instrument for anxiety, depression, and PTSD in refugees. Gen Hosp Psychiatry
2013;35:202-9.

Bjirtd A, Leiler A, Ekdahl ], Wasteson E. Assessing Severity of Psychological Distress
Among Refugees With the Refugee Health Screener, 13-Item Version. Journal of
Nervous & Mental Disease 2018;206:834—9.

Dohmen T, Quercia S, Willrodt J. Willingness to Take Risk: The Role of Risk Conception
and Optimism 2018.

Rubin DB. Basic Ideas of Multiple Imputation for Nonresponse. Surv Methodol
1986;12:37—47.

European Commission. What is personal datar? n.d.
https:/ /commission.europa.cu/law/law-topic/data-protection/reform /what-petsonal-
data_en (accessed February 14, 2023).

Asamoah BO, Agardh A. Individual- and Family-Level Determinants of Risky Sexual
Behavior Among Swedish- and Foreign-Born Young Adults 18-30 Years of Age,
Residing in Skdne, Sweden. Arch Sex Behav 2018;47:517-28.

Folkhilsomyndigheten (Swedish Public Health Agency). Migration, sexuell hélsa och
hiv/STI prevention - en sammanfattande rapport. Stockholm: 2020.

Folkhilsomyndigheten (Swedish Public Health Agency). Sexuality and health among
young people in Sweden. 2017.

Srahbzu M, Tirfeneh E. Risky Sexual Behavior and Associated Factors among
Adolescents Aged 15-19 Years at Governmental High Schools in Aksum Town, Tigray,
Ethiopia, 2019: An Institution-Based, Cross-Sectional Study. Biomed Res Int
2020;2020:1-8.

Osman F, Mohamed A, Warner G, Sarkadi A. Longing for a sense of belonging—Somali
immigrant adolescents’ experiences of their acculturation efforts in Sweden. Int J Qual
Stud Health Well-Being 2020;15:1784532.

Steinberg L. Risk taking in adolescence: what changes, and why? Adolescent brain
development: vulnerabilities and opportunities. Annals of the New York Academy of
Sciences 2004.

91



[182]

[183]

[184]

[185]

[186]

[187]

[188]

[189]

[190]

[191]

[192]

[193]

92

Paat Y-F, Torres LR, Morales DX, Srinivasan SM, Sanchez S. Sensation seeking and
impulsivity as predictors of high-risk sexual behaviours among international travellers.
Current Issues in Tourism 2020;23:2716-32.

Robjant K, Hassan R, Katona C. Mental health implications of detaining asylum seekers:
systematic review. British Journal of Psychiatry 2009;194:306—12.

Kien C, Sommer I, Faustmann A, Gibson L, Schneider M, Krczal E, et al. Prevalence of
mental disorders in young refugees and asylum seekers in European Countries: a
systematic review. Eur Child Adolesc Psychiatry 2019;28:1295-310.

Hajak VL, Satdana S, Verdeli H, Grimm S. A Systematic Review of Factors Affecting
Mental Health and Well-Being of Asylum Seckers and Refugees in Germany. Front
Psychiatry 2021;12.

Andersson LMC, Hjern A, Ascher H. Suicidal thoughts among undocumented migrants
in Sweden. Int ] Migr Health Soc Care 2021;17:105-18.

Foo SQ, Tam WW, Ho CS, Tran BX, Nguyen LH, McIntyre RS, et al. Prevalence of
Depression among Migrants: A Systematic Review and Meta-Analysis. International
Journal of Environmental Research and Public Health 2018, Vol 15, Page 1986
2018;15:1986.

Hollander A-C, Pitman A, Sjéqvist H, Lewis G, Magnusson C, Kirkbride JB, et al. Suicide
risk among refugees compared with non-refugee migrants and the Swedish-born majority
population. The British Journal of Psychiatry 2020;217:686-92.

Cho Y-B, Haslam N. Suicidal Ideation and Distress Among Immigrant Adolescents: The
Role of Acculturation, Life Stress, and Social Support. | Youth Adolesc 2010;39:370-9.

Gilliver SC, Sundquist J, Li X, Sundquist K. Recent research on the mental health of
immigrants to Sweden: a literature review. The European Journal of Public Health
2014;24:72-9.

Haj-Younes J, Abildsnes E, Kumar B, Diaz E. The road to equitable healthcare: A
conceptual model developed from a qualitative study of Sytian refugees in Norway. Soc
Sci Med 2022;292:114540.

Ludt C, Bjernholt M, Niklasson B. Speaking the Unspeakable: Disclosures of Sexual and
Gender-based Violence in Asylum Credibility Assessments. Nord ] Hum Rights
2022;40:441-60.

Dykxhoorn J, Hollander A-C, Lewis G, Dalman C, Kirkbride JB. Family networks duting
migration and risk of non-affective psychosis: A population-based cohort study.
Schizophr Res 2019;208:268-75.



[194]

[195]

[196]

[197]

[198]

[199]

[200]

[201]

[202]

[203]

[204]

[205]

Leigh-Hunt N, Bagguley D, Bash K, Turner V, Tutnbull S, Valtorta N, et al. An overview
of systematic reviews on the public health consequences of social isolation and loneliness.
Public Health 2017;152:157-71.

Bainbridge L, Lunt N. Place, Strengths and Assets: A Case Study of How Local Area
Cootdination is Supporting Individuals and Families Under Conditions of Austerity. The
British Journal of Social Work 2021;51:1354-73.

MacFarlane A, Puthoopparambil SJ, Waagensen E, Sisti LG, Costanzo G, Kayi I, et al.
Framework for refugee and migrant health research in the WHO European Region.
Tropical Medicine & International Health 2023;28:90-7.

Cobb-Clark DA, Dahmann SC, Kettlewell N. Depression, Risk Preferences and Risk-
Taking Behavior 2019.

Linder A, Spika D, Gerdtham U-G, Fritzell S, Heckley G. Education, immigration and
rising mental health inequality in Sweden. Soc Sci Med 2020;264:113265.

Armstrong HL, Sang JM, Skala A, Wang L, Zhu ], Lachowsky NJ, et al. Factors
associated with transactional sex among a cohort of gay, bisexual, and other men who
have sex with men in Vancouver, Canada. Sex Health 2022;18:487-97.

Queiroz AAFLN, Sousa AFL de, Brignol S, Aratjo TME, Reis RK. Vulnerability to HIV
among older men who have sex with men users of dating apps in Brazil. The Brazilian
Journal of Infectious Diseases 2019;23:298-306.

Arrington-Sanders R, Leonard L, Brooks D, Celentano D, Ellen J. Older Partner
Selection in Young African-American Men Who Have Sex With Men. Journal of
Adolescent Health 2013;52:682-8.

den Daas C, Goenee M, Bakker BHW, de Graaf H, Op de Coul ELM. Comparing
databases: determinants of sexually transmitted infections, HIV diagnoses, and lack of
HIV testing among men who have sex with men. BMC Public Health 2015;15:1114.

Jacques-Aviné C, Garcia de Olalla P, Gonzalez Antelo A, Fernandez Quevedo M,
Romani O, Cayla JA. The theory of masculinity in studies on HIV. A systematic review.
Glob Public Health 2019;14:601-20.

Wheeler J, Anfinson K, Valvert D, Lungo S. Is violence associated with increased risk
behavior among MSM? Evidence from a population-based survey conducted across nine
cities in Central America. Glob Health Action 2014;7:24814.

Perez-Brumer AG, Passaro RC, Oldenburg CE, Gatcia |, Sanchez J, Salvatierra HJ, et al.
Homophobia and heteronormativity as dimensions of stigma that influence sexual risk
behaviors among men who have sex with men (MSM) and women (MSMW) in Lima,
Peru: A mixed-methods analysis. BMC Public Health 2019;19:617.

93



[206] Marcus U, Schink SB, Shertiff N, Jones A-M, Gios L, Folch C, et al. HIV serostatus
knowledge and serostatus disclosure with the most recent anal intercourse partner in a
European MSM sample recruited in 13 cities: results from the Sialon-II study. BMC Infect
Dis 2017;17:730.

[207] wvan der Star A, Brinstrém R. Acceptance of sexual minorities, discrimination, social
capital and health and well-being: a cross-European study among members of same-sex
and opposite-sex couples. BMC Public Health 2015;15:812.

[208] Pachankis JE, Jackson SD. A Developmental Model of the Sexual Minority Closet:
Structural Sensitization, Psychological Adaptations, and Post-closet Growth. Arch Sex
Behav 2022;1:1-27.

[209] Stojanovski K, King EJ, Amico KR, Eisenberg MC, Geronimus AT, Baros S, et al.
Stigmatizing Policies Interact with Mental Health and Sexual Behaviours to Structurally
Induce HIV Diagnoses Among European Men Who Have Sex with Men. AIDS Behav
2022;26:3400-10.

[210] Golembe J, Leyendecker B, Maalej N, Gundlach A, Busch J. Experiences of Minority
Stress and Mental Health Burdens of Newly Arrived LGBTQ* Refugees in Germany.
Sexuality Research and Social Policy 2021;18:1049-59.

[211] Petersson FJM, Tikkanen R, Schmidt AJ. Party and Play in the Closet? Exploring Club
Drug Use Among Swedish Men Who Have Sex With Men. Subst Use Misuse
2016;51:1093-103.

[212] Burton CL, Clark KA, Pachankis JE. Risk From Within: Intraminority Gay Community
Stress and Sexual Risk-Taking Among Sexual Minority Men. Annals of Behavioral
Medicine 2020;54:703-12.

[213] Lee JJ, Katz DA, Glick SN, Moteno C, Kerani RP. Immigrant Status and Sexual
Otientation Disclosure: Implications for HIV/STD Prevention Among Men Who Have
Sex with Men in Seattle, Washington. AIDS Behav 2020;24:2819-28.

[214] Holloway IW, Padilla MB, Willner L, Guilamo-Ramos V. Effects of Minority Stress
Processes on the Mental Health of Latino Men Who Have Sex with Men and Women: A
Qualitative Study. Arch Sex Behav 2015;44:2087-97.

[215] Abgruir S, Raho-Mousso M, Seng R, Ghisiain M, Matheron S, Paloux G, et al. Elevated
risk of viral rebound on ART in migrants living in France: Role of socioeconomic factors.
Antivir Ther 2019;24:541-52.

[216] Du H, Li X. Acculturation and HIV-related sexual behaviours among international
migrants: a systematic review and meta-analysis. Health Psychol Rev 2015;9:103-22.

94



[217]

[218]

[219]

[220]

[221]

[222]

[223]

[224]

[225]

[226]

[227]

[228]

[229]

[230]

[231]

Legido-Quigley H, Prof NP, Tan ST, Pajin L, Suphanchaimat R, Wickramage K, et al.
Healthcare is not universal if undocumented migrants are excluded. The BMJ
2019;366:14160.

Desgrees-Du-Lou A, Pannetier J, Ravalihasy A, Le Guen M, Gosselin A, Panjo H, et al. Is
hardship during migration a determinant of HIV infection? Results from the ANRS
PARCOURS study of sub-Saharan African migrants in France. Aids 2016;30:645-56.

Jennings L. Economic context and HIV vulnerability. n.d.

Alder C, Baum CF, L66f H, Stephan A, Leuven KU. Refugees in Sweden: Economic

integration and wage convergence *. 2017.

Stevens R, Icard L, Jemmott JB, O’Leary A, Rutledge S, Hsu J, et al. Risky Trade:
Individual and Neighborhood-Level Socio-Demographics Associated with Transactional
Sex among Urban African American MSM. Journal of Urban Health 2017;94:676-82.

Amroussia N, Holmstrém C, Ouis P. Migrants in Swedish sexual and reproductive health
and rights related policies: a critical discourse analysis. Int ] Equity Health 2022;21:1-14.

Starrs AM, Ezeh AC, Barker G, Basu A, Bertrand JT, Blum R, et al. Accelerate
progress—sexual and reproductive health and rights for all: report of the Guttmacher—
Lancet Commission. The Lancet 2018;391:2642-92.

Refworld. UNHCR Submission for the Universal Periodic Review — Sweden — UPR 35th
Session (2019) n.d. https:/ /www.refworld.org/countty,COL,,SWE,,5¢1732¢20,0.html
(accessed March 10, 2023).

Government Offices of Sweden, Ministry of Foreign Affairs. Dialogue for change. n.d.

UN. United Nations Transforming Our World: the 2030 Agenda for Sustainable
Development. A/RES/70/1. vol. 16301. 2015.

Regeringen. Nationell strategi mot hiv/aids och vissa andra smittsamma sjukdomar. n.d.

Guthold R, Carvajal-Velez L, Adebayo E, Azzopardi P, Baltag V, Dastgiri S, et al. The
Importance of Mental Health Measurement to Improve Global Adolescent Health.
Journal of Adolescent Health 2023;72:S3—6.

Marcus U, Hickson F, Weatherburn P, Schmidt AJ. Age biases in a large HIV and sexual
behaviour-related internet survey among MSM. BMC Public Health 2013;13:826.

Marcus U, Hickson F, Weatherburn P, Schmidt AJ. Prevalence of HIV among MSM in
Europe: comparison of self-reported diagnoses from a large scale internet survey and
existing national estimates. BMC Public Health 2012;12:978.

Marcus U, Hickson F, Weatherburn P, Schmidt AJ. Estimating the size of the MSM
populations for 38 European countries by calculating the survey-surveillance

disctepancies (SSD) between self-reported new HIV diagnoses from the Eutopean MSM

95



96

internet survey (EMIS) and surveillance-reported HIV diagnoses among MSM in 2009.
BMC Public Health 2013;13:919.



