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Introduction: Norway’s healthcare system needs a diversified work force to meet 
societal demands for improved cultural competence. However, many migrants 
in Norway who were educated as health professions in their home countries are 
not practicing these professions. This may negatively affect their physical and 
mental health and hinder their personal social integration. Though good health 
is often seen as a precondition for work, relevant working activities can also 
improve health. However, including health professionals with foreign education 
in academic institutions prior to receiving necessary accreditation is a complex 
task. This study will pilot an intervention aiming to improve health through 
meaningful integration of these professionals in academic environments.

Materials and methods: This paper is a protocol for a non-randomized pilot 
intervention study targeting migrants who are waiting for their health education 
accreditation in Norway. To test the benefits of meaningful activity on health 
and explore possibilities for implementing such activity, we  have designed a 
six-month long intervention consisting of including nurses, doctors, and other 
highly educated migrants with healthcare backgrounds between 20 and 67 years 
of age, into health-related working tasks, at two higher education institutions in 
Bergen, Norway. The intervention will be tailored according to the participant’s 
expertise. This hybrid type 2 pilot protocol paper will present how feasibility, 
fidelity, dose received (satisfaction), and dose of exposure (participation), will 
be assessed and whether the intervention is experienced as beneficial for the 
participants’ health as primary outcome utilizing both quantitative and qualitative 
methods.

Conclusion: We present a complex, personalized intervention that has the 
potential for large scale implementation in the future. By thoroughly presenting 
our designed intervention and assessment methods, this protocol will add to 
the study’s transparency and facilitate replicability and comparison with future 
studies. This study will be of benefit to the migrants themselves, policy makers, 
government agencies and academia at large as it can point to a unique and 
sustainable way of speeding up the integration of highly educated migrants in 
their respective fields in a new host country.
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1 Introduction

In Norway, 42% of migrants, compared with 14% of the majority 
population, are overqualified for their current jobs, and a substantial 
number of these migrants have a health professional background (1). 
Simultaneously, Norway and other high-income countries are 
experiencing a shortage of healthcare professionals, in addition to an 
aging population that will pose further stress to the healthcare system 
(2). High-income countries are also becoming increasingly diverse 
with respect to migrant populations, thereby diversifying needs 
among the citizens (3). A multicultural workforce has been suggested 
as one possible solution for this challenge (2).

Immigrants in Norway, defined as persons born abroad of two 
foreign-born parents and four foreign-born grandparents, comprises 
18.9% of the total population (4, 5). In the period from 2016 to 2020, 
the proportion of employed people with an immigration background 
increased from 15.7 to 18.1% (5). There were approximately 34,400 
people with a foreign background who worked within the health and 
social services in Norway in 2014. Among them, 10,300 were nurses, 
while nearly 5,100 were doctors. Norway’s doctor coverage is 5.2 
doctors pr. 1,000 residents for the years 2021 (2, 3). Even with this 
increase in labor among people with an immigration background, 
there is a growing need for health personnel in Norway, and recruiting 
professionals from abroad has been suggested as a solution (3).

Implementing strategies to improve workforce diversity and 
workplace inclusivity is highly lauded, but also difficult to execute. 
Intentions to diversify the workplace and workforce have failed due to 
lack of implementation strategies and sustainable solutions in 
academia and numerous other industries (6). Many reasons for these 
findings have been proposed, but viewing an increase in diversity as a 
short-term measure has emerged as one key explanation (6–11). Most 
high-income countries prioritize the integration of migrants with 
diverse skillsets into the labor market (12). Until recently, research on 
integration efforts has focused on migrants with low educational 
attainment and are struggling in the workplace (10). There is still 
limited literature regarding highly educated migrants with health 
education backgrounds (10, 13–18).

Health professionals can be understood as a group of professionals 
that “maintain health in humans through the application of the 
principles and procedures of evidence-based medicine and caring. 
Health professionals study, diagnose, treat and prevent human illness, 
injury and other physical and mental impairments in accordance with 
the needs of the populations they serve” according to the WHO 
definition of the term (19). Typically, studies on integration include 
health only as a prerequisite for integration (20). However, 
bureaucratic bottlenecks that stall the healthcare sector’s accreditation 
process may negatively affect the physical and mental health, as well 
as social integration of highly educated migrants with healthcare 
backgrounds (21–24). The integration paradox highlights this 
complexity, as migrants with higher education feel less connected to 
their host countries due to their perceived relative deprivation 
compared to the host population (25). High and unmet expectations 
also fuel a sense of disengagement from the host country. A lower 

sense of belonging is further increased by a higher sense of perceived 
discrimination (10). Furthermore, migrants’ poor integration is costly 
for the host society due to productivity loss (17, 18).

As health and integration are intertwined (24), we hypothesize 
that by including migrants in meaningful activities, we  will see 
improvement in self-rated health (SRH) and quality of life (QoL). SRH 
is used as a proxy for general health, well-known from the literature 
and related to several other health outcomes and death (26). 
Meaningful integration can be understood as the process in which a 
person utilizes his/her experiences, competence, and resources 
professionally and in other life domains. Health, meaningful 
integration, and working life do not exist in silos, but rather in mutual 
interaction whereby each influences the others (9, 10). Integration 
through meaningful activities is positive for health, yet there is a gap 
in the literature whether this is also the case for migrants with higher 
health education (8, 10).

This intervention is part of the “Integration for health 
“(Int4Health)-study, which emerges from needs detected during the 
previous CHART-study (Changing Health and health care needs 
Along the Syrian Refugees’ Trajectories to Norway). The CHART-
study studied health, health care needs, and quality of life among 
Syrian refugees during migration and their first year after arrival in 
Norway (27). In that study, migrants from Syria were studied pre- and 
post-arrival to Norway. Findings detected that SRH and QoL 
improved with greater time spent in Norway (27). The current study 
expands beyond Syrian refugees to all migrants, with a specific focus 
on health professionals.

To our knowledge, no studies have been conducted on the links 
between meaningful integration and health among highly educated 
migrants. Furthermore, if such a link exists, we need information on 
how meaningful integration activities can be facilitated in academic 
institutions. To close these research gaps, we have designed a pilot 
study to test the effect on health and the feasibility of an intervention 
including highly educated migrants with healthcare backgrounds in 
meaningful, work-related tasks in academic institutions. In this paper, 
we present the pilot study’s protocol. In this paper, we present the pilot 
study’s protocol.

2 Methods and analysis

2.1 Study design

This protocol presents a pilot study for a non-randomized 
intervention in the city of Bergen, Norway, with a control arm in the 
city of Kristiansand, Norway. This pilot intervention implements an 
effectiveness-implementation hybrid design, known as a hybrid type 
2 trial. Such designs study both effectiveness – the degree to which an 
intervention is successful in producing the desired result – and the 
impact of the implementation strategy on the outcomes – the methods 
used to achieve the results. In these studies, outcome measures and 
hypotheses are clearly pre-defined. The implementation strategy 
resembles what would be intended for future implementation in a 
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definitive randomized controlled trial. A hybrid type 2 trial design 
therefore allows our study an initial assessment of the intervention’s 
effect on the participant’s health and to explore which components of 
the implementation strategy need further refinement by studying its 
feasibility, fidelity, dose received (satisfaction) and dose of exposure 
(participation) through qualitative and quantitative methods. For 
pilots, hybrid type 2 trials are useful especially if no full-scale 
intervention is executed (28–30).

2.2 Setting

This study’s intervention was developed at the Faculty of Medicine 
at the University of Bergen, in collaboration with the Western Norway 
University of Applied Sciences, both of which will host the study 
participants. The participants will therefore have their placements at 
either of these locations. The project team collaborates closely with the 
Norwegian Labor and Welfare Administration (NAV) and Bergen 
municipality. These two stakeholders are important because they are 
formally in charge of migrant integration programs, and because 
many of the potential participants are already engaged in NAV 
programs, which also provide them with financial support. Following 
an agreement with NAV in Bergen, participation in this intervention 
will not result in any loss of income for participants. Kristiansand is 
our control group is due to our formal cooperation with Kristiansand 
municipality in the study that allowed us to include Kongsgård School 
Center as place to conduct the surveys for the participants in the 
introductory programs there.

2.3 Timeframe

Meetings prior to the intervention with relevant stakeholders such 
as NAV, Bergen municipality, non-governmental organizations and 
user representatives were conducted in the spring of 2022. Content for 
the preparation days for the participants were also developed during 
spring of 2022. Recruitment for the pilot study started in November 
2022 and will last until June 2023. To recruit enough participants and 
mentors, different participants will be recruited and be enrolled in two 
rounds, prior to each of the intervention periods lasting 6 months. The 
first wave of piloting is planned from January to June 2023 while the 
second wave of the piloting will last from August to December 2023. 
Analyses of the data gathered through the intervention, publication of 
papers and dissemination to stakeholders and society will start in 2024 
and last until the end of 2025.

2.4 User involvement in developing the 
intervention

Two user representatives, one male and one female, both of whom 
are pharmacists and have migrant backgrounds from Asia and the 
Middle East respectively, were consulted about recruitment strategies 
and several practical subjects related to the intervention. They 
provided insight into challenges the target group may face regarding 
work hours and childcare, as well as the necessity of properly 
distributed and appropriate information. For the selection of the 
mentors and their involvement in the project, we consulted with an 

academic staff with experience in inclusive teaching environments at 
the Faculty of Medicine. The first author and several senior researchers 
in the team of the “Integration for health” research project have 
migrant background, which is an additional asset for recruiting 
participants and organizing the fieldwork logistics and has 
been successful.

2.5 Recruitment of participants

To recruit suitable participants, formal letters are sent to the heads 
of social services along with NAV who conveyed the information to their 
social workers. When the social workers receive this information, they 
can contact us for more information to clarify the adequacy of the 
intervention for a particular client and/or provide us the contact 
information for consenting clients. In addition to the explained 
collaboration with NAV for the recruitment of participants, flyers, 
leaflets, and information sheets about the study will be distributed to 
non-governmental organizations and churches in Bergen. Information 
will also be sent by email to stakeholders in migration, health, education, 
and civil society. Various migrant interest groups will be contacted and 
visited. Dissemination on Facebook in expatriate forums and associations 
of foreign doctors and dentists of Norway will also be utilized.

Once identified, each participant’s professional background is 
assessed by going through his/her curriculum vitae. The participant is 
thereafter interviewed for 30 min by the first author to intake further 
information regarding their place of living, education, work, 
Norwegian proficiency level, and aspirations for the coming 6 months. 
Information about the intervention is then provided and participants 
who satisfy all inclusion criteria and do not meet any exclusion 
criteria, as explained below, are eligible to enroll in the pilot study.

To recruit mentors, a formal letter will be sent to the dean of the 
Faculty of Medicine in Bergen along with all five heads of Departments 
at the medical faculty to convey information about the study. The 
same letter will also be sent to the heads of health education at the 
Western Norway University of Applied Sciences, and all heads of 
Departments at The Medical Faculty at the University of Bergen. 
We request that they disseminate the information to their various 
scientific environments and offering the possibility of a visit by a 
member of the research team for further details. In addition, 
information will be issued on the Departments’ intranet pages so the 
staff can access this information directly.

Once the participants have been recruited, the University of 
Bergen’s and the Western Norway University of Applied Sciences’ 
search engines and personal knowledge of the research team is used to 
match specialists in various health fields to the participants´ professional 
backgrounds. Once participant-mentor matches are identified, the 
participant’s curriculum vitae is sent along to the potential mentor with 
information about the study; if necessary, we will follow up with these 
potential mentors. Compatibility between mentor and mentee is 
assessed based on professional interests, work experience, and formal 
education to the best of our ability. As soon as the mentor agrees to join, 
a meeting with the mentee is arranged to introduce the pair and clarify 
the scope of tasks and time spent at the institution. The entire recruiting 
process, including contacts with stakeholders, will be repeated for the 
two rounds of different participants to make the steps as similar as 
possible. However, we also acknowledge that we would not be able to 
match everyone perfectly. In those few cases, we informed both parties 
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FIGURE 1

Flow chart overview of the intervention.

that whoever they were matched with, was not a full match, but that 
we would do our best to facilitate if challenges arise.

Regarding recruitment in Kristiansand, the school administration 
coordinated the practical and logistical challenges such as rooms, time 
slots, and information for the students and teachers. Both the school’s 
management and teachers received a formal letter prior to the 
recruitment. Only those students who met the inclusion criteria were 
instructed by the teachers and attended the survey. Participants in the 
control group were informed by the school’s psychosocial team before 
our arrival about the various mental health support systems in 
Kristiansand and encouraged to contact the local health care services 
if need be.

In Kristiansand we  recruited participants with a variety of 
educational backgrounds and not only with health background as in 
Bergen. This was due to recruitment challenges, as finding individuals 
with such a specific background was practically difficult and would have 
given us a smaller pool of candidates and thus less statistical power. 
However, we acknowledge that some baselines characteristic like years 
of residence or level or integration scores can differ, therefore describing 
and eventually adjusting for the differences will be crucial. The reason 
for having Kristiansand as a control group is due to earlier collaboration 
in the CHART-study. Their Introduction program, at the time of 
developing the protocol, was one of the few agencies that worked for 
early integration of refugees in the labor market in Kristiansand.

2.6 Intervention

The intervention for a single participant consists of a six-month 
assistantship with a personal mentor, matched as explained above, at 

one of two higher education institutions in Bergen. Through their 
mentors, the mentees are integrated into the larger educational and 
research groups at the institutions. The participants in the intervention 
will first take part in 3 days of preparation for the intervention. 
Training components include an overall introduction to the study and 
the educational institutions involved and discussions on challenges 
that may arise and how to solve them as well as training in cultural 
competence. They will also sign the informed consent form and 
answer the survey described below, for the first time.

They will then attend their institutions for a minimum of 2 days 
per week, taking part in their mentor’s or research group’s daily 
activities, which may entail meetings, supervision, lectures, and other 
relevant educational activities with an increasing degree of 
independence. We will not provide cultural competence training to 
the mentors, but we  will encourage the mentors to utilize and 
incorporate the participants’ cultural competence at the working 
place. The mentors will be the primary source of information for the 
participants at each placement site. The mentor’s role will consist of, 
among other tasks, to organize a working space, introduce the 
participants to the other colleagues, include the participants in tailored 
activities, involve the participant in the group’s daily activities and 
generally support the participants throughout the period (Figure 1).

2.7 Eligibility criteria

We recruit migrants defined as persons born outside of Norway 
who have a residence permit in the country, living in Bergen 
(intervention) or Kristiansand (controls). Their Norwegian language 
proficiency must be  at level A2 or above. To be  eligible for the 
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intervention group in Bergen, it is mandatory that participants have 
a health professional education gained abroad but lack full 
accreditation to work in the healthcare field in Norway. Participants 
in Kristiansand must have at least a high school education level to 
be included, but do not require a health professional background. 
Participants in Bergen must commit to the intervention for 
6 months.

2.8 Exclusion criteria

Participants with physical or mental ailments that require 
extensive medical follow-up will be excluded from the intervention 
(e.g., they appear to suffer from deep depression). If participants are 
already involved in meaningful, health-related work like researching 
in health care areas, they will also be  excluded from the study. 
Participants with a high level of psychological distress in the 
intervention group (assessed with Hopkins Symptom Check List with 
10 items with mean item score of >1.85) will be  referred to a 
psychologist, who will assess if the participants need further follow-up.

2.9 Data collection and measurement of 
effect

To the best of our knowledge, this is the first study to pilot an 
intervention for highly educated migrants with a main outcome of 
self-reported health improvement. However, there are no single 
formulae to assess complex intervention studies, with the intervention 
tailored to each participant. Thus, different holistic outcomes for 
health measures are included in the survey. Additionally, to assess 
possibilities for future implementation of the intervention and the 
impact of the implementation strategy on intervention outcomes, a 
complementary mixed methods approach will be used (31) using 
interviews and observations to collect and assess data on feasibility, 
fidelity, dose received (satisfaction), and dose of exposure 
(participation) (28). Quantitative information will be collected via 
questionnaires for the intervention and control groups. The 
intervention arm will also undergo personal interviews and 
observations. Lastly, mentors will also be interviewed.

2.9.1 Questionnaire
We have developed a questionnaire that all participants will 

answer twice: in Bergen, participants will complete the questionnaire 
once pre- and once post-intervention, and participants in the control 
arm in Kristiansand will also complete the questionnaire twice but 
with a six-month period between the responses.

The questionnaire is available in Norwegian and English and 
includes 40 questions with an expected time to complete of 35 min 
(Supplementary material A). The following questions, which have 
been used in several cultural settings, will be included in the survey 
(32–35).

Sociodemographic, sense of coherence and integration: 
Background questions on sociodemographic and migration factors 
are adopted from the CHART-study (26, 27). These questions include 
information about arrival year, emigration reason, educational level 
and background, marital status, language level, and 
household members.

The sense of coherence scale with 13 items (SOC-13) is used to 
measure subjective sense of comprehensibility, manageability, and 
meaningfulness in one’s life. SOC-13 assesses how people view their 
life and identifies how they use their resistance resources to maintain 
and develop good overall health (36–38). Our questionnaire includes 
10 questions from the Immigration Policy Lab Integration Index 
(IPL-12) related to the domains of integration, linguistic integration, 
and psychological integration (38). Two questions related to income 
level and understanding of political matters were excluded as they 
were not deemed to be necessary.

Variables on health and wellbeing: Self-rated health (SRH) is the 
individual’s own evaluation and perception of their health and is 
widely used in research related to health disparities in diverse 
populations. In our study, self-rated health is the main health outcome, 
assessed by the question: “How do you currently assess your health?” 
with the possible answers “very poor,” “poor,” “none,” “good,” or “very 
good.” Furthermore, the question “Do you  suffer from long-term 
(1-year) illness or injury of a physical or psychological nature that 
impairs your daily life?” and if yes, “How would you describe the 
impairment in terms of slight moderate or severe?” is included from 
the Nord-Trøndelag Health Study-3 (HUNT-3) but is not the main 
outcome (39).

The General Health Questionnaire (GHQ-12) is used to assess 
general mental health. The GHQ-12 consists of 12 items, each one 
assessing the severity of a mental problem over the past few weeks 
using a 4-point Likert-type scale from 0 to 3. The total score ranges 
from 0 to 36 (27). Individuals with scores above the cut-off point of 
12 could be classified as possibly having mental health problems 
associated with depression, anxiety, somatic symptoms, and social 
dysfunction (40, 41). The Hopkins Symptom Cheklist-10 (HSCL-10) 
measures symptoms of anxiety and depression. The HSCL-10 is 
comprised of ten questions asking the respondent to rate the burden 
of various symptoms of anxiety and depression during the last week 
on a 4-point Likert scale with range from 1 to 4 (42). A score ≥ 1.85 
is considered a valid cut-off value for prediction of mental 
distress (27).

Quality of life (QoL) is a broad concept covering all aspects of life, 
including health and non-health-related elements, that is appropriate 
to use when studying how exposure impacts physical, psychological, 
and social well-being. WHO-5 Well-Being Index will be  used to 
measure subjective psychological wellbeing during the last 2 weeks 
(43, 44). The raw score is calculated by totaling all five answers. The 
raw score ranges from 0 to 25 and to obtain a percentage score ranging 
from 0 to 100, the raw score is multiplied by 4. Using a WHO-5 cut-off 
score of ≤50 is recommendable when screening for clinical depression 
(41). In addition, we use three more questions from HUNT-3 (39).

2.9.2 Qualitative data
Outcome data related to the implementation strategy and 

effectiveness of the intervention will also be qualitatively collected 
through interviews and observation (28).

Interviews: To gain a deeper understanding of the experiences of 
the mentors and mentees, both parties will be interviewed at the end 
of the intervention. There is no interview component for the control 
group participants. The interviews will include questions related to the 
role of the mentorship, the experience of the mentee, and the perceived 
effect on the institutions. Mentees will also be asked to reflect on the 
intervention’s effectiveness on their health and lives. The interviews will 
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follow a semi-structured interview guide (Supplementary material B); 
they will be recorded and transcribed verbatim.

In terms of design, we will apply the convergent parallel design as 
we will collect qualitative and quantitative data simultaneously, but 
we will analyze the data sets separately. The aim of this design is that 
the data sets will enrich and inform each other. A thematic approach 
alongside an interpretative phenomenological analysis (IPA) will 
be used in the qualitative analyses (38, 45). The IPA method will give 
us access to the lived experiences of the participants and mentors. 
Data will be analyzed with an inductive-deductive approach. Our 
theoretical background for this paper will be theories on meaningful 
integration and health (38, 46, 47). Theories on feasibility and fidelity, 
implementation, and evaluation will also be applied. The first author 
will conduct the initial analysis of the data, supervised by the last 
author. Once this is completed the analyses will be  reviewed and 
modified together with the coauthors (48).

Observations: The first author will conduct systematic 
observations following a pre-structured checklist 
(Supplementary material C) for all participants in the intervention 
group during their placements. The observations will be used to assess 
the scope of tasks carried out by the participants and the fidelity of the 
implementation strategy. Each participant will be observed at least 
once in their working environment and observations will last between 
30 and 60 min. A complete overview of the methods and measures of 
the pilot study is presented in Table 1.

2.10 Power calculation and sample size

This pilot aims to evaluate both the feasibility and effectiveness of 
the piloted intervention. However, the sample size will probably not 
be  sufficient to rely on statistical significance to address the 
effectiveness in health outcomes. For reporting the results of the pilot 
study regarding effectiveness, we will therefore look at trends by using 
relative risk measures with CI without relying on statistical significance 
only. If the study is found to be feasible and the trends of effectiveness 
in a positive direction for the participants, a new study involving a full 
evaluation of the effect on health as measured by the SRH will require 
a total sample size of 120 participants with 40 participants in the 
intervention arm – 20 for each round – and 80 participants in the 
control arm, based on the assumptions of a 1:2 individually 
randomized controlled trial with superiority design, with 80% power, 
0.05 significance level of assessment, and standard deviation of 1.0 for 
both arms. The minimum detectable difference between the two arms 
is calculated to be 0.55.

2.11 Statistical analysis

Sociodemographic- and migration-related variables measured at 
baseline will be described for both the intervention and control arms. 
Continuous variables will be described with mean, standard deviation, 
and interquartile range. Categorical variables will be described as 
counts and percentages (absolute or relative frequency).

We will conduct intention to treat (ITT) analyses. However, it 
might not always be feasible to obtain information from participants 
who withdraw from a six-months intervention. As a part of the 
feasibility exploration, we will try to contact these participants by 
phone after the intervention period. This will allow us to compare the 
baselines assessments for those who left the intervention and see if 
they differ from the rest of the participants.

The effect on health will be  measured quantitively regarding 
changes in self-perceived health for each subject between the 
intervention and control participants. Based on the questionnaire, 
SRH scores will be  calculated pre- and post-intervention/
non-intervention for each participant in both arms. Mean SRH scores 
will be calculated in both arms and for both time points. Differences 
in the mean SRH scores at the two time points will be calculated to 
measure changes in SRH over time. Any difference in SRH change 
between the two arms will be estimated using both crude (unadjusted) 
analysis and linear (mixed) regression. We will explore changes in 
other health and wellbeing assessments in a similar way to determine 
whether a different measure better detects changes in health. However, 
we will obtain basic sociodemographic and migration related factors 
at the baselines questionnaire that will allow us to describe the 
participants for each of the rounds. In addition, we will collect data on 
perceived changes in health through qualitative interviews.

Assuming that covariates at baseline are mostly complete, missing 
outcome values at follow-up due to drop-outs (lost to follow-up) from 
the study, will be  tried corrected for, depending on missingness 
mechanism, using either simple approaches such as linear regression 
(Assuming Covariate-Dependent Missing Completely at Random) or 
more complex approaches [assuming missing at random (MAR)], 
such as GEE together with multiple imputation or inverse weighting, 
or using (linear) mixed model approach (using maximum likelihood 
methods) (49).

2.12 Evaluation of implementation strategy

Evaluating an implementation strategy is a complex endeavor for 
which there is not consensually accepted guidelines (28, 50). Many 
evaluating components can be included, but in this case, we will focus 
on feasibility, fidelity, dose received, or satisfaction, and dose of 
exposure, or participation, as suggested in the guidelines for 
conducting feasibility and pilot studies for implementation trials (28). 
In short data on evaluation will be collected through interviews and 
observations of both participants and mentors following a structured 
schema for observations and semi-structured interview guides for 
mentors and participants.

Feasibility will be assessed in our study by asking both mentors 
and participants how they experienced the implementation of the 
intervention, including the challenges they faced. For mentors, we will 
ask questions related to the execution of the mentor role. For 
participants, feasibility will be assessed by asking about the challenges 

TABLE 1 Data collection and evaluation method outcomes.

Evaluation method Evaluation outcome measures

Questionnaire
Self-rated health and other health outcomes, 

sociodemographic- and migration-related factors

Observations Fidelity, feasibility, dose of exposure

Individual interviews: 

participants

Experienced differences on self-rated health and 

other outcomes, dose received (satisfaction), dose 

of exposure (participation)

Individual interviews: 

mentors

Effect on institutions, feasibility, fidelity, dose of 

exposure (participation)
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and facilitators related to the placement, both at the personal level and 
regarding the institutions where they were placed. In addition, 
feasibility will be assessed through observations at the field.

Fidelity will be  assessed through observations in the field 
compared to the study protocol by reviewing our implementation 
strategy, assessing intervention delivery, and evaluating how the 
implementation was in line with the purpose of the study and its 
aims (51).

Dose received (satisfaction) is defined as the participants’ 
satisfaction with the dose of the intervention received and will 
be assessed through questions to participants regarding the scope of 
tasks they executed and to which degree they value them in both 
professional and personal terms (52).

Dose of exposure (participation) is defined as the extent to which 
the participant actively engaged with, interacted with, and was 
receptive to the intervention. It will be  assessed by asking the 
participants and the mentors about their stay at the institution, the 
activities they participated in, and their total time spent at 
the institution.

3 Discussion

Integration for health (Int4Health) is a research study anchored 
in the need to address a societal challenge. This protocol is a part of 
Int4Health aiming to describe how a pilot intervention aiming to 
improve health through meaningful professional integration, can 
be implemented. Executing interventions in academia is both complex 
and multifaceted, with various factors outside of the researcher’s 
control that can impact delivery of the intervention. Therefore, 
we  must prioritize thorough planning and execution of the 
intervention. Protocols are also important for transparency, 
evaluations, and future replications of findings (53). For these reasons, 
we present in this paper the protocol of a hybrid type 2 study testing 
an intervention aimed to improve migrant health through 
meaningful activities.

The possible challenges to the present pilot study must 
be acknowledged, nonetheless. First, a non-randomized intervention 
could be vulnerable to unmeasured, confounding variables. Further, 
differences between the intervention and control arms’ locations and 
inclusion criteria (e.g., education level) might compromise 
comparability of the groups. A possible solution for both challenges 
could have been implementation of a waiting-list design; however, 
given that our participants already face the issue of waiting for 
extended periods for work accreditation in their professional field, 
adding an additional period of waiting was not considered an 
acceptable alternative.

Next, we acknowledge that the pilot’s small sample size will not 
have power and design to evaluate full effects on health, and if the 
pilot is found feasible and experienced positively, it must be later 
evaluated in a randomized controlled trial design. Recruitment is 
time-consuming when the inclusion criteria are strict, and the 
participants must commit to the intervention for at least 6 months. 
To address this, we have planned two rounds of recruitment and will 
only include the numbers that our partners believe to be feasible 
within the pilot period. To further address the small sample size, our 
methods include both questionnaires and interviews asking 

participants for their thoughts on how they perceived the 
intervention’s effect on their health so that we can assess nuances in 
the intervention’s impact. Reaching out twice 6 months apart to the 
same control participants in Kristiansand may also pose challenges 
to data collection, as participants may move, change phone numbers, 
or avoid contact with the researchers. Though having a control arm 
is a strength, this arm is unlikely to be a complete match for the 
intervention arm. Despite these challenges, the control group can still 
provide us with valuable insights on the development of health in a 
comparable time period regarding migrants in a compulsory 
educational setting.

Furthermore, various recruitment challenges may arise before, 
during, and after recruitment. Loss to follow-up and lack of 
participants is always a challenge when conducting interventions of 
this kind. To prepare for a future, full-scale study evaluating the 
intervention’s effects, we  considered that recruiting up to 40 
participants for the pilot would give us the necessary information to 
prepare for larger-scale recruitment. Closely following up on the 
participants in each round may also strengthen commitment to 
staying in the program. The observations of the participants on site 
along with midway evaluation is key to maintain engagement and 
address challenges that may arise. Therefore, the close relationship 
between the participants and the first author may function as a buffer 
against drop-out and is a key strategy for participant retention in both 
rounds. Given that this is a research study limited in time, we will not 
have time for long term evaluation of the participants which is a 
limitation. Nonetheless it would be desirable to contact them 1 or 
3 years after the intervention when the project is upscaled.

Accessing the right mentors is also likely to post a significant 
challenge due to the limited availability of mentors, who will not 
receive extra resources for participating. Some mentors may also 
need special accreditation from both the head of their institute and 
head of administration before allowing anyone into certain 
workspaces (e.g., laboratory). We intend to use our networks and 
send information early on to heads of institutes to proactively 
prevent these problems.

Another challenge is balancing the duration of the intervention. 
On the one side, 6 months may be too short of a period to detect 
quantitative changes in health. On the other side, participants may feel 
that the six-month intervention period is already too long, given that 
participation is unpaid and does not aid them with the formal 
accreditation process. However, participation in the study may be a 
step towards relevant paid employment through gaining a professional 
network and better understanding of the system.

Lastly, the first author’s combined role as coordinator, 
administrator, and researcher may be a weakness in this study, as this 
may contribute to bias, without any blinding. Developing close 
professional relationships between the first author and participants 
could also create a certain level of bias in the data, primarily in 
interviews. Among the measures to counteract this is to thoroughly 
work on reflexivity, ask colleagues to conduct a portion of the 
interviews, and include the whole research team in analyzing the 
anonymized data.

Participation in the intervention is low-risk and we anticipate few 
adverse effects. Some participants may experience only short-term 
health and integration improvements. Other participants may 
experience worsened mental and somatic health after completing the 
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intervention. If this happens, we will guide the participant to the right 
health care provider.

4 Ethics and dissemination

Participants in both arms will be  provided with participant 
information sheets designed in compliance with the Declaration of 
Helsinki ethical research standards. They will be informed about the 
principle of voluntary participation and given the opportunity to 
withdraw at any time.

All information from the participants will be stored confidentially 
on a restricted research database (SAFE). Information about 
participants and contact information will be  separated and a 
participant-ID will be used. Access to the database will be restricted 
to the researcher only. Paper-based documents will be shredded when 
the data is transferred to the SAFE hardware.

Ethical approvals are granted, and if we make any amendments to 
the protocol, we will notify the correct stakeholders. The National 
Center for Research Data (NSD/SIKT) approved our processing of 
personal data (reference 624,616). The Regional Ethics Committee 
assessed this project to be outside of their scope and hence we did not 
need a permit (reference 480,807).

5 Conclusion

To the best of our knowledge, this is the first study to assess the 
feasibility and experienced improved health of an intervention 
integrating highly educated migrants waiting for their authorization 
to practice their profession in Norway. This study will evaluate both 
the intervention’s feasibility and its effectiveness on health, as 
measured by improvements in self-rated health along with qualitative 
and other quantitative measures. If found to be feasible and beneficial, 
it could be further evaluated for effect, replicated, and developed into 
a future strategy to integrate highly educated migrants into a new 
society. The findings from this study can also be used in other high-
income countries that have similar accreditation processes in which 
migrants have to wait for a long time for processing of accreditations. 
Since the core of this study is engaging in meaningful experiences at 
work, this study for health professionals can also be extended to other 
professional groups such as foreign teachers among others. In addition 
to the importance of the study itself, pilot protocol papers such as this 
one, are central for recognizing challenges that may arise during the 
study, identifying mitigating measures, and providing lessons for the 
future when planning and executing complex pilots.
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