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Health is wealth yet health seems to stem from wealth. An unjust paradox. Throughout this Special 

Study Module on Healthcare in Resource Poor Settings, I have learned to widen my understanding of 

the determinants of health by examining a wider landscape including economy, education, climate, 

culture and gender equality. During the module, I enjoyed reading two thought-provoking books, 

Dead Aid by Dambisa Moyo1 and Betrayal of Trust: The Collapse of Global Public Health by Laurie 

Garrett2. The books were stark contrasts. Garrett advocates for paternalistic public health 

interventions while Moyo explains how countries would have better economies if they did not 

receive constant foreign aid. However, both books emphasized the importance of having a national 

Health in All Policies approach to ensure equitable health for all. Aside from reading, this module 

offered me the chance to hear from professionals who devote their lives to improving health of low-

income populations around the world. I opened my eyes to the incredible amount of time, 

monitoring and evaluation health interventions require in order to become both sustainable and 

effective. For this research essay, I wanted to carefully select a topic that I would like to learn more 

about, and which I believe is topical. Global migration is one of the world’s largest issues facing 

public health currently. Reading about the millions of refugees arriving Europe, and the predicted 

surge in climate migrants, I have become concerned about their access to health services. I chose 

this topic for two reasons – this is the first year the WHO European Headquarters has published a 

landmark report on the health of refugees and migrants. Secondly, last summer, having met South 

Sudanese women in Ugandan refugee settlements, being asked by the Red Cross to interview them 

about their menstrual health, I became interested in female refugees in particular. Over half of 

refugees globally are women. They are often of childbearing age, coming from a background of 

abuse, war, and marginalization. The media and independent reviews have often mentioned Norway 

as being the best in Europe for integrating refugees. However, they have received poor press for the 

lack of refugees they accept. I witnessed their Norwegian Refugee Council doing fantastic work in 

Ugandan settlements. I have been hugely saddened by the recent developments in neighbouring 

Denmark where a bill has passed to further restrict refugee rights. Even worse, asylum seekers or 

rejected migrants that cannot be deported against international laws are banished to a small island 

south of Copenhagen for detention. These stories have prompted me to become more interested in 

European health policies for refugees and asylum seekers, as I am realising that politics play a role in 

refugee health. I believe governments in high-income countries excel at sending foreign aid to poor 

countries, yet they are seldom proactive with the health of the refugees on their doorsteps. This 

paper will explore Norway’s health system, policies and perspectives of healthcare workers with 

regards to providing care and integration for female migrants.  

Word count: 494 

 

 

 

 

 

Imagine you are a young woman, arriving in one of the world’s richest nations, from a 

country riddled with war, oppression and disease. How might you navigate the system, ensure your 

                                                           
1 Moyo D. Dead aid: Why aid is not working and how there is a better way for Africa. Macmillan; 2009 Mar 17. 
2 Garrett L. Betrayal of trust: the collapse of global public health. Oxford University Press; 2003. 
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health needs are met – both mentally and physically? A small country of 5.3 million, Norway’s health 

system ranks thirteenth in the world (Legatum Institute, 2017). All their citizens are given equal right 

to access healthcare free of charge. The global Migrant Integration Policy Index (MIPEX) Health 

strand reports that Norway provides equal care to migrants as they do to nationals.  A refugee was  

defined by the United Nations High Commission for Refugees (UNHCR) in 1951 as “owing to well-

founded fear of being persecuted for reasons of race, religion, nationality, membership of a 

particular social group or political opinion, is outside the country of his nationality and is unable or, 

owing to such fear, is unwilling to avail himself of the protection of that country; or who, not having 

a nationality and being outside the country of his former habitual residence as a result of such 

events, is unable or, owing to such fear, is unwilling to return to it”. With the UNHCR estimating two 

hundred million climate migrants by 2050, this definition may soon be adapted to include 

environmental danger.  Approximately nine percent of Norway’s population are refugees or asylum 

seekers, with the majority from Syria, Afghanistan, Iraq, Eritrea and Iran (WHO, 2016). In Norway, 

Universal Health Coverage (UHC), the Sustainable Development Goal (SDG) 3.8, has been achieved 

for all citizens, based on the UN’s sixteen target indicators3 for service provision. However, their 

undocumented migrants, for which there are approximately fifteen thousand currently, are only 

entitled to ‘immediate medical assistance if intervention cannot wait without risk of imminent 

death, permanent severe disability, serious injury or acute pain’1. Children and pregnant women 

have access to some additional services, yet beyond these two clauses, they must pay for their 

healthcare through out-of-pocket payments2, 3. Norway’s National Strategy for Immigrant Health 

2013–2017 expects health professionals to have cultural knowledge, facilitate good communication 

regardless of the patient’s language, and have access to up to date knowledge on immigrants' health 

and use of health services. 

Infectious diseases 

Despite stereotypes of migrants bringing over infectious tropical diseases with them to their host 

countries, the World Health Organization (WHO) does not recommend routine health screening of 

migrants and refugees 4,5. However, latent tuberculosis is a prevalent infection found in migrants in 

Europe6. All asylum seekers and refugees to Norway are required to undergo an x-ray and/or 

interferon-gamma release assay (IGRA) blood test to check for TB infection within two weeks of their 

arrival in the country7,8. The WHO European Office advocates for access to medical services 

irrespective of a migrant's registration status and a non-deportation policy until TB treatment has 

been concluded. A study of one-hundred ninety-five general practitioners (GPs) in Norway showed 

that only half of them had good TB knowledge and were able to diagnose and treat it, suggesting 

that providing targeted education for GPs could help to increase detection and treatment in a 

primary care setting9. There is little value in screening migrants if the treatment, contact tracing and 

follow-up care provided is not adequate. Further, screening of all pregnant women and all migrants 

is recommended in Norway for Hepatitis B infection10,11. A national immunization programme for 

Hepatitis B is currently being considered, as Norway is one of six countries in the European Region 

not to have one.  

Mental health 

                                                           
3 The sixteen indicators are: Malaria treatment, TB treatment, HIV treatment, water & sanitation, cervical 
cancer screening, essential medicines, antenatal care, family planning, child immunization, child pneumonia 
treatment, hypertension management, diabetes management, prevalence of tobacco smokers, hospital bed 
access, health workforce, and health security (WHO, 2018).  
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Mental health is often overlooked during the refugee influx to Europe, especially in the 

Mediterranean camps12,13. Women often arrive suffering from post-traumatic stress disorder, and 

forty-eight percent of unaccompanied adolescents seeking asylum met the diagnostic criteria for a 

mental illness14,15,16. This is thought to be due to higher rates of unemployment, weak social network 

and integration17,18. The WHO European Office generated a report on mental health of migrants, 

which acknowledges a higher prevalence of depression and anxiety in women than men19.  The 

Norwegian Centre for Migration and Minority Health (NAKMI), a division of their national public 

health institute is currently running a project to investigate the causes of poor mental health in 

female refugees and how they can best be addressed. 

Screening barriers 

Cervical cancer is more prevalent in LMICs due to lack of screening programmes20. Known factors 

which influence a migrant’s attendance for Papanicolaou smears in Norway include education level, 

geographical living situation, their GP’s sex, their age and previous parity. Having a higher income, a 

female GP, a Norwegian GP and living in rural areas were significantly associated with having more 

Pap smears21. There are theories for why migrants are less likely to attend cancer screening than 

natives: some cultures view the health system solely for treatment rather than prevention of 

disease, embarrassment or fear of a male GP, and some believe the smear can threaten virginity22,23. 

Research has also shown that breast cancer detection and outcome was worse for migrants than 

Norwegian nationals24, 25. A study of 1.3 million women in Norway found that having a male GP is a 

barrier to cancer screening for all women irrespective of their origin26. 

Non-Communicable Disease (NCD) prevention 

The WHO recognizes that migrants coming from low-and middle-income countries (LMICs) to Europe 

have a higher tendency to develop NCDs such as obesity and cardiovascular disease than if they 

remain in their native country, due to change in diet and exercise, stress and occupation27. Migrant 

women are especially prone to diabetes and obesity28. Refugee children were found to have a 

twenty-seven percent higher prevalence of general overweight (including obesity) and a fifty-

percent higher prevalence of abdominal obesity compared with Norwegian nationals29. And the risk 

of pre-eclampsia in migrants has been found to increase with the length of residence in Norway30. 

Norway has a 2013-2017 NCD Strategy, and the NAKM -I which aim to reduce morbidity in the 

migrant population through research and targeted interventions31. Primary and secondary 

prevention, and primary care level interventions are most effective, according to the NAKMI. A large 

challenge is that up to sixty-percent of Norway’s refugees have low literacy levels, making navigating 

their healthcare system more difficult32,33. The WHO European Office generated a report in 2018 to 

summarize strategies being used for addressing language barriers for migrants, such as using social 

media and events for sharing health promotion messages, adding patient’s language data to their 

health records, and a telephone interpretation line for emergency services 34,35. Norway funds 

selected patient associations to translate information material into different languages, for example, 

breastfeeding pamphlets. An Oslo university project, SOMAH has been commended by the WHO for 

addressing malnutrition by providing counselling on nutrition and food to migrant families with 

children aged under-five. 

Economics 

Within three months of a refugee moving to a municipality in Norway, they are provided with an 

introductory course which is tailored to individual needs and can last up to two years. Forty-five 

percent of female refugees are employed after five years of residence, while in Germany and Austria 
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only twenty percent. Norway gives approximately €1200 on a bank card twice a month to refugees 

in their integration centres. They are permitted accommodation up to five years and spending 

money up to two years and can work with a temporary permit. In Ireland, refugees receive a medical 

card and a weekly allowance of €21.60. Until 2018, under Direct Provision they were not permitted 

to be employed. They can now seek employment after nine months in Ireland, however they cannot 

drive, and once they start earning a salary, they are expected to pay up to €35 per day to live in 

Direct Provision accommodation36. Refugees in Norway are most likely to get pregnant within their 

first year of arrival, which signals need to further invest in access to antenatal care, but also family 

planning, which are both UHC indicators37. Barriers such as lack of transportation, language and 

child-minding should always be considered when finding refugees employment. In America, an 

ecological model (Figure 1.0) has been proposed for optimizing female refugee health through 

primary care. It emphasizes that orientation to laws, services and education should be considered 

key to ensuring integration of newly arrived females. 
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Figure 1.0 An ecological model for optimizing health of women refugees (AIMS Public Health, 2017)38  

 

Conclusions 

It is difficult, but not impossible, to juggle ethical, human rights, health and economic considerations 

when accepting refugees into Europe. Despite Norway only having a slightly higher GDP than Ireland, 

their policies for refugee and migrant health differ dramatically. Going forward, healthcare providers 

in Norway must adapt, and healthcare students must be educated and introduced at an 

undergraduate level, to health inequities in their migrant population and strategies to solve them. 

Medical curriculums all over Europe should work to address migrant-health related issues such as 
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language barriers, tracking medical records, and understanding cultural norms relating to health. 

Whether other countries should be taking a leaf from Norway’s book or not, female refugee health 

must not be ignored by neither government nor healthcare professionals.  

Word count: 1527 
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refugees arriving in Norway, but I hope that my cited research material adequately respects and reflects their 
perspectives. 


