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Reception of asylum seeking and refugee children in the Nordic
countries: The Norwegian report

Foreword

The Norwegian report is the result of a questionnaire addressing the reception of asylum
seeking and refugee children in the Nordic countries. So far, comparable reports are
available from Sweden, Denmark and Iceland. The questionnaire has been developed by
The Nordic Network for Research on Refugee Children', a network initiated by
researchers of the Nordic School of Public Health (NHV) in Gothenburg, Sweden. The
aim of the network is to promote research on health, welfare and well-being of refugee
children in the Nordic countries. The network has received funding from FAS (The
Swedish Council for Working Life and Social Research), for the years 2008-2010.

The intention of the Nordic survey is both to identify and to compare the reception of
asylum seeking and refugee children in the Nordic countries in relation to issues
concerning health, care, accommodation and education. The collected data will make it
possible to learn more about reception conditions in each country as well as in the Nordic
countries in general from a comparative perspective.

The compilation of the Norwegian report is a product of collaboration between the
Norwegian Centre for Violence and Traumatic Stress (NKVTS) and the Centre for Child
and Adolescent Mental Health (RBUP), Eastern and Southern Norway. Lutine de Wal
Pastoor (NKVTS) has been responsible for completing and editing the final content of the
report.

The answers to the questionnaire rely on a review of relevant websites, available literature
and public documents (e.g. the Immigration Act and the Education Act) as well as from
consulting relevant ministries and directorates (e.g., BLD, UDI) and a number of
professionals in the field. Some changes were made to adapt the questionnaire to the
Norwegian context. We were not able to answer all the questions, but have extended
others by supplying additional information, in order to enable an increased understanding
of the Norwegian situation.

The data collection was carried out during autumn 2009 and spring 2010. The report,
which was initially completed June 2010, was updated November 2010 with some
additional information on recent developments.

We hope this report may contribute to a more comprehensive understanding of reception

conditions of asylum seeking and refugee children in Norway as well as may facilitate
further comparative research in the Nordic countries.

Oslo, 1 December 2010

Lutine de Wal Pastoor Ketil Eide
Senior Researcher, NKVTS Senior Researcher, RBUP

! For more information: http://www.nordicrefugeechildren.org
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1. Statistics

a. How many asylum seekers between the ages 0-6 and 7-17 years arrived during
2002-2008? Unaccompanied or accompanied?

In total 18 131 children applied for asylum in Norway during 2002-2008, of these were
8.653 aged between 0-6 and 9.478 between 7-17 years. The table below shows that the
number of asylum seeking children may vary considerably from year to year.

Table 1.1 Asylum seekers aged 0 — 6 and 7 — 17 years during 2002 — 2008.

2002 1970 2392 4362
2003 2 087 2051 4138
2004 1158 942 2100
2005 755 674 1429
2006 618 652 1270
2007 697 794 1491
2008 1368 1973 3341
Total 8 653 9478 18 131

The statistical data concerning age and number of asylum seeking children for the period
2002 — 2008 is obtained from the Norwegian Directorate of Immigration (UDI). Some of
the numbers in Table 1.1 differ from previous publications from UDI due to changes in
age status of a number of applicants. The ages of asylum seekers used in this report are
based on the latest known and confirmed birth dates. For example, an asylum seeker who
initially stated to be 15 years of age at the time of application and who later on in the
asylum process is confirmed to have been 17 years old at that time, is here registered as
17. When it comes to unaccompanied refugee minors (URM), age and age assessment is a
central issue in Norway (see Section 9).



Figure 1.1 Asylum seeking children, age and year of arrival

Distribution of applications from Asylum seekers aged 0 - 17 grouped by year and
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When it comes to unaccompanied asylum seeking children, the age distribution differs
significantly from the accompanied children. As the figure below shows, the number of
unaccompanied asylum seekers in the age group 0 — 6 years is very low.

Figure 1.2 Unaccompanied asylum seeking children grouped by age

Distribution of applications from Asylum seekers registered as
unaccompanied 2002 - 2008 grouped by age 0 -6 and 7 - 17 (N 3 270)
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During the period of 2002-2008, the number of unaccompanied minors is 3.270, which is
18 percent of the total number of asylum seeking children.



Figure 1.3 Percentage of accompanied compared to unaccompanied children

Distribution of applications from Asylum seekers registered as
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UDI operates with different figures concerning the number of unaccompanied children on
arrival and the adjusted number after age assessments are completed. As in many other
European countries, age assessment of unaccompanied minors is a controversial topic in
Norway. This issue will be further discussed under Section 9 (Special concerns regarding
unaccompanied minors).

Table 1.2 Numbers of accompanied versus unaccompanied asylum seeking children

~ Year  Accompanied Unaccompanied

2002 3656 706 4362
2003 3702 436 4138
2004 1904 196 2100
2005 1214 215 1429
2006 1013 257 1270
2007 1167 324 1491
2008 2205 1136 3341
Total 14 861 3270 18 131

b. How many of the asylum seekers have been granted asylum - permanent or
temporary residence — or rejected?

As there are no temporary residence permits in Norway with reference to 2002-2008, UDI
is unable to report on the distinction between permanent and temporary residence permits.
However, those who are granted residence receive initially a one-year permit, which is
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renewable. The only exception concerns UNHCR-refugees that receive a two-year permit
on arrival. When the refugee/asylum seeker has renewed his/her residence permit at least
twice and fulfils all other requirements for a permanent residence permit
[bosetningstillatelse], they are entitled to apply for and will be granted a permanent
settlement permit.

In order to be granted a permanent residence permit, you must have stayed in Norway for
a continuous period of three years during which you have held temporary permits forming
a basis for a permanent residence permit, and have completed tuition in the Norwegian
language. A permanent residence permit entitles the holder to live and work in Norway
indefinitely. For more information on this matter, see www.udiregelverk.no.

Or: http://www.udi.no/Norwegian-Directorate-of-Immigration/Central-topics/Permanent-
Residence-Permit/

A new Immigration Act and Immigration Regulations entered into force on 1 January
2010. An important content-wise change in the new law is that many of those who for the
first time are granted protection will receive the status of refugees. In accordance with the
law, both the people who today get granted asylum and persons who currently receive
protection against their return, receive protection if the UDI makes a decision on their case
after 1 January 2010. This means that both groups that previously had different status will
receive the status of refugees after the new law, and thus they also the rights this entails.
With the new law there are also several conceptual changes. For example, the word
‘asylum’ is replaced with the word ‘protection’ to reflect the concept of international
refugee law, i.e., protection.

Many unaccompanied minors are not granted residence on protection grounds stated in the
UN Refugee Convention® but due to strong humanitarian considerations. Unaccompanied
minor asylum seekers who neither meet the conditions for protection nor

have special grounds for a residence permit on humanitarian grounds, are nevertheless
given residence permit if Norwegian immigrant authorities do not manage to trace parents
or others who have or may have care responsibility for the child. Clarification of identity
and age, along with localization of care persons outside Norway, are time-consuming and
may explain the at times long processing time for asylum applications. Because the
methods for age testing cannot give definitive answers with reference to age, it is
emphasised both in the law and in the preparatory works that the result of the age testing
only shall be included as a factor in an overall consideration of the unaccompanied
minor’s age, and may not alone be decisive (Ministry of Children — The Rights of the
Child, 2008, p. 124).

? Article 1 of the UN Refugee Convention as amended by the 1967 Protocol provides the definition
of a refugee: A person who owing to a 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.



Table 1.3 Asylum decisions 2000-2008. All aged 0-17.

Year Rejection Granted Total

2002 3147 1226 4373
2003 3001 1308 4309
2004 1389 849 2238
2005 814 684 1498
2006 678 640 1318
2007 727 762 1489
2008 1492 1403 2895
Total 11248 6872 18120

Table 1.4 Asylum decisions 20002-2008. Unaccompanied aged 0-17.

Year Rejection Granted Total

2002 280 445 725
2003 241 221 462
2004 81 119 200
2005 64 147 211
2006 86 182 268
2007 106 215 321
2008 278 668 946
Total 1136 1997 3133

Table 1.5 Asylum decisions 2002-2008. Accompanied aged 0-17

Year Rejection Granted Total

2002 2867 781 3648
2003 2760 1087 3847
2004 1308 730 2038
2005 750 537 1287
2006 592 458 1050
2007 621 547 1168
2008 1214 735 1949
Total 10112 4875 14987

Between the two groups of asylum seeking children there is a substantial difference as to
rejection and granting of residence permits. While 36 percent of the asylum applications
of unaccompanied children were rejected, as much as 67 percent of the asylum
applications of accompanied children were rejected.



Tightening of asylum policy unaccompanied minors

Since October 2009, asylum practice concerning unaccompanied minor asylum seekers
has been tightened:

* Temporary acceptance of unaccompanied asylum seeking minors whose only basis for
being allowed to stay is that it is impossible to locate their parents or guardians in the
country of origin.

* Introduction of the Dublin II regulation affecting unaccompanied asylum seeking
minors.

Unaccompanied minor asylum seekers who have completed 16 years at the time of the
asylum decision and do not have a need for protection and where there do not exist strong
humanitarian considerations that could justify an ordinary residence permit, will be
granted a temporary residence permit until they reach the age of 18. At the age of 18 the
permit no longer applies. However, unaccompanied minor asylum seekers will not be sent
back to their home country unless the Norwegian authorities believe their care situation in
the country is satisfactory. For more information on this subject:
http://www.regjeringen.no/nb/dep/aid/pressesenter/pressemeldinger/2009/innstramming-
av-praksis-for-einslege-min.html?id=581712

* Update: The number of unaccompanied minor asylum seekers has dropped by 67% at
the end of October 2010 compared to the same period in 2009. This has led to a reduced
need for reception places for this group of asylum seekers. Consequently, UDI has closed
30 reception centres/ reception departments for unaccompanied minor asylum seekers.

c. What is the average time from application to final decision?

The statistics regarding waiting time from application to final decision are difficult to
analyse as extreme values have a great influence on the average (Mean). Therefore the
statistics include also values that are cut off in both ends by 0.2 and 0.8 percentiles as a
help to improve analysis of waiting time. Consequently, UDI is usually reluctant to supply
researchers with mean values. However, the table below can still provide some
indications. It shows, for example, that minimum waiting time in 2006 for all aged 0-17
was 58 days, while maximum was 413 days, median 205 days, and mean 212 days.

Table 1.6 All aged 0 —17:
Min, Max, Median and Mean from application to final decision 2002 — 2008 (days)

Year Min Max Median Mean
2002 82 364 224 223
2003 60 375 201 208
2004 51 302 126 140
2005 39 369 120 146
2006 58 413 205 212
2007 63 284 154 161
2008 73 273 179 183
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Table 1.7 Accompanied aged 0 - 17:
Min, Max, Median and Mean from application to final decision 2002 — 2008 (days)

Year Min Max Median Mean
2002 69 287 193 184
2003 55 377 162 180
2004 46 308 134 149
2005 38 370 95 132
2006 52 442 148 186
2007 53 295 121 139
2008 55 252 125 134

Table 1.8 Unaccompanied aged 0 - 17:
Min, Max, Median and Mean from application to final decision 2002 — 2008 (days)

Year Min Max Median Mean
2002 151 415 254 263
2003 137 387 223 236
2004 88 243 137 145
2005 66 351 129 158
2006 119 333 212 220
2007 105 251 167 170
2008 148 287 213 214

The waiting period in the reception centres is another central theme when it comes to
unaccompanied asylum seeking children. This group of children is to be given priority in
the asylum process and it is a stated objective that the settlement in the municipality shall
be made within three months after the child has received a decision on residency. The
average waiting time - from the decision of residency until settlement in a municipality -
for unaccompanied minors was 3.9 months in 2007 (IMDi 2009).

Previously, it has been an internal goal to process 75 percent of the applications of
unaccompanied minors within seven weeks (KRD, 2000). Attainment of this goal depends
on many factors, such as uncertainties about the minor’s age, identity and tracking of
caregivers outside Norway. As a result of increasing number of arrivals, this objective had
to be adjusted. More recently, it has been stated that decisions in asylum cases for
unaccompanied minors will be taken within six months. Statistics for 2008 show that it
usually takes about seven months to make decisions in asylum cases (UDI 2009). This
means that for unaccompanied asylum seeking children the average waiting time in the
reception centre, from the date of arrival until their settlement in a municipality, is
approximately 12 month.

d. What are the asylum seeking children’s countries of origin?

The largest groups of all asylum seeking children during the period 2002 — 2008 were
from Russia, Serbia and Montenegro, Iraq, Afghanistan, Somalia, Eritrea, Stateless,
Bosnia and Herzegovina, Iran and Ethiopia. When it comes to country of origin see the
Appendix for details. The Appendix shows the country of origin for all minors, for
accompanied minors, and unaccompanied minors respectively.
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Depending on the global situation the countries of origin of asylum seekers differ from
year to year. In 2008, approximately 14.400 persons sought for asylum in Norway, most
of them came from Iraq, Eritrea and Afghanistan. Of these 14.400 asylum seekers, about
3.500 were children. 1374 of these 3.500 asylum seeking children were unaccompanied
minors. The majority of the unaccompanied minors came from Afghanistan (80%), Iraq
and Somalia.

In 2008, 4.617 asylum seekers were granted asylum in Norway. In addition, 770 UNHCR-
refugees were accepted, most of them came from Myanmar (Burma) and Iraq or were
stateless Palestinians.

e. Parental educational background and age?

No statistics available regarding educational background and age of the parents.

f. Family structure when families apply (two-parent families, single-parent families,
or children accompanied by other caregiver than parent)

No statistics available on family structure.

* Additional note: The Status of the Asylum-seeking Child in Norway

In their article, The Status of the Asylum-seeking Child in Norway and Denmark, Lidén &
Vitus (2010) discuss how asylum-seeking children are positioned in discourse, politics and
practice in Norway and Denmark through a comparative analysis of schooling, the use of
hearings in asylum cases, and the grounds for being granted humanitarian residence
permits:

... the article concludes that while in Norway a discourse of national border control
competes equally with that of the protection of the child, in Denmark the former discourse
has gained hegemony. In Norway asylum-seeking children are positioned as both asylum-
seekers and children, with rights to normal schooling, to being heard in the asylum process,
and to possible humanitarian residence permits based on attachment to Norway. By
contrast, in Denmark these children are primarily positioned as asylum-seekers — with the
possibility of a humanitarian residence permit based only on their or their parents’ illness,
with no separate hearings, and with access primarily limited to schooling without credits.
(Lidén & Vitus, 2010, p. 62)

2. Health examinations

a. Are health examinations voluntary or compulsory? Are they accepted by the
asylum seekers, by the general public?

Immediately after their arrival in Norway asylum seekers are sent to the arrival/transit
reception centre at Tanum in Baerum municipality, where they stay for 3-10 days before
they get transferred to another transit reception centre or an ordinary reception centre.
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Unaccompanied minors (15 years and older) are first sent to Hvalstad transit reception
centre for unaccompanied minors (Asker municipality), while unaccompanied minors
under 15 years of age are sent to care centres (run by Child Welfare authorities). The first
centre, Eidsvoll care centre, was opened December 2007.

While still in transit centres, asylum seekers undergo initial health examinations. As the
transit phase is rather short, health examinations and services primarily concentrate on
matters that require quick clarification and follow-up:

» a brief medical screening in order to detect the need of treatment of diseases as well as
health conditions requiring immediate attention

* an obligatory test for tuberculosis

* an optional HIV-test

It has been argued that the first medical screening could be a good opportunity to seek
information about a possible history of violent abuse and torture. As the system is now,
this identification is left to the ordinary consultations with health personnel after the
applicant arrives at the ordinary reception centre. However, special attention and methods
are required to detect and document signs of torture and sexual violence. Unfortunately,
detecting/documenting serious abuse and torture is not part of the general knowledge of
Norwegian health personnel (Brekke & Vevstad, 2007).

Mandatory tuberculosis screening in transit reception centres

In general, health examinations are voluntary for asylum seekers except that all asylum
seekers have to undergo a compulsory tuberculosis test that take place at the health station
of the arrival reception centre. Tests regarding other diseases such as HIV and hepatitis
are voluntary but recommended. Pregnant women are HIV tested.

According to the regulations concerning tuberculosis control § 3-1 and The Norwegian
Communicable Disease Prevention Act [smittevernloven] § 3-1, tuberculosis screening is
mandatory. Other types of health examinations require consent unless The Communicable
Diseases Prevention Act in specific case permits compulsory examination. People from
countries with high rates of tuberculosis, and who will be staying more than three months
in Norway, as well as refugees and asylum seekers, are obliged to undergo tuberculosis
screening. The Norwegian Institute of Public Health shall, in accordance with the
Regulations concerning Tuberculosis Control specify which countries have high rates of
tuberculosis (Brunvatne, 2006).

The screening includes tuberculin skin test also known as mantoux and additional
radiographs (commonly chest x-rays) to asylum seekers over 15 years of age. The
tuberculosis test usually is completed within fourteen days after entry. The provision in
TB Control Regulations § 3-1 applies to asylum seekers and refugees, regardless of where
they reside. Mandatory tuberculosis examination is justified in part that the risk of spread
of infection is believed to be higher in the reception centres than else where, and partly
because asylum seekers and refugees may come from countries where the risk of
tuberculosis infection is relatively high.

If the tuberculosis examination reveals symptoms or signs of tuberculosis, asylum seekers

will be transferred to a reception centre which will facilitate the necessary follow-up. For
example, children will be referred to children’s ward in a hospital, pulmonary medicine or

13



infectious medical outpatient clinic for further assessment, supplementary investigations
and treatment (Tuberculosis Control Regulations § 3-3). Specialists in pulmonary
medicine or infectious diseases or paediatricians are responsible for initiating treatment
and choice of treatment regimen. The specialist shall notify the tuberculosis coordinator
who is responsible for the establishment of a treatment plan for the patient for the entire
treatment period (Tuberculosis Control Regulations § 3-3). The treatment plan will be
established in cooperation with the specialist, the patient and the doctor in the municipal
health service.

The purpose of health examinations in the transit centres is to capture the need of
treatment for disease and health conditions that require immediate attention/follow up as
well as to assess whether the health conditions require special considerations when
transferring asylum seekers from transit to ordinary reception centres. Asylum seekers
who need frequent medical assistance and examination should be transferred to a
reception centre that facilitates such follow-up. The same applies to pregnant women and
asylum seekers with chronic disease that require immediate follow-up.

Follow-up of asylum seekers with special medical needs should generally not be initiated
in the transit phase, as transfer to an ordinary reception centre may cause a break in the
therapeutic program. In case of acute signs of recent history of trauma or torture, medical
examination and follow up will be offered. When the asylum seekers are transferred to
ordinary reception centres, they are assigned to local medical health services in the
municipality the reception centre is located.

The Norwegian Directorate of Health [ Helsedirektoratet] recommends municipal health
services to contact newly arrived asylum seekers as soon as possible, in order to make a
first evaluation of their physical and mental health as well as their need for medical
services. An example of the recommended evaluation sheet to be completed (Skjema 1 -
Helseundersgkelse for flyktninger og asylsekere/egenmelding) can be found in Appendix
2 (p. 83) of the Guide. The provision of health services to asylum seekers, refugees and
reunited family members [Veileder - Helsetjenestetilbudet til asylsekere, flyktninger og
familiegjenforente] (2010), a recently revised edition of IS-1022 (2003).

In 2006 an offer for reinforced health examination was developed for asylum seekers who
the authorities have received worrying information about their mental health. The project
is led by Jim Age Nottestad of the Regional Resource Centre for security-prisons and
forensic psychiatry at Braseth in Trondheim. Three teams of experts with special
competence in psychiatry, risk assessments and refugee health have been established as a
result of the project.

The team of experts have given training to workers at reception centres in risk

assessments for asylum seekers as well as training that will give them more knowledge
about mental health.

b. Who funds the health examinations? State, municipality or the individual?

The state, i.e., the Directorate of Immigration (UDI), covers all the costs associated with
the required health examinations (incl. compulsory tuberculosis screening) and immediate
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health care (incl. acute dental treatment) to asylum seekers staying at the transit reception
centres.

The host municipality receives grants or compensation from the state for residents in
ordinary reception centres in the municipality. The subsidy is determined by The
Norwegian Parliament and shall cover the average costs of the municipality to provide
health care, child welfare services, interpreting services and administration in connection
with the reception.

Asylum seekers, refugees and reunited family members are automatically members of the
National Insurance Scheme on arrival. As a member of the National Insurance Scheme
patients pay only a certain part of the costs of public health services, so-called
“deductible” [egenandel] . This includes medical treatment, purchase of certain medicines
(in blue prescription), physiotherapy, psychologist and travel to examination and
treatment. When the patient has paid deductibles up to a certain amount, the person has
the right to an exemption card [frikort]. Then the patient does not have to pay deductibles
for public health services the rest of the calendar year.

In accordance with the “Monetary Regulations” [Pengereglementet], i.e., “Regulations for
financial assistance to residents of state reception centres”, asylum seekers who can not
support themselves receive an economic allowance, called basisbelopet [the basis
amount]. This basic allowance has to cover the cost of living expenses, such as food,
clothing, health services, medications, activities, etc. Asylum seekers who have jobs or
other income will receive less financial benefits. Additional allowances may be given if it
is necessary to ensure the safety of a person's life and health.

For more information:
http://www.udiregelverk.no/Default.aspx?path={C7C97936-99F7-4075-B16C-
1A73F72EF66E}

According to the “Monetary Regulations” the asylum seekers themselves have to pay part
of the consultation costs, when visiting a doctor. Deductibles for treatment by a
psychologist, psychiatrist, and physiotherapy after referral from a doctor, which are not
covered by the Norwegian National Insurance Scheme’s “exemption card” [Frikort/Egen
andel] are covered in full by UDI, the Norwegian Directorate of Immigration. The
deductibles also include necessary medicines. If travel costs are larger than the proportion
of which is determined by the Norwegian National Insurance Scheme, the cheapest mode

of travel expense will be covered as well.

Children receive free medical care up to the age of twelve. Psychological and dental
treatment is free up to the age of eighteen.

Issues concerning financing health services to asylum seekers are stated inAppendix 4,

Financial matters related to health care, of Guide - The provision of health services to
asylum seekers, refugees and reunited family members (Sosial- og helsedirektorat, 2003).

c. Which percentage of all asylum seeking children and refugee children undergo a
health examination?

No statistics available with reference to this issue.
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d. Which health service has the responsibility of doing these health examinations?
Integrated into ordinary primary care? Hospital clinics? Special refugee clinics?

In accordance with Norwegian law, the public health services have the same
responsibilities in relation to asylum seekers as to the rest of the population, concerning
primary health care as well as specialised health services such as mental health care.

The responsibility for the provision of necessary health services to residents in the
reception centres lies with the host municipality. This includes residents in transit
reception centres as well as ordinary reception centres where asylum seekers stay while
their asylum application is processed. According to The Municipal Health Care Act § 1-1
the municipalities shall provide necessary health care to all who live or stay in the
municipality. Accordingly, municipalities have primary responsibility for ensuring that
refugees and asylum seekers are given proper and equal services in cooperation with other
health institutions/specialised health services.

For the most part, health examinations of asylum seekers are integrated into ordinary
primary health care in Norway. However, Oslo Municipality has its own section for
Migration Health (Migrasjonshelse) at the Centre for International Health (located at
Ulleval hospital). Migrasjonshelse offers free, voluntary, “first time” health examinations
to newly arrived asylum seekers, refugees and other immigrants in Oslo. The centre makes
use of professional interpreters. The aim of the section is to provide early assistance to
immigrants with physical or mental illnesses, disabilities, as well as offering information
about health services in Oslo. The section receives annually about 1000 newly arrived
refugees and immigrants.

e. Do national guidelines exist? If so, which national body makes them?

In Norway, the national body that has the responsibility for developing national guidelines
for health care services to asylum seekers and refugees is Helsedirektoratet, i.e., The
Directorate of Health (until April 2008 called The Directorate of Health and Social
Affairs). The Directorate of Health is a specialist directorate and an administrative body
under the Ministry of Health and Care Services and the Ministry of Labour and Social
Inclusion. The Directorate is administered by the Ministry of Health and Care Services.

In 2003, the Directorate of Health and Social Affairs published an updated and revised
guide (IS-1022), “Veileder - Helsetjenestetilbudet til asylsekere og flyktninger” [ Guide -
The provision of health services to asylum seekers and refugees]. The previous guide was
from 1993. The guide was developed in collaboration with The Ministry of Local
Government and Regional Development, The Norwegian Directorate of Immigration
(UDI), The Ministry of Health and The Norwegian Institute of Public Health.

* Update: June 2010, a new and revised Guide - now also including services to reunited
family members - was released (only electronically): “Veileder - Helsetjenestetilbudet til
asylsekere, flyktninger og familiegjenforente” [ Guide - The provision of health services to
asylum seekers, refugees and reunited family members] (Helsedirektoratet, 2010).
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The purpose of the Guide is to ensure that asylum seekers and refugees are given the
necessary somatic and mental health care. In this regard, the municipality is expected to
follow the guide as a basis for planning, organizing and provision of health services to
asylum seekers and refugees. The guide is primarily intended for healthcare professionals
and people in administrative positions in primary and specialised health care. In addition,
it is intended for employees in the reception centres and in different decision making
organs in municipalities, counties, and regional health authorities (Helseforetak).
However, despite national norms, local practice seems to vary greatly: “the Guide is often
only a guide” (Brekke & Vevstad, 2007).

The Guide provides updated information on health services for asylum seekers and
refugees. It includes information about medical examinations in the transit phase, in the
ordinary reception centres, and after receiving a settlement in a municipality. The Guide
contains a range of issues regarding the health care provider’s responsibility in providing
qualified interpreters, obligatory tuberculosis examination in transit reception centres,
transferring of health-related information and journals (concerning asylum seekers’
health) from health services in transit centres to the municipal health services where the
ordinary reception centre is located. The Guide also includes prevention, examination and
treatment of communicable disease, vaccination, the need for the assessment of
psychosocial problems, dental health care, prenatal care, maternal and child health centres,
the school health service and environmental health safety in reception centres (Sosial- og
helsedirektoratet, 2003).

The current Guide (2003) is under revision again. A revision was necessary due to the
increased number of asylum seekers and refugees, more complex disease pictures,
challenges when it comes to follow-up of persons who have been subjected to torture, and
the need to set psychosocial issues on the agenda. Furthermore, a revision of the guide
was necessary as various laws and regulations had been changed since 2003.

Since the study of the reception of asylum seeking children covers the period from 2002 to
2008, the focus is on the guidelines updated in 2003 and used throughout 2008. What is
new in the proposed revised version is that the guide includes not only asylum seekers and
refugees but also reunited family members who directly settle in Norwegian
municipalities and do not stay in reception centres at first. The new guidelines have been
“under hearing” (consulting several relevant organizations/experts on the proposal) and a
new Guide is expected to be issued soon.

Do the guidelines have any particular section that deals with the situation of
children? Are issues regarding children mentioned in the guidelines?

The Guide IS-1022 (2003) addresses health services to asylum seekers in general and
there is no particular section that deals with the situation of children. However certain
issues related to children’s health are briefly mentioned under Section 3.4 which deals
with psychosocial problems and Section 3.5 which deals with prenatal care, maternal and
child health centres and the schools health services.

Under Section 3.4, the guide informs about the psychosocial situation of children as
follows:
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Reactions after arriving in Norway are often characterised by a mixture of relief,
exhaustion and uncertainty. There may be considerable variation in how to cope with the
situation. Some children have been exposed to great stress and need special attention. Key
concepts in the psychosocial work aimed at children are predictability, security and the
opportunity to contact an adult. In case of suspicion of serious problems, services from the
public sector must be contacted (Psychological Pedagogical Service, PPT, child and
adolescent psychiatry, BUP, child protection services, etc). Parents may be affected by
traumatic events, and therefore have reduced ability to support their children. Many will
need help and support to give their children the necessary care in addition to assistance to
participate in the so-called “children’s bases” that the reception centres run. Parents should
be encouraged to talk to other parents in the same situation.

In the consultation/hearing statement [Horingssvar] concerning the proposed revisions of
the current Guide, the Children's Ombudsman in Norway calls for a clearer child
perspective as well as a greater focus on children's rights and more references to the UN
Convention of the Child. The Ombudsman is concerned that children in several contexts
are just mentioned in depended clauses [i en bisetning]. Consequently they are not
sufficiently attended to in the revision of the Guide (Veileder - Helsetjenestetilbudet til
asylsekere, flyktninger og familiegjenforente). For more information on the Norwegian
Children's Ombudsman’s comments:
http://www.barneombudet.no/horingsutt6/2009/horingssvalS/

In 2005, the UN Committee on the Rights of the Child called on Norway to provide
satisfactory psychological/psychiatric care for traumatised asylum seeking children

In The rights of the child. Norway’s fourth periodic report to the UN Committee on the
Rights of the Child — 2008), the Norwegian Ministry of Children and Equality and
Ministry of Foreign Affairs reports: Children in asylum reception centres have the same
right to health care services as other children, and shall be assisted by the ordinary
services network with necessary adjustments. The responsibility for essential health care
services to residents in reception centres lies with the host municipality, which, inter alia,
shall carry out psychosocial measures based on need. The public health clinic is, in this
connection, a vital resource in the preventive and health-promoting work and offers
measures directed both toward the community and the individual. Furthermore, all
children shall, like adults, be referred to specialist health care services — psychiatric as
well as somatic — if identification and clinical examinations in primary health care
services so dictate (Ch. 16, 670).

* Update: The new Guide IS-1022 (2010) has now an own subsection 3.5.3 (p.35) with
the heading “Oppfelging av barn” [Following up children], which emphasizes that
children should receive special attention and care. However, the content of this subsection
is not very different from the above mentioned Section 3.4 in Guide IS-1022 (2003).

Professional disciplines involved; Paediatrician? Child and psychiatry involved in
any way?

Varies greatly.

Somatic content: Infectious disorders, dental health, nutritional, room for individual
needs of health and medical care?

Varies greatly.
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Psychological content: Are psychological issues regarding children mentioned in the
guidelines? Is there a structured interview? Are psychological/psychiatric issues
often raised during the examination?

The Guide - The provision of health services to asylum seekers, refugees and reunited
family members]. (IS-1022), Appendix 2, Examples of forms (of evaluation and consent),
includes an inquiry sheet concerning refugees’ physical and mental health: Form 1
[Skjema 1], an Assessment of reactions/symptoms, is a kind of structured interview
concerning traumatic experiences and psychological symptoms. The inquiry sheet may be
completed by a nurse in collaboration with the individual asylum seeker. The sheet is
based on the Harvard Trauma Questionnaire and PTSS - 10 respectively. The purpose of it
is to identify the need for assistance, and it can form the basis for further discussions and
follow-up

According to the health personnel in transit reception centres there is no standard or
structured interview to assess the psychological condition of asylum seeking children. But
during medical examination, if the health personnel are concerned about the mental health
of a child, the child will be referred to further medical examinations and psychological or
psychiatric assessment.

Children in reception centres are considered a vulnerable group because many of them
have experienced situations that affect their mental health and well being. In addition, there
are many stress factors associated with the life as an asylum seeker. There has not been
carried out a psychological screening of this population. However, according to
O'Loughlin at RVTS West (The resource centre for violence and traumatic stress and
suicide prevention), between 20 and 35 percent of children in the reception centres suffer
from anxiety and depression (Lauritzen 2007).

In the newly established care centres for unacompanied refugees under 15 years, which are
run by the child welfare authorities [Bufetat - Barne-, ungdoms- og familieetaten], there is
more focus on children’s well-being and mental health. An outpatient team of seven
trained psychologists/therapists, who are centrally employed by Bufetat’s Eastern region
office in Oslo, offer their services to the care centres in the region (where five of the seven
care centres in Norway are located). Earlier the care centres cooperated with regional child
guidance clinics [BUP - Barne og ungdoms- psykiatri Child and Adolescent Mental
Health]. As the collaboration did not work out as intended, an alternative model was
introduced. However, the other two other care centres still cooperate with regional child
guidance clinics.

A recently started research project regarding identification and treatment of traumatized
unaccompanied asylum seeking children in the care centres, is carried out in cooperation
with the above mentioned team of trained psychologists employed by Bufetat East. The
project manager is Tine Jensen, Ph.D. Psychology, senior researcher at the Norwegian
Centre for Violence and Traumatic Stress Studies (NKVTS). The project aims to map
what kind of traumatic experiences and psychological difficulties asylum seeking
children in care centres are struggling with (by means of semi-structured interviews and
mapping of PTSD-symptoms).To reduce post traumatic stress and depression a short-term
intervention of TF-CBT (Trauma-focused cognitive behavioral therapy) is offered (12-15
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treatments) and tested. One of the mapping/testing tools used is MultiCASI - Multilingual
Computer Assisted Self-Interview.

Furthermore, the Directorate of Health and Social Affairs draws attention to asylum
seekers and refugees with mental health problems by means of a special circular
[rundskriv] Sosial- og helsedirektoratets Rundskriv [S-22/2004: Helsetjenester til
asylsokere og flyktninger — faglige rdd og en paminning om gjeldende lov - og regelverk —
med scerlig vekt pad psykisk helse [Healthcare for asylum seekers and refugees -
professional advice and a reminder of current laws and regulations - with particular
emphasis on mental health].

This circular is a supplement to Guide-Health services offer to asylum seekers and
refugees (IS-1022). The circular is intended as an aid in the municipal health services'
efforts to identify and follow up of asylum seekers and refugees who need extra efforts
and attention because of psychological problems. It is also intended as a reminder to local
councils to use the above Guide in order to ensure good quality health service to asylum
seekers and refugees.

The Norwegian Board of Health Supervision’s nationwide audit of health services to
refugees and asylum seekers (2004) indicated that many municipalities do not ensure that
asylum seekers with serious mental health problems receive necessary health care.

The booklet “Mental health of refugees - common reactions and prevention

of mental health problems” (UDI 2003) focuses on how to understand mental health
problems among refugees and asylum seekers and what the employees of reception
centres can do to prevent / alleviate the problems. The booklet is available on the website:
www.udi.no

When it comes to investigations of persons who have been subjected to torture, one is
referred to the brochure: “The refugee patient. The general practitioner’s encounter with
patients who have experienced extreme strains. Investigation and diagnosis”
[Flyktningepasienten. Allmennpraktikerens mete med pasienter som har opplevd ekstreme
pakjenninger - Undersgkelse og diagnose]. The brochure has been prepared by the
Norwegian Medical Association’s committee for human rights and is available at:
http://www.legeforeningen.no/asset/22502/1/22502_1.doc

Are the children themselves informed about the purpose and content of the health
examination? Are parents? How?

In accordance with the Health Personnel Act and Patient’s Rights Act, asylum seekers -
both parents and children - will be informed about the purpose of the health examinations
carried out in transit and reception centres. According to the information obtained from
health care professionals in transit centres, asylum seekers generally accept the
compulsory tuberculosis screening. Occasionally, asylum seekers may be somewhat
skeptical. However, according to the health professionals involved, the asylum seekers’
doubt is overcome by thorough information about the purpose of the screening.

f. Are there any centres that have extensive experience in doing health examinations
with children and have documented their experiences?
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Competency building regarding refugee health care has been prioritised in Norway’s
Escalation Plan for Psychiatric Health 1998-2008. As a result, new national and regional
centres of knowledge and competence in the area of violence, traumatic stress and refugee
health have been established. These centres have direct relevance for health personnel in
the municipal and specialist health services as well as for the staff at reception centres in
connection with developing competence in relation to refugee health. The Norwegian
Centre for Violence and Traumatic Stress Studies (NKVTS) was established in 2004 with
the subsequent establishment of five Regional Resource Centres for Violence, Traumatic
Stress and prevention of Suicide (RVTS). NKVTS was established to strengthen
knowledge and competence concerning violence and abuse,

refugees and forced migration, catastrophes and traumatic stress. The regional resource
centres have dedicated professional teams for refugee health who give guidance and
expertise to reception centre staff along with thematic competency building for various
municipal bodies and specialist health services (Helsedirektoratet, 2009).

These resource centres have good competence in terms of working with asylum seekers
and refugees (adults a well as children), who suffer from trauma and migration related
problems. However, currently there are no centres of excellence providing health services,
medical care and/or psychiatric care with a special focus on asylums seeking children.

g. Are there any general problems on the organisational level in providing health
examinations?

No data available on this issue.

h. Is there a national body that has the responsibility of supervising and evaluating
health examinations and to develop the content of this health examination?

The Norwegian Board of Health Supervision [Statens helsetilsyn] has supervision
authority for child welfare, health and social services in Norway. The board is a national
public institution organised under the Ministry of Health and Care Services. The main
purpose of the Board is to ensure that health and social services are provided in
accordance with national acts and regulations as well as to assess whether the quality of
services is adequate and meet requirements laid down in the legislation. The supervision
applies to all statutory services, irrespective of whether they are provided by public
hospitals, municipalities, private enterprises or health care personnel who run their own
practice.

The supervision authorities work independently of political management. To a large
extent, they decide themselves which services to give priority to with regard to
supervision, and which areas supervision shall include. Among other things, priorities are
determined on the basis of information about risk and vulnerability.

In 2004, the county departments of the Board conducted a nationwide audit of municipal
health services to newly arrived immigrants, asylum seekers and refugees. The Board
examined whether the municipalities had procedures to ensure that asylum seekers,
refugees and reunited family members from countries with a high incidence of
tuberculosis were screened for the disease in accordance with the tuberculosis control
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regulations. Checks were also made of whether all persons in the above-mentioned groups
were given information about the Norwegian health service and the health care they
required in terms of infectious disease, maternity care and mental health care. The audit
was conducted in 55 municipalities, and they found regional differences regarding the
health services provided.

The Board revealed that the tuberculosis screening was duly performed. According to The
Board’s report a quarter of the municipalities did not have a system to ensure that new
arrivals received information about the health service, and that the municipalities were not
aware of their responsibility to provide information or that it was unclear as to who in the
health service had responsibility for providing the information. The municipalities did
little to address issues concerning infectious diseases other than tuberculosis. Pregnant
asylum seekers, refugees and members of family reunifications were systematically
offered maternity care. The Board indicated that while interpreters were used, only limited
records of this were made in the patients’ medical notes (Helsetilsynet, 2005).

Regarding access to and use of health services at reception centres, the survey indicated
that every reception centre in Norway has had residents who received mental health care.
At the same time, almost half of the reception centres indicate that they have residents
with an unmet need for treatment. The mental health care provisions as a whole are rated
as “good” or “middling” by 84 per cent of the reception centres, while 17 percent rate the
provisions as “poor” (Helsedirektoratet, 2009).

i. Have any reports been published that deals with or are based on these health
examinations? Please, attach if possible.

Reports regarding health examinations are not available.

The Norwegian Centre for Health Service Studies [Nasjonalt kunnskapssenter for
helsetjeneste] is a state enterprise that summarizes research in health, measures the quality
of health services and helps to develop and improve the quality of healthcare. However,
no publications concerning health examinations for refugees/asylum seekers are available.

Migration and health (2009) is the most recent in a series of reports on challenges and
trends in the health sector from the Directorate of Health. With this series, the Directorate
aims to provide new insights into the health and care domain in order thereby to drive
improvements and changes where they are needed. Last year’s report was devoted to
health and migration.

3. Health services.

a. Are there any restrictions in access to health, medical, psychiatric care, dental
care, drugs for asylums seekers in general? For children?

In Norway, the health care system has the same responsibilities for health services to
asylum seekers as for the rest of the population. The responsibilities concern primary
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health care as well as specialised health services such as mental health care and dental
care.

According to the sector responsibility principle, each competent authority has a
responsibility for health and dental services offered to all groups of the population. This
means that the authorities in different sectors and administrative levels, such as municipal,
county and regional health authorities, have the same responsibilities to asylum seekers
and refugees like the rest of the population.

The county municipalities shall according to Dental Health Care Act § 1-1 ensure the
availability of dental services, including specialist services to a reasonable degree to all
who live or stay in the county. The regional health authorities shall, according to
Specialist Health Care Act § 2-1 ensure that persons with permanent domicile or residence
within the health region is offered specialised health care in and outside institutions,
including hospital services, medical laboratory services, radiological services, acute and
emergency medical services and ambulance service.

Even though the provision of primary health care lies with the host municipality, there are
variations in terms of organisation of health care services to asylum seekers. At some
reception centres, the health services have their own offices for residents. In other places,
the residents meet at the local health centre or are assigned to a particular doctor
[fastlegen] just as all others in the Norwegian health system, while some reception centres
have their own doctor/nurse who comes to the centre.

b. Are there any restrictions in access to health, medical, psychiatric care, dental
care, drugs for undocumented migrants in general? For children?

Estimates put the number of undocumented, illegal, irregular or paperless (im)migrants in
Europe at between 5 and 8 million people. Norway is thought to have some 18.000
“paperless immigrants”. As a group, paperless immigrants in Norway comprise persons
who stay longer than the three months permitted for citizens of EU countries; some
perform undeclared work; and may be persons whose application for asylum has been
rejected or who are the victims of human trafficking (Helsedirektoratet, 2009).

Under the Human Rights Declaration of 1948, the right to health is a human right:
Everyone has the right to a standard of living adequate for the health and well-being of
himself and of his family, including food, clothing, housing and medical care...But this
Section of the Declaration is not itemised, not quantified and proves difficult to enforce.
The right to health care is indisputable. It also transcends the concept of essential health
care, as it is used in the Norwegian Municipal Health Service Act.

The question whether the approximately 18 000 people who live illegally in Norway will
get health care on equal terms as those with legal residence has been debated for a long
time. Until now, paperless only had rights to immediate medical assistance in emerg