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Executive summary 

This report provides a comparative overview of policies 
and policy developments regarding the health reception 
of asylum-seeking and refugee children in the Nordic 
countries (Denmark, Finland, Norway and Sweden) dur-
ing the period 1980 to 2018. Iceland has not been in-
cluded in this project. It is the third of a series of policy 
reports produced as part of the Nordic project CAGE – 
Coming of Age in Exile financed by NordForsk focusing 
on the health and welfare of children and young refu-
gees in the Nordic countries. Based on national laws, 
acts, regulations, policy documents, national guidelines, 
research papers, evaluation reports and central over-
views, reception policies of Denmark, Finland, Sweden 
and Norway have been studied and compared in a his-
torical perspective. The concept of health reception in-
cludes health examination/screening/assessment as well 
as provision of healthcare for immigrants when arriving 
in the destination country, and after having been grant-
ed asylum in the case of refugees.

Increased rates of asylum-based immigration in the 
1980s led to the establishment of reception procedures 
for asylum seekers and newly arrived refugees in the 
Nordic countries. As part of the reception procedures, 
health reception initiatives were introduced throughout 
the 1980s and the early 1990s. The Nordic countries 
implemented different models for the health reception 
of asylum seekers and refugees, which were influenced 
by a wide range of economic, political, organisation-
al and societal factors. Health reception has changed 
considerably over time – both within and across coun-
tries with respect to: the health issues addressed; the 
population groups targeted; the organisation of the in-
itiatives; as well as there being overall variations in the 
organisation of healthcare provision and social services 
for these groups. Despite significant differences across 
the countries, a number of similarities came about in 
the course of the development of health reception.

Content of health reception 

There seems to be an over-arching historical pattern in 
all four countries in that their health reception initia-
tives mainly focus on acute care and somatic health. 
All four countries established health reception initiatives 
for asylum seekers and refugees addressing infectious 
disease control and acute healthcare needs. Infectious 
disease control still seems to be a major component of 
today's health reception of asylum seekers, whereas 

mental health has been a less frequent component in 
the health reception initiatives. Although in recent years 
the health assessments in all four countries have started 
to focus increasingly on the mental health of asylum 
seekers and refugees, yet this is not as often, nor to the 
same extent, as initiatives on acute and somatic health.

Organisation of health reception and 
healthcare services 

The diversity in health reception initiatives across the 
countries also reflects differences in the organisation of 
the healthcare systems. In Norway and Sweden health-
care for asylum-seeking children, including the health 
assessment upon arrival, is arranged within the national 
healthcare system, whereas in Finland and in Denmark, 
the reception procedures and healthcare services are 
primarily centralised, located at the asylum centres or 
reception facilities, and arranged through an agreement 
between the immigration authority and the asylum cen-
tre operators. 

Access to healthcare for asylum seekers

The access to healthcare for asylum-seeking children 
has changed over time with regard to content, entitle-
ment and restrictions. According to the national legis-
lations asylum-seeking children in Sweden, Finland and 
Norway respectively, have become legally entitled to 
the same healthcare rights as children legally residing 
in those countries – however, in Norway they are still 
not entitled to being registered with a regular gener-
al practitioner. In Denmark, asylum-seeking children's 
entitlement to healthcare on equal terms with resident 
children is not explicitly stipulated in any national leg-
islation.
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A HEALTHY START

Improving the Health Reception of Young Asylum Seekers 
and Refugees in the Nordic Countries 

The reception of tens of thousands of asylum seek-
ers and refugees each year during recent decades has 
made refugee reception policy, including health recep-
tion polices, a new and important part of welfare policy 
in the Nordic countries. 

Asylum-based immigration places particular de-
mands on health reception, stretching beyond core 
healthcare services, as some migrant groups may be 
more vulnerable regarding their health due to experi-
ences of trauma, abuse and torture before and during 
migration; or they may originate from countries with 
limited access to healthcare or a high incidence of com-
municable diseases. 

Health reception not only encompasses the as-
sessment of newly arrived young asylum seekers' and 
refugees' somatic and psychosocial well-being, but 
also provides opportunities related to the term citizen 
shaping, e.g. introducing health systems, education 
and other health-promoting activities which will ulti-
mately facilitate asylum seekers' and refugees' imme-
diate and later integration into the healthcare system 
and society at large. Thus, offering asylum seekers and 
refugees health reception may not only benefit the 
health of the individual, but also the host countries, 

based on the assumption that healthier individuals, in 
a socio-economic sense, are more likely to contribute 
to the host country. 

Aims

At present little is written about either the historical de-
velopment of health reception in the Nordic countries, 
nor about the similarities and differences in health re-
ception between these countries. 

The assumption is that the reception phase has im-
portant consequences for the children's future health 
and healthcare use. Addressing their health needs is 
instrumental in facilitating individual rehabilitation, in-
tegration, educational achievement and labour market 
participation, and positive social and economic devel-
opment, which will benefit all of society.

Therefore, the aim of this report is to examine and 
compare national policies regarding the health recep-
tion of asylum-seeking and refugee children within the 
Nordic countries and to explore the development trends 
in the health reception of asylum seekers and refugees, 
with a particular focus on the children, within the Nor-
dic countries from 1980 to 2018. The study includes 

Definitions

In this report, a distinction between asylum seekers and refugees is made as there is a difference between 
the rights of these groups.

•	 Asylum seeker refers to individuals who have applied for refugee status and are awaiting a decision.

•	 Asylum-seeking children refers to individuals under 18 years who have applied for asylum and are await-
ing a decision.

•	 Refugee refers to the beneficiaries of international protection according to the 1951 UN Refugee Con-
vention for subsidiary protection. 

•	 Refugee children refers to individuals below the age of 18 whose parents or who themselves are granted 
a residence permit either under international protection according to the 1951 law convention for sub-
sidiary protection. 

•	 Health reception has no formal definition and intersects with the terms screening, health assessments and 
health examinations in the literature. We define health reception as healthcare services and initiatives that 
safeguard the health of asylum seekers and refugees, irrespective of whether they are offered upon arrival, 
during the asylum-seeking process or upon obtainment of residency as refugees in the new country (1).
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Denmark, Finland, Norway and Sweden, but not Ice-
land. 
The research questions are as follows: 
1.	What are the national policies regarding health re-

ception of asylum seeking and refugee children in 
the Nordic countries? 

2.	How has health reception developed over time from 
1980–2018, and what similarities and differences ex-
ist between the Nordic countries? 

Methods

The material used in this report was obtained through 
desk research and combines textual data of various kinds 
to outline reception polices and policy development. Re-
ception policies and development have been studied and 
compared between the Nordic countries based on na-
tional laws, acts, regulations, policy documents, national 
guidelines, research papers, evaluation reports and cen-
tral overviews. The documents were identified through 
relevant authorities such as ministries and boards dealing 
with health, immigration, integration, social services or 
children. Additionally, some documents were identified 
through references in other policies. We have included 
documents with relevance to health reception of asy-
lum-seeking and refugee children, including documents 
that addressed health reception of asylum seekers and 
refugees in general, as well as documents that focus 
specifically on asylum-seeking and refugee children. Un-
documented migrant children, quota refugee children 
and other migrant groups have not been included as it is 
beyond the scope of this report. 

The historical documents used in this report have 
been difficult to identify and access as many of the doc-
uments are no longer available or only available in (in-
accessible) archives. Thus, information was collected in 
various ways and this might have led to unequal weight 
being given to different subjects. Consequently, the re-
port is based on a non-exhaustive analysis of the health 
reception in the Nordic countries and the main changes 
from 1980 to 2018. The comparisons of health recep-
tion for asylum-seeking children in the Nordic countries 
are challenging, as both the healthcare systems and 
asylum policies are complex and constantly changing. 
To fill in potential gaps in the findings, individual inter-
views with and proofreading by key informants/experts 
were performed within the field from each country.

This study has been focusing on reception on a pol-
icy level, thus we cannot conclude as to whether and 
how health reception policies are implemented and play 
out in actual health reception practices, and to evaluate 

the outcomes and to document the effect of policies 
in practice is beyond the scope of this report. Hence, 
further research is needed, to obtain a better under-
standing of the health reception and healthcare services 
in practice among asylum-seeking and refugee children. 
Furthermore, research is needed on the health recep-
tion of other migrant groups not included in the report, 
such as the health reception of quota refugees and un-
documented migrant children.
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Immigration to the Nordic countries 

Until the early 1970s, employment was the main reason 
for migration to the Nordic countries with a consider-
able proportion of the total migration taking place be-
tween Nordic countries, e.g. from Finland to Sweden. 
The Nordic countries have encountered the phenome-
non of new immigration and asylum seekers at slightly 
different points in time – Sweden before Denmark and 
Norway and long before Finland. However, during the 
1980s, the number of asylum seekers began to rise all 
over Western Europe and family reunification and hu-
manitarian grounds constituted the main causes for im-
migration. Sweden received large numbers of asylum 
seekers and refugees as early as in 1970s and the scale 
of refugee immigration in the following years exceeded 
that of Denmark, Norway and Finland (see figure 1). 
While the immigration of the 1970s to a greater extent 
came via organised transfer such as quota refugees, 
those arriving in the 1980s came mainly spontaneously 
as asylum seekers. The number of asylum seekers in-
creased rapidly and reflected the major wars that were 
taking place in or close to Europe. In Denmark, numbers 
increased from 300 in 1983 to 8700 in 1987. Norway 
experienced a corresponding increase from 830 in 1985 
to 8600 in 1987. In Sweden, the numbers of asylum 

seekers were already much higher, with approximately 
14,500 in 1985 and more than 30,000 in 1989, peak-
ing in 1992 with 84,000 asylum seekers (2). In this pe-
riod, and in contrast, Finland received 15 refugees in 
1980 and 547 in 1989 (3). 

Asylum seekers and refugees already dominated 
the immigration policy debate in the Nordic countries 
in the early 1980s and major changes occurred in gov-
ernments' perceptions of the importance of migration 
trends (3,4). Increased rates of asylum-based immi-
gration in the 1980s led to great administrative and 
practical requirements within the Nordic countries, 
which resulted in the development of new institu-
tional frameworks as well as a number of reforms (2). 
It furthermore led to the establishment of reception 
procedures for asylum seekers and newly arrived refu-
gees, including health reception initiatives, in all four 
countries. 

Recently, the Nordic countries have experienced their 
highest migration rates since the Second World War, 
and asylum-based immigration has dominated the immi-
gration situation in the Nordic countries, with the largest 
groups of asylum seekers and refugees coming from Syr-
ia, Afghanistan, Iraq, Eritrea and Somalia. Accordingly, 

Figure 1. Number of Asylum Applications between 1985 and 2018
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this has led to changes and development in migration 
policies, including health reception policies (5).

The right to health for asylum-seeking 
and refugee children

As for all people, asylum seekers and refugees have 
the fundamental right to enjoy the highest attainable 
standard of health (6). In addition to national laws, 
a series of international human rights conventions in-
clude the right to the highest attainable physical and 
mental health (commonly called the right to health) 
(7,8) and having ratified these conventions, the Nordic 
countries are politically, morally and legally bound to 
follow them. 

The right to health includes the provision that pre-
ventive, curative as well as palliative health services 
should be given to all persons within the jurisdiction of 
the country, based on clinical need alone and on equal 
basis and without discrimination (7,9). It is emphasised 
that this is especially important for vulnerable groups of 
people, hereunder children. Children constitute a vul-
nerable group, and migrating children can be regard-
ed as even more vulnerable as migration in itself may 
have a negative impact on the health, development and 
well-being of children (10). 

Children's right to healthcare is especially codified 
in the Convention on the Rights on the Child (CRC)(8). 
Article 24 of the CRC recognises “the right of the child 
to the enjoyment of the highest attainable standard of 
health and to facilities for the treatment of illness and 
rehabilitation of health”. The CRC considers a child as 
a child first and foremost, which is underpinned by a 
principle of non-discrimination, and standards set out 
by the CRC should have primacy over any other aspect 
or policy involved. In the context of migration, this 
means that children's rights should not be subjected to 
migration goals defined by a state. Instead, children's 
rights should be explicitly included in any migration pol-
icies, legislation, and decisions that might impact them 
(10,11). 

However, existing studies on health policies for asy-
lum-seeking and refugee children have shown differ-
ences in how the Nordic countries regard the rights of 
the child, and show variations in entitlements to health-
care for migrant children according to their legal status 
(1,11–13). Furthermore, in recent years the increasing 
number of asylum seekers and refugees has resulted in 
numerous restrictions in Nordic immigration policies, 
some of which have been accused of violating the CRC 
and other human rights (13–15).

The professional medical ethics comply with the spir-
it of international human rights. Several of the conven-
tions of the World Medical Association (WMA) under-
line that all patients should be treated in the same way, 
by independent doctors, and that physicians should 
always use their knowledge in the best interest of the 
patients (9,16). A special resolution on refugees and mi-
grants underlines that physicians must be allowed ade-
quate time and sufficient resources to assess the phys-
ical and psychological condition of refugees who are 
seeking asylum; and that national medical associations 
and physicians should actively support and promote the 
right of all people to receive medical care on the basis 
of clinical need alone, and speak out against legislation 
and practices that are in opposition to this fundamental 
right (17).



Denmark
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The health reception of asylum-seeking and refugee 
children in Denmark from 1980–2018

Until 1983–4, the number of asylum seekers and ref-
ugees in Denmark was relatively limited. The refugees 
who came to the country were granted asylum on the 
basis of their “nationality” and not as a result of an 
individual assessment and case consideration – a sys-
tem that was introduced when the first refugees of the 
Second World War arrived in Denmark (18). From the 
1970s non-European asylum seekers and refugees were 
also being received in Denmark. 

In 1972, Denmark accepted 158 refugees from 
Uganda due to the expelling of the Asian population 
from the country; and the following year, approxi-
mately 800 Chilean refugees were given residence per-
mits in Denmark in consequence of Pinochet's military 
coup in Chile. In 1975, due to the Vietnam War, about 
3500 Vietnamese refugees were picked up by the 
Danish ship Clara Maersk and subsequently brought 
to Denmark. 

In 1979 the concept of “quota refugees” was intro-
duced on the basis of a United Nations agreement and 
Denmark agreed to accept 500 refugees from the Unit-
ed Nations High Commissioner for Refugees (UNHCR) 
(18). It was not until 1984 and onwards that Denmark 
experienced an increase in the number of spontaneous 
asylum seekers, mainly from Iran, Lebanon, Sri Lanka 

(Tamils) and Somalia, as well as from the Eastern Europe 
in the late 1980s (18,19). 

During the early 1990s Denmark experienced a par-
ticular increase in the numbers of asylum seekers due 
to the very large number of refugees fleeing the former 
Yugoslavia, especially Bosnia and Herzegovina. In the 
period 1992–94 a total of 34,882 asylum seekers were 
registered. In 2014–2016, Denmark again received rel-
atively high numbers of asylum seekers. 33,386 asylum 
seekers were registered in that period, mainly explained 
by the Syrian conflict. However, the increased number 
of asylum seekers arriving in Denmark in 2014–2016 
reached a level equal to, but no higher than, the num-
ber associated with the war in the former Yugoslavia in 
1992–94 (see figure 2) (20).

The establishment of a reception procedure 
for newly arrived asylum seekers

Until August 1984 Denmark did not have a systematic or-
ganised healthcare reception process for asylum seekers. 
However, the sudden increase in the number of asylum 
seekers arriving led to the establishment of reception pro-
cedures including systematic organised healthcare recep-
tion. The care of asylum seekers was outsourced by con-

Figure 2. Number of Asylum Applications in Denmark between 1985 and 2018
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tract between with the Ministry of Justice and the Danish 
Red Cross, who then became responsible for establishing 
and managing asylum centres and services across Den-
mark (21–23). Furthermore, it was decided that asylum 
seekers should reside at an accommodation centre while 
their claim was being processed (2,24).

In late October 1984 the National Serum Institute, 
the Danish Health Authority and selected experts imple-
mented a health assessment of asylum seekers upon ar-
rival, based on recommendations from the Danish Red 
Cross. At this time, no official objectives were formulat-
ed for the health assessment (25). 

This health assessment was voluntary and consisted 
of a structured interview, including questions related to 
previous hospitalisation, imprisonment or experiences 
of torture, medication and current health issues, fol-
lowed by a medical examination performed by a nurse. 
If deemed necessary, asylum seekers were referred to a 
doctor. Children and pregnant women were assessed 
by a doctor (19,25).

The assessment by Red Cross Denmark was based 
on a survey of 70 newly arrived asylum seekers, with the 
recommendation that the examination should be car-
ried out by a nurse within 14 days of arrival. Red Cross 
Denmark did not recommend compulsory examinations 
but suggested a mandatory syphilis test. This test was, 
however, not incorporated into the assessment proce-
dure finally agreed to. 

In 1985, Red Cross Denmark employed its first coor-
dinating nurse to guide the work in the asylum centres, 
and in 1986, a requirement of five years nursing expe-
rience was introduced for the healthcare professionals 
in the centres. Health clinics were later established in 
the asylum centres and Red Cross Denmark employed 
nurses, paediatricians and general practitioners. Conse-
quently, a partly parallel healthcare system was estab-
lished for asylum seekers where access to primary care 
and certain other healthcare services were outsourced 
from the mainstream healthcare system.

Also, in 1986, Centre Sandholm, former military 
barracks, opened as a reception centre for newly ar-
rived asylum seekers, managed by the Danish Red 
Cross. With the establishment of Centre Sandholm, 
the reception of asylum seekers was centralised, sever-
al functions were brought together and services were 
standardised (26). 

Subsequently, all newly arrived asylum seekers were 
accommodated in the reception centre, where they 
filed their application, underwent a health assessment 
and stayed for their first weeks after arrival before being 
referred to other asylum centres (26,27). 

Health assessment with a strong focus on 
infectious diseases

Upon arrival in Centre Sandholm, all asylum seekers 
were offered a voluntary health assessment. Red Cross 
Denmark was responsible for the provision of health-
care in the centres and was “in charge of identifying 
and treating asylum seekers in need; obliged to safe-
guard against the spread of epidemic diseases; and in-
itiate health education” (24). According to the Danish 
Red Cross, the purpose of the health assessment was 
to identify asylum seekers with health issues as soon as 
possible and to offer appropriate assessments and nec-
essary treatment. Furthermore, the purpose was to pro-
tect other asylum seekers, staff at Red Cross Denmark 
and the police and other bodies, as well as the Danish 
population against the spread of diseases (24). 

Special measures in relation to infectious diseases 
were introduced: from February 1986, all asylum seek-
ers coming from the tropics or who had been impris-
oned had to be screened with chest X-ray to identify 
cases of active TB; the screening being carried out by 
the Danish Red Cross. However, as there were no pos-
itive findings among 600 asylum seekers screened, the 
assessment procedure was changed the same year, in 
May 1986, to a symptom-based questionnaire among 
high risk groups (24,25). However, stool testing for 
pathogenic bacteria and parasites in the same group 
continued, and in January 1987, stool testing was in-
troduced for all asylum seekers until September 1991 
(25). Additionally, immunisation screenings and vac-
cines were offered to all children under the age of 18 
years in accordance with national child vaccination pro-
grammes. Additionally, asylum seekers were offered a 
final health assessment when leaving the reception cen-
tre, which included an assessment of physical health, 
psychosocial issues and special needs due to torture or 
other severe trauma (19). 

In 1992, a revised health assessment was issued 
due to inadequate assessment of the vulnerability of 
the asylum seekers and lack of systematic identification 
of vulnerable individuals (25). A social anamnesis and a 
care/action plan for the asylum seeker were added to 
the revised assessment, and according to the Danish 
Red Cross, the aim of the revision was to: gain knowl-
edge about the physical and mental health state of the 
asylum seeker; refer the asylum seeker to treatment 
if needed; prevent disease and maintain health; pro-
vide the asylum seeker with information about Danish 
healthcare system; and provide the asylum seeker with 
information about specific infectious diseases, e.g. HIV/
AIDS.
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Throughout the 1990s there was still a special fo-
cus on infectious diseases among asylum seekers, and 
in 1994, human rights organisations paid particular at-
tention to raising awareness of HIV testing and AIDS 
information in Centre Sandholm. Subsequently, a health 
education campaign on HIV/AIDS was carried out by 
Red Cross Denmark in 1995, in collaboration with Stat-
ens Serum Institut (25).

Act on preventive health measures for children 

In 1995, an act on preventive health measures for chil-
dren and adolescents came into force (28). The act intro-
duced seven preventive health examinations by general 
practitioners and public health nurses/health visitors to 
children under school-age, including vaccinations ac-
cording to age; and health examinations by a doctor or 
school nurse when starting school at the age of 6 and 
before leaving secondary school. Additionally, frequent 
examinations were provided to check vision, hearing, 
height and weight, and children with special needs were 
offered further examinations, guidance and assistance. 
Preventive dental care and treatment for children and 
adolescents under the age of 18 were also included (28–
30). The act, however, only applied to Danish nationals 
and children resident in Denmark, hereunder refugees, 
but did not apply asylum-seeking children (28).

Two years later, in 1997, Red Cross Denmark and 
the Immigration Service came to an agreement where-
by Red Cross Denmark could provide health measures 
to asylum-seeking children in accordance with the act 
(31). Subsequently, Red Cross Denmark employed health 
visitors in 1998 to carry out health examinations of asy-
lum-seeking children in the asylum centres, previously 
carried out by nurses, and in 2001 municipal physicians 
were employed by Red Cross Denmark (28). Since 1984, 
asylum seeking children had been immunised in accord-
ance with Danish national guidelines. However, in 2003, 
a hepatitis B vaccine was introduced as an additional 
part of the childhood immunization service for all asy-
lum-seeking children aged 0–6 years (27,32).

Separate guidelines on healthcare for asylum-
seeking children and preventive healthcare 
services 

In 2006, the Danish Immigration Service published its 
first separate guidelines on healthcare for asylum-seek-
ing children, which had previously been incorporated 
into the general guidelines on healthcare for asylum 
seekers (33). The guidelines stipulated that preventive 

healthcare services for asylum-seeking children that 
matched the preventive health measures available to 
nationals, could be provided without prior approval 
from the Danish Immigration Service (33). Furthermore, 
the operators could, without prior approval, initiate ac-
cess to general practitioners; three consultations with a 
child psychologist or psychiatrist; five consultations with 
a private practising specialist doctor (unless hospitalisa-
tion was required); X-ray, gastroscopy, urography, scans; 
and consultations with midwives in case of teenage 
pregnancies. However, prolonged contact with a spe-
cialist doctor and additional healthcare services required 
approval and guarantee of payment from the Danish 
Immigration Service (33). Asylum-seeking children were 
also entitled to preventive dental care and treatment 
but extensive treatments required prior approval from 
the Immigration Service, whereas cosmetic dental treat-
ments were not to be covered by the Immigration Ser-
vice (33). 

Implementation of mental health screening 
for asylum-seeking children 

In 2007, the reception and living conditions of asy-
lum-seeking children became subject to public debate. 
The lack of mental health services for newly arrived 
asylum seekers and refugees was especially criticised. 
According to Bente Rich, former child psychiatrist in 
Centre Sandholm, asylum seekers were neither offered 
adequate trauma assessment nor provided with suffi-
cient treatment upon arrival:

”Children from Chechnya, Iraq and other 
disaster areas do not get the same assis-
tance as the children from Kolding received 
after the fireworks disaster. And the neglect 
happens, even though Denmark is obligated 
to provide equal treatment for asylum-seek-
ing children as for all others.” (34).

Following the criticism, an agreement between Red 
Cross Denmark and the Danish Immigration Service 
was reached in August 2008, stating that newly ar-
rived asylum-seeking children under the age of 16 
should be offered a mental health screening upon ar-
rival (35,36). Red Cross Denmark was granted six mil-
lion DKK on an annual basis to carry out the screening, 
and established a psychological unit to carry out the 
psychological screening, assessment and treatment. 
In 2009, the unit started screening newly arrived chil-
dren under the age of 16 years. The mental health 



18

A HEALTHY START

screening consisted of an interview with the parents 
followed by a screening of children under the age of 
2; a structured educational playroom observation of 
children aged 2–3 years; and a Strengths and Difficul-
ties Questionnaire (SDQ) for children aged 4–16 years. 

The SDQ was carried out by both an educator/
teacher and the parents of the children aged 4–10 
years, whereas children aged 11–16 years completed 
a SDQ themselves (35). The aim of the screening was 
to identify asylum-seeking children who had developed 
or were at risk of developing psychological difficulties 
(21). The following year, the screening procedure was 
changed and the SDQ was replaced with a qualitative 
interview based on Alan Carr's case formulation model 
with a greater focus on resilience (37,38). Some pre-
liminary results of screening, published by the Danish 
Red Cross, indicated that 34% of children between the 
age of 4–16 years were found to have a higher risk of 
emotional disturbances than Danish children and 25% 
of the screened children were considered to have a high 
risk of developing emotional problems (21,39). 

In 2017, Red Cross Denmark introduced a new 
standardised reception procedure based on an elec-
tronic semi-structured interview, which included a re-
vised TB screening and a screening for torture (25,40–
42).

Reception of newly arrived refugees after 
receiving residence permit

Once granted refugees status, people move from the 
asylum centre to a municipality, are included in regional 
healthcare coverage and have the same rights as inhab-
itants registered with the Central National Register (43). 
The national health insurance scheme entitles insured 
persons to free hospitalisation and free consultations 
with general practitioners and specialists as subsidised 
medical supplies and dental care. However, until 2002, 
newly arrived refugees, including children, were sub-
ject to a six-week waiting period (“karensperiode”) be-
fore they were able to access free healthcare services 
(44,45). According to the National Board of Health, the 
waiting period constituted a barrier to accessing health-
care service, which in particular created a problem in 
relation to the examination of newly arrived refugees 
coming from high-risk areas. 

Children were, however, eligible for preventive 
healthcare – without waiting period – in accordance 
with the Act on preventive healthcare for children and 
adolescents once registered with the National Register 
(44).

A municipal health assessment of newly arrived 
refugees after receiving residence permit

In May 2013, the Parliament adopted an amendment 
to the Danish Integration Act with an overall goal to en-
hance the integration efforts towards newcomers (46). 
With the amendments, it became mandatory for the 
municipalities to offer a health assessment to all new-
ly arrived refugees and their family members, including 
children of refugees, children reunited with families and 
unaccompanied minors as soon as possible and within 
three months after arrival in the municipality (46,47). 
Thereby, the act was intended to reform the current 
Danish health reception model, using a more systematic 
approach based on a close cooperation between social 
and health sectors. 

The health assessment was introduced because

“a relatively large number of newly arrived 
refugees and their family members have se-
vere health problems. Also there are indica-
tions that every third new refugee in Den-
mark shows signs of trauma,” 

according to the Ministry of Immigration, Integration 
and Housing (46). 

The health assessment should be carried out by a 
medical doctor (in most cases the individual's own gen-
eral practitioner) and consist of two parts: 
1.	An interview and a health assessment of the physical 

and mental health status of the alien
2.	An assessment of the need for further examination 

or treatment (48). 

The purpose of the medical screening was to:

“[…] expose severe health problems at an 
early stage so adequate health treatment or 
social measures can be activated as early as 
possible preventing health problems from 
becoming a barrier for successful integra-
tion of the migrant and his family.” (46). 

In 2015, the first guidelines on the municipal health 
assessment, including content and organisation, was 
issued by the National Board of Social Services in col-
laboration with the National Board of Health (49). 
According to the guidelines, the health assessment 
of children should pay special attention to signs of 
traumatic experiences, including nightmares; other 
symptoms of anxiety, urinary and faecal incontinence, 
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psychosomatic well-being after arrival in the country; 
and aggressive behaviour. Furthermore, special atten-
tion should be paid to the immunisation status of the 
child (49). 

Previous to the newly introduced municipal health 
assessment, there had been no national regulation 
concerning preventive examinations and vaccination 
programmes for newly arrived refugees after receiv-
ing residence permit or for family-reunified refugees. 
Previously, each municipality decided whether to im-
plement screening services or preventive initiatives for 
newly arrived refugees and each general practitioner 
had to make sure that sufficient vaccinations were 
provided (43). Additionally, there were no previous 
national guidelines or instructions about children of 
refugee families and no formalised procedures for the 
municipality's services involved in healthcare or child 
welfare (21). However, with the new national guide-
lines on the health assessment, both adult and chil-
dren refugees were targeted (49). 

In 2016, amendments to the Integration Act changed 
the obligation to offer the health assessment and the 
municipalities were no longer required to offer the health 
assessment, unless it was deemed relevant (50,51). How-
ever, Copenhagen and Aarhus continued to offered a 
health assessment to all refugees – regardless of their 
needs – to identify possible health challenges (52). 

Today's health reception in Denmark

Initial health assessment of asylum seekers 
upon arrival to Denmark 

All newly arrived asylum seekers are accommodated in 
Reception Centre Sandholm, where they file their ap-
plication and undergo a voluntary health assessment 
before being transferred to an accommodation centre. 
According to the Danish Immigration service, all newly 
arrived asylum seekers, including children, are to be of-
fered a health assessment, preferably within ten days of 
arrival (32). 

According to the contract signed between the Dan-
ish Immigration service and the Danish Red Cross, the 
health assessment for children includes (see table 1): 
•	 An individual interview assessing the asylum seeker's 

physical and mental health status followed by rele-
vant checks and tests, including provision of neces-
sary medicine and vitamins. In addition, information 
about HIV and AIDS and contraceptives is provided. 

•	 X-ray screening for active tuberculosis of asy-
lum seekers >15 years of age from high risk areas 

(>100/100,000) and the QuantiFERON-TB test for 
children aged <15 to test for both active and latent 
TB. An interview and guidance on tuberculosis and 
a voluntary medical examination is performed by a 
physician if deemed necessary.

•	 Pregnant women are referred to a physician and a 
midwife, including preparation of a pregnancy jour-
nal and an optional obstetric diagnosis/obstetrics, 
prenatal diagnosis

•	 Inquiries about torture with potential follow-up treat-
ment by psychologist, psychiatrist, physiotherapist 

•	 Hepatitis B vaccination of children aged 0–6 years 
and immunisation in accordance with Danish nation-
al guidelines 

Following the initial health assessment, newly arrived 
asylum-seeking children under the age of 16 are offered 
a mental health screening if deemed necessary (36,53). 
Other healthcare services for children, including preven-
tive healthcare, are likewise provided in the asylum cen-
tres by the operators. In practice, the following services 
should be carried out by public health nurses (32):
•	 Up to 7 consultations / home visits within the child's 

first year, the first visit no later than 5 days after the 

Entitlements and access to healthcare 
for asylum-seeking and refugee 
children in Denmark

According to the Aliens Act §42 a. an alien who is 

staying in Denmark and submits an application for a 

residence permit will have the expenses for any ne-

cessary healthcare services defrayed by the Danish 

Immigration Service (56). The act, however, does 

not explicitly stipulate the healthcare entitlements of 

asylum-seeking children (56). The entitlement to he-

althcare for asylum-seeking children on equal terms 

with resident children is solely stated in non-legally 

binding guidelines by the Danish Immigration Service 

and explicitly related to the principle of non-discrimi-

nation in the CRC.

The access to healthcare for asylum seekers, inclu-

ding children, is arranged through an agreement bet-

ween the immigration authority and the asylum centre 

operators. The contract between, however, carries a 

number of restrictions for additional healthcare ser-

vices, for which approval and guarantee of payment 

by the Danish Immigration Service are needed (32, 53).
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child and the mother have returned from the mater-
nity ward

•	 An annual consultation/home visit for children aged 
1–6 years 

•	 An annual assessment by public health nurses/health 
visitor of vision, hearing, height and weight etc. Of 
school-aged children 

•	 One consultation/home visit in the seventh month of 
pregnancy 

•	 Preventive health examinations by general practi-
tioner when starting school at the age of 6, through 
schoolyears and before leaving secondary school (a 
total of 7 health examinations) 

•	 Information about the general healthcare system to 
all parents with children aged 0–17 years.

Health assessment of newly arrived refugees 
after receiving residence permit

Asylum seekers who receive residence permit, referred 
to as newly arrived refugees, are included in regional 
healthcare coverage and have the same rights as inhab-
itants registered with the Central National Register (43). 
Children with residence permit are enrolled in preventive 
health programmes just as children with Danish citizen-
ship, and each municipality organises its child-welfare 
programmes according to its own policies and budgets. 

According to the Integration Act, newly arrived 
refugees, must, when deemed necessary, be offered 
a medical assessment to detect physical and mental 
health problems (54). However, a recent study, by Rigs-
revisionen, an independent institution placed under the 

Table 1. National health reception services for asylum seekers and refugees in Denmark 

Health assessment Target population Screening indication Screening instrument When

Pulmonary tuber-
culosis 

Asylum seekers, 
children and adults, 
from high-risk areas

Tuberculosis (TB) incidence 
100/100,000 or above in the 
country of origin; originating 
from conflict areas, or has 
stayed in a refugee camp, 
detention camp, prisons; HIV 
positive and/or hepatis B; 
drug user; or close contacts 
with TB patients 

Chest radiograph (CXR) 
for active pulmonary 
tuberculosis of asylum 
seekers >15 years (in-
cluding pregnant from 
high risk countries) 
QuantiFERON test for 
active and latent pul-
monary tuberculosis of 
children <15 years 

Preferably <10 
days or before 
leaving recep-
tion centre 

Hepatitis B vaccine All asylum-seeking 
children < 6 years 
of age

HBsAg prevalence >2% in 
the country of origin or 
transit

Hepatitis B surface anti-
gen (HBsAg)

Preferably <10 
days or before 
leaving recep-
tion centre

Immunisations All asylum-seeking 
children

The programme may be 
accelerated or adjusted de-
pending on previously ad-
ministered vaccines. Arrange-
ments should be made to 
vaccinate against disease in 
accordance with the National 
Vaccination Programme

Preferably <10 
days or before 
leaving recep-
tion centre

Mental health 
screening

Asylum-seeking 
children aged <16 
years 

Qualitative interview 
based on Alan Carr's 
case formulation model

<3 months after 
arrival

Somatic and men-
tal health status

All children and 
adults 

Interview Preferably <10 
days or before 
leaving recep-
tion centre

Health assessment 
after arrival in a 
municipality

Newly arrived refu-
gees, children and 
adults, if deemed 
necessary

If deemed necessary <6 months after 
arrival in a mu-
nicipality
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Today's administrative arrangements for the reception of asylum  
seekers and refugees in Denmark

The asylum procedure and the competencies of asylum in-

stitutions are governed by the Aliens Act. The Danish Mi-

nistry of Refugees, Immigration and Integration holds the 

overall responsibility for immigration affairs in Denmark. 

The Ministry of Refugees, Immigration and Integration 

prepares and implements laws and administrative regula-

tions in the area of asylum, immigration, and integration. 

However, regarding asylum, competencies are divided bet-

ween the Danish Immigration Service, which is a govern-

ment agency under the Ministry of Refugees, Immigration 

and Integration, and the Danish Refugee Appeals Board.

The Danish Immigration Service is responsible for the 

overall reception of children (of asylum seekers, refugees 

and immigrants) and provision with either short- or long-

term residence permit in Denmark. The Danish Immigrati-

on Service is responsible for providing accommodation for 

asylum seekers, while the daily operation of the reception, 

accommodation and deportation centres is contracted to 

public and private operators on behalf of the Immigration 

Service. These operators include municipalities, Red Cross 

Denmark and the Danish Prison and Probation Service. 

All newly arrived asylum seekers are accommodated in 

the reception centre, Sandholm Centre, where they stay for 

their first weeks after arrival. The reception centre is ope-

rated by Red Cross Denmark, and the responsibilities and 

activities of Red Cross Denmark are decided in performan-

ce agreements with the Danish Immigration Service and 

are negotiated every year (32,57). Healthcare services for 

asylum seekers, including health reception upon arrival, is 

provided in the asylum centres by Red Cross Denmark (32). 

Today's main legislative acts and regulations relevant to asylum procedures, reception conditions and health-
care services for asylum seekers and refugees in Denmark

Title in English Original Title (DK)

Aliens (Consolidation) Act (Act No. 1127) of 11 Oct 2017 Udlændingeloven (LBK nr. 1127) af 11. oktober 2017 (56)

Act on Offer of Health-related Assessment of Newly 
Arrived Refugees and Family-reunified Refugees (Act No 
979) of 28 June 2016

Bekendtgørelse om tilbud om helbredsmæssig vurdering af 
nyankomne flygtninge og familiesammenførte til flygtninge 
(BEK nr 979) af 28 juni 2016 (51)

The Integration Act (Act No. 1127) of 11 October 2017 Bekendtgørelse af lov om integration af udlændinge i Danmark/ 
(Integrationsloven) (LBK nr. 1127) af 11 oktober 2017] (54)

The Health Act (Act No. 191) of 28 February 2018 Sundhedsloven (LBK nr 191) af 28 februar 2018] (30)

Act on Preventive Healthcare Services to Children and 
Adolescents (Act No. 1344) of 3 December 2010

Bekendtgørelse om forebyggende sundhedsydelser for børn og 
unge (BEK nr 1344) af 3 december 2010] (28)

Danish Parliament and which audits public spending on 
behalf of the Danish Parliament, showed that around 
1/3 of the newly arrived refugees were not offered a 
health assessment despite indicated needs. For 1/3 of 
refugees and a slightly higher number of reunited family 
members, the need for a health assessment was not 
even considered, whereby the municipalities are not 
acting in accordance with the Integration Act. Further-
more, the study found that of the 1/3 of newly arrived 
refugees who were offered a health assessments, 29% 
of the assessments did not include a mental health as-
sessment as stipulated in the Integration Act (55). Rigs-

revisionen concluded that the Ministry of Immigration 
and Integration and the regions have not ensured an 
adequate and coherent approach in tracking down and 
treating refugees with trauma (55).



Finland
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The health reception of asylum-seeking and refugee 
children in Finland from 1980–2018 

Historical context of immigration in Finland

Finland does not have a long history of immigration. For 
much of its recent history, Finland has rather been char-
acterised by large-scale, economically-motivated emi-
gration. Finland began taking in quota refugees in the 
1970s, initially from Chile and Vietnam (58). However, 
prior to the early 1990s, some 85% of the immigrants 
coming to Finland were largely made up of returning mi-
grants and their families (3,59,60). Finland experienced 
its first spontaneous asylum seekers arriving in the early 
1990s, mainly from Russia, Estonia, Somalia, Yugoslavia 
and more recently Afghanistan and Iraq (59,60) Fur-
thermore, when the Soviet Union collapsed, Russians 
having Ingrian and thus Finnish ancestors, were allowed 
to move into Finland. Many of these people lived in Es-
tonia and due to language and geographical proximity, 
many Estonians moved to work in Finland.

By the autumn of 2015 the number of asylum seek-
ers in Finland had increased nearly tenfold since 2014, 
from 3,651 asylum applications made in 2014 to over 
30,000 by the end of November 2015 (3, 58, 60-62). 
In 2017, a total of 5,059 persons applied for asylum in 
Finland (2016: 5,657). However, these numbers remain 

small – both by international standards, and when com-
pared to the other Nordic and Scandinavian countries. 

The governance of immigrant reception and 
immigrants' health issues

In recent years, the main governance of asylum seeker 
reception has been through the Ministry of the Interior. 
The overall control and governance of the immigrant 
population was under the jurisdiction of the Foreign Af-
fairs Office in 1948 and continued until 1989. In 1989 
the Foreign Centre (Ulkomaalaisvirasto) was established, 
and its main task was to grant residency permits to for-
eigners, receive asylum applications and decide citizen-
ship issues (63). In 1995 the Foreign Centre became the 
Finnish Immigration Service (Migri), part of the Ministry 
of the Interior.

In general, the Ministry of the Interior is responsible 
for the preparation of immigration policy and legislation 
on immigration and citizenship. The Ministry directs and 
develops management of immigration and coordinates 
migration-related activities between different adminis-
trative sectors.

Figure 3. Number of Asylum Applications in Finland between 1985 and 2018
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The specific health matters of asylum seekers and 
refugees have been the responsibility of the Ministry of 
Social Affairs and Health during its whole history. The 
Medical Board was responsible for developing health-
care and monitoring the establishment of hospitals and 
health centres after the Public Health Act 1972. It was 
responsible for the legalisation of healthcare provid-
ers and the control of the production of pharmaceuti-
cals. The Medical Board also guided reception centres 
for asylum seekers in health matters. In 1991 it was 
merged with the Social Board and became the Nation-
al Research and Development Centre for Welfare and 
Health (STAKES) with the main functions of developing 
social- and healthcare at national level. The Nation-
al Institute of Public Health (KTL) was established in 
1982. KTL primarily carried out research in relation to 
improving the population's health, promoting health 
and preventing disease and disability. Its main research 
areas were infectious diseases, chronic diseases, men-
tal health, substance abuse problems, vaccination pro-
grammes, environmental health and monitoring of the 
population's health. In 2009, KTL and STAKES merged 
to form a new agency of expertise and research, the 
National Institute for Health and Welfare (THL). The 
purpose of THL was to promote the welfare and health 
of the population, to develop social and health servic-
es and to prevent diseases (64). All these organisations 
worked under the surveillance of MSAH, who worked 
to promote the health and well-being of immigrants. 
The Medical Board, KTL and now THL have guided, de-
veloped and monitored the healthcare of the asylum 
seekers and refugees. 

The establishment of health reception 
procedure

During the 1980s, when the first quota refugees were 
received in Finland, the Finnish Red Cross was appoint-
ed to be responsible for organising their reception. 
According to national guidelines issued by the Medi-
cal Board, quota refugees coming from “tropical or 
subtropical countries' should undergo an examination 
for tropical diseases at Aurora Hospital in Helsinki (65). 
The guidelines only addressed refugees but not asylum 
seekers. The first Vietnamese quota refugees, arriving in 
1989, all underwent a health examination in the clinic 
for tropical diseases at Aurora hospital. Other parts of 
the health assessment were recommended to be con-
ducted by a doctor in the municipal health centres since 
there was no need for specialised units due to the limit-
ed number of refugees (65).

The assessment for asymptomatic refugees included 
a blood count, serum biochemistry, urine analysis, and 
selected infectious diseases, including a thorax X-ray for 
tuberculosis, Shigella and Salmonella infections and in-
testinal parasites. In addition, children under the age of 
15 should be examined by a specialised pediatrician in 
accordance with national recommendations for child-
care with particular focus on the physical and mental 
development of the child. An asymptomatic child with 
suspected disease should have a follow-up appoint-
ment after 1–3 months (65).

Decentralised health reception and new 
screening recommendations 

During the late 1980s, the practical responsibility of 
the reception of asylum seekers and refugees gradual-
ly shifted to the municipalities where reception centres 
were situated. Accordingly, health assessment as well 
as healthcare became decentralised and carried out in 
the health centres of the municipalities and in special-
ised healthcare units in hospitals in cooperation with 
the Finnish Red Cross (66). 

In 1990, new national recommendations for infec-
tious disease screening were developed, which includ-
ed both refugees and asylum seekers. Three years later, 
in 1993, the National Institute of Public Health again 
issued new guidelines due to lack of implementation 
of the recommendations and great variation in the im-
plementation across the country (67). The guidelines 
did not represent mandatory screening requirements 
but were intended as a guide to assist healthcare pro-
fessionals in organising and performing health assess-
ments, as well as in treating acute infectious diseases 
(67). The health assessment solely addressed somatic 
health and consisted of an initial interview with a nurse 
followed by an examination by a physician. According 
to the guidelines, recommended screening included HIV 
as well as hepatitis B for all, and lung X-ray for persons 
over the age of 7. Additional screenings would depend 
on region of departure and pre-departure and what 
was revealed during the interview (67). It was recom-
mended that the WHO's (World Health Organization) 
Expanded Programme on Immunisation be carried out, 
including Bacillus Calmette-Guérin (BCG); pertussis, 
diphtheria and tetanus (PDT); oral polio vaccine (OPV), 
measles, hepatitis B (HBV). No health requirements were 
required for asylum seekers or refugees before entering 
the country and according to the guidelines only certain 
groups were to be assessed upon arrival – primarily to 
protect the individual in question and to a lesser degree 
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as a dimension of the public health response (67). These 
groups included among others children under the age 
of 7 and pregnant women. Since 1993, the guidelines 
have been amended, the latest amendment in 2009, as 
disease patterns have changed, and methods of diag-
nosis and treatment have developed (68). 

Changes in focus of reception of asylum 
seekers 

In 1991, Finland introduced its first act on the reception 
of asylum seekers (69). According to the act, “the state 
may establish reception centres” under the authority of 
the Ministry of Social Affairs and Health and the purpose 
of the reception centres was to offer asylum seekers 
temporary accommodation, provide income protection 
and other necessary services during the asylum process 
(69). The practical responsibility for the majority of the 
accommodation centres was still within the municipal-
ities, the Finnish Red Cross and the Swedish-speaking 
NGO Folkhälsan. Responsibility for providing essential 
healthcare and health assessments lay with the accom-
modation centres (62). 

Eight years later, in 1999, Finland introduced a new 
act on the reception of asylum seekers and integration 
of immigrants, which replaced the previous reception 
act from 1991(70). The new act stipulated that recep-
tion of asylum seekers should include “temporary ac-
commodation, social assistance, interpretation services, 
work and training activities, and satisfaction of all other 
basic needs” (70), however with no reference to health-
care services. 

In 2005, amendments to the act stipulated that re-
ception of asylum seekers should include “essential 
healthcare services” (71). In addition, the best interests of 
children was incorporated in the act, stipulating that the 
best interests of children were to be taken into account in 
the asylum reception and that children in need of special 
support should be provided with the appropriate coun-
selling, rehabilitation and mental health services (71). The 
act stipulated that beneficiaries of temporary protection 
were entitled to healthcare services just like any other 
person residing in a municipality in Finland. However, this 
did not apply to asylum seekers (71).

New national screening guidelines

In 2009, revised guidelines on prevention of infection 
problems with refugees and asylum seekers were issued, 
replacing the 1993 guidelines. The revised guidelines 
did not contain any new obligations but were mainly 

intended as an update of examination and treatment 
methods, matching them with the latest information 
and medical practices. The guidelines specified the ar-
rangement procedure, cost liabilities and medical con-
tents of health assessment (68). In addition, the guide-
lines provided information on TB screening, specifying 
that refugees and asylum seekers arriving from high TB 
incidence countries (≥50/100,000), should be screened 
for TB. Adult asylum seekers were screened with chest 
X-ray and an interview, whereas children under the age 
of 7 with no BCG scar had to have Interferon Gamma 
Release Assay (IGRA) or a tuberculin skin test. The TB 
screening was a mandatory offer, but participation was 
voluntary (68). The Ministry of Social Affairs and Health 
recommended providing health assessment for refu-
gees, asylum seekers and for members of their family 
who arrive in Finland later. An assessment in these cas-
es (i.e. subsequently arriving family members) involved 
a visit to a clinic nurse or, if necessary, to a physician; 
a lung X-ray to screen for tuberculosis; and laboratory 
tests to screen for HIV, hepatitis B and syphilis. Children 
were also screened for intestinal parasites. The person's 
vaccination history was also to be examined during the 
clinic visit.

Asylum-seeking children became subject to 
the same legislation as Finnish children

In 2011, a new act on the reception of asylum seek-
ers came into force, repealing the former reception 
act from 1999 (72). The new act stipulated that asy-
lum-seeking children, like beneficiaries of temporary 
protection, were entitled to healthcare services just like 
any other person residing in a municipality in Finland. 
Thereby, asylum-seeking children became subject to the 
same healthcare rights as Finnish children. Adult asylum 
seekers became entitled to acute medical care, includ-
ing acute oral healthcare, mental healthcare, substance 
abuse care, and psychosocial support as well as other 
health services considered necessary by a healthcare 

Entitlements and access to healthcare 
for asylum-seeking children and 
refugees in Finland 

Asylum-seeking children have the same access to health-

care as Finish children resident in Finland, whereas asy-

lum seekers who have reached the age of 18 have the 

right to acute and necessary medical treatment (72). 
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professional (72,73). In acute cases, municipalities were 
to have the same obligation regarding the specialised 
medical care of persons who have no domicile in Fin-
land (72,74).

Today's health reception of asylum 
seekers and refugees in Finland 

Health services for asylum seekers and 
refugees

Asylum-seeking children have the same access to health-
care as Finish children resident in Finland, whereas asy-
lum seekers who have reached the age of 18 have the 
right to acute and necessary medical treatment (72). 
According to the Act on the Reception of Persons Ap-
plying for International Protection, particular atten-
tion must be paid to children, their development and 
matters that affect their health (72). Asylum-seeking 
children are referred to a municipal child health clinic, 
pregnant women to a prenatal clinic and school-age 
children to school and school healthcare. Healthcare 
services are organised by the reception centre where 
the asylum seeker is registered, and within the centres 
healthcare services are provided by nurses and by oth-
er municipal and private healthcare providers (for more 
details, see the box below). They coordinate the asylum 
seekers' health services, carry out initial assessments, 
screening examinations for infectious diseases, vaccina-
tions as well as acute and necessary medical care, and 
they provide health information. 

According to a report published by the National In-
stitute for Health and Welfare in 2016 (75), in practice 
there have been considerable shortcomings in securing 
adequate healthcare services for migrant children. De-
spite the situation improving during the period covered 
by the report, the variations in levels of care between 
municipalities remain considerable (75,76). 

Health assessment upon arrival

The Ministry for Social Affairs and Health recommends 
the provision of health assessment for refugees, asy-
lum seekers and for members of their family who arrive 
in Finland subsequently (77). Upon arrival in Finland, 
asylum seekers and refugees are offered a health as-
sessment at the reception centres. Nurses initiate this 
assessment, and can provide primary level nursing. An 
initial interview should be done within two weeks of 
arrival and include an individual infectious disease risk 
assessment based on relevant disease epidemiology in 

Today's administrative arrangements 
for the reception of asylum seekers 
and refugees in Finland

The Ministry of the Interior, through the Migration De-

partment, is in charge of immigration issues. Its tasks 

include the formulation of the migration policy and 

the drafting of legislation on immigration and Finnish 

citizenship. The Ministry of the Interior is responsible 

for the performance guidance of the Finnish Immigra-

tion Service (71).

Migri is in charge of the asylum process in Finland. 

Migri also guides the operations of reception centres 

as well as maintaining the reception system (85). Migri 

directs, plans and supervises the implementation of 

asylum seekers' healthcare and monitors it together 

with the National Institute for Health and Welfare. 

Municipalities provide maternity clinic, child health 

clinic and school healthcare services as well as emer-

gency care and oral healthcare. Municipalities are re-

sponsible for controlling infectious diseases in their 

areas (86).

The reception of asylum seekers is defined and regula-

ted in the act on reception of persons seeking interna-

tional protection and identification of and support to 

victims of human trafficking (72). The reception centres 

organise the necessary reception services and operate 

under the guidance of Migri. Reception centres are 

maintained by different operators, including the Finnish 

Immigration Service, Finnish municipalities, NGOs and 

private companies. The Government reimburses mu-

nicipalities for all costs incurred in providing reception 

services in accordance with the Reception Act. 

Healthcare services for asylum seekers are arranged 

by the reception centres maintained by the state, the 

municipalities and the Finnish Red Cross. The recepti-

on centres usually have a public health nurse and the 

reception centre also purchases healthcare services 

needed by asylum seekers from the private sector, the 

municipality or the joint municipal authority. Hospitals 

provide emergency care and specialised medical care. 

Some centres are also visited by volunteer physicians, 

dentists, psychologists, psychiatric nurses as well as 

dental nurses and hygienists (87). Asylum seekers may 

reside either in a reception centre with basic facilities 

or in private accommodation. 
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Table 2. National health reception services for asylum seekers and refugees in Finland (68,77,88)

Infectious 
disease

Target population Screening indication
Screening in-
struments

When

Somatic 
health status

Asylum seekers and 
refugees, children 
and adults

Interview per-
formed by a 
nurse. Children 
<7 years are also 
assessed by a 
physician 

< 2 weeks after arrival 

Tuberculosis Asylum seekers and 
refugees from high-
risk countries, chil-
dren and adults

Tuberculosis (TB) incidence 
> 50/100,000 in the country 
of origin, or originating from 
conflict areas, or has stayed 
in a refugee camp, or close 
contacts with TB patients, or 
symptoms of TB

Chest radio-
graph 

Individuals with symptoms 
are to be referred for ex-
amination and treatment as 
soon as possible. 
Asymptotic individuals are 
to be examined at the time 
of the initial interview or in 
group screening afterwards

Children <7 years of 
age who do not have 
a BCG vaccination 
scar

Tuberculin skin 
test or Interferon 
Gamma Release 
Assay (IGRA) 

< about 3 months of en-
tering the country or at the 
time of a chest radiograph

Hepatitis B Asylum seekers 
and refugees from 
high-incidence coun-
tries, children and 
adults

HBsAg prevalence above 2% 
in the country of origin or 
transit

Hepatitis B 
surface antigen 
(HBsAg)

For asymptotic refugees < 1 
month upon arrival 
For asymptotic asylum seek-
ers < 3 months upon arrival

HIV Asylum seekers 
and refugees from 
high-incidence coun-
tries, children and 
adults

HIV prevalence above 1% in 
the country of origin or tran-
sit, or in the case of high-risk 
behaviour for HIV or if re-
quested by the asylum seeker

Human Immu-
nodeficiency 
Virus antigen 
and antibodies 
(HIVAgAb)

For asymptotic refugees < 1 
month upon arrival 
For asymptotic asylum seek-
ers <3 months upon arrival

Syphilis Asylum seekers and 
refugees 

If HBsAG or HIVAgAb screen-
ing is performed
(No official incidence guid-
ance of syphilis infection)

Treponema pall-
idum antibodies 
(Trpa-Ab)

For asymptotic refugees <1 
month upon arrival 
For asymptotic asylum seek-
ers < 3 months upon arrival

Intestinal 
parasites 
(F-para-O)

Children <16 years 
of age

Country of origin or transit in 
South-East Asia, peninsular 
India or Sub-Saharan Africa

Direct micros-
copy of faecal 
parasites

For asymptotic refugee chil-
dren < 1 month upon arrival 
For asymptotic asylum-seek-
ing children < 3 months 
upon arrival 

Vaccinations For asylum-seeking 
children

Immunisation in accordance 
with the National Vaccination 
Programme. The programme 
may be accelerated or adjust-
ed depending on previously 
administered vaccines 

the countries of origin and transit, as well as individual 
medical history and risk behaviours (68,78). 
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Today's main legislative acts and regulations relevant to asylum procedures, reception conditions and 
healthcare services for asylum seekers and refugees in Finland

Title in English Original Title (FI)

Aliens Act Utlänningslag 301/2004 (89)

Act on the Reception of Persons Applying for Inter-
national Protection and on the Identification of and 
Assistance to Victims of Trafficking in Human Beings 

Lag om mottagande av personer som söker internationellt skydd 
och om identifiering av och hjälp till offer för människohandel 
(746/2011) (72) 

Act on the Promotion of Immigrant Integration Lag om främjande av integration (1386/2010) (90)

The Healthcare Act Hälso- och sjukvårdslag (1326/2010) (73)

The initial interview covers:
•	 Places and circumstances of the migration e.g. coun-

try of origin, refugee camp 
•	 Current symptoms, especially cough, expectoration, 

bloody sputum, pain, weight loss, fever, loss of appe-
tite, diarrhoea, night sweats 

•	 Vaccination history (have they received immunisa-
tions in line with the Finnish schedule) and examina-
tion of BCG vaccination scar in children under 7 years 

•	 Prior diseases and treatments, e.g. measles, tubercu-
losis, HIV, syphilis

•	 Exposure to and risk of any infectious diseases e.g. 
close proximity to persons with TB, intravenous drug 
use, unprotected sex between men, imprisonment, 
prostitution 

•	 Current medications 
•	 Height and weight (of children).

A voluntary screening for tuberculosis is offered to asy-
lum seekers and refugees arriving from countries with 
a high incidence of tuberculosis (≥50/100,000) and a 
lung X-ray should be initiated during the initial interview 
or as soon as possible (68). Children under the age of 7 
who have not received a BCG vaccine are also screened 
for latent and extra-pulmonary tuberculosis. Moreover, 
children born to parents from high-incidence countries 
are given BCG vaccine at birth (79,80). 

In addition, children under the age of 16 years are 
screened for intestinal protozoa and helminth eggs 
within three months of arrival in Finland and children 
under the age of 7 years receive a health and devel-
opment screening at child health clinics (68,81). All 
children must be offered immunisations in accordance 

with the National Vaccination Programme. An addition-
al screening of hepatitis B, HIV infection and syphilis is 
arranged within one month for asymptomatic refugees 
and three months for asymptomatic asylum seekers 
(68,77,79). Participation is voluntary and a written in-
formed consent is obtained from participants or their 
legal representatives.

Current health assessment guidelines solely focus on 
somatic health and screening for infectious diseases, 
while mental healthcare is not systematically organised 
in Finland (82) (See table 2). There is, however, an in-
creasing focus on mental health issues. According to 
the National Institute for Health and Welfare webpage 
on asylum seekers' health and services, special attention 
should be paid to certain factors concerning asylum 
seekers' health, including mental health. In addition, 
a national development project, the PALOMA project, 
aims at developing a national approach for effective 
mental health services for refugees in Finland and to en-
sure that mental health services improve and are equally 
organised throughout Finland (82,83). 

Due to lack of information on the health status and 
service needs of asylum seekers arriving in Finland, the 
National Institute for Health and Welfare, in collabora-
tion with the Finnish Immigration Service, launched a 
project in 2017, the TERTTU project, which is develop-
ing the national health assessment procedures towards 
a standardised protocol to be used in the reception of 
asylum seekers. Furthermore, the project aims at im-
proving health monitoring for asylum seekers in Fin-
land through systematic data collection on the health 
and service needs of newly arrived adults and children 
(83,84).
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The health reception of asylum-seeking and refugee 
children in Norway from 1980-2018

The following section describes the development of 
the Norwegian health reception procedure for newly 
arrived asylum seekers and refugees from 1980–2018. 
The Norwegian health reception of asylum seekers and 
refugees consists of two separate and independent 
health reception initiatives: a voluntary health assess-
ment upon arrival in Norway and a mandatory screening 
for tuberculosis. This section briefly outlines the context 
of immigration in Norway in a historical perspective and 
locates the development of the Norwegian health re-
ception procedure within the wider context. 

Historical context of immigration in Norway 

While refugees in the 1970s came, to a great extent, 
via organised transfers such as quota refugees, Norway 
experienced a new migration pattern with a considera-
ble increase in numbers of spontaneous asylum seekers 
arriving in the 1980s (91–94). In the early 1980s, asylum 
applications filed in Norway were in the hundreds per 
year. The numbers started to increase in 1986, reaching 
a first peak of 12,800 asylum seekers in 1993. Numbers 
decreased significantly from 1994 to 1997 and increased 
again in the late 1990s to reach a second peak of 17,500 
in 2002. Asylum applications began to decline in 2003, 
reaching a low of some 5,300 in 2005 and 2006. In the 

second half of 2007, the number started to increase, 
reaching more than 6,500 that year. In 2008 there were 
14,431 applications (92,95) (See figure 4).

In 2017, there were 798,944 international migrants 
in Norway, constituting 15.1% of the total population. 
This number has increased at an annual rate of 3.4% 
since 2015. The largest groups of immigrants living in 
Norway are from Poland, Lithuania and Somalia. Of in-
ternational migrants, 70,674 were refugees and asylum 
seekers (8.8%). Since 2007, work has been the most 
common reason for immigration, followed by family re-
unification (83). 

The establishment of a voluntary health 
assessment

The development of a reception system 

As a response to the increased numbers of asylum seek-
ers arriving during the 1980s, institutions were estab-
lished and new organisational structures took form.

In 1981, a decentralised reception structure was 
established where municipalities and local authorities 
were responsible for receiving asylum seekers directly in 
the municipalities. However, as the numbers of asylum 
seekers increased considerably in the mid-1980s munic-

Figure 4. Number of Asylum Applications in Norway between 1985 and 2018

19
85

19
86

19
87

19
88

19
89

19
90

19
91

19
92

19
93

19
94

19
95

19
96

19
97

19
98

19
99

20
00

20
01

20
02

20
03

20
04

20
05

20
06

20
07

20
08

20
09

20
10

20
11

20
12

20
13

20
14

20
15

20
16

20
17

20
18

35000

30000

25000

20000

15000

10000

5000

0

Source: UDI

N
um

be
r 

og
 A

sy
lu

m
 a

pp
lic

at
io

ns



31

A HEALTHY START

ipalities faced great challenges regarding reception, and 
especially a shortage of housing. Thus, in the late 1980s 
reception directly in the municipalities was withdrawn 
and a governmental reception organisation was estab-
lished. In 1988, the responsibility for accommodating 
asylum seekers was transferred from the municipalities 
to the government in collaboration with NGOs (93). 
During this period, hotels, closed-down nursing homes 
and ships were used as temporary accommodation un-
til state-operated reception centres were established 
(93,94). The same year, the Norwegian Directorate of 
Immigration (UDI) was established (94,96). Initially, the 
authorities had decided not to copy the Swedish cen-
tralised model of an immigration board as immigrants 
should not be perceived as a separate group with such 
special needs that they required a separate adminis-
tration (94). Instead the immigration-related activities 
were divided between a number of ministries and de-
partments but lack of coordination between ministries 
and departments led to a need for a centralised coor-
dination body. UDI took charge of immigration policy 
and immigration-related activities, including reception 
facilities for asylum seekers and refugees (94,96). A 
comprehensive reception structure was prepared by 
UDI, which introduced a transit reception where asylum 
seekers were accommodated upon arrival in order to be 
registered and undergo a brief health examination, pri-
marily to detect tuberculosis, before being transferred 
to a permanent reception centre (93). 

However, no uniform health assessment for asylum 
seekers existed at this time, nor any official guidelines on 
the provision of health services to asylum seekers and ref-
ugees (97). In 1989, UDI published an unofficial guide/
paper on health problems and treatment among asylum 
seekers and refugees, prepared by a Norwegian doctor, 
Berit Austveg (91). The guide provided information on 
common health issues among asylum seekers and refu-
gees and recommendations for health services. Although 
children were not specifically addressed, it was, howev-
er, mentioned that asylum-seeking and refugee children 
younger than school-age should be subject to more 
comprehensive examinations than Norwegian children 
who received regular health assessment (91).

Mental health of asylum seekers and refugees 
is put on the agenda

During the late 1980s, the mental health of asylum 
seekers and refugees was put on the agenda. A cohort 
study of Vietnamese refugees showed that among the 
22% of the refugees who had a psychiatric disorder af-

ter three years in Norway, none were in contact with 
public mental health services, and 8 out of 10 had no 
contact with a primary care physician either. Conse-
quently, a small national psychosocial team within the 
public mental health service was established in 1986 
(98). In 1990 a more permanent psychosocial centre for 
refugees, the Psychosocial Centre for Refugees, was es-
tablished in Oslo to function as a national resource cen-
tre and to conduct research and provide guidance and 
training to health professionals. Provision of psycholog-
ical treatment was, to a limited extent, offered to trau-
matised refugees. As the need for services increased, a 
total of four regional psychosocial teams for refugees 
were established, covering the whole country (98,99). 

Mental health was again put on the agenda in 1992–
1993, when incidents involving casualties among trau-
matised refugees, drew attention to the reception of 
traumatised refugees and the lack of sufficient reception 
services and treatment routines (93,97). UDI's Director 
Arild Kjerschow agreed that there was a lack of a nation-
al strategy for a routine mental health programme for 
asylum seekers and refugees arriving in Norway (97). The 
same year the Ministry of Labour and Local Government 
established a working group to investigate the need for 
mental health services for asylum seekers and refugees, 
how to obtain better information about the health of 
newly arrived asylum seekers, and how to provide better 
training for health professionals working with trauma-
tised asylum seekers and refugees (97). The results were 
presented in the report “Measures to improve refugees” 
mental health” [Tiltak for bedring av flyktningers psy-
kiske helse], which among other things, recommended 
authorities to pay more attention to children in asylum 
reception centres, and give greater priority to considera-
tions of the mental health of children (93,100). 

National guidelines on the provision of health 
services to asylum seekers and refugees is 
issued

In 1993, the first official national guidelines on the pro-
vision of health services to asylum seekers and refugees 
was issued, which suggested an implementation of 
health assessments in asylum centres and several other 
health reception initiatives (99,101,102). The guidelines 
provided comprehensive information about health re-
ception initiatives in different phases of the asylum-seek-
ing process, including both somatic and mental health 
services with particular attention to children. See outline 
of the guidelines in textbox below.
In 1999, Norway agreed to receive some 6000 refugees 
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from Kosovo, which led to a revision of the guidelines due 
to changes in disease patterns, a need to include issues 
related to torture and psychosocial care as well as a need 
for a standardised procedure for the health assessment 
upon arrival (97,103,104). New guidelines were issued 
by UDI in 2003 and later in 2010, providing updated 
and comprehensive information and guidance on health 
services for asylum seekers and refugees (102,105). The 
guidelines sought to clarify the administrative manage-
ment as well as content of healthcare services for asylum 
seekers and refugees and to ensure that they were given 
the necessary somatic and mental healthcare. The new 
guideline included information about medical examina-

tions in the transit phase, in the ordinary reception cen-
tres, and after settlement in a municipality. In this regard, 
municipalities were expected to follow the guide as a ba-
sis for planning, organising and providing health services 
to asylum seekers and refugees. The guide was primarily 
intended for healthcare professionals, people in admin-
istrative positions in primary and specialised healthcare 
as well as employees in reception centres (102,105). 
The guidelines contained a range of issues regarding the 
healthcare provider's responsibility in providing quali-
fied interpreters, obligatory tuberculosis examination in 
transit reception centres, transferring of health-related 
information and medical records from health services in 

Guidelines for healthcare services for immigrants and asylum seekers IK-09/93

In the transit phase:

The Health Service must concentrate on the mandatory 

tuberculosis screening, as well as the necessary healthcare 

that cannot be postponed. Initial assessment can be done 

by a nurse. In the case of reduced well-being, signs of in-

fectious diseases and poor mental function, the right to 

necessary healthcare will normally imply that the individual 

is offered an examination by a doctor. The same applies to 

those who claim to have chronic diseases that need control.

Asylum seekers and refugees with signs of recent trauma-

tisation should also be offered an examination by a doctor.

There will be limited opportunity to provide health 

education/information during this phase. Foreign langua-

ge brochures on important topics such as HIV/AIDS, hepa-

titis B and nutrition issues can be offered. At larger transit 

receptions, one can offer information groups.

In the asylum-seeking period: 

Municipalities with asylum seekers should develop routines 

for cooperation between the health service and the recep-

tion centre, so that asylum seekers receive the necessary 

healthcare. The asylum seeker should be offered a medi-

cal examination and possibly treatment. Many people will 

need treatment for psychosocial problems due to migrati-

on, loss and traumatisation and being an asylum seeker. 

Past experience indicates that the need for mental health 

treatment increases with time spent in Norway. In cases of 

clinical doubt, examination for infectious diseases such as 

syphilis, hepatitis B, HIV and bowel infections, along with 

information on infectious diseases, must be provided. 

One must take into account the country of origin and 

previous living conditions when deciding what examina-

tions to offer. The health service should map the asylum 

seekers' vaccination status and vaccination needs. The he-

alth service should offer children regular check-ups at a 

health centre. Special attention must be paid to the health 

status of children who have lived under poor conditions 

before coming to Norway. This often leads to anemia, 

symptomatic intestinal protozoa and inability to thrive. 

Clinical and laboratory examinations must be provided ba-

sed on broad indications. Special attention must be paid 

to children's mental health. Many suffer mental health 

problems as a result of past experiences in, and through 

fleeing from, their home country, as well as a result of 

their current situation in the reception country.

After being granted a residence permit:

A full medical examination should be provided if not pre-

viously performed. Medical records should be obtained 

from any previous place of residence, and one should fol-

low up on initiated or planned treatment.

When settling into the municipality:

It is important that the individual is quickly offered con-

tact with the primary health service in the municipality. It 

is recommended that a complete medical examination is 

tailored to the individual's background and needs (living 

conditions, previously documented examinations and cur-

rent health problems) (99).
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transit centres to the municipal health services where the 
ordinary reception centre was located. The guidelines 
further included prevention, examination and treatment 
of communicable disease, vaccination, the need for the 
assessment of psychosocial problems, dental healthcare, 
prenatal care, maternal and child health centres, school 
health services and environmental health safety in recep-
tion centres (105). 

The guidelines, however, addressed health services 
for asylum seekers in general with no particular atten-
tion to children and adolescents. Issues related to the 
health of children and adolescents were briefly men-
tioned in subsections concerning psychosocial prob-
lems, prenatal care, maternal and child health centres 
and school health services. 

Centralised reception unit

In the early 2000s Norway began the establishment of a 
centralised reception unit for asylum seekers, including 
a transit reception, facilities for asylum interviews and 
health examinations etc. The aim of the centralisation 
was to establish a more efficient asylum procedure (106). 

Insufficient mental health services for asylum 
seekers 

In 2004, Norwegian Health Services Research Centre 
carried out a study on the possibilities for a systematic 
identification of need for psychiatric help among asy-
lum seekers, on behalf of the Norwegian Directorate 
of Social and Health Affairs. The Norwegian Health 
Services Research Centre concluded that sufficient help 
for asylum seekers with mental health problems was 
not available. However, a systematic identification of 
further unmet needs for mental healthcare would put 
greater pressure on the health services, thus a routine 
large-scale systematic identification of mental health 
problems among asylum seekers was not recommend 
by the Norwegian Health Services Research Centre as 
they considered it unethical to identify illness or disease 
by a screening procedure if no treatment could be of-
fered (107). Following, several reports on mental health 
problems among asylum seekers, including the mental 
health in children, were published (108–112). 

A greater focus on the rights of the child

The following year, in 2005, the UN Committee on the 
Rights of the Child raised concern about insufficient psy-
chological and psychiatric services provided to children 

living in reception centres in Norway as well as insuffi-
cient supervision of and care provided to unaccompanied 
asylum-seeking children (113). At this time, an instrument 
for the screening of traumas and post-stress syndromes 
among refugee children was being developed by the 
Centre for Crisis Psychology and had entered the phase 
of clinical testing. However, again in 2007, the Commit-
tee reiterated its concern about the insufficient psycho-
logical and psychiatric services provided to children living 
in reception centres, as well as the insufficient supervision 
of and care provided to unaccompanied asylum-seeking 
children (114). The Committee recommended that Nor-
way should take measures to ensure that children living 
in reception centres were provided with adequate sup-
port and supervision as well as adequate psychological 
and psychiatric care. Furthermore, the Committee urged 
Norway to expedite its efforts to implement the instru-
ment developed by the Centre for Crisis Psychology for 
the screening of traumas and post-stress syndromes 
among refugee children (114).

In 2009, in a consultation on a proposed revision 
of the guidelines on the provision of health services to 
asylum seekers and refugees, the Children's Ombuds-
man in Norway stated that children were not sufficiently 
addressed in the guidelines. The Ombudsman called for 
a clearer child perspective as well as a greater focus on 
the right of the child with reference to the CRC (102). 
Following the consultation, the revised guidelines from 
2010 (IS-1022) introduced a subsection with the head-
ing “Oppfølging av barn” [Following-up of children], 
stressing that children should receive special attention 
and care. However, the content of the subsection did 
not differ considerably from the previous guidelines. 
Reunited family members who were directly settled in 
Norwegian municipalities without staying in reception 
centres upon arrival were included in the revised guide-
lines (102,115,116).

In 2011, a committee appointed by the government 
reported on the organisation and the conditions of the 
accommodation for asylum seekers in Norway (93). The 
committee found that no routine physical examination 
was conducted, neither in transit nor in the regular re-
ception, to identify signs of torture or other abuse, and 
they stressed a need to strengthen health-screening pro-
cedures to improve the identification of vulnerable asy-
lum seekers (93,117). Similarly, Norway's fifth and sixth 
periodic reports to the UN Committee on the Rights of 
the Child found that there was no special procedure 
for identifying vulnerable asylum seekers in general, or 
children in need of rehabilitation due to experience of 
armed conflicts (118). 
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The guidelines for health services for asylum seekers 
and refugees has been updated and modified a number 
of times, the latest in 2018, but what has been con-
stant is that the only required and legally defined form 
of assessment is a tuberculosis screening (see following 
section). Beyond this, all other assessments or screening 
have been included as recommended, though these rec-
ommendations have varied over time, from early assess-
ments of health, till at a later point, health assessments 
within three months after arrival at the regular recep-
tion centres. The recent amendments to the guidelines 
from 2018 reflect greater focus on trauma and torture 
by including a brief self-assessment form on trauma 
items, based on internationally developed instruments 
for this (HTQ-25; H-10) and by referring to the Istanbul 
Protocol, a UN document outlining international legal 
standards and setting out specific guidelines on how to 
conduct effective legal and medical investigations into 
allegations of torture and ill-treatment (119,120).

Mandatory tuberculosis screening upon 
arrival

Introduction of mandatory tuberculosis 
screening for immigrants applying for 
residence permit

Tuberculosis screening had been in place before the gen-
eral health assessment was introduced. Already in 1956, 
tuberculosis screening became by law compulsory for 
foreigners who applied for work in Norway (121), and in 
1977 chest X-ray became mandatory for all immigrants 
>15 years of age who applied for residence permit. Ad-
ditionally, tuberculosis testing and BCG vaccination, a 
vaccine primarily used against tuberculosis, became man-
datory for immigrants who applied for residence permit. 
Tuberculosis testing and BCG vaccination were also man-
datory for immigrants under 15 years of age (121). 

Tuberculosis guidelines issued 

In 1981, the Norwegian Institute of Public Health (NIPH) 
issued a guide on tuberculosis for health professionals, 
“Control of tuberculosis”, which clarified the current 
policies and practices regarding tuberculosis manage-
ment in Norway, including information on screening 
procedure for immigrants who applied for residence 
permit (122,123). In 1994, an act on communicable 
diseases control (124) came into force, which made the 
NIPH responsible for monitoring infectious diseases in 
Norway (124,125). In 1996, a revised edition of the tu-

berculosis guide from 1981 was prepared in accordance 
with the new act on communicable diseases control. 
According to the new guidelines, all asylum seekers and 
refugees should be examined for tuberculosis within 
14 days after arrival, while persons arriving for family 
reunification should be examined as soon as possible 
and within four weeks after arrival. BCG vaccination re-
mained mandatory until 1995 when it became a volun-
tary offer for all. From 2009 BCG vaccination was only 
offered to high-risk groups (126). 

Ongoing amendments to the guidelines have been 
made, and in 2001, a new section about preventive 
treatment of latent tuberculosis and referral procedures 
for asylum seekers were added (123). The guidelines 
were further revised in 2002 when new governmental 
regulations for tuberculosis screening and treatment 
were issued (123,127). The regulations emphasised a 
continued need to screen all asylum seekers and refu-
gees as well as individuals from high incidence countries 
after arrival (128,129). Furthermore, it became manda-
tory for the municipalities to have a tuberculosis coor-
dinator to organise treatment plans and secure effec-
tive follow-up procedures (123,128). Accordingly, the 
revised guidelines promoted more vigorous treatment 
of latent tuberculosis by recommending increased use 
of preventive treatment for children and adolescents 
(129).

In 2004, the Mantoux test with Old Tuberculin was 
introduced in the tuberculosis control programme re-
placing the Pirquet method previous used. Additionally, 
IGRA was introduced as a screening/diagnostic tool in 
2007 (126,130,131). 

New TB recommendation and simplifications 
in the control of TB 

Further recommendations for the procedure of tuber-
culosis screening of asylum seekers and refugees were 
introduced in 2015 (123,132). A National TB Commit-
tee agreed on some temporary simplifications in the TB 
control programme due to significant challenges with 
the implementation of routine tuberculosis examination 
of asylum seekers. From November 2015, the supple-
mentary blood test (IGRA) was no longer required for 
asylum seekers who came from countries with a low 
incidence of tuberculosis, including Syria and Iran. Only 
adolescents and adults who came from a country with 
very high incidence (occurrence of over 200 cases per 
100,000 inhabitants) would be given an IGRA in addi-
tion to the X-ray upon arrival, and the IGRA survey could 
now be postponed for up to three months (123,132). 
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According to the new recommendation infants (chil-
dren <6 months) were no longer to be examined with 
IGRA but with personal consultation. All children aged 
6 months – 15 years were to be examined with IGRA on 
arrival, whereas everyone >age 15 years were to be ex-
amined with X-ray. (132). In addition to the mandatory 
tuberculosis testing on arrival, NIPH recommended that 
newly arrived asylum seekers, and refugees, including 
family-reunified refugees, were offered a TB follow-up 
and a general health examination after three months in 
the municipalities (123). 

In March 2017, a distinction between countries with 
high and very high occurrence of tuberculosis was in-
troduced to target screening for latent tuberculosis. The 
change consisted of the IGRA test for latent tubercu-
losis among young adults (15-35 years of age) being 
limited to only include new arrivals from countries with 
very high occurrence. However, all refugees and asylum 
seekers were still required to undergo tuberculosis test-
ing regardless of country of origin (133).

Today's health reception of asylum 
seekers and refugees in Norway

The health reception procedure, including a voluntary 
health assessment and a mandatory screening for tu-
berculosis, is generally divided into three phases: the 
transit phase, where asylum seekers undergo a manda-
tory tuberculosis screening and a brief medical exami-

nation; the ordinary asylum reception, where children 
are offered vaccinations within three months of arrival; 
and a voluntary health examination after three months 
of arrival in the country (see table 3) (93,134) 

Health reception in transit phase

Upon arrival in Norway, asylum seekers are initially ac-
commodated in a transit reception centre, where they 
stay for a limited time (116,142). While still in the transit 
reception centre, all asylum seekers and refugees are re-
quired to undergo mandatory tuberculosis screening and 
to be examined within 14 days of entry (105,143,144). 

The tuberculosis screening method used differs by 
age group. Infants are examined with a personal con-
sultation, children are IGRA-tested (blood tests), where-
as adolescents and adults (>15 years of age) examined 
with lung X-rays. In addition to X-rays, adolescents and 
adults who come from a country with very high inci-
dence (occurrence > 200 cases per 100,000 inhabit-
ants) will also be IGRA-tested (144). 

In the transit phase or as soon as possible after-
wards, NIPH recommends a brief health assessment 
covering questions about somatic diseases, physio-
logical issues, pregnancy, medication, functional dis-
abilities, imprisonment/war/torture sexual assault etc. 
or recurring nightmares/flashbacks (105). However, 
health assessments and services in the transit phase 
primarily concentrate on acute matters that require 

Today's administrative arrangements for the reception of asylum seekers and 
refugees in Norway

The Ministry of Justice and Public Security holds the overall 

responsibility for immigration and integration policy. UDI, 

an authority under the Ministry of Justice and Public Se-

curity, is responsible both for the processing of the asy-

lum claims and the provision of accommodation for asy-

lum seekers (117,135). The Norwegian reception system 

is not regulated by any primary or secondary legislation 

but governed by instructions from UDI (117). Norwegian 

authorities have recently legally defined the operation of 

reception centres as health and social services.

The daily operation of the reception centres is con-

tracted to public and private operators on behalf of UDI. 

These operators include municipalities, commercial actors 

and NGOs. The same requirements apply to all operators 

of the reception centres and they are formally bound by 

contracts with UDI including requirements specified in cir-

culars issued by UDI (136,137). 

The municipalities in Norway are autonomous and Mu-

nicipal authorities are responsible for providing healthcare 

for their inhabitants – including asylum seekers and refu-

gees in the ordinary reception centres. When the asylum 

seekers are transferred to ordinary reception centres, they 

are assigned to local medical health services in the re-

spective municipality (116). Municipal healthcare services' 

responsibilities and obligations in relation to asylum seek-

ers and refugees are clarified in the circular (IS-22/2004) 

“Healthcare services for asylum seekers and refugees – 

professional advice and a reminder of prevailing laws and 

regulations – with particular emphasis on mental health” 

(138).
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quick clarification and follow-up. According to NIPH, 
follow-up of asylum seekers with special health needs 
should generally not be initiated in the transit phase 
as the phase is rather short and transfer may cause 
discontinuation of treatment (105). 

After the mandatory tuberculosis screening and asy-
lum interview, asylum seekers are moved to ordinary 
reception centres (145). If the tuberculosis examina-
tion reveals symptoms or signs of tuberculosis, asylum 
seekers will be transferred to a reception centre, which 
will facilitate the necessary follow-up. Asylum seekers 
who need frequent medical assistance and examination 
should be transferred to specially adapted units that fa-
cilitate such follow-up. In case asylum seekers are not 
accommodated in an arrival transit reception centre or 
the ordinary referral centre, the municipal health ser-
vices are responsible for performing the tuberculosis 
screening. 

Vaccination within three months in the 
ordinary asylum reception

NIPH and the Directorate of Health recommend all chil-
dren under the age of 15 years who are accommodated 
in large, crowded reception centres should be offered 
MMR vaccine against measles, mumps and rubella, 
if not previously immunised. In addition, it is recom-
mended that children receive catch-up immunisation 
according to the National Immunisation Programme 
(105,146). NIPH recommends that all children are vac-
cinated within three months after arrival in Norway. For 
children under two years of age NIPH recommends vac-
cination on arrival (105).

Health assessment at three months

Furthermore, the Directorate of Health recommends 
municipalities should contact asylum seekers, refugees, 
and family-reunified refugees, three months after arrival 
in the country to establish contact and identify health 
problems that require treatment or follow-up, including 
a preliminary mental health assessment (105,118). Mu-
nicipal authorities are responsible for providing health-
care for their inhabitants and each municipal health ser-
vice can structure and organise the health assessments 
for newly arrived asylum seekers (139). However, the 
Directorate of Health has provided a comprehensive 
examination scheme for the assessments and urges 
municipalities to offer health assessment to all asylum 
seekers in order to examine the health status and needs 
for mental and /or somatic follow-up (147). The Direc-
torate of Health recommends following to be consid-
ered when carrying out the health assessment (105):
•	 TB exposure and risk assessment
•	 Vaccinations if not previously vaccinated 
•	 Optional HIV-, hepatitis B and C - and syphilis screen-

ing of certain high-risk groups
•	 General health, skin and oral health check 
•	 Questions about self-perceived health 
•	 Optionally, questions that can reveal experiences of 

traumatic events and potential mental health prob-
lems that require follow-up

•	 Questions about chronic or contagious disease 
•	 Questions about medicine needs and use 
•	 Questions about contraception, and information on 

how to access contraceptives.

Entitlements and access to healthcare 
for asylum-seeking and refugee 
children in Norway

Asylum-seeking and refugee children younger than 18 

years have the same rights to healthcare as Norwe-

gian children resident in Norway and shall be assist-

ed by the ordinary services network with necessary 

adjustments (139,140). In addition, all children and 

adolescents aged 0–20 years have the right to health 

examinations, vaccinations, home visits and health 

information and guidance by child health clinics and 

school health services (105). However, children with-

out authorised residence do not have the right to a 

general practitioner (141).
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Table 3. National health reception services for asylum seekers and refugees in Norway (147,148)

Disease Target population Screening indication Screening instrument When

Pulmonary tu-
berculosis
(active and la-
tent)

Children and adults 
from high incidence 
countries

Tuberculosis (TB) incidence 
>100/100,000 in the country 
of origin

Consultation, IGRA and/or 
lung X-rays

< 14 days 
after arrival (In 
transit phase) 

Hepatitis B Adults Hepatitis B prevalence >2% 
in the country of origin

HBsAg, anti-HBs og an-
ti-HBc),

Three months 
after arrival

Hepatitis C All (children and 
adults) 

Hepatitis C prevalence >3,5% 
in the country of origin

HCV antistofftest + evt 
HCV RNA

Three months 
after arrival

HIV Immigrants from coun-
try of origin with adult 
(15–49 years) HIV 
prevalence > 0.5% 

Adult (15–49 years) HIV 
prevalence > 0.5% 

Three months 
after arrival

Syphilis Adults > 15 years Immigrants from country of 
origin with syphilis preva-
lence in pregnant women> 
1.0%

TPPA, TPHA and EIA IgG/
IgM)

Three months 
after arrival

Others All In case of signs /information 
about current symptoms, 
other tests 
e.g. intestinal parasites, in-
testinal pathogenic bacteria, 
MRSA, malaria, schistosomia-
sis etc. should be carried out 

Three months 
after arrival

Somatic and 
mental health 
status

All (children and 
adults) 

Interview Three months 
after arrival

Today's main legislative acts and regulations relevant to asylum procedures, reception conditions and 
healthcare services for asylum seekers and refugees in Norway

Title in English Original Title (NO)

Act concerning the entry of foreign nationals into the King-
dom and their presence in the realm (Immigration Act), Act 
2008-06-15

Lov 2008-06-15 nr 64 Lov om utlendingers adgang til 
riket og deres opphold her (Utlendingsloven) (149)

Act on Communicable Disease Prevention, Act 1994-08-05-55 Lov 1994-08-05-55 om vern mot smittsomme sykdommer 
(smittevernloven) (150) 

Regulations on Tuberculosis Control, Reg 2009-02-13-205 Forskrift om tuberkulosekontroll FOR-2009-02-13-205 
(143)

Act on Patient- and User Rights, Act-1999-07-02-63 Lov om pasient- og brukerrettigheter (pasient- og bruker-
rettighetsloven) LOV-1999-07-02-63(151)

Act relating to municipal health and care services, etc. (Health 
and Care Services Act)

Lov om kommunale helse- og omsorgstjenester m.m. 
(helse- og omsorgstjenesteloven), LOV-2011-06-24-30 
(139)

Act relating to the strengthening of the status of human rights 
in Norwegian law (the Human Rights Act)

Lov om styrking av menneskerettighetenes stilling i norsk 
rett (Menneskerettsloven) LOV-1999-05-21-30 (152)

Act of 17 July 1992 No. 100 relating to Child Welfare Services 
(the Child Welfare Act).

Lov om barneverntjenester (Barnevernloven) LOV 1992- 
17-100 (153)
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The health reception of asylum-seeking and refugee 
children in Sweden from 1980–2018

The following section describes the development of the 
Swedish health reception procedure for newly arrived 
asylum seekers and refugees in the period 1980–2018. 
The section outlines the main development trends of 
health reception in the light of some of the contextu-
al factors, including political, economic, organisational 
and societal factors that have been central to, and have 
influenced, the Swedish health reception procedure. 

Historical context of immigration in Sweden

Sweden has a long history of migration and received 
large numbers of asylum seekers and refugees as ear-
ly as in the 1970s when significant immigration took 
place from Southern Europe as well as from Chile, in 
connection with armed conflict or crises. In the mid-
80s, the number of asylum seekers began to increase 
all over Western Europe, and Sweden accordingly expe-
rienced a rise in the number of people seeking asylum 
from countries like Iran, Iraq, Lebanon, Syria, Turkey, 
Eritrea and Somalia, as well as South American coun-
tries (154,155) (see figure 5). In 1985, Sweden received 
approximately 14,500 asylum seekers, and more than 
30,000 in 1989 mainly from Iran, Iraq, Lebanon and 
Ethiopia as well as stateless individuals, peaking in 1992 

with a total 84,000 people, mainly from former Yugo-
slavia, seeking asylum in Sweden (155). In this period, 
the scale of asylum-based immigration exceeded that 
of Denmark, Norway and Finland. Between 1995 and 
1999, the number of asylum seekers was fairly low 
(155). However, in 2000, the numbers rose again, and 
the level of asylum-based immigration has continued 
to be high in comparison with other Nordic countries 
ever since, with the exception of 2004 and 2005, when 
a temporary decline was noted (156). Asylum seekers 
from war zones and armed conflicts continued to immi-
grate to Sweden, and this immigration peaked in 2015 
with 162,877 people seeking asylum, the three largest 
groups being Syrians, Afghanis and Iraqis. However, 
from 2016 onwards Sweden saw a drop in the number 
of asylum seekers after four years of increase, with a 
total of 25,666 seeking asylum in 2017 (156).

The establishment of a reception structure for 
asylum seekers and refugees 

From the 1950s to the early 1980s the National Labour 
Market Authority [Arbetsmarknadsstyrelsen, AMS] was 
responsible for the reception of asylum seekers and refu-
gees. The government bill 1983/84:124 on the reception 

Figure 5. Number of Asylum Applications between 1985 and 2018
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of refugees and asylum seekers, etc. proposed that asy-
lum seekers and refugees “should normally get a basic 
health assessment as soon as possible after arrival” (157). 
However, only quota refugees should be offered a reg-
ular assessment to promote the well-being of refugees 
and their integration into Swedish society, whereas asy-
lum seekers should only be offered an assessment in cer-
tain cases – e.g. if there were obvious health risks (157). 
The health assessment should be free of charge for the 
individual and financed by the government. It should be 
voluntary and carried out within the ordinary health sys-
tem as soon as possible after arrival. The reason behind 
the suggestion of a health assessment was that: 

”Asylum seekers as well as organised refu-
gees, not unusually, come from conditions 
that have meant that many basic needs have 
been neglected for a long time. […] Infectious 
diseases such as tuberculosis, bowel disease 
and hepatitis may occur but do not dominate 
in any way the health of the refugees” (157).

The content of the health assessment was, however, not 
explicitly stated. According to the bill, the assessment 
should be prepared by the National Board of Health and 
Welfare in consultation with the Swedish Immigration 
Board and adapted to meet individual health needs (157). 
As the number of asylum seekers began to rise during 
the mid-80s, a new organised system for the reception 
of asylum seekers was introduced. The responsibility was 
handed over from National Labour Market Authority to 
the Swedish Immigration Board [Statens invandrarverk] 
(the predecessor of the Swedish Migration Agency) (157). 
Alongside the establishment of the new reception proce-
dure, the first guidelines on healthcare for asylum seekers 
and refugees (Socialstyrelsen Allmänna råd) were issued 
by the National Board of Health and Welfare in 1985. 
The guidelines were intended as non-obligatory recom-
mendations rather than as mandates. However, frequent 
revisions took place in the following years. The National 
Board of Health and Welfare's guidelines on healthcare 
for asylum seekers and refugees were consolidated over 
the years and revised in 1988, 1995 and the latest revi-
sion being in 2011 (158–160). See more details below.

Introduction of HIV testing and clarification of 
access to acute healthcare for asylum seekers 
and refugees

Since the 1980s, Swedish authorities have stressed the im-
portance of HIV testing as part of the health assessment of 

newly arrived asylum seekers (158,161). Accordingly, op-
tional HIV testing was introduced into the Swedish health 
assessment programme and a section on HIV/AIDS was 
added to the revised guidelines in 1988 (158). According 
to the revised guidelines, both refugees and asylum seek-
ers were entitled to a health assessment upon arrival. The 
assessment should be carried out in the general healthcare 
system and include an interview as well as physical exam-
ination and testing, if deemed relevant. Furthermore, the 
guidelines clarified asylum seekers' right to acute health-
care and the procedures for acute and dental care as well 
as mental health efforts, and according to the guidelines, 
psychological symptoms and disorders such as anxiety and 
depression required acute care (158). During the 1980s, 
asylum-seeking children were not entitled to the same 
healthcare as children resident in Sweden. Asylum-seeking 
children were, like adults, granted access to acute health-
care, obstetric and abortion services as well as being en-
titled to a health assessment upon arrival (157,158). The 
need for care was assessed from the perspective that it 
may take several months before the opportunity to receive 
non-acute care was given. A narrow, restricted definition 
of acute care could therefore lead to harmful delays of 
treatment. Thus, the National Board of Health and Wel-
fare emphasised that this perspective was of particular 
importance in relation to children – thereby supporting a 
broader and more inclusive definition of acute care in the 
case of children. It was further stated that asylum-seeking 
children should have the possibility of being assessed by a 
doctor as part of the health assessment (158,162).

Implementation of a differentiated health 
assessment 

New regulations regarding the health assessment for asy-
lum seekers were issued in the early 1990s. The starting 
point seemed to have been the financial crisis in Sweden 
starting in 1990 rather than health concerns (163). An 
increase in the number of asylum seekers and a corre-
sponding increase in the costs of the health assessment 
led to “the need to consider the scope of health assess-
ment” and a limitation of the assessment was introduced 
(163). The government bill 1992/93:50 on measures to 
stabilise the Swedish economy stated that: 

“There are several reasons for limiting 
health assessment. The assessment shows 
that it is very rare to find any infectious or 
other serious diseases through the exten-
sive screening programme currently being 
carried out” (163). 
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In the light of the economic crisis, a selective health as-
sessment strategy was introduced in 1993, which was 
estimated to save around 205 million Swedish Crowns 
(SEK) the following year (163). The assessment was no 
longer to be offered on a regular basis to all asylum 
seekers, but targeted certain risk groups based on crite-
ria such as country of origin, individual risk factors and 
other background factors. Asylum-seeking children, 
however, should always be included in the examina-
tions forming part of regular child healthcare (163).

From a centralised to a decentralised health 
reception structure

In the early 1990s, asylum seekers were mostly accom-
modated in state-operated asylum centres in different 
parts of the country with health units staffed by full-
time nurses who carried out the health assessment. In 
addition, the units were served by general practitioners 
once to twice a week, and occasionally by paediatricians 
(164,165). The procedures and content of the health 
assessments varied greatly across units, although the 
assessments were focused primarily around infectious 
disease, and most units had developed systematic ways 
of handling infectious disease. Yet in contrast, few units 
had systematic approaches to identifying and treating 
mental health needs (164,166). In accordance with na-
tional guidelines for Swedish childcare, child health pro-
grammes should be offered in the centres and provide 
health assessments and immunisations for pre-school 
children. However, only a few health units adapted and 
incorporated the programmes in accordance with the 
particular needs of asylum-seeking children (164).

In 1994, a new act on the reception of asylum seekers 
came into force, which allowed asylum seekers in Sweden 
to arrange their own accommodation (167). Consequent-
ly, the amount of widely dispersed accommodation, such 
as private housing, began to increase, which led to a de-
cline in the number of health assessment being carried out 
as several asylum centres were closed (168,169). To adjust 
to the new conditions, the health assessment was again to 
be carried out mainly in primary healthcare, similar to the 
procedure in the 1980s. Accordingly, the responsibility for 
asylum seekers' healthcare was transferred from the State 
to the county councils in 1997 (170).

Revised guidelines due to changed reception 
conditions: Clarification of purpose and 
content and special attention to children 

In 1995, new guidelines on healthcare for asylum seek-

ers and refugees were issued, replacing the guidelines 
from 1988 due to the changed reception conditions, 
and including changes in the healthcare provision and 
infection control (159). The new guidelines sought to 
clarify the level and content of the health and medi-
cal care that should be offered to asylum seekers and 
refugees, as well as clarifying measures to prevent the 
spread of infectious diseases (159). According to the 
National Board of Health and Welfare, the health as-
sessment had two distinct purposes and consequently 
two different approaches: an individualised approach 
to identify persons with urgent health problems de-
manding immediate attention, and a community-ori-
ented approach to identify the need for infection dis-
ease control in order to prevent the spread of diseases 
(159). According to the new guidelines, all asylum 
seekers and refugees should be offered an individu-
al health interview as soon as possible after arrival. 
If deemed relevant, physical examination and testing 
could be initiated as part of the health assessment. 
Testing should include tuberculosis, hepatitis B and C, 
sexually transmitted infections including HIV, syphilis, 
chlamydia, gonorrhoea, as well as diphtheria, intes-
tinal bacteria and parasites. Only asylum seekers and 
refugees coming from areas or social conditions asso-
ciated with very low risk of infectious diseases should 
not routinely be offered testing. A physical examina-
tion should only be carried out if deemed necessary 
based on the interview and clinical findings, or if a se-
rious disease was suspected. Asylum seekers should be 
informed that the assessment was voluntary, although 
it could be mandatory in case of suspected infectious 
diseases, in accordance with the Communicable Dis-
eases Act §13 (159,171). Special attention should be 
paid to children in all parts of a health assessment, 
regardless of whether they were accompanied or un-
accompanied. Children should always be included in 
the examinations forming part of regular child health-
care and be offered vaccinations in accordance with 
the national immunisation programme (159). 

However, in the mid-1990s, there was an intense 
debate in Sweden, which questioned whether Swe-
den was fulfilling its obligations under the CRC (172). 
In 1996, after advocacy and political discussions, the 
healthcare services available to asylum seeking chil-
dren in Sweden were, by law, expanded beyond the 
provision of emergency healthcare services, and asy-
lum-seeking children became entitled to the same rights 
to health and medical care, including dental care, under 
the same conditions as children legally residing in the 
country (170,173,174). The following year, the principle 
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of the best interests of the child (Article 3 of CRC) was 
introduced in the Swedish Aliens Act.

Sharpening health assessment obligations for 
county councils

Due to an increased prevalence in HIV and other sexu-
ally-transmitted diseases in the early 2000s, a national 
strategy to combat HIV/AIDS and certain other com-
municable diseases was processed by the Swedish Par-
liament in 2006 (161). As part of the strategy, county 
councils were urged to identify asylum seekers and offer 
health assessments to a greater extent: 

“It is important to follow up the health 
assessment offered by county councils 
to asylum seekers and close relative im-
migrants newly arrived in Sweden. The 
Government therefore wishes, by means 
of incentives to the county councils, to en-
sure that these groups are indeed offered 
health assessment in accordance with cur-
rent statutory obligations“ (175).

The strategy further introduced a time limit of two 
months to identify HIV infection in asylum seekers and 
newly arrived close relative immigrants (161,175).

In addition, a compulsory health assessment for 
asylum seekers and refugees, including HIV preven-
tion, was proposed by the Swedish Integration Board 
and other authorities but the government did not 
find sufficient ground for introducing a compulsory 
assessment (161,176). Instead, the government pro-
posed that county councils' should be obligated to 
offer a health assessment regulated by law, and in 
2008 a new act (2008:344) on healthcare for asy-
lum seekers and others came into force, which gave 
county councils a legal responsibility to offer a vol-
untary health assessment and to then carry it out, as 
well as to provide complementary treatment (177). 
Prior to this act, there was no legal obligation to of-
fer the health assessment. However, the act implied 
a formalisation of the agreements already existing 
between the state and the Swedish municipalities 
and county councils, and did not change the scope 
of care (161,178). According to the act, the county 
councils where asylum seekers reside were obliged, 
unless it was clearly unnecessary, to offer asylum 
seekers a health assessment. Furthermore, the act 
stipulated asylum seekers' entitlement to medical 
and dental care that could not be deferred, antenatal 

care, abortion care and contraceptive advice, while 
asylum seekers under the age of 18 were entitled to 
healthcare, medical care and dental care to the same 
extent as that offered children otherwise residing in 
the County Council's jurisdiction (177). 

The latest guidelines on healthcare for asylum 
seekers and refugees were issued in 2011, replacing 
the guidelines from 1995 (160). The guidelines were 
changed from recommendations to obligatory require-
ments and non-binding recommendations, and stipulat-
ed the obligation to offer all asylum seekers, both chil-
dren and adults, a voluntary and free-of-charge health 
assessment in accordance with the act (2008:344) on 
healthcare for asylum seekers and others (160). 

Today's health reception of asylum 
seekers and refugees in Sweden

As described in the previous section, the health as-

sessment of asylum seekers and refugees in Sweden 

has been consolidated over the years due to several 

factors, among them: changing policies, the right to 

healthcare, the spread of infectious diseases, country 

of origin, number of asylum seekers; as well as costs, 

and changes in the asylum reception procedure and 

accommodation opportunities. All this has led to the 

development of today's health reception procedures, 

which will be outlined in the following section. 

Today's administrative arrangements 
for the reception of asylum seekers and 
refugees in Sweden

The Migration Agency, previously known as Migra-

tion Board, is the central administrative authority in 

the area of asylum, and is subordinate to the Govern-

ment. The Migration Agency is responsible for the re-

ception and registration of asylum seekers as well as 

processing of asylum applications and provision of ac-

commodation. The Migration Agency has the financi-

al responsibility for health screenings and for the reim-

bursal of the county councils for the health screenings 

of asylum seekers (179). County councils or Regions 

are the authorities responsible for primary healthca-

re centres (vårdcentraler), hospitals and the National 

Dental Service (Folktandvården) and are responsible 

for carrying out healthcare policy and for the provisi-

on of healthcare services for asylum seekers, including 

health assessment upon arrival (180,181). 
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A voluntary health assessment 

Swedish law entitles all registered asylum seekers to 
a voluntary health assessment, free-of-charge, by the 
county councils or regions where they reside (186,187). 
The assessment must be offered when settled in a 
municipality (177). The Swedish Migration Agency is 
obliged to inform asylum seekers about their right to a 
health assessment when they submit their asylum ap-
plication, which should be followed by an invitation to 
the health assessment from the healthcare organisa-
tion. This must include clarification on the purpose of 
the health assessment, that it is optional, and that an 
interpreter can assist if needed, and provide contact 
details for the caregiver (160,177,188).

The content of the assessment 

According to the National Board of Health and Wel-
fare, the purpose of a health assessment is to identify 
health problems and need for infection control meas-
ures, as well as to inform about the Swedish healthcare 
system and refugees' entitlement to medical and den-
tal care. For children, this also includes information re-
garding their entitlement to preventive healthcare. The 
health assessment is regulated by the National Board of 
Health and Welfare guidelines in accordance with the act 
(2008:334) on healthcare for asylum seekers and others; 
the act (2013:407) on health services and healthcare for 

certain foreigners who are staying in Sweden without the 
necessary permission, and the act (2004:168) on com-
municable diseases (160). According to the guidelines, 
which represent a minimum level of health initiatives, the 
assessment shall include an individual interview examin-
ing past and current physical and mental health status, 
vaccination status as well as providing information about 
Swedish healthcare. Special attention should be paid to 
children at the interview and adjusted to the age and 
maturity of the child (160,189). The National Board of 
Health and Welfare recommends certain questions to be 
considered when assessing a child, including whether 
and how current psychosocial circumstances of the child 
affect his or her physical or mental health, as well as how 
the child is affected by the state of health and well-being 
of guardians and other family members (190,191). The 
health assessment shall also include a health examination 
and tests, if deemed necessary (160,192). Besides indi-
vidual needs, the National Board of Health and Welfare 
recommends a screening test for HIV and hepatitis B for 
all asylum seekers, including children, and tuberculosis 
screening for persons from high-incidence countries (TB 
incidence >100/100,000 in the country of origin). In ad-
dition, hepatitis C screening is recommended for all chil-
dren, while giardia infection screening is recommended 
for all children under the age of 6 and phenylketonuria 
(PKU) screening for all children under the age of 8. All 
girls and women of childbearing age are recommended 
to be tested for rubella (193) (for more information see 

Entitlements and access to healthcare for asylum-seeking  
and refugee children in Sweden

Children under 18 seeking asylum in Sweden are entitled to 

the same healthcare as all other children living in the county 

council jurisdiction where they are seeking treatment, in-

cluding preventive and dental care. Care for asylum seekers 

18 years old or more is regulated by the Act (2008:344) 

on Healthcare for Asylum Seekers and “others”, which en-

titles them to medical and dental care “that could not be 

deferred”, antenatal care, abortion care and contraceptive 

advice as well as care in accordance with the Swedish Com-

municable Diseases Act to prevent the spread of contagious 

diseases (177). The local county council decides on what 

kind of care is included and also has the right to decide 

about more generous rules. In addition, all registered asy-

lum seekers, children and adults, are entitled to a health 

assessment upon arrival (182-184).

Healthcare is largely free of cost for children, but this 

can vary depending on the county council area. 

Asylum seekers holding an LMA card pay 50 SEK (€4.80) 

to see a doctor at the district health centre or to receive me-

dical care after obtaining a referral. Other medical care, such 

as with a nurse or physical therapist, costs 25 SEK (€2.30) per 

visit. Medical transportation costs €4.80. The fee for emer-

gency care at a hospital varies from county to county. Visits 

after referral to other healthcare providers such as nurses, 

physiotherapists or counsellors cost 25 SEK (€2.30). Asylum 

seekers pay no more than 50 SEK (€4.80) for prescription 

drugs. That applies to children as well (184, 185).

Asylum seekers who are granted a residence permit, 

referred to as newly arrived refugees, are entitled to the 

same healthcare as other citizens living in Sweden. 
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table 4). In addition, each county council has medical of-
ficers – independent authorities who have the operation-
al responsibility for communicable disease control within 
their county council – who provide screening guidelines 
on the regional level to prevent the spread of communi-
cable diseases (194). 

Variations in the assessment across the country 

While following the above obligations and recommen-
dations, each county council can structure and organ-
ise its own health assessment for newly arrived asylum 
seekers residing within the county, and this has led to 
variations across counties (169,183,195). 

In a recent report, the Swedish Association of Local Au-
thorities and Regions outlined some of the main variations 
of the assessment between county councils (183,196). In 
relation to the organisation of the assessment, some coun-
ties carried out the health assessment in ordinary health 

centres without specialisation and coordination between 
the centres, while other counties had organised central-
ised and specialised health assessment facilities, outreach 
activities and mobile health teams (183,196). For example, 
Västra Götaland Region and Värmland county council have 
implemented mobile health screening clinics with special-
ised staff to carry out the health assessment in various 
parts of the region (196,197). Some county councils have 
developed their own guidelines for the health assessments 
of asylum seekers. For example, Västra Götaland county 
council has formulated a specific questionnaire with a 
specific focus on psychological health that is used during 
health assessment of children under the age of 18 (198). A 
few selected municipalities under Sörmland county council 
have invested in improved performance of health assess-
ment of children who have not received it at a primary care 
facility (197). 

Other variations in the assessment across Sweden 
relate to the duration of the health assessment, the 

Table 4. National health reception services for asylum seekers and refugees in Sweden (160,192,193) 

Disease Target population Screening indication Screening 
instrument

When

Pulmonary tuber-
culosis
(active and latent)

Children and adults 
from high incidence 
countries

Tuberculosis (TB) incidence 
>100/100,000 the country of 
origin

PPD and or 
IGRA

As soon as possible 
after filing asylum appli-
cation and after being 
settled in a municipality

Hepatitis B All, children and adults HBsAg is recommended for 
all asylum seekers, while both 
HBsAg and anti-HBs are recom-
mended for children

HBsAg, 
anti-HBs 

As soon as possible

Hepatitis C All children Hepatitis C prevalence >3% in 
the country of origin

Anti-HCV As soon as possible

HIV All, children and adults Combo test As soon as possible

Syphilis No longer recom-
mended for all 

Rubella Girls/women of child-
bearing age (15-49 
years) 

As soon as possible

Giardiasis Parasite Children < the age of 6 As soon as possible

Phenylketonuria 
(PKU) 

Children < the age of 8 As soon as possible

Vaccinations Children <6 years 
coming from war and 
conflict areas are pri-
oritised

If not previously immunised, 
children are recommended to be 
vaccinated in accordance with 
national vaccination programme

As soon as possible 

Somatic and 
mental health 
status

All, children and adults Interview/
questions 

As soon as possible 
after filing asylum appli-
cation and after being 
settled in a municipality
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Today's main legislative acts and regulations relevant to asylum procedures, reception conditions and 
healthcare services for asylum seekers and refugees in Sweden

Title in English Original Title (SE)

Aliens Act Utlänningslagen (2005:716) (202)

Aliens Act Ordinance Utlänningsförordningen (2006:97) (203)

Law on Reception of Asylum Seekers and 
Others

Lagen om mottagande av asylsökande m.fl. (1994:137) (167)

Ordinance on the Act on Reception of 
Asylum Seekers

Förordning om lagen om mottagande av asylsökande (1994:361) (188)

Act on Health Services and Healthcare to 
Asylum seekers etc.

Lagen om hälso- och sjukvård åt asylsökande m.fl. (2008:344) (177)

Ordinance on the Act on Health Services 
and Healthcare to Asylum seekers etc

Förordning om hälso- och sjukvård åt asylsökande m.fl. (2008:347) (177)

Act on health services and healthcare for 
certain foreigners who are staying in Swe-
den without the necessary permission

Lag om hälso- och sjukvård till vissa utlänningar som vistas i Sverige utan 
nödvändiga tillstånd (2013:407) (204)

Ordinance on state compensation for 
healthcare for asylum seekers

Förordning om statlig ersättning för hälso- och sjukvård till asylsökande 
(1996:1357) (179)

Ordinance on state compensation for 
certain immigrants 

Förordning om statlig ersättning för insatser för vissa utlänningar (2010:1122) 

Ordinance on state compensation for 
refugee reception etc.

Förordning om statlig ersättning för flyktingmottagande m.m. SFS 1990:92

The National Board of Health and Wel-
fare regulations on healthcare for asylum 
seekers 

Socialstyrelsens föreskrifter och allmänna råd om hälsoundersökning av 
asylsökande m.fl. (SOSFS 2011:11) (160)

Proposition 2005/06:46 om mottagande av ensamkommande barn

Lag om god man för ensamkommande barnlänk till annan webbplats, öp-
pnas i nytt fönster SFS 2005:429

use of interpreters, invitation procedure, screening and 
tests procedures, as well as differences in administrative 
duties and responsibilities (169,196,199). Furthermore, 
Jonzon et al. (169) found that infectious disease control 
seemed to be prioritised during the health assessment 
across counties, whereas mental health issues were giv-
en insufficient attention; and provision of information 
about the Swedish healthcare system, although stip-
ulated in national guidelines, was addressed to lesser 
extent (169). Accordingly, the Swedish Association of 
Local Authorities and Regions called for more interven-
tions to improve mental healthcare and promote the 
mental health of asylum seekers as they found that less 
than half of all asylum seekers, who received a health 
assessment, were asked about their mental health sta-
tus (197). Jonzon et al. argue that there seems to be 
a lack of a coherent national system for carrying out 
the health assessment on newly arrived asylum seekers 

(169) and several county councils have requested clear-
er instructions for the assessment.

National statistics have shown that only approxi-
mately 50% of asylum seekers attend the assessment, 
though with significant national variations ranging from 
20% to 90% among counties (169,197,200). The rea-
sons behind the low rate are not clear, though expla-
nations related to structural and organisational barriers 
have been suggested, such as difficulties in reaching 
individuals with the letter when living in diverse forms 
of accommodation (168,169). Mobile teams have been 
found to be a successful way of organising the health 
assessment and reaching newly-arrived asylum seek-
ers (169,197,200). Additionally, studies have suggest-
ed that poor communication, inadequate information, 
mistrust and lack of clarity regarding the purpose of 
the health assessment could to some extent explain the 
poor attendance (195,201). 



Comparative analysis
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Main differences and similarities between health 
reception policies and initiatives for asylum-seeking and 
refugee children in the four Nordic countries
The aim of this report is to examine and compare na-
tional health reception policies within the Nordic coun-
tries, and to explore the trends in the development of 
health reception polices within the countries from 1980 
to 2018. The following section will provide an overview 
of the findings, including an analysis of the most sig-
nificant similarities and differences across the Nordic 
countries.

Immigration to the Nordic countries in the 
1980s

During the 1980s, the number of asylum seekers be-
gan to rise all over Western Europe. Ongoing wars and 
conflicts in the Middle East and the Horn of Africa since 
the 1980s caused a steady and high immigration from 
these regions to the Nordic countries, whereas immi-
grations from Chile and other South American countries 
in the 1970s and the Balkan region in the 1990s were 
temporary phenomena. Asylum seekers and refugees 
already dominated the immigration policy debate in 
the early 1980s and 1990s in the Nordic countries, and 
major changes occurred in governments' perceptions 
of the significance of migration trends (3,4). Increased 
rates of asylum seekers in the 1980s led to pronounced 
administrative and practical problems within the Nordic 
countries, which resulted in the development of new of 
institutional frameworks as well as a number of reforms 
so the 1980s were characterised by the development of 
institutions (2). 

The historical purpose of health reception 

Systematic health reception initiatives for newly arrived 
asylum seekers were introduced in Denmark, Sweden 
and Norway in the early 1980s, whereas Finland im-
plemented a systematic health reception programme 
in the early 1990s. Healthcare reception initiatives dif-
fered between the Nordic countries and have changed 
considerably over time in relation to several factors, 
among them, the perceived risk of infectious diseases, 
the number of asylum seekers, as well as economic, 
political, organisational and societal factors. There 
have been significant differences across the countries 
both with respect to coverage and type of health ex-
aminations. 

However, over many years in all four Nordic coun-
tries and within each of their respective health recep-
tion initiatives, there seems to have been a fairly con-
stant pattern of a focus on infectious disease control. 
Historically, the health reception procedures in many 
European countries aimed at protecting the local pop-
ulation against imported infectious diseases, and have 
therefore focused on screening for these diseases, and 
not least tuberculosis. Foreign-born migrants, returning 
traders, explorers, and military forces were perceived 
as potential public health threats and port-of-entry au-
thorities met ships on arrival and conducted screening 
and quarantine programmes (5). Recurring epidemics of 
leprosy, syphilis, cholera, smallpox, plague and typhus 
shaped European history, and consequently regional 
foreign policy in relation to trade and health protection 
also (205). However, diseases of great interest in the 
early twentieth century, such as trachoma and small-
pox, are no longer public health issues of concern. Cur-
rent types of disease to which screening is organised, 
tend to reflect illnesses of public health importance of 
the mid- to late-twentieth century, such as tuberculo-
sis, sexually transmitted diseases, and other infections 
(205). Furthermore, the more recent number of mi-
grants and diverse modes of travel have reduced the 
effectiveness of former public health approaches (5).

Migration to and within the European Union and Eu-
ropean Economic Area (EU/EEA) in recent years has led 
to changes in, and development of, migration policy, 
including health policy (5).

Nevertheless, health reception initiatives in many 
European countries still aim at protecting the general 
population against the risk of spreading communicable 
diseases; hence upon-entry screenings of infectious dis-
eases among asylum seekers are widely implemented 
across the European countries, although these vary in 
terms of content, whether they are voluntarily, and how 
they are organised (169,206–212).

Infection control still seems to be a primary compo-
nent of today's health reception of asylum seekers in 
the Nordic countries. Infection control is mentioned as 
a primary element of the health reception in the cur-
rent policies of all four countries, and all the four have 
specific initiatives for acute healthcare of newly arrived 
asylum seekers, including vaccinations and infectious 
disease control, which clearly reflects the rationales of 
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protecting the population against infections as well as 
supporting acute health needs (32,68,119,160). 

Main similarities and differences of 
today's health examination

Content of Healthcare reception

The healthcare reception of asylum seekers and refu-
gees is carried out according to the varying national and 
local policies of the receiving country, and diversity in 
initiatives were identified across all four countries. 

National legislation and guidelines on health recep-
tion, as well as organisation and timing of health re-
ception initiatives, not only vary across but also with-
in countries. Health reception initiatives also differ in 
focus, target population, content and aim, with some 
focusing on infectious disease control, prevention of 
disease spread and the protection of public health, and 
other initiatives focusing on the early identification of 
health needs of asylum seekers (206,207). 

TB and infectious diseases screening

In all four countries, most health examinations are vol-
untary and target specific risk groups based on country 
of origin, individual risk factors etc. Only in Norway a 
compulsory, extensive screening for TB exists, including 
screening for both active and latent TB. This also includ-
ed mandatory BCG vaccine until 1995. 

In Denmark, Sweden and Norway TB screening was 
introduced in the 1980s, whereas this screening was 
introduced in Finland in 2009. Despite all four coun-
tries having policies in place regarding TB-screening of 
asylum seekers and refugees, the procedure, organi-
sation as well as screening criteria differ considerably 
across the countries. While obligatory TB screening is 
an independent health reception initiative in Norway, 
it continues to be a secondary and voluntary element 
of a general health examination in Denmark, Sweden 
and Finland. In Denmark and Sweden, all asylum seek-
ers with symptoms or from high risk areas, defined by 
TB incidence > 100/100,000 in country of origin, are 
offered a TB screening, whereas the screening criteria in 
Finland is TB incidence > 50/100,000 in the country of 
origin. In Norway, all asylum seekers and refugees, re-
gardless of their country of origin and other risk factors, 
are required to undergo the TB screening. 

The timing of the TB screening also varies across 
countries. For example, in Norway, the screening is in-
tended to be carried out within two weeks of refugees' 

arrival in the country; whereas in Finland, individuals 
without symptoms are examined at the time of the ini-
tial assessment, within two weeks of arrival, or as soon 
as possible afterwards. Individuals with symptoms are 
assessed as soon as possible. 

This implies that the same asylum-seeking popula-
tion from a certain country, therefore, can be offered 
varying health assessments in their respective resettle-
ment countries, as these depend on the policy of the 
receiving country and not necessarily on the needs of 
the individual (169,213,214). 

In addition, health assessments were offered to 
family-reunified refugees, ordinary refugees and quota 
refugees in Sweden, Norway and Finland. In Denmark, 
health assessments were offered to these groups in the 
whole country 2015-17, but from 2017 and onwards 
only in specific municipalities due to a change in the 
law. Focusing screening efforts solely on asylum seekers 
and selected groups of refugees may imply that some 
groups, such as quota refugees or children with other 
migration backgrounds (e.g. children of a refugee par-
ent but who are family-reunified to a Nordic citizen) are 
overlooked, although they may face an equally high risk 
of infectious diseases or mental health problems.

Mental health screening

A relatively high proportion of asylum seekers and refu-
gees suffer from mental health problems, though mental 
health has been a less frequent component in the health 
reception initiatives compared to infectious disease 
control (1,212). In recent years the health assessments 
in all four countries are moving towards a more holistic 
approach by taking into account mental health as well, 
though there are still significant differences in the detail 
to which mental health is subject within today's health 
reception. In Denmark, a mental health screening pro-
cedure was established in 2009 and offered to all newly 
arrived asylum-seeking children, but only to children un-
der the age of 16. In Norway, a guideline incorporates 
mental health and the municipalities are urged to offer 
an initial health examination three months after arrival 
in Norway, which addresses both screening for trauma 
and general mental health services, however not specif-
ically in relation to asylum-seeking children (105). Cur-
rent guidelines in Sweden briefly mention that in the 
initial health examinations health professionals should 
be aware of children who had been exposed to trau-
matic events, (160,215), whereas only somatic health 
is included in the health reception initiatives in Finland 
(68,86,88). General mental health initiatives during the 
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asylum-seeking period were mentioned in Finnish pol-
icies but without reference to children. In accordance 
with this information, a recent study by Barghadouch et 
al. (not yet published) found that health reception poli-
cies supporting mental health initiatives were less pres-
ent and less detailed than policies supporting acute and 
somatic health initiatives in the four Nordic countries. 
Similarly, a review of 53 studies on the health screen-
ing of resettled refugees in Europe, North America and 
Australia/New Zealand showed that most screenings 
focused on infectious diseases identification, whereas 
screening for mental health and non-communicable 

diseases like diabetes and hypertension were addressed 
to a lesser extent (213). 

Furthermore, two Swedish studies, both examining 
the health assessment procedures from the perspective 
of the asylum seekers, found that asylum seekers con-
sidered the health assessment that they had undergone 
was primarily an infectious disease control rather than 
an opportunity to express their health concerns and 
identify actual health needs (168,216).

Policies on screening are not exclusively dependent 
on the health needs of the asylum seekers or the relative 
risk of infection, but also on non-medical grounds, such 

Health services for asylum seeking and refugee children in the Nordic countries 

Denmark Finland Norway Sweden

Health 
reception 
service 

Initial 
health 
examina-
tion

Psycho-
logical 
screen-
ing 

Health as-
sessment 
after 
being 
granted 
asylum

Initial 
health
interview 
(incl. chest 
X-ray) 

Health ex-
amination 

Mandatory 
TB screen-
ing (active 
+ latent TB) 

Initial health 
examination

Health 
examina-
tion

Target 
group

Asylum 
seeking 
children 
0–17 
years of 
age

Asylum 
seeking 
children 
aged 
<16 
years 

Newly 
arrived 
refugees, 
based on 
needs 

Asylum-seeking children Asylum-seeking children Asy-
lum-seek-
ing chil-
dren

Focus Somatic and mental health status Somatic health status Somatic 
health 
status

Somatic 
and mental 
health status

Somatic 
and men-
tal health 
status

Participa-
tion

Voluntary Volun-
tary

Voluntary Voluntary* Mandatory Voluntary Volun-
tary*

When Preferably 
<10 days 
or before 
leaving 
reception 
centre 

<3 
months 
after 
arrival 

<6 
months 
after 
arrival in 
munici-
pality

<2 weeks 
after arrival 

Individu-
als with 
symptoms 
as soon as 
possible.
Asymp-
tomatic 
refugees 
<1 month 
Asymptom-
atic asylum 
seekers <3 
months 

Immedi-
ately and 
absolutely 
<14 days 
after arrival

<3 months 
after arrival

When 
accom-
modated 
in a coun-
ty or as 
soon as 
possible

Where Asylum 
centres

Asylum 
centres

National 
health 
system

Asylum 
centres/ 
National 
health sys-
tem

Asylum 
centres/ Na-
tional health 
system

National 
health 
system

National 
health sys-
tem

National 
health 
system

* Certain examinations can be mandatory in accordance with national Communicable Disease Act
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as economic, political and societal factors. Thus, the im-
plementation of various health reception initiatives and 
screening programmes and the variation in national 
guidelines raise questions about the reasoning behind 
the different health reception initiatives (206). 

Migrants are a diverse group and heterogeneous in 
their health, which makes it hard to generalise about 
their health needs. It is therefore challenging to identi-
fy approaches that optimally improve health outcomes 
in immigrant populations across Europe and decide 
what should be assessed, who to be targeted as well 
as where and when assessments should be delivered. 
Furthermore, it is not clear what constitutes an effective 
and cost-effective screening approach and what factors 
hinder or facilitate the screening process (169,207,208).

The European Centre for Disease Prevention and 
Control (ECDC) has recently developed evidence-based 
guidance on the prevention of infectious diseas-
es among newly arrived migrants in the EU/EEA to 
strengthen infectious disease prevention and control 
among migrants and meet the health needs of these 
populations (5). According to the ECDC, asylum seek-
ers and refugee populations are a priority group for 
communicable disease prevention and control efforts, 
as they are disproportionately affected by, or vulner-
able to, certain infectious diseases, including active 
and latent TB, HIV, hepatitis B and C, and have low 
levels of vaccination (5). This increased vulnerability is 
related to pre- and during-migration risk factors, in-
cluding demographic profile, patterns of disease and 
weak health systems in countries of origin, high-risk 
behaviour, exposure to unsafe migration journeys that 
increase the risk of infectious diseases, lack of access 
to healthcare services and interruption of care, living 
conditions in host countries such as reception centres, 
overcrowding or shared accommodation. Further-
more, social, economic, cultural and legal barriers in 
host countries can hinder or limit access to and uptake 
of healthcare services. Additionally, post-migration risk 
factors such as poor living conditions and other deter-
minants of health in the host country can also exacer-
bate the vulnerability of asylum-seeking and refugee 
populations (5). 

However, the ECDC stresses that asylum-seeking 
and refugee populations do not generally pose a health 
threat to the host population. In spite of the common 
perception of an association between migration and 
the importation of infectious diseases, there is no sys-
tematic association, according to the WHO (217). The 
most frequent health problems of asylum seekers and 
newly arrived refugees include accidental injuries, hypo-

thermia, burns, gastrointestinal illnesses, cardiovascular 
events, pregnancy- and delivery-related complications, 
diabetes and hypertension (217). 

According to the WHO, the safest way to ensure that 
the resident population is not unnecessarily exposed to 
imported infectious agents is to ensure that asylum seek-
ers and refugees have full access to a hospitable envi-
ronment, prevention and, when needed, to high-quality 
healthcare, without discrimination on the basis of gen-
der, age, religion, nationality or race or legal status (217). 
Accordingly, the ECDC stresses that the failure to address 
asylum seekers' and refugees' rights to healthcare and 
access to health services, and to consider their unique 
needs, risks undermining regional and global efforts to 
combat the spread of communicable diseases (5).

The WHO does not recommend obligatory screen-
ing of asylum seekers, refugee or other migrant popula-
tions for diseases, because there is no clear evidence of 
benefits or cost-effectiveness. Furthermore, it can cause 
anxiety in individual refugees and the wider community. 
Instead, the WHO recommends offering and providing 
health assessments, including both communicable dis-
eases and non-communicable diseases, to ensure ac-
cess to healthcare for all asylum seekers and refugees 
requiring health protection (217). 

Most health initiatives focus on the asylum-seek-
ing phase by providing a front-line health initiative at 
arrival. However, in Denmark some municipalities also 
provide a health assessment related to resettlement 
after asylum has been granted. The assessment after 
asylum has been granted covers both somatic and men-
tal health aspects and includes newly arrived refugees, 
children and adults. It is governed through the Danish 
Integration Act aiming at promoting labour market par-
ticipation among newly arrived refugees (51).

Organisation of health reception and 
healthcare services

The organisation of health reception procedures and 
healthcare services for asylum seekers differ across and 
within the countries, and the organisation of the ini-
tiatives will naturally depend on existing structures of 
the healthcare system and programmes for health-re-
ception.

In Norway and Sweden healthcare for asylum-seek-
ing children, including the health assessment, is ar-
ranged within the national healthcare system, whereas 
in Finland and in Denmark the reception procedures and 
healthcare services are primarily centralised and located 
at the asylum centres or reception facilities, arranged 
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through an agreement between the immigration au-
thority and the asylum centre operators. 

In Sweden, each of the 21 county councils/regions 
are responsible for providing healthcare, including 
the health assessment for newly arrived asylum seek-
ers. Thus, the structures, organisations, processes, and 
outcomes vary between the counties (169). In Norway, 
the TB-screening is centralised, and managed by na-
tionwide procedures, while the TB-follow-up and the 
general health assessment are assigned to local medi-
cal health services at the municipal level. In Finland, the 
initial health examinations are performed at the asy-
lum centres, while other healthcare services, including 
the TB-screening, are purchased from public or private 
health services. In Denmark they are provided in a paral-
lel healthcare system in the asylum centres by Red Cross 
Denmark (22). 

An advantage of healthcare being provided within 
the asylum centres – as in Denmark and partly in Finland 
– is the high numbers of asylum seekers reached by a 
systematic health examination programme and the po-
tential for detailed reports of physical and mental health 
problems, which could help document the need for the 
health examination. Furthermore, specialists with com-
petencies in migrant-related topics, e.g. specific disease 
patterns, health determinants, cultural competencies, 
the use of interpreters etc. in the specific centres or in 
the secondary sector, might facilitate a more focused 
and hence shorter contact path to the healthcare sys-
tem (218).

Providing healthcare services within the asylum cen-
tres, however, can contribute to isolating and marginal-
ising – instead of the desired normalising and integrat-
ing into society and into the national healthcare system. 
Because asylum-seeking children in Finland – as in Den-
mark – are placed outside the community, in terms of 
housing as well as healthcare, their status as non-mem-
bers of society is emphasised (22). This organisation 
may also be vulnerable because of limited funding and 
reliance on a small staff (11). Futhermore, Sandahl et al. 
argue that providing healthcare services within the asy-

lum centres positions children primarily as asylum seek-
ers, rather than children, meaning that asylum-seeking 
children's political and juridical rights, opportunities, 
obligations, and limitations differ from those of other 
children (22). Building health reception into the primary 
sector may facilitate detection, follow-up and routine 
handling of general public health issues. Furthermore, 
it can facilitate future navigation in, and access to, the 
national healthcare system as well as normalising and 
integrating the refugees into society. In a recent analysis 
of the Nordic country responses to asylum-seeking chil-
dren by UNICEF, these countries are urged to integrate 
asylum seekers into mainstream national health systems 
and avoid exclusion from mainstream services (13). On 
the other hand, decentralising the governance of the 
health assessment to the municipality level may lead to 
considerable heterogeneity of assessment content and 
procedure. The absence of nationwide binding stand-
ards may result in a substantial heterogeneity with vary-
ing content of the health assessment across the country 
(169,207). Furthermore, when healthcare is provided 
outside the centres, difficulties in reaching individuals as 
well as structural and organisational barriers/ informal 
and formal barriers to healthcare services may compli-
cate the access to and use of healthcare services (169). 

Access to healthcare for asylum seeking 
children

The right to healthcare is governed through differing 
legislation across the four countries. In Denmark, en-
titlement to healthcare for asylum seekers is governed 
through legislation on both health and immigration (30) 
(56). In Finland, the right to healthcare is included in the 
law on general reception of refugees (72) whereas Nor-
way and Sweden have specific laws on asylum seekers' 
rights to general healthcare (140,204). 

Finland and Norway have integrated CRC into na-
tional law, and in Norway, CRC takes precedence over 
any other legislative provision, including asylum law 
(13). In Sweden, the parliament has adopted a bill on 

Table 5. Organisation of healthcare for asylum-seeking children in the Nordic countries 

Denmark Finland Norway Sweden

Integrated into the National health 
system - - Yes Yes

Contracted with asylum centre 
operators / parallel healthcare system Yes Yes - -
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making the CRC Swedish law by 2020 (219). Denmark, 
on the other hand, has not incorporated the CRC into 
national law.

Today, in all four countries, asylum seekers under the 
age of 18 are entitled to healthcare on equal terms to the 
host population in the respective country. All countries 
but Denmark explicitly address asylum-seeking children's 
right to healthcare services in the respective legislation. 
In Denmark, asylum-seeking children are not explicitly 
addressed in the law and their entitlement to the same 
healthcare services as resident children is not explicitly 
stated or mandated in any legislation. Asylum-seeking 
children's rights to healthcare services compared to 
that of the host population is solely mentioned in the 
Danish Immigration Service's guidelines for allocation 
of health services to asylum seekers, which state that 
asylum-seeking children – in principle – are given the 
same rights as resident children (53), while other guide-
lines state that asylum-seeking children have the same 
rights as Danish children resident in Denmark (220). This 
assumes that asylum-seeking children have the same 
entitlements to healthcare as native-born and resident 
children, and there is no evidence that asylum-seeking 
children living in Danish asylum centres do not receive 
the necessary treatment, although it remains undocu-
mented what the children are offered and whether they 
receive relevant and equal treatment compared to resi-
dent children (22). According to the Danish Immigration 

Service and Danish Red Cross, asylum-seeking children 
in Denmark in practice have access to healthcare that is 
equal to that of resident children, as healthcare services 
would be granted, and the costs would be met, if such 
treatment were likely to be offered to resident children. 
However, there are categorical – although possibly not 
applied – restrictions in access to hospital care and spe-
cialised treatment for asylum-seeking children, and this 
conflicts with CRC stipulations (22). 

In a recent study on healthcare entitlements for mi-
grant children in Europe, Hjern et al. argue that policies 
that do not explicitly entitle all migrant children, irre-
spective of legal status, to receive equal healthcare to 
that of its nationals, is a breach of the non-discrimina-
tion principle in article 2 of CRC, signed by all four coun-
tries in the study (11). Hjern et al. stress the importance 
of putting pressure on governments to honour the ob-
ligations of the CRC and to explicitly entitle all children 
to equal rights to health, and to advocate for better 
access to primary and preventive care for migrant chil-
dren (11,12). Accordingly, in the afore-mentioned anal-
ysis, UNICEF urges Denmark to stipulate the healthcare 
entitlements of asylum-seeking children in law, and to 
enable their access to healthcare through the national 
health services, just as for all other children. Further-
more, UNICEF recommends Denmark should incorpo-
rate the CRC fully into domestic legislation, ensuring its 
primacy over national migration law, and should sub-

Entitlements and access to healthcare for asylum-seeking children and refugees in the Nordic countries 

Denmark All asylum seekers, children and adults, are entitled to necessary healthcare and emergency treatment (56) 
(30). However, Danish legislation does not explicitly stipulate the healthcare entitlements of asylum-seek-
ing children and does not distinguish between children and adults but refers to “an alien who is staying in 
Denmark and submits an application for a residence permit”. According to the Danish Immigration Service 
asylum-seeking and refugee children are entitled to the same healthcare treatment as Danish citizen children 
living in Denmark. This entitlement is, however, solely stated in non-legally binding guidelines for allocation 
of health services to asylum-seeking children by the Danish Immigration Service (220) and is not explicated 
or mandated in any legislation. 

The access to healthcare for asylum seekers, including children, is arranged through an agreement between 
the immigration authority and the asylum centre operators and carries a number of restrictions for additional 
healthcare services including restriction on hospital care and specialised treatment, for which approval and 
guarantee of payment by the Danish Immigration Service are needed (32,53).

Finland Asylum seeking children and refugees under the age of 18 have the same right to healthcare as Finnish chil-
dren residing within the same municipality (72).

Norway As authorised residents, children younger than 18 have the same rights to healthcare as Norwegian citizen 
children living in Norway. However, children who do not have authorised residence do not have the right to 
a general practitioner (140,141).

Sweden Asylum-seeking children and refugees under the age of 18 years have the same right to healthcare, medical 
care and dental care as Swedish citizen children residing within the same county council jurisdiction (204). 
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scribe to the CRC view of children as children first and 
foremost instead of migrants with different legal status 
(13). In addition, Hjern et al. argue that unclear enti-
tlements in combination with decentralised economic 
responsibility can create incentives for limiting access to 
care, particularly when the inflow of migrants increases 
rapidly in small communities with limited resources (12). 

The merit of screening is closely linked to the access 
to healthcare services and the availability of treatment. 
Screening may therefore create an ethical dilemma if 
the screening is done at a time when treatment cannot 
be provided (213). In many countries, asylum seekers, 
except children, only have limited access to healthcare 
until receiving legal status as a refugee and obtaining a 
residence permit. Thus, screening after receiving legal 
status as refugee may create a better opportunity for 
screening and for starting treatment (213).



Conclusion
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Conclusion

This report has provided a comparative overview of 
policies and development trends regarding the health 
reception of asylum-seeking and refugee children in the 
Nordic countries from 1980 to 2018. 

The Nordic countries share similarities and differences 
in their implementation and development of health re-
ception policies and health assessment of asylum seekers 
and refugees. The increased rates of asylum-based immi-
gration in the 1980s led to the establishment of health re-
ception procedures for asylum seekers and newly arrived 
refugees in all four countries. However, migrant health 
policies in the four countries diverged and different 
models for health reception were implemented across 
countries with respect to the health issues targeted; the 
population groups targeted; the organisation of the ini-
tiatives; as well as overall differences in the organisation 
of healthcare systems and social services. Furthermore, 
economic, political, organisational and societal factors 
influenced the development of the different health re-
ception policies in each country. 

Despite the diversity in health reception initiatives 
across the countries, similarities in the course of devel-
opment of health reception have been shown in this 
report. All countries introduced policies aiming at pre-
venting asylum seekers and refugees from importing 
communicable diseases, such as TB, and throughout 
the 1980s all countries implemented health reception 
procedures to identify communicable disease among 
asylum seekers and provide adequate healthcare for 
the more pressing healthcare needs. Infectious disease 
control still seems to be a primary component of to-
day's health reception of asylum seekers, whereas men-
tal health has been a less frequent component in the 
health reception initiatives. However, in recent years, 
the health assessments in all four countries have moved 
towards a more holistic approach by taking into account 
the mental health of asylum seekers and refugees, yet 
not as often, nor to the same extent, as initiatives on 
acute and somatic health. 

Healthcare services for asylum-seeking children have 
changed over time with regard to entitlement, restrictions 
and content. Today, national legislation in all countries but 
Denmark explicitly stipulates asylum-seeking children's 
right to health on an equal basis as resident children. 

The general decentralised organisation of health 
services in the Nordic countries is also reflected in the 
organisation of the health reception programmes. This 
may lead to considerable differences in assessment con-

tent and procedure as well as in service provision. The 
absence of nationwide binding standards may result 
in a substantial heterogeneity with varying content of 
the health assessment across the country. Furthermore, 
when healthcare is provided outside the reception and 
asylum centres, difficulties in reaching individuals as 
well as structural and organisational barriers/ informal 
and formal barriers to healthcare services may compli-
cate the access and use of healthcare services.

As a next step, the analysis would benefit from further 
extension with more information from the four countries 
considered and from other countries in Europe. 

This study has only focused on asylum-seeking and 
refugee children. However, a child who is legally cate-
gorised as asylum seeker or refugee is more likely to be 
entitled to healthcare on equal terms with a resident 
child than other migrant children who are not applying 
for asylum or without residence permit, such as undoc-
umented children. Therefore, to investigate how legal 
rights might be bound to migrant status rather than to 
the child and his/her rights as a child, there is a need to 
compare the levels of equality regarding entitlements to 
healthcare across different groups of migrant children, 
including undocumented/irregular migrant children, 
compared to native-born children/child citizens.

We have little knowledge as to whether and how 
the health reception policies play out in practice and 
how differences across countries play out in actual 
health reception practices. To document the effects 
of health reception policies in practice, and to explore 
the relative benefits and disadvantages of the different 
organisations of healthcare services for asylum-seek-
ing children – which is an important starting point for 
any health reception policy – a comparative study at 
policy level needs to be supplemented with empirical 
follow-up studies of access to healthcare services in 
practice among asylum-seeking children, as well as fol-
low-up studies of their health status.

There is a need for further research to obtain a better 
understanding of the importance and effects of recog-
nising asylum-seeking and refugee children specifically 
in national policies. 

The comparison of four countries' policies may facili-
tate opportunities for learning across countries and may 
particularly benefit countries currently designing health 
reception policies; however, it is beyond the scope of 
this report to draw conclusions on the best policy prac-
tices within the Nordic countries. 
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