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Abstract

Background: Norway, like other European countries, has a growing refugee population. Upon arrival to Norway,
refugees and asylum seekers need to learn about Norwegian society and social services such as healthcare. Despite
various programs and assistance, they face numerous challenges using the healthcare system. Understanding the
healthcare experiences of Ethiopian refugees and asylum seekers may improve how services such as informational
sessions and delivery of medical care are provided. This qualitative study seeks to describe the health-related
experiences of Ethiopians who have sought asylum in Norway and shed light on potential barriers to care.

Methods: Individual interviews were conducted with ten Ethiopian refugees and asylum seekers in Norway.
Thematic analysis was used to understand the broader context of refugee resettlement and how this experience
influences participants’ health experiences and health seeking behaviors.

Results: We identified three main themes that played a role in participants’ health and healthcare experiences.
Participants described how ‘living in limbo’ during their application for residency took a mental toll, the difficulties
they had ‘using the healthcare system’, and the role ‘interpersonal factors’ had on their experiences. While applying
for asylum, participants felt consumed by the process and were affected by the lack of structure in their lives, the
conditions in the reception center, and perceived inadequate healthcare. Participants perceived a change in access
to services before and after they had been granted residency. Participants learned about the healthcare system
both through official information sessions and social networks. Doctor-patient communication and interpersonal
factors such as a sense of feeling valued, language, and discrimination had a large impact on perceived quality of
care.

Conclusions: Ethiopian refugees and asylum seekers face numerous challenges accessing, using, and interacting
with Norway’s healthcare system. Contextualizing these challenges within the asylum seeking process may help
policy makers better understand, and therefore address, these challenges. Interventions offered at reception centers
and in health worker trainings may improve healthcare experiences for this and similar populations.
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Background
The number of people displaced due to conflicts, natural
disasters, and human rights violations has increased in
recent years. The United Nations High Commissioner
for Refugees (UNHCR) estimates that at the end of
2017, there were approximately 71.44 million such per-
sons of concern globally [1]. This estimate refers in part

to refugees, those granted protection by another state,
and asylum seekers, those who have sought international
protection but whose refugee status has not yet been de-
termined [1].
While Iran, Lebanon, Pakistan, Uganda, and Turkey

bear the greatest burden of displaced people [2], Europe
also has a history of accepting refugees and asylum
seekers. In 2017, over 25,000 refugees were resettled in
Europe by the UNHCR. The top countries for resettle-
ment included the UK, France, Sweden, the Netherlands,
Germany and Norway [3]. As of June 2018, there were

© The Author(s). 2019 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

* Correspondence: Melanie.Straiton@fhi.no
5Department of Mental Health and Suicide, Norwegian Institute of Public
Health, Oslo, Norway
Full list of author information is available at the end of the article

Schein et al. BMC Health Services Research          (2019) 19:958 
https://doi.org/10.1186/s12913-019-4813-7

http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-019-4813-7&domain=pdf
http://orcid.org/0000-0001-6453-8051
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
mailto:Melanie.Straiton@fhi.no


228,161 people with refugee backgrounds living in
Norway [4]. Asylum seekers face numerous challenges
accessing and utilizing health services and may have very
different healthcare experiences from the native popula-
tion [5]. Given the large number of people with refugee
background living in Norway, understanding how chal-
lenges using the healthcare system manifest themselves
is an important research and national policy priority.
This study, using a sample of Ethiopian refugees and
asylum seekers, aims to understand the healthcare expe-
riences of this community and elucidate important fac-
tors that may be generalizable to other refugee groups
and host countries regarding barriers and facilitators of
care and utilization of health services.

Healthcare experiences and barriers to care
In many of the countries where refugees to Europe ori-
ginate, the healthcare system is fragmented and ineffi-
cient [6], and organized differently than in Europe.
Ethiopia is among 57 countries identified by the WHO
to have a critical shortage of healthcare workers [7]. Fur-
thermore, with regards to quality of care, one Ethiopian
study reported that Ethiopian patients and health care
providers found an inadequate number and mix of pro-
fessional staff, a deficiency of basic medical equipment,
and lack of compassion and respect for patients among
health care providers, all of which may influence their
experience with other health care systems [8]. Even the
idea of scheduling an appointment may be unfamiliar to
some, thus increasing unnecessary utilization of emer-
gency departments. Scandinavian studies using local
register data find that immigrants tend to use emergency
departments for all health problems more than natives,
although this varies by country background and immi-
gration reason [9–12].
Language and cultural background are also key media-

tors of healthcare experiences. A study of language bar-
riers in the United States found that patients who face
language barriers are less likely to have a regular source
of medical care, have increased risk of non-adherence to
prescribed medication, and are less likely to return for
follow up appointments after visits to the emergency
room [13]. Similarly, a Canadian study reported that
length of stay in emergency departments was longer for
non-English speakers compared to English speakers [14].
Language barriers were also found to be an important
obstacle to care in Norway [15].
Differences in cultural background between physician

and patient have been shown to create an environment
of mistrust in some cases, both in terms of confidential-
ity and expertise. A study of Somali refugee expectations
of healthcare in Sweden found that unfulfilled expecta-
tions of medical encounters can result in disappointment
that entails “a lack of trust and feelings of rejection.”

[16] Some studies have also found that perceived differ-
ential treatment on the basis of immigrant status has
negative effects on health seeking behavior [15, 17–19].
Many Norwegian healthcare providers have also
expressed frustration regarding challenges in providing
care to recently arrived migrants [20].

Introduction program for new refugees and asylum
seekers
New asylum seekers to Norway live in reception centers
located throughout the country. They and their families
are required to participate in a standardized introduction
program [21]. The program has been in place since 2004
and is organized as a collaboration between the
Norwegian Welfare and Administration (NAV), adult
education centers, and volunteer organizations and busi-
nesses [22]. The aim of the program is for participants
to learn Norwegian, obtain knowledge about Norwegian
society (including the healthcare system) and become
prepared to enter the labor market or pursue further
education [23].

Norway’s healthcare system and healthcare rights for
asylum seekers
Norway’s healthcare system is a universal, publicly
funded system. Those who qualify for this system are
assigned a general practitioner (GP) who acts as a gate-
keeper for referrals to specialty care and hospital ser-
vices. Residents may change their GP up to twice a year
if they desire [24]. Co-payments for office visits and
other costs are subsidized by the government, and all
costs exceeding 2205 NOK (260 USD) per year are cov-
ered by the national healthcare system [25].
According to the Norwegian Directorate of Immigra-

tion (UDI), those seeking asylum have the same rights to
healthcare as Norwegian citizens from the moment they
apply for protection in Norway [26]. It is only in the case
of denied asylum and undocumented stay in Norway
that immigrants do not have complete access to the
health system [27, 28]. Additionally, upon arrival in
Norway, asylum seekers are required to undergo tuber-
culosis screening, and should be offered HIV testing and
full healthcare screening including dental and mental
health. Asylum seekers under the age of 20 are also enti-
tled to a full vaccination program [29].
Despite full legal access to the healthcare system, asy-

lum seekers to Norway still face numerous challenges
accessing and utilizing the health services, especially in
the transit phase [30]. With this in mind, this study aims
to describe the health related experiences of Ethiopian
refugees and asylum seekers in Norway and discuss the
barriers and facilitators of access to care in this
community.
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Methods
Interview procedure
We set out to interview 30 participants, or until data sat-
uration was reached. We identified participants through
key contacts in the Ethiopian community such as inter-
preters and church administrators. Contacts served as
recruiters and identified and contacted potential partici-
pants. We then used snowball sampling to recruit add-
itional participants [31]. Selection criteria included those
who were originally from Ethiopia, arrived in Norway as
refugees or asylum seekers, were 18–65 years old, had
been living in Norway between six months and 10 years,
and had visited a doctor while in Norway.
Once participants agreed to be interviewed, they were

contacted by telephone by the first author, and a suitable
time and place were arranged for a meeting. Since our
community recruiters had the first interaction with the
majority of potential participants, we do not know how
many people declined to be contacted for an interview.
At the time of the interview, participants were given

an information sheet and consent form, both of which
were available in English and Amharic. All interviews
took place between February and June 2017. The study
was approved by the Data Protection Officer and con-
ducted in accordance with the Norwegian Data Protec-
tion Authority.
The primary goal of the interview was to learn about

participants’ healthcare experiences in Norway. We used a
semi-structured interview guide (Additional file 1 – Inter-
view Guide) with open-ended questions relating to differ-
ences in the health system between Norway and Ethiopia,
experiences of going to the doctor and making appoint-
ments, and barriers to care such as cost, transportation,
sociocultural differences, language, and trust. At the com-
pletion of each interview, participants received a 200 NOK
(~ 23.70 USD) gift card to compensate them for their
time. The first author, a native English speaker, inter-
viewed all participants. A professional interpreter was
available for those not proficient in English, and three par-
ticipants used this service. All interviews were audio-
recorded and transcribed. Interview transcripts ranged in
length from 12 to 30 pages (mean 19.1).

Participants
The final study sample consisted of 10 Ethiopians who
entered Norway as asylum seekers. Participants were be-
tween 20 and 54 years old (mean 30.3 years); half were
female, and length of time in Norway ranged from three
to ten years (mean 6.8 years). Eight participants were
from Addis Ababa, the capital of Ethiopia, while two
were from more rural areas. At the time of the interview,
seven participants were permanent residents of Norway,
one had been granted citizenship, and two had not yet
received full residency. Five participants entered Norway

as minors and were therefore granted immediate access
to education. Four participants were university students
studying to obtain a bachelor’s degree; one participant
was a high school student; two were neither in school
nor working (high school education obtained in
Ethiopia); and three were working full time. Of those
working, one had an advanced degree. Eight participants
were living in Oslo at the time of the interview, while
two lived in neighboring towns. At the time of the inter-
view, six participants assessed their health as very good,
three as good, and one as fair.

Analysis
To analyze the interviews, we employed thematic ana-
lysis, which aims to identify patterns and themes within
the recorded text without trying to fit data into pre-
existing themes [32]. By taking an inductive approach,
we were able to consider the broader context of refugee
resettlement and how this experience influences partici-
pants’ health experiences and health seeking behaviors.
Additionally, this method allowed us to identify the
major themes of barriers to and facilitators of care and
to consider how asylum seekers have adapted to using
the health care system.
The research team reviewed the transcripts and the

first author coded units into analytic categories. Each
category was then reviewed for cohesion and compared
to coding done by the last author for consistency. By
comparing and contrasting categories across the inter-
views and referring back to the full interviews, the cat-
egories were grouped into higher order themes. NVivo
11 was used to assist in coding and analyzing transcripts.
All interviews were de-identified to protect participants.
Participant names were only used for contact purposes
and were not connected to the interview data in any
way.

Results
Refugees and asylum seekers experience a wide array of
challenges that influence healthcare utilization and expe-
riences. Their experiences varied by time in Norway and
residency status. The period of uncertainty that accom-
panies the asylum seeking process consumes the lives of
asylum seekers and makes it difficult to be conscious of
health status or seek care. Those who are granted resi-
dency then need to learn to navigate healthcare services
with limited assistance. Finally, those who learn how the
system works are faced with complex social interactions
in the clinician’s office that can significantly influence
health seeking behavior.

Living in limbo
Participants spoke profusely about the mental toll the
asylum seeking process had on them. Long term
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uncertainty about the future often causes stress and anx-
iety. For many it was an all-consuming and isolating ex-
perience that made it difficult to feel happy and fulfilled.

Uncertainty
The asylum application process can take many years.
Some participants reported waiting eight or nine years
to be granted asylum, and this constant worry about
residency status was reported as having direct health im-
plications. One participant noted, “it’s not so easy to live
in a refugee camp. So I was worried if I was going to get
a permit or not so it was a stressful time for me. So I was
not sleeping very well so I went to a doctor and it was
not that serious, but I got some help for that” (R7, F).
The asylum seeking process was perceived as over-

whelmingly stressful, and this was compounded by the
limited ability to pursue useful work activity. “When a
person is sitting in a camp without doing anything, that
person will be stressed and so will be sitting and thinking
about what will happen in the future” (R4, M). Uncer-
tainty and not having work, responsibility, or diversions
results in even greater stress levels.
In addition to its impact on mental and physical

health, the resettlement process also had direct conse-
quences that limited health seeking behavior. One par-
ticipant stated “I think maybe I don’t know I wasn’t
focused on my health … I was focused on my situation
rather than my health” (R1, F). Another, when asked
about expectations for the healthcare system in Norway
stated, “you know what … when I came to Norway it
wasn’t the first thing that I thought about. Because I had
so many things … other things to think about. So I didn’t
think [about it] so much” (R2, M).

Lack of structure
The limitations of living in a resettlement center, too, were
a large source of unhappiness for participants. One par-
ticipant described being unable to access education be-
cause it was too far from the asylum center and having to
find her own living accommodations through Facebook to
make it work. Others described being unable to work and
the uselessness they felt as a result. One participant in par-
ticular spoke a lot about what this lack of work meant for
his mental health: “My health is good but when one is liv-
ing in a camp most of the time life is very stressful … it is
difficult to live with so many people. In a very closed area
and also this is the age where I should be working or going
to school and I am not doing anything but sitting the whole
day here” (R4, M). Another participant, when asked what
he thought could be done to improve health services for
asylum seekers stated,

Everything I wish could happen is so many people who
are sitting doing nothing in the camp … I wish if

Norwegian people or government can help them to get
to allow them to get a job... Everyone has lived by
working and doing something in their lives.... If you sit
all the time, all the year, 2 years, 3 years, in one camp
… you will be mad. You will be sick. (R9, F)

Conditions at the reception center
Many of the reception centers that participants were
placed in were in small towns or rural locations far from
cities. One participant stated that she preferred her town
in the north of Norway to Oslo because “[I] found friends
that were [my] age and then school was so easy because
there was only one class for each year. So it was easier to
make friends” (R1, F). Another found the location of the
camp he was living in to be incredibly isolating: “there was
nothing around it. There was only forest, nobody there, so
all you do most of the time is sit. So after I have moved it
has become easier for me to come to town, to go to church,
and yeah it was better. It was closer to town” (R4, M).
Moving to a more populated area greatly improved this
participant’s mental status.
Conditions at the reception centers also had an impact

on participants’ physical health. Participants spoke of
friends with special needs, such as diabetes and hyperten-
sion, who were unable to modify their diets in the recep-
tion centers to meet their health needs: “for example, this
man must not eat sugary things for his diabetes and for his
blood pressure he must not eat salty things. But they [the
reception center] will give you [them anyway]” (R10, M).
This participant explained how the reception center ini-
tially refused to prepare a special menu for one person.
This person, however, knew the importance of glycemic
control, and refused to leave the doctor’s office at his next
visit until the doctor called the reception center to advo-
cate for healthier food options. Thus, in order to maintain
good health in the reception center, asylum seekers have
to both be aware of how to control their health conditions
and how to advocate for adequate care.

Using the healthcare system
Once asylum seekers can mentally move past the magni-
tude of their situation, they must also learn how to use a
healthcare system that is completely different from their
prior experiences. Gaining refugee status after a long
period of waiting appears to influence the perception of
access to health services. Participants spoke about the
ways in which they learned about the healthcare system,
differences in access related to residency status, and un-
derstanding the role of the GP.

Perceived limited access prior to gaining residency
Every respondent spoke about the differences they or
their friends experienced between having or not having
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residency “papers”. Prior to gaining residency, participants
described doctors coming to the reception centers occa-
sionally or when someone was very sick. Doctors seem to
have been in high demand at this stage, and “when once in
a while when the doctor would come to the reception center
and check everybody and that time everybody would go
and see him” (R1, F). Similarly, respondents described hav-
ing to get a letter from the reception center in order to
see a doctor outside the center, making it difficult to ac-
cess health services in the local community. In this sce-
nario, participants preferred the Ethiopian healthcare
system where “the doctors really want to help you … and
everybody can get the treatment if they got the money. But
over here, people who are not like legal residents cannot get
the treatment we are getting” (R6, F). Thus, despite the fact
that asylum seekers and refugees have legal access to
healthcare, the perception by this participant is that treat-
ment is not available.
Participants also struggled with finding a doctor, chan-

ging doctors, and with feelings of discomfort due to
perceived lower quality of care than that received by
Norwegian citizens. One participant stated that: “when
you don’t have a paper it’s not easy to find the doctor.
You just have nurses … and when you have the papers
then everything is ok. Everything is working or they will
help you to find your own doctor and everything when
you find this number … person number they call it … but
when you don’t have that number it’s so difficult” (R1, F).
The personal number, Norway’s national identification
number, allows one to be identified in the system and is
the way to be processed through the healthcare service.
Without this number, participants described a sense of
invisibility: “you are invisible and nobody cares about
you … they don’t count us. Then [once you get your per-
mit] you are visible” (R6, F). Although asylum seekers
are assigned temporary personal numbers upon arrival
in Norway, this information may not be clearly commu-
nicated, and clearly affects perceptions of inclusiveness
and health seeking behavior.
While living in a reception center, the kind of health pro-

fessionals also varies. While doctors are only at most recep-
tion centers just a few days a week, nurses are there every
day. Some participants mentioned frustration at having to
see a nurse when a doctor was not available and subse-
quently feeling as if they had not received adequate care: “it
is hard to go to the nurse and talk about all my illness or
when I know they actually can’t help me that much” (R3,
M). These experiences in the reception center determine
the mindset with which new asylum seekers approach
learning about and utilizing their new healthcare system.

Perceived universal access after gaining residency
Once granted residency, participants perceived that their
healthcare access was then the same as Norwegian

citizens. This access was discussed primarily in the con-
text of cost. “[I am} very satisfied with their system.
When somebody gets sick, one does not pay that much
it’s just a little bit so it’s almost free... The rest is paid by
the government” (R7, F). This was in stark contrast to
the health system in Ethiopia: “in Ethiopia if you have
money if you can afford it they will respect you. But if
you have no money there is no respect. If you don’t have
money you don’t get treatment in Ethiopia” (R8, F).
Those who expressed negative experiences regarding

cost spoke about the cost of some specialty services,
such as optometry and dentistry, which are not covered
for adults in the healthcare system in Norway. Addition-
ally, when asked if they had ever had difficulty paying
for an appointment, participants responded that they
were given a month to pay a bill (often at a price of
around 200 NOK - 24 USD) or that the costs were com-
pletely covered by NAV. One participant, whenever
given a bill for health services, stated that she “applies to
NAV and they usually provide the payment for it” (R8,
F). In this population, cost is not a barrier to accessing
healthcare services.

Information about healthcare services
The vast majority of participants remembered extensive
information sessions provided by the reception center,
UDI, or NAV. One participant described, “they will give
you documents. They are saying what to do when you are
sick, when it’s a fire at home, which number you’re going
to call when it’s an emergency and just like that” (R5,
M). While nearly all reported receiving this information,
a similar majority reported being unable to use this in-
formation because they were too young to see it as im-
portant, it was too much information at once, or it was
too much information too early in their asylum seeking
process. One respondent reported that “we learned a lot
but it was really boring just sitting there and trying to lis-
ten. All the unnecessary stuff we actually thought we
wouldn’t have any use at the time since we were like oh
we’ve never used that. You don’t think like that when
you’re 15” (R3, M). This statement suggests that the in-
formation was poorly contextualized in regards to the
differences between what asylum seekers could expect in
Norway in comparison to what they may have previously
experienced. Though information was communicated,
the information was not necessarily transferable into
health seeking skills.
Despite information sessions, many participants were

wholly reliant on social services to mediate healthcare
appointments and were unable to act autonomously.
Participants spoke about relying on a contact person at
NAV to facilitate all healthcare interactions in the first
years of their stay in Norway: “in the beginning it was
very difficult, but now I know how to do it. I can go to
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the clinic and make an appointment … in the beginning
I didn’t know where to go, who to ask, who to talk to, so
they helped me in the beginning” (R8, F).
A handful of the participants stated that their family

was their primary source of information when learning
about the Norwegian healthcare system. Others used
friends to find a good specialist or, when asked what he
looks for in a doctor, one participant stated, “I may ask
my friends which one is good and yeah their experiences.
So when they tell me ok he is a better one so you should
take that one so then I may choose that guy” (R2, M).
Informal tips passed through social networks were im-
portant in navigating day-to-day issues with the health-
care system.

Role of the general practitioner
Participants described going to the doctor in Ethiopia
only when they were acutely ill. The preexisting lack of a
notion of preventive care affected their perception of
health care in general, as well as how or when to access
it. Most participants were not used to making appoint-
ments at all. In Ethiopia, they would go to the doctor
when sick and wait their turn in line to be seen. These
prior experiences are important to consider in trying to
understand this community’s healthcare experiences and
their use of Norway’s GP-mediated system. One partici-
pant acknowledged this cultural divide in health seeking
behavior: “yeah if you have that kind of situation [pre-
ventive care] if you are practicing in your own country
you can do it here. But if you don’t have that practice
like that then you wouldn’t” (R10, M).
Learning how to optimize one’s interaction with an

assigned GP, to change a GP when necessary, and to
make appointments are essential parts of using Norway’s
healthcare system. The majority of participants knew
how to change doctors, and the majority had in fact used
that knowledge. One respondent reported going through
eight doctors before finding a satisfying doctor: “Every
year I changed the doctors because I was not at all
satisfied by the way they treated their patients. Like yeah
it’s hard sometimes to find the nice doctors. … I went
through eight doctors... (R3, M). There were, however,
some participants who did not know how to change
their doctor.
Participants also commented on the difficulty of mak-

ing appointments. One participant stated, “if it’s very
horrible like if I get sick and I have to see the doctor right
way I can’t they give me an appointment but it’s like …
it’s like I need to see the doctor right away right … but
they give me an appointment and I don’t like that” (R2,
M). The majority of participants who expressed frustra-
tion with making appointments had difficulty with wait
times. Respondents described Norway’s healthcare sys-
tem as one where “You don’t get immediate help when

you are sick … it takes a long time” (R4, M). Navigating
this timing was a challenge to many participants. One
stated that making an appointment was “so much
process” (R1, F). Such statements imply a hesitancy to
deal with the appointment making process. This may
be due to being accustomed to the healthcare system
in Ethiopia where appointments are unnecessary.
However, the other half of participants reported no
difficulty seeing primary care providers: “no problem.
Even now if I am sick if I go if it is a working day,
you can get it” (R10, M).
In addition to waiting for an appointment, participants

also discussed frustration waiting to see a doctor once
already in the office:

they gave me an appointment and I showed up by the
date and time. But after 3 hours or something waiting
they said, no we can’t do it today because the doctor is
busy. Or something. And they gave me another
appointment for after a week … it was disappointing.
Yeah. They told you to come today and you need to
wait like 3 hours and someone may show up and tell
you to go back home. (R6, F)

Such experiences can be a deterrent to seeking care in
the future.
Frustrations with wait times were exaggerated when

trying to access specialty care. Participants described the
process of accessing a specialty physician as challenging,
and were surprised to learn that they might have to wait
up to a year to see a particular doctor. Participants were
split regarding their attitudes towards Norway’s referral
system of care. Half felt that it was better: “it is better
that I be referred by my regular doctor or primary doctor
because he knows about my problem or my health situ-
ation and he can assess it better than me” (R8, F), while
the other half would have preferred more direct access.
While the goal of gatekeeping systems is to promote effi-
cient use of healthcare services, and is the shared experi-
ence of all Norwegians, it may also limit access to
subspecialty care disproportionately for those who are
unfamiliar with this system.

Interpersonal factors and the doctor-patient relationship
Doctor-patient relationships and communication are
complicated by many factors including language, trust or
mistrust, and sociocultural differences. Participants
found this aspect of their healthcare experiences particu-
larly challenging.

Being valued
It was important to participants that their doctors ex-
plain everything fully. Such full and detailed explana-
tions fostered trust. Similarly, participants spoke about
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the importance of doctors “speaking really closely” (R6,
F) with them. In such circumstances, participants found
their doctors to be the most helpful and were able to
form a therapeutic alliance. Participants felt they were
taken seriously if their doctors had been thorough and
had checked any possible cause of their complaint.

I have some problems with migraines and I have been
with the doctors so many times but over the years all
of them just say just take one day free and you will be
fine tomorrow and until one doctor actually took his
time and tried to understand why I am having the
unexplained migraines till then no one just … everyone
just said like take water or take painkillers and take it
easy and you will be fine. So it’s just like I think I
changed six doctors since I was not satisfied with each
doctor because nobody just took their time to see that
and actually try to understand why I am having these
headaches. (R3, M)

Participants felt more satisfied with their health inter-
actions when the doctor “actually physically checks on
you and tries to understand [the problem] and try to take
time … and actually seeing from each problem” (R3, M).
Participants also felt strongly that it was important for

their doctors to show a personal interest in their care.
One participant, whose resettlement process was par-
ticularly difficult because her husband was not granted
asylum, spoke positively about her relationship with her
doctor who had written to UDI (The Norwegian Direct-
orate of Immigration) on her and her husband’s behalf
many times. Other participants discussed what it meant
to them that even when they had nothing more to talk
to the doctor about specifically, the doctor always made
a point to ask them about their day. These small ges-
tures, in combination with satisfactory healthcare out-
comes, convinced participants that they were being
adequately cared for.
A majority of participants described an experience of

going to the doctor for a perceived health issue and be-
ing told to “just drink water.” Participants were disheart-
ened by this kind of advice: “water is good for health, we
know. But for every sickness it’s not helpful. They say go
and drink water, go and drink water” (R10, M). While it
may be that there was nothing to do from a medical
standpoint for a given complaint, such statements from
physicians made participants feel dismissed and de-
creased the likelihood of seeking medical care for more
serious issues. Participants felt similarly dismissed when
doctors did not maintain eye contact with them during
the appointment. Doctors were often on the computer,
and participants interpreted this both as a lack of know-
ledge and disinterest in their care: “the doctors in here
and when you tell them about your pain they open the

internet or open the book in front of you” (R5, M), “you
actually feel like they are busier with their stuff. And ac-
tually not treating the patients” (R3, M). Participants de-
scribed this as a key feature distinguishing between
doctors they trust and ones they do not.

Language
While most participants were able to converse in English
and indicated that they now spoke Norwegian, many
discussed prior or current language barriers. Interpreters
were not always reliable, and once participants learned
Norwegian, many felt a new sense of autonomy and con-
trol over their healthcare experiences: “when I speak to
them in Norwegian I am by myself so I know how to ex-
perience it and I know how to tell them what I feel and
where I feel it. I can say exactly what I feel. I like to ex-
press myself in Norwegian and not when the interpreter
does it for me” (R2, M). Participants specifically men-
tioned wanting more language training during their early
days in Norway while living in reception centers.

Physician ethnicity
Issues of race and differences in sociocultural back-
grounds also complicated interactions with doctors.
Multiple participants described better healthcare interac-
tions with doctors who were perceived as also not
Norwegian: “If they are from other countries, foreign
countries, they are willing to help you. So I was lucky I
was having my doctor he is from Pakistan. And the den-
tist for my daughter...she is from Somalia so they were
good for us” (R10, M). The same participant, however,
was also concerned that there were so many foreign doc-
tors in the Norwegian health system. The fact that there
were so many foreigners to him meant that Norway did
not do a good job of training their own doctors. This
preference for foreign doctors may then be due to both
perceived better care from someone who may have over-
lapping immigration experiences, and assumed issues
with medical education in Norway.
However, other participants indicated a difference in

their care based on the fact that they were not
Norwegian. Participants described Norwegian-born
friends receiving more details from their doctor about
treatments, and having seen doctors who have been
dismissive towards them act much friendlier with
Norwegian patients, theoretically “because some of them
don’t like non-Norwegians or Africans” (R7, F).

Discussion
This study illuminates some of the challenges Ethiopian
refugees and asylum seekers face in coming to Norway
and accessing the healthcare system. Access has been
described, by Penchansky and Thomas, to be composed
of five dimensions that represent the degree of “fit”
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between consumer and system: availability, accessibility,
accommodation, affordability, and acceptability [33].
Availability, the relationship between supply and de-
mand for specific services, accommodation, the relation-
ship between the supply system organization and the
ability of the consumer to adapt to this organization,
and acceptability, the relationship between consumers’
attitudes about characteristics of providers and medical
practice and the actual characteristics of existing pro-
viders, are the dimensions most contested by our partici-
pants. These are discussed in detail below.

Availability
Despite having full legal access to healthcare services
upon arrival in Norway, participants did not perceive
that they had the same rights as other residents of
Norway while living in reception centers. This may have
been due to the onsite health services that some recep-
tion centers provide, and the reliance on reception cen-
ter workers to facilitate access to other services.
A recent report on transit centers also suggests that

some asylum seekers perceive limited access to health
services, particularly secondary services [30]. This may
also reflect limited service capacity or reluctance to initi-
ate healthcare until patients are in a stable living situ-
ation to ensure continuity of care. It may also be related
to participants’ perception of residency papers as both a
gateway to rights and a sign of recognition and legitim-
acy in the Norwegian context. Prior studies have shown
that residency papers can hold such symbolic meaning
[34]. Thus, newly arrived asylum seekers should be bet-
ter informed of their rights to health services to improve
their knowledge and understanding of the system.

Accommodation
Our study shows that the uncertainty inherent in the asy-
lum seeking process takes a significant toll on those who
seek protection in Norway and may limit their ability to
adapt to a new healthcare system. While participants were
provided information about the healthcare system at vari-
ous time points, most reported that this information was
difficult to use, and that this made it difficult to understand
the organization of Norway’s healthcare system. For ex-
ample, a majority of the written materials given during the
introductory program are provided in Norwegian [35, 36].
This information is therefore not accessible to asylum
seekers who have not yet learned the language. Making ap-
pointments, how to call a doctor’s office, the availability of
health services in preferred languages, and how long it takes
to see a specialist were all topics that the participants
thought were crucial for newly arrived asylum seekers to
learn about. Information that is not actionable is of little
use to asylum seekers and may play a role in delayed access.
Health navigator/mediator interventions for specific health

services and different groups have also shown promising re-
sults internationally [37–39]. Future studies should consider
the success of such interventions that aim to improve
knowledge about general health services in Norway.
One consequence of this difficulty accommodating to

a new system is the decline in mental health that partici-
pants attributed to the lack of structure and helplessness
of seeking asylum. Length of stay in reception centers
has long been recognized as a risk factor for poor mental
health outcomes in asylum seeking populations [40]. Al-
though the range and severity of mental health problems
may be related to differences in kinds of reception cen-
ters, the process of asylum seeking alone has been
shown to have an association with a range of psycho-
logical disorders in children [41–47]. In line with other
research, our study shows that such mental health diffi-
culties can be expected in adult asylum seekers as well
[48, 49]. Additionally, although participants were adults
at the time of the interview, many entered Norway dur-
ing their adolescence and therefore may have carried the
psychological stress of resettlement with them since
childhood. We found that the mental burden of the
asylum-seeking process also affected how participants
prioritized their own health.
Additional services targeting mental health and oppor-

tunities for work or study may provide substantial incre-
mental benefit. While some reception centers in Norway
have piloted interventions aimed at preventing mental
health problems, and some offer various activities or op-
portunities for learning, there appears to be no standard
protocol. Given the documented negative mental health
effects of prolonged periods in asylum, strategies for im-
proving the well-being of residents and minimizing
stress levels should be prioritized in reception centers.
Further, the social dimensions of health and well-being

have been shown to have a large impact on asylum
seekers and refugees. Lintner and Elsen, in their assess-
ment of the subjective well-being of asylum seekers in
South Tyrol, Italy, posit that a sense of connectedness
and belonging, understood as feeling oneself as part of a
social system in which one is actively and meaningfully
engaged and valued by others, is essential to a holistic
approach to the health, well-being, and adaptation to
this community [50]. Our results echo this sentiment,
with feelings of uselessness and a lack of connectedness
representing a major complaint from our participants.
For our participants, this was mediated in large part by
gaining residency status and emphasizes the need to
consider the health of this population from a more holis-
tic approach that includes a social dimension.

Acceptability
Perceptions of provider attitudes and beliefs played a
large role in participants’ healthcare experiences. The
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doctor-patient relationship was crucial to participants,
and many stressed the importance of feeling valued in a
healthcare interaction. This sentiment is supported by
prior studies. As previously mentioned, a study of Somali
refugees’ expectations of healthcare in Sweden found
that unfulfilled expectations of medical encounters can
result in disappointment which entails “a lack of trust
and feelings of rejection” [16]. This can further compli-
cate the barriers preventing resettled refugees from
obtaining health services and seeking future healthcare.
This research also suggested that such populations want
doctors to know what’s wrong with them without being
asked too many questions and without consulting a ref-
erence book (16). Such practices on the part of the phys-
ician fostered mistrust of the subsequent advice and
diagnosis. For refugees who are accustomed to hearing a
diagnosis and receiving treatment immediately, waiting
for lab results or going to a doctor’s appointment in
order to get a referral for an x-ray can be confusing [51].
The common suggestion from doctors to “just drink

water” also echoes findings from Sweden. Somali re-
spondents often indicated that upon visiting a doctor
with a complaint they were told, ‘it’s really nothing’. This
was perceived as a rejection and an uninterested re-
sponse [16]. This response may well have been intended
as reassurance of nothing serious, rather than a dismis-
sal, but different interpretations due to different cultural
backgrounds make such situations hard to navigate. Cul-
turally based differences in expectations of healthcare in-
teractions and in prescription practices may have also
contributed to dissatisfaction. Dismissiveness may have
also played a role in the feelings of discrimination that
participants described. It is hard to determine whether
perceptions of discrimination and dismissiveness origin-
ate in prejudice against immigrants or differences in
communication style.
Participants felt similarly dismissed when having to

wait long periods for a pre-arranged appointment and
when their doctors did not look at them. In today’s era
of electronic medical records (EMR), doctors often must
sit facing a computer to take notes while their patients
are talking. Dissatisfaction with this arrangement ap-
pears to cross cultural and geographic boundaries. For-
tunately, however, there are ways to improve the
interaction despite the requirements of the EMR.
Although anyone may feel resentment or mistrust in

reaction to feeling dismissed by his physician, the likeli-
hood and extent of such a perception may be heightened
by differences in cultural background and language.
Moreover, research in the U.S. has shown that physi-
cians feel a specific inability to provide cross cultural
care, in particular to new immigrants [52]. Similar senti-
ments were echoed by providers in Norway [20]. Inter-
personal complications in healthcare interactions are

pervasive, occur across cultural and geographic boundar-
ies, and represent significant issues with healthcare de-
livery. However, interpersonal complications occur to a
greater degree, and have more severe health seeking
consequences, in populations with low health literacy
and unfamiliarity with the language and customs of a
new country. Training in cross-cultural competency
should be a mandatory part of education for new health-
care professionals, and a part of continuing development
for those already in the field.

Strengths and limitations
Limitations of the study include the size of the sample
and transferability of the findings. Although we inter-
viewed a small number of participants, data saturation
was achieved, with many participants echoing similar
ideas. Data rigor was verified by comparing coding be-
tween the first and last author, and by the fact that many
barriers discussed were in line with previous literature.
Further, all themes were discussed with the study team
and information from participants was cross-checked
when contradictions occurred. Additionally, since partic-
ipants were recruited from community contacts and sub-
sequent snowball sampling, many participants came
from similar social groups. For example, a large portion
of participants were university students in their early
20s. It may be that being in such similar social groups
increased data saturation artificially. Additionally, this
cohort may represent a particularly resourceful group of
people. This group also reported better health status
than is the norm for refugee communities. It is reason-
able to expect that difficulties in accessing health ser-
vices would be more significant in older asylum seekers
with less education or resources, or those with worse
health status.
Our participants also resettled 3–10 years prior to the

interview, and therefore needed to recall events from the
past. While most similar research relied on populations
of recently resettled refugees, our population is unique
given that they were able to compare experiences over
time, and had had time to reflect on the impact of these
experiences. Due to the small sample size and limited
variability between participants, we cannot be certain
that these experiences are transferable to immigrants
with different sociocultural characteristics from our sam-
ple. Additionally, since we interviewed only asylum
seekers and no healthcare providers, we cannot com-
ment on health care providers’ perspectives and how
their knowledge of the asylum seeking process may have
impacted healthcare experiences for this population.
An additional concern is the role of the researcher in

data collection and analysis. The first author, an
American woman living in Norway, conducted the inter-
views. Although conducting interviews in English could
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introduce a selection bias, only three participants chose
to use an interpreter, although all were offered this ser-
vice, and English is the most commonly spoken foreign
language in Ethiopia. The first author also shared some
experiences of living in a new country with the partici-
pants which may have made participants more comfort-
able speaking with her. Similarly, the university aged
students were close in age and profession, and this may
have also helped these participants feel comfortable. On
the other hand, differences in ethnicity, sociocultural
differences, and the power dynamic inherent in doing re-
search may have introduced some distance or discom-
fort. Her experiences with the U.S. healthcare system,
both as a user and as a medical student, and with refu-
gees in the U.S. may have also influenced the analysis.

Conclusion
The interviews shed light on healthcare experiences
and barriers to care that Ethiopian refugees and asy-
lum seekers face in Norway, and the ways in which
these barriers are shaped by past experiences, expec-
tations, and the social, cultural, and bureaucratic real-
ities of life in Norway. The fact that this community
was satisfied with many aspects of its health-related
experiences speaks to the many successes of resettle-
ment support agencies and local and national govern-
ments. There are still, however, areas that should be
improved. Although some resettlement challenges are
specific to country and population, many similarities
exist between our participants and studies undertaken
in other countries with different refugee communities.
In this international context our results suggest that a
more holistic approach to the health and wellness of
asylum seeking communities would reduce the health-
related challenges of resettlement.
For Norway in particular, this study highlights the

need for intervention during the asylum seeking
process. While there is a clear need for governments
to maintain organization in the asylum seeking
process, mental health deteriorates due to the lack of
work, education, and intellectual stimulation that oc-
curs during the time of resettlement. If temporary
work permits are not possible, perhaps access to skills
workshops relevant to common professions would
make asylum seekers feel more productive and im-
prove mental health. Further, there is much that
could be done to improve the ways in which Ethiop-
ian refugees and asylum seekers use the healthcare
system. Providing information in multiple languages,
multiple forms, and at opportune times could go a
long way to enable asylum seekers to act on the
information they receive. Finally, this study suggests
that there is a need for cross cultural education for
physicians and healthcare workers. Simply

understanding how asylum seekers perceive state-
ments such as “just drink water” may make healthcare
workers more sensitive to differences in interpersonal
interactions that asylum seekers bring to an
appointment.
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