
https://doi.org/10.1177/14034948231201895

© Author(s) 2023
Article reuse guidelines: sagepub.com/journals-permissions
DOI: 10.1177/14034948231201895
journals.sagepub.com/home/sjp

Scandinavian Journal of Public Health,  1–9

Background

Young refugees are part of a vulnerable subgroup 
whose condition of arrival varies considerably com-
pared with other immigrants. Having fled due to the 
risk of violence or death, many arrive in their host 
countries with few available resources after having 
undertaken perilous migration journeys. As such, 
they often experience a wide range of mental health 
issues – especially young unaccompanied refugee 
minors who arrive alone with no family or adult 

companion to care for them [1,2]. Young refugees 
must also contend with several post-migration diffi-
culties – such as social exclusion, discrimination and 
adjustment to a different cultural context – that can 
influence both their health and socioeconomic out-
comes [2–4]. As a result of these challenges, they may 
be more vulnerable to problematic drug use as a way 
to cope, while simultaneously facing barriers in 
accessing psychiatric healthcare services [3,5–7].

In many Western countries, men from minority 
ethnic groups have disproportionately been on the 
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receiving end of punitive drug policies [8–10]. 
Reports have shown that this is part of the daily  
reality experienced by men with an immigrant  
background in scandinavian countries [11–15]. 
Experiences of discrimination have the potential to 
exacerbate other psychological burdens associated 
with life as a refugee. Research related to prejudicial 
policing and its psychological effects on young refu-
gees is particularly timely because the nordic coun-
tries are becoming more diverse, with immigrants 
and their norwegian-born children now accounting 
for a substantial portion of the population [16].

An area of research that has not been fully explored 
is the utilisation of healthcare services related to drug 
use disorders (DuDs) and charges related to narcot-
ics among young refugees. Given their increased vul-
nerability to mental health issues and potentially 
higher frequency of negative encounters with the 
police, this study aimed to investigate the patterns of 
psychiatric healthcare utilisation related to DuDs 
and criminal charges related to narcotics among the 
young refugee population in norway compared with 
norwegians born in norway. As men encounter the 
police to a greater extent than women, and the young 
refugee population in norway is diverse in terms of 
origin and condition of arrival (unaccompanied ver-
sus accompanied), we conducted sex-stratified analy-
ses that accounted for these factors.

Data and methods

Study population

The term “young refugee” was used in this study to 
describe refugees who arrived in norway before the 
age of 18 years. They were further divided into two 
groups based on the condition of their arrival because 
this represents a difference in the types of challenges 
and resources that might influence the outcomes of 
the study [2,4]: (a) accompanied refugee minors, 
who arrived with an adult parent/guardian as well as 
those who arrived to be reunited with a family mem-
ber who had previously been granted asylum in 
norway; and (b) unaccompanied refugee minors, 
who arrived alone with no adult legally responsible 
for them and had been granted residency based on 
their unaccompanied status. Municipalities receive a 
financial grant from the national government for 
resettling refugees. unaccompanied refugee minors 
are often referred to the municipal child Welfare 
services (Barnevernet), which assumes responsibility 
for their housing and integration [4].

The analytical sample consisted of 15,068 young 
refugees and a comparison group of 573,241 
norwegians born in norway to two norwegian-born 

parents. All the young people were born between 
1983 and 1994 and had registered residency in 
norway as of 2015. The refugees’ countries of origin 
were collapsed into groups based on region, with the 
largest regions distinguished from each other – 
namely, states from the former Yugoslavia, the Horn 
of Africa and the Middle East. Afghanistan was 
treated as a separate group because refugees from 
this country represented a substantial portion of the 
sample, while the remaining countries of origin were 
subsumed into an “other” category (see Appendix 1, 
supplementary material, available online, for the list 
of countries).

norwegian population registers were used to 
investigate healthcare utilisation and criminal charges 
related to narcotics for the study population (see 
Appendix 2, supplementary material, available 
online, for an overview of the registers used in the 
study). norway collects administrative register data 
from different government agencies that can be 
linked using a unique personal number and 
anonymised for research purposes. In this study, reg-
ister data from statistics norway’s population regis-
ter provided sociodemographic information on the 
study population and the types of criminal offences 
based on records provided by the police. Data on 
immigration and condition of arrival were taken from 
the register of the norwegian Directorate of 
Immigration. The project was approved by the 
norwegian Data protection Authority (17/00058-3/
cDG).

Outcome measures

The first outcome measure was based on having 
received healthcare services (both in- and outpatient 
care) due to DuDs taken from the norwegian 
patient Register. This outcome was based on the 
IcD-10 diagnostic codes related to mental and 
behavioural disorders due to psychoactive substance 
use (F11–F16, F18 and F19), as well as psychiatric 
services related to drug rehabilitation (Z50.3), drug 
abuse counselling and surveillance (Z71.5), drug use 
problems related to lifestyle (Z72.2) and poisoning 
by narcotics and psychodysleptic drugs with unde-
termined intent (Y12).

The two outcomes for criminal offences related to 
narcotics were taken from statistics norway’s 2015 
classification based on a pre-structured set of codes 
used by the norwegian police and other legal entities 
(sTRAsAK-codes). One outcome relates to narcotic 
offences based on the Medicines Act (Legemiddelloven), 
which includes the use of narcotics (code 6AAAZZ) 
and minor possession (code 6AABZZ). The other 
type of offence pertains to the production, transport, 
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purchase, and sale or storage of narcotic substances 
under the penal code (Straffeloven) (code 6ABAZZ). 
Because the study is interested in personal consump-
tion, aggravated drug charges punishable under the 
penal code (code 6ABBZZ), which involve large 
quantities of illegal substances with the possible 
intent for distribution and sale, were not included in 
this study. no distinction was made for the type of 
narcotics involved. The status of ‘person charged’ is 
given after the prosecuting authorities have deemed 
an individual as the perpetrator after an investigation 
and only charges that have received a decision with 
legal efficacy are included in the registers [17].

Covariates

Information on the level of urbanicity of the munici-
pality of residence (the domicile) was categorised 
using the centrality Index from statistics norway. 
This index is a continuous variable that was averaged 
throughout the observation period, then categorised 
based on the 2018 cutoffs for the categorical version 
of the index – which range from 1 to 6, with 1 being 
the most central (urban) level. Because immigrants 
and refugees are concentrated in norway’s largest 
cities, the most rural categories (4–6) were collapsed 
together. centrality level 2 also included major cities 
other than Oslo and was thus combined with central-
ity level 1, leading to the final three categories used in 
the adjusted models: urban areas (levels 1 and 2), 
towns and suburbs (level 3) and rural districts (levels 
4–6).

Additional covariates included birth year, which 
was grouped into three-year intervals starting in 
1983, and completion of upper secondary education 
by age 21 years (dichotomised) to reflect educational 
attainment.

Statistical analyses

cox regression was used to estimate the hazard ratios 
(HR) with 95% confidence intervals (cI) to analyse 
the risk of experiencing the three outcomes of the 
study: psychiatric healthcare related to DuD and 
charges related to narcotics based on the Medicines 
Act and the penal code. Risk among the refugee pop-
ulations was assessed relative to their norwegian 
peers born in norway in all analyses and stratified by 
sex. person-time was calculated from their 21st birth-
day or 1 january 2008 (whichever came last) up to the  
31 December 2015 (see  Appendix 3, supplemental 
material, available online). The start of the observa-
tion period allowed for the inclusion of unaccompa-
nied refugee minors in the analysis because most of 
these refugees were around the ages of 15–17 years 

on arrival. This also provided a lag period of four 
years in the calculation of person-time to ensure that 
all individual refugees had had enough time to famil-
iarise themselves with the healthcare system and 
other social services. cases were censored upon emi-
gration or death. The proportional hazards assump-
tion was tested using the schoenfeld residuals test 
(Appendices 4 and 5, supplemental material, availa-
ble online). covariates that did not meet the propor-
tional hazards assumption were controlled for by 
stratification. The variables for region of origin and 
condition of arrival for the male sample failed the 
proportional hazards assumption test for models per-
taining to the Medicines Act. Because these were the 
main predictors of interest, an interaction term for 
time was added for the two models to deal with 
non-proportionality.

results

Table I presents descriptive statistics for the study 
population. The largest group of young refugees by 
origin were from the states in the former Yugoslavia 
(29.2%), followed by those coming from the Middle 
East (21.1%) and countries from the Horn of Africa 
(12.8%). Afghanistan was a particularly large 
group, comprising 15.4% of the total young refugee 
sample. However, male refugees from Afghanistan 
accounted for 22.6% of the total male sample, 
whereas female refugees from Afghanistan com-
prised only 5.8% of the total female sample. In 
terms of domicile, a substantial portion of both 
sexes lived in a mostly urban setting (57.5% for 
male refugees and 64.4% for female refugees), with 
only a small fraction in the most rural districts 
(15.6% for male refugees, and 10.8% for female 
refugees). unaccompanied young refugees repre-
sented 22.9% of the refugee sample, with unac-
companied male refugees being more than three 
times the fraction of unaccompanied female refu-
gees (32.1% and 10.6% respectively).

Table II presents the unadjusted and adjusted 
HRs for healthcare utilisation for DuDs and narcot-
ics charges among the refugee groups compared with 
young norwegians born in norway.

For healthcare related to DuDs, female refugees 
did not show any risk difference compared with their 
norwegian peers, apart from the lower risk observed 
among those from the former Yugoslavia (aHR = 
0.49, 95% cI 0.29–0.83) and from the other regions 
(aHR = 0.39, 95% cI 0.20–0.75). Only male refu-
gees from Afghanistan had significantly lower haz-
ards when controls were added (aHR = 0.39, 95% 
cI 0.23–0.67). none of the other origin groups  
had significantly different risks compared with the 
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reference group in both the unadjusted and adjusted 
models.

In terms of drug offences related to the Medicines 
Act, female refugees did not show any difference in 
the risk of being charged compared with female 
norwegians, but the ‘others’ category had signifi-
cantly lower hazards in the adjusted model (aHRs 
0.32, 95% cI 0.13–0.77). For young male refugees, 
those coming from the former Yugoslavia had similar 
risk patterns compared with norwegians, whereas 
those coming from Afghanistan had significantly 
lower hazards (aHRs 0.40, 95% cI 0.26–0.63). The 
remaining origin groups all had higher hazards of 
getting charged.

For drug offences based on the penal code, female 
refugees had similar hazards compared with female 
norwegians. For young male refugees, however, only 
those from the former Yugoslavia and Afghanistan 
demonstrated similar risks compared with their 
norwegian peers after applying controls, while the 
remaining origin groups all had higher hazards. 
Those a coming from the Horn of Africa had the 
highest hazard of being charged, almost three times 
higher than male norwegians (aHR = 2.96; 95% cI 
2.32–3.79).

Table III presents the results based on the refu-
gees’ condition of arrival. compared with norwegians 
born in norway, the risk for receiving care for DuDs 
was significantly lower for both accompanied and 
unaccompanied female refugees (aHR = 0.57, 95% 
cI 0.43–0.75; aHR = 0.09, 95% cI 0.09–0.66, 
respectively). unaccompanied male refugees also 
had significantly lower hazards in the adjusted model 
(aHR = 0.45, 95% cI 0.31–0.66), whereas no sig-
nificant difference was seen for accompanied male 
refugees in the adjusted model (aHR = 0.83, 95% cI 
0.68–1.02).

The results for charges related to the Medicines 
Act showed that both accompanied and unaccompa-
nied female refugees had a lower risk of being charged 
than norwegians born in norway (aHR = 0.59, 95% 
cI 0.42–0.84; aHR = 0.10, 95% cI 0.01–0.72, 
respectively). For the male group, accompanied male 
refugees had an increased risk of being charged (aHR 
= 1.42; 95% cI 1.21–1.68) whereas unaccompanied 
male refugees had lower hazards (aHR = 0.60, 95% 
cI 0.44–0.83).

For more serious charges related to the penal 
code, no difference in the risk pattern was observed 
in the female refugee sample. However, accompanied 
male refugees again had higher hazards (aHR = 1.62; 
95% cI 1.41–1.88), whereas no difference in risk 
was observed when comparing unaccompanied male 

refugees to norwegians born in norway (aHR = 
1.03, 95% cI 0.80–1.33)

Discussion

This register-based study aimed to explore the pat-
terns of healthcare utilisation based on DuDs and 
charges related to narcotics among the young refugee 
population in norway. The results showed a clear sex 
difference in the risks for being charged for a narcotic 
offence and healthcare utilisation for DuDs, whereby 
female refugees demonstrated an equal or lower risk 
of experiencing these outcomes than their norwegian 
counterparts. Taken together, the observed risk pat-
terns for both DuDs and charges related to narcotics 
correspond well with previous research showing the 
self-reported consumption of illicit substances to be 
lower for young women [18–21].

Young male refugees generally showed a higher 
risk of being charged for narcotic offences, but exhib-
ited no difference in their use of healthcare for DuDs 
compared with norwegians born in norway. 
However, two origin groups deviated from this pat-
tern: those from Afghanistan, for whom a lower risk 
was found for charges related to the Medicines Act 
and healthcare utilisation for DuDs, and those from 
the former Yugoslavia, who showed no risk differen-
tial in all outcomes of the study. The results for those 
coming from the former Yugoslavia, mostly refugees 
from Bosnia-Herzegovina, are consistent with previ-
ous reports showing outcomes across several integra-
tion indicators to be more similar to norwegians 
born in norway (e.g. level of education and labour 
market participation) [22]. This has been attributed 
to their swift resettlement, their cultural similarity 
with the majority population and collective residency 
granted by the norwegian government [22], all of 
which may facilitate integration.

The risk patterns for these two groups may also be 
influenced by their length of residency and age of 
arrival in norway. studies examining similar out-
comes have indicated that, over time, rates of sub-
stance use among young refugees tend to align with 
those of their peers born in norway [7,20]. Most of 
the refugees from the former Yugoslavia arrived in 
the 1990s and, as such, have been in norway longer 
than the other groups in this study. By contrast, a 
pattern of lower risk can be seen in the male refugees 
from Afghanistan who arrived more recently and at a 
much older age (around 88.5% arriving at ages 14–
17 years), with 80.6% of them being unaccompanied 
minors. The results for region of origin are also 
reflected in the results based on the condition of 
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arrival, where unaccompanied young refugees 
showed a pattern of lower hazards for DuDs and 
charges related to the Medicine Act than accompa-
nied refugees.

previous monitors have shown that illicit sub-
stance use is higher among young ethnic norwegians 
[21,23]. However, our findings indicated little or no 
difference in the use of specialised healthcare for 
DuDs, while charges related to narcotics were gener-
ally higher in the male refugee population. This dis-
crepancy indicates a form of social inequality between 
norwegians born in norway and a subgroup within 
the immigrant population. This may lend support to 
the claim that ethnic minority men may have been 
disproportionately affected by prejudicial practices in 
policing. Although prejudice cannot be inferred from 
register data alone, our findings are in line with quali-
tative studies carried out in scandinavia in which 
men with a non-Western immigrant background 
reported being detained more often than their white 
counterparts [11–15].

The intersection of location, immigrant back-
ground and social class may partially explain the 
numbers we see. Reports on adolescent substance 
use in Oslo found that young people living in the 
affluent, western side of the city report a higher use 
of illicit substances, but it is often their peers living 
in the more diverse, eastern parts who get into trou-
ble more often [21,23,24]. Ethnically diverse neigh-
bourhoods tend to attract a higher police presence, 
which could lead to more stop-and-search encoun-
ters and, as a consequence, higher rates of arrests 
[8,13,25–27]. These encounters may increase the 
likelihood of being charged with an offence and 
could lead to a criminal conviction (or, in some 
cases, incarceration) in young adulthood, setting 
them on a path of marginalisation that could alter 
economic/labour market opportunities later in life 
[28,29]. The Attorney General of norway published 
a report in 2022 that highlighted regulatory uncer-
tainties regarding the use of coercive measures by 
the norwegian police in minor drug incidents. In 
certain cases, these measures were used by individ-
ual officers without consultation from police prose-
cutors [30].

The lower healthcare utilisation for DuDs among 
young refugees, especially for recently arrived groups 
(unaccompanied refugees and those coming from 
Afghanistan), may indicate a different pattern of 
healthcare utilisation related to the short time they 
have spent in norway, while post-migration contex-
tual factors (e.g., prejudicial policing) may explain 
the higher hazards for narcotic-related offences for 
young male refugees in general.

This study’s strength lies in utilising high-quality 
national registers that cover the entire population of 

interest and allow for analyses that may not be avail-
able elsewhere. nevertheless, several limitations need 
to be highlighted. First, the norwegian patient 
Register only captures DuDs in those who have been 
in contact with the healthcare system and have 
received an official diagnosis. As this is an indicator 
of healthcare utilisation, there may be people who 
face barriers in accessing healthcare who are not cap-
tured in the registers. As a result, the true proportion 
of young male refugees suffering from DuDs in 
norway may be higher than reported in our study. 
second, the refugee population in norway is fairly 
heterogenous, arriving from different regions of the 
world, under different immigration policy frame-
works and with varying lengths of time spent in 
norway. These factors may influence multiple health 
and integration outcomes that limit the generalizabil-
ity of our findings. Third, there were some limitations 
in the number of covariates included in the analyses 
due to availability of data. Household income and 
parental socioeconomic status at the start of the 
observation period could not be controlled for and 
further studies are needed to investigate how these 
factors may influence the examined associations.

conclusions

This register-based study showed that disparities in 
the utilisation of healthcare related to DuDs and 
narcotic-related charges varied by sex, country of 
origin and condition of arrival. Our findings suggest 
that male refugees in general are at a higher risk of 
being charged with narcotic offences than their 
norwegian-born peers. post-migration factors, as 
well as the time spent in the host country, may be 
important factors that influence the risk of experi-
encing the outcomes assessed in this study. Future 
research should explore the role of parental socio-
economic status, as well as integration policies and 
police reforms, to further our understanding of 
social factors that may impact healthcare use for 
DuDs as well as narcotic offences in this young 
immigrant population.
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