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Abstract

This PhD thesis draws attention to multicultural staffing leadership of multicultural staff in
Norwegian nursing homes. Studies on the implication of multicultural staffing on leadership
practices in nursing homes is scarce. The study is set within the thematic areas of care work,
migration, and the welfare state. The overall aim is to explore the ways forms of leadership and
staff work-practices in nursing homes are negotiated in relation to diversities in the workforce,

focusing on cultural background and migrancy.

The thesis is an ethnographic study of everyday work practices as they unfold at the intersection
of immigrant inclusion in care work, leadership practices and the organizational context of
nursing homes. The thesis focuses on two main questions: (1) What are the tensions that
characterize organization and everyday work practices of multicultural staff in nursing homes,
and how do these tensions influence leadership practices and immigrant inclusion in work? (2)

How do leaders organize and strategize to manage a multicultural staft?

Data collection was qualitative based on ethnographic methods: participant observation (during
daily work at the nursing homes), semi-structured individual interviews, focus group
interviews, and informal discussions and conversations, from eight wards of three nursing
homes for four months. Data analysis draws on theoretical perspectives of agency,
intersectionality and implicit leadership, while employing specific concepts of habitus, social
stock of knowledge, and identity, to enable an in-depth analysis of the relevance of context,
culture and communication in work practices and in order to understand such processes within

the broader spheres of immigration/integration policy of the Norwegian welfare state.

The analysis brings out three key aspects: (1) Structural and contextual factors shaping agency
and work practices in nursing homes; in which factors that mediate, enable or constrain
immigrant inclusion in work and influencing work processes are presented and analysed. (2)
Language competency, communication and the social stock of knowledge among nursing home
staff, whereby situated communication and interaction processes are explored to establish
factors that facilitate or inhibit inclusionary practices in work beyond competency in Norwegian
language; and (3) Norwegianness and the organization of a multicultural workforce in nursing
homes; whereby aspects of Norwegian culture and the taken for grantedness in organizing and
providing care are examined to establish identity formation and negotiation processes among
the immigrant staff, as well as the way these identities intersect to influence and contribute to

immigrants unfavourable experiences at work.



Sammendrag

Denne PhD- avhandlingen retter oppmerksomheten mot flerkulturell stab og ledelse av
flerkulturelt personale pa norske sykehjem. Studier om implikasjoner av flerkulturell
bemanning for ledelsespraksis pa sykehjem erfd. Avhandlingens tematiske omrider er
omsorgsarbeid, migrasjon og velferdsstat. Det overordnede maélet er & utforske hvordan
ledelses-former og personalets arbeidspraksiser pa sykehjem forhandles i forhold til mangfold

1 arbeidsstyrken, med fokus pa kulturell bakgrunn og innvandring (migrancy).

Avhandlingen er en etnografisk studie av arbeidshverdagene, og hvordan disse formes av og
utfolder seg i1 krysspunkter mellom innvandreres inkludering i omsorgsarbeid, ledelsespraksiser
og sykehjemmenes organisatoriske kontekst. Oppgaven fokuserer pa to hovedspersmal: (1)
Hvilke spenninger kjennetegner organisering og arbeidshverdag for flerkulturelle stab ved
sykehjem, og hvordan pavirker disse spenningene ledelsespraksis og inkludering av
innvandrere 1 arbeid? (2) Hvordan forholder ledernes strategier og praksiser seg til det &

administrere et flerkulturelt personale?

Datainnsamlingen var kvalitativ og basert pa etnografiske metoder: deltakende observasjon (i
daglig arbeid ved sykehjemmene), semi-strukturerte individuelle intervjuer,
fokusgruppeintervjuer, og uformelle diskusjoner og samtaler, fra &tte avdelinger pa tre
sykehjem i fire méneder. Dataanalysen trekker pa teoretiske perspektiver om agens (agency),
interseksjonalitet og implisitt ledelse, for & muliggjere en grundig analyse av arbeidspraksiser
og prosesser. Analysen bringer frem tre sentrale aspekter: (1) Strukturelle og kontekstuelle
faktorer som former agens og arbeidspraksiser pd sykehjem; hvor faktorer som formidler,
muliggjer eller begrenser innvandreres inkludering i1 arbeid og som pavirker arbeidsprosesser
blir presentert og analysert; (2) Sprakkompetanse, kommunikasjon og sosial kunnskapsbestand
blant sykehjems personell former arbeidspraksiser; hvor situerte kommunikasjons- og
samhandlingsprosesser utforskes for & fastsla faktorer som fremmer eller hemmer inkluderende
praksiser 1 arbeid utover det & inneha kompetanse i norsk sprék; og (3) Norskhet
(Norwegianness) og organisering av en flerkulturell arbeidsstyrke pa sykehjem; hvor aspekter
av norsk kultur og det som er "tatt for gitt i organisering ~ omsorg blir undersekt for & analysere
identitetsdannelse og forhandlingsprosesser blant innvandrerpersonalet samt maten disse

identitetene krysser og bidrar til immigranters ugunstige arbeidsopplevelser.
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Chapter 1: Migration, Care Work and The Welfare
State

Introduction

This thesis is set within the thematic areas of care work, migration, and the welfare state, and
the overall aim is to explore how leadership and staff work-practices in nursing homes! are
negotiated in relation to diversities in the workforce, focusing on cultural background and
migrancy?. More specifically, this study intends to identify, describe and analyse how, in what
ways, when, and where multicultural staffing informs cooperation, inclusion and
communication among staff in service delivery in the nursing homes context, and the role the
leaders play in negotiating diversity in the workforce. I explore the extent to which the
Norwegianness® aspect of the nursing homes accommodates or challenges the multinational
staffing and leadership practices. The study contributes with new knowledge on the ways
diversity in the care workforce articulates, and to contribute to the broader academic and public

debate on diversity, work life inclusion and integration.

In Norway, nursing homes are a municipal responsibility, although a very small percentage of
nursing home places are private or run by private agents (2017; Vabg, Christensen, Jacobsen,
& Traetteberg, 2013). The percentage of private for-profit nursing homes has been dwindling,
from 6.6% in 2015 to 5.2% in 2018 (Statistics Norway). The non-profit nursing homes, a third
category (run by voluntary organizations), constitute about almost as high a percentage, close
to 5%. The rest, around 90%, are run by municipalities. Thus, nursing home services are
generally public, and people pay for nursing home services through the pension system
(Jacobsen, 2015a:78). Due to the increase in the number of older people living with dementia,
severe frailty and multi-morbidity in Norway, as is the case in other parts of Europe, it is
projected that there will be an increase in demand for nursing home care services in the future.

The situation has already started to manifest, and currently, Norwegian municipalities are facing

LIn this thesis, the term ‘nursing homes’ refers to the institutional settings in the long-term care services, where
residents live together, and are taken care of by the employed staff throughout the day, by provision of social
and health care. It is different from what is known in Norway as home-based care and sheltered housing.

2 Migrancy refers to the socially constructed subjectivity of ‘migrant’, which is inscribed on certain bodies by the
larger society in general and legislative practices in particular, in addition to the state or condition of being a
migrant (Louise Seeberg & Gozdziak, 2016; Nare, 2013b:605)

3 ‘Norwegianness’, as used in this thesis, aims to reflect aspects of nursing home practices as they would be
defined by a “Norwegian Norwegian from Norway”, reflecting on cultural practices such as Norwegian customs,
traditions and the cultural codes (Vassenden, 2010). These form the organization and provision of care in the
nursing homes.



challenges in recruiting and retaining sufficient and competent staff (Gautun & Hermansen,
2011; Tingvold & Fagertun, 2020). In this regard, there is an increase in recruiting immigrants
to cover staffing levels, making such workplaces increasingly multicultural (Aalandslid &
Tronstad, 2010; Debesay & Tschudi-Madsen, 2018; Tingvold & Fagertun, 2020). This thesis,
therefore, seeks to understand the way work-life reality is constructed as leaders and

multicultural staff negotiate to meet the needs of the residents on a daily basis.

Set within the social sciences and collecting data through qualitative methods such as fieldwork
with participant observation and interviews in three different nursing homes in Norway, this
thesis presents the way leadership practices and minority inclusion in work is negotiated
through the multiple and overlapping structural and local contexts of the nursing homes; the
role of language competency and the social stock of knowledge in shaping communication
patterns and processes; and the way care processes embedded in the majority culture relate to
processes of social identity formation creating ‘us’ and ‘them’ among the majority and
minority* staff, and extended to the residents and their relatives. As such, the study presents an
interplay between culture, context, and communication and leadership of multiculturally staffed

nursing homes.

Background and Statement of The Problem

Norway is increasingly becoming a multi-cultural society in terms of a large number of
immigrants® residing in the country, and immigrants increasingly contribute to the workforce
in the municipal health care sector, particularly in elderly care (Fagertun & Tingvold, 2018).
According to Statistics Norway (SSB 2020) at the start of 2020 there were 979,254 (18.2%)
immigrants, consisting of 790,497 who were born abroad and 188,757 who were born in
Norway with parents born abroad. These two groups have a background in 221 different
countries and independent regions. Migration patterns in Norway are either made by choice or
forced (or a mixture of the two) (Godzimirski, 2005), people migrate to Norway either seeking

for better opportunities or personal interests, or due to political instabilities in their home

4 In this thesis, the majority-minority relationship bases on cultural differences, being religious, linguistic,
ethnic, or the combination (Haug, 2000).

5> In some cases, ‘minority’ might refer to immigrants, based on the differences in number, that is, if the
immigrants are fewer than the ethnic population. However, sometimes the number of immigrants may
supersede that of the ethnic populations, thus making them a minority in that particular context. In this thesis
that was not the case, thus, minority staff will always mean immigrant staff throughout this thesis, and the two
concepts may be used interchangeably.



countries. The status of immigrants ranges from being students, skilled workers, migrants and

their descendants (family reunion), refugee and asylum seekers (MclIntosh, 2015:312).

Coming from different parts of the world, immigrants to Norway have different starting
conditions in forms of language, social networks, and living conditions. Some have the asylum-
seeking background, a status that may cause post-traumatic experiences (Tamrat 2010). Others
have migrated as workers as part of the EEA agreement, mostly from Eastern Europe, to seek
for better working conditions as compared to the situation in their home countries (Isaksen
2012). The largest share of immigrants to Norway are from EU28/EEA countries, with 7.2%,
followed by Asia, including Turkey (6.1%), Africa (2.6%), European countries outside EEA
(1.6%), South and Central America (0.5%), and North America (0.2) of the total number of
immigrants. Some immigrants in this study had an upper- or middle-class background in their
country of origin, potentially experiencing downward social mobility in their new country
(Norway) by, for example, not getting credit for higher education and/or working on relatively
lower professional levels, which is deskilling®. However, this downward social mobility is
context- dependent as observed by Christensen and Guldvik (2014), for example, it is stronger

in the UK than in Norway.

The inclusion of immigrants in labour is one of the key political measures for integration in
society (Friberg & Midtbgen, 2019), although the forms and intentions of inclusion and
integration are still questionable, and thus challenging the use of the concept as both a policy
tool and analytical concept (Rytter, 2019). In Norway today we observe emerging ‘immigrant
niches’ in the lower tiers of several ‘services fields’ such as the hotel, fish processing industry
and also in municipal health care (Orupabo and Nadim 2019; Tingvold & Fagertun 2020). This
is partially explained by the current demographic situation facing Norway, whereby there is
(and expected to become) a significant increase in the older population which affects the
demands on the health care systems, and also leads to an increasing demand for long term care
services. With a relatively slower increase in population amongst the working generation, and
lack of interest among the native Norwegians to work in the elderly care sector, recruiting
immigrants for long term care services is inevitable (Chton-Dominczak, Kotowska,

Kurkiewicz, Abramowska-Kmon, & Stonawski, 2014; K. Christensen, 2012). At a more

5 Deskilling in this context is defined as the undervaluing of immigrants’ skills, education and experience, which

results in various workplace disadvantages (Creese & Wiebe, 2012:58).



specific level, the increasing recruitment problems in nursing homes make it easier for
immigrants to access this kind of work. One reason behind this trend is that work in the elder
care sector, specifically nursing homes, has historically been regarded as a low status area,
characterised by very hard work routines, and regarded as women’s work (Munkejord &
Tingvold, 2019; Seeberg, 2012). As such, the municipal care sector, which is responsible for
providing long term elder care services, increasingly employs a substantial number of
immigrants. Even though the immigrant inclusion in care work may help to address the problem
of labour deficiency in nursing homes, less attention has been paid to its implication for nursing
home leaders’” who are managing such culturally diverse staff. While implications for leadership
are important, even more important is to understand the broader change involved here regarding

the working environment with multicultural staffing.

The process of immigrant workers’ inclusion in nursing home staff is relatively new in Norway
compared to trends in other countries, partially due to the historical reality that Norway has
never colonized any country and that it did not possess significant economic attractions for the
immigrants in general, as compared to other European countries (K. Christensen & Warness,
2017). Consequently, the implication which immigrant staff may have on leadership is
insufficiently researched -a knowledge gap to which this thesis contributes to fill. Kristiansen
et al. (2016:2) conceptualize leadership in nursing homes as a process through which those in
managerial positions inspire and engage others to participate so as to accomplish goals. As such,
to what extent does the form of leadership inspire and engage staff across cultural differences?
In the same way, what are the factors that promote or hinder immigrants’ participation at the

workplace or in the workforce?

The main objective of this study is operationalized into exploring the interaction between
leaders, staff with a minority and majority background as well as service recipients in nursing
homes in order to identify and analyze the ways this interaction influences immigrant inclusion

and thus integration at the workplace. A part of this overall objective is also to identify

7 In this thesis, the term ‘leaders’ refers to ‘first line leaders’, who have direct responsibility on the wards. There
were either three or four wards at each nursing home department in this study. In some of the nursing homes in
this study there are different levels of leaders: at the level of the institution as well as those at the level of the wards
(who are mostly referred to as front-line leaders). However, in this study, the leaders were responsible for the
wards under study, either three or four in each home, and there was no official lower-level leader. These leaders
had no one above them to report to at the level of the nursing home. They had direct responsibility for the staff. In
this manner, this thesis will identify a leader or manager as the same one person throughout.



leadership practices and workplace arrangements for including workers in work, as well as the

leaders and employees’ agency® with regards to a number of structures guiding their actions

within their local contexts of practice. The main objective is addressed in the following two

interwoven research questions.

ROI:

RO2:

What are the tensions that characterize organization and everyday work practices of
multicultural care workers in nursing homes and how do these tensions influence

leadership practices and immigrant inclusion in work?

How do leaders’ strategies and practices relate to managing a multicultural staff?

As such, the study has the following specific objectives:

To analyze factors which may facilitate or constrain leaders and immigrants in the
inclusion process by identifying facility specific and contextual factors of the nursing
homes as workplaces, such as the characteristics and functional ability of the residents,
recruitment procedures and processes, as well as shift allocations among the staff (see
chapter 4 and 5).

To identify and examine how the intersection of ethnicity, class and gender influences
the working environment and working relationship among leaders, minority and
majority employees, as well as the employees’ positionalities within the municipal
nursing home work force and the employment hierarchy (see chapter 6).

To identify attitudes, values, and expectations, that shape identities at work, in order to
analyze how these factors influence the working relationship between leaders, majority
and minority staff (see chapter 6); and

To explore the channels, patterns and ways of communication and information flow at
the NHs in order to identify and analyze language difficulties and implicit knowledge,
which is taken for granted by the majority staff and influence work processes (see

chapter 5).

8 Agency in this thesis refers to the socio-culturally mediated capacity to act (Ahearn, 2001)



Rationale and impact of the study

This study contributes to the ongoing political, public and scientific debates on immigrant
integration® through inclusion!® in work by shedding light on the reality it creates (both positive,
negative and mixed orientation) in a particular place and space, Norwegian nursing homes, and

for particular people.

The study will also scrutinize the way the municipal elderly care sector strategizes to include
immigrants as a labour resource in nursing home care provision, by highlighting related

structural challenges and the standards and regulations these impose on the organization of care.

For the nursing home leaders and staff, this study reveals some of the taken for grantedness(es)
that exists in the organization of care, which facilitates the construction of ‘us’ vs ‘them’
relations in the working environment. This study will hence bring forward new knowledge for
creating more inclusive and harmonious NH working places. The study highlights the
Norwegianness of organizing nursing home care, which to some extent functions to exclude the
minority staff with limited knowledge about Norwegian cultural practices (see chapter 6).
Moreover, the study reveals cultural contributions of the minority staff, which is not officially
acknowledged in the care planning processes, such as language management apart from the
Norwegian language (see chapter 5), and extra emotional care drawn from their home country
experiences which can be resourceful (see chapter 6). The study also describes, discrimination
facing minority staff members by the ethnic majority staff, residents and relatives to the
residents, and analyse such actions as accent discrimination and identities contributing to axes

of differences (skin colour, gender and ethnic background) (see chapter 5&6).

In addition, the study contributes to the research literature on leadership of multicultural staff,
particularly in nursing homes in Norway, where there is lack of such relevant studies. While

other studies, like Lindheim (2020), contribute to implicit ideas on leaders who are engaged in

® Integration refers to the process which “directs us toward what has to be done in order to make normally existing
differences between individuals accepted as normal” (Emanuelsson, 1998:98). It is both a political tool and an
analytical concept in research (Rytter, 2019), and it entails allowing immigrants to participate in the host country
at the same level as natives (Hellgren, 2015).

19 Inclusion refers to the achievement of a work environment in which all individuals have a sense of being part of
the formal and informal processes of the organization system (Mor Barak, 2015:85). In this study, inclusion is
explained in the structures and contexts guiding recruitment, organization, and provision of daily care, as well as
social activities in the multicultural nursing homes.



care together with the staff they are managing, this study adds value to such implicit leadership
ideas by discussing leadership practices of distant leadership do not engage in body care of the

residents in the wards, hence this research compliments the picture.

State of The Art

The complex realities of leadership and multicultural staffing in the elderly care sector are not
unique to Norway. Several studies have shown that the presence of immigrants in health care
in general, and elderly care in particular, is increasing in most of the western societies (Dahle
& Seeberg, 2013; Grignon, Owusu, & Sweetman, 2013; Kline, 2003; Stilwell et al., 2004;
Tingvold & Fagertun, 2020; Yeates, 2004). In order to explore the trends on this work life
reality, and the way it has shaped the nursing home care sector in Norway, it is important to dig
into existing relevant research. Further, to arrive at the existing realities on multicultural staffing
and leadership of multicultural staff in Norway, this section will start by tracing the migration
of care workers from a global context, in Europe, down to the situation in the Nordics and

Norway, relating to the integration politics of the welfare state!!.

Migrant care labour: an international overview

Migrant care work is not a phenomenon unique to Norway; rather, it constitutes a global reality,
thus it can hardly be traced in exclusion of the global trend of movement across borders and
boundaries. The global migration of care workers is, amongst other factors, a result of care
deficits in the global north and socio-economic inequalities in various parts of the globe. It
involves the migration of care workers from the less wealthy to the wealthier regions of the
world, from the global south to the global north but also from poorer countries within one region
to more wealthy countries (Hussein & Christensen, 2017; Hussein, Ismail, & Manthorpe, 2016;
Misra, Woodring, & Merz, 2006). This phenomenon is often explained by the popular concept
of ‘global care chains’, referring to a series of personal links and networks between people
across the world based on care work, both paid and unpaid, and in formal and informal
economies (Giles, Preston, & Romero, 2014; Lise Widding Isaksen, 2012; Isaksen, 2019;
Yeates, 2004). Global care chains are conceptualised as a phenomenon whereby people from
the global south, especially women, travel to look for caring career or job opportunities in the
global north, while leaving other fellow women to do the care work for their own families from

their countries of origin (Giles et al., 2014). The popular conception by Hochshild (2000) as

1 https://www.regjeringen.no/en/dokumenter/meld.-st.-30-20152016/id2499847/
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quoted by Yeates (2004:372) explains the way global care chains operate, especially through
women who simultaneously “supply their own care labour while consuming other women’s
care labour, both paid and unpaid”. The typical example is that one may find “an older daughter
from a poor family who cares for her siblings while her mother works as a nanny caring for the
children of a migrating nanny who, in turn, cares for the child of a family in a rich country”

(ibid. pg. 373).

However, this one-sided perspective on migration has been challenged for ignoring other
aspects of migration and care situations. Christensen (2017), for example, claims that migration
research needs also to present the women as agents, rather than victims of global care
trajectories. Additionally, the global care chains perspective need a broader understanding, to
capture the realities on “pressure on social care due to demographic challenge of an ageing
population in Europe, into care work, here for older and disabled people”(K. Christensen,
2017:642). As for example Christensen and Guldvik (2014:1-2) maintain, recent migration

around the globe is triggered by diverse factors such as

“...wars, violent conflicts, political or racial persecution, uneven development of living
conditions as well as migration policies regulating access to different nations, and possibilities
of obtaining citizenship in other countries. Included in this may also be people’s desire to
maintain a lifestyle not possible in one’s homeland”.
One vivid factor in the above quotation is that there are more reasons than one for immigrants
to be part of the care sector in the global North. Sometimes, they end up there through forced
migration, because of wars and/or political instability in their areas of origin. However, due to
limited opportunities and other conditions in the labour market, some may willingly or

unwillingly end up in the care sector in the global north, as for example for some of the minority

staff in this study (see chapter 4).

Migrant recruitment in the care sector in Europe follows a specific trend from these global
realities. It is projected that, in the year 2060, one third of the population across most European
countries will consist of people older than 65 (Fujisawa & Colombo, 2009). Such projections
on population ageing paired with the ratios of working to non-working people with care needs
have resulted in important policy debates in many countries in Europe. Population ageing is
related to the future shrink on the population entering the labour market (Fujisawa & Colombo,
2009). To be specific, countries will face a significant problem of recruiting sufficient of their
own labour force, despite the fact that very few of the elderly population will need care until

the last years of their lives (Cangiano, 2014; K. Christensen & Guldvik, 2014; Erel, 2012;
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Tingvold & Fagertun, 2020). It is estimated that there will be a global shortage of health care
workers amounting to around 14.5 million by 2030'2. Christensen and Guldvik (ibid.) have
commented that such realities are already evident, especially in Norway and UK, where they
have conducted their studies. The long-term care sector has been considered unattractive among
the working age local majority populations, facilitated by the perceived unfavourable
employment conditions (Fujisawa & Colombo, 2009). One of the reasons is the lower wages
for people employed in the long-term care sector, as compared to the average wage in the
economy, although this level may often be relatively higher than in other low skilled
professional sectors. In addition, care work has traditionally been associated with ‘women’s
work’, and as a result it has always been difficult to recruit and retain men in this job category
(Calasanti & King, 2007; Fujisawa & Colombo, 2009; Hussein & Christensen, 2017; Robinson,
2006; Russell, 2007).

Although care labour deficit is common across Europe, the provision of care varies in relation
to the labour market and welfare state regimes of different countries (Bettio, Simonazzi, &
Villa, 2006). In response to labour deficits, many European countries have resorted to migrant
caregivers. Between the years 1999 and 2009, for example, Cangiano (2014) maintains that, the
recruitment of migrant labour force in the care sector has been relatively larger than their
recruitment in other sectors in some selected countries in Europe. Due to their variations in
economic and welfare status, the majority of immigrant recruitment is characterised by
migration from eastern to western European countries, and from the global south to the north
(Erel, 2012).

Narrowing down to the Nordic countries, the realities of the market-oriented form of global
care chains are also evident in this region. According to Isaksen (2010), the ambition to recruit
immigrant care workers is a single solution to a two-sided problem, one being a looming labour
shortage alongside a growing deficit for care, and second, a need for cheap labour. Due to
emphasis on gender- equality politics among the countries in the Nordic region, care work is
no longer defined as a traditional “natural job for women” (pg. 11). Instead, it is now the
responsibility of the welfare state, whereby women are actively taking part in formal
employment. Due to women participating fully in formal employment, it has been difficult for

them to balance work and care, thus opening the care services and domestic duties to the global

12 https://commonslibrary.parliament.uk/social-policy/health/the-health-and-social-care-workforce-gap/
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market. Moreover, since within the Nordic states welfare policies emphasize quality care as a
social right, elderly care has been central (Dahl & Rasmussen, 2012; Eriksen & Dahl, 2005;
Henriksson & Wrede, 2008, 2012), with an interest in balancing divergence between family
formation and care responsibilities on one hand and the welfare state on the other hand; and
furthermore, to strike a balance between demographic changes and market outcomes (K.
Christensen, 2012; Vabg, 2005). As such, the potential of immigrant care workers in
relationship to the efforts of the welfare state policies to meet current and future long-term care

needs is the evident focus of research in the Nordic region.

The Norwegian welfare state, diversity, and immigrant integration politics

It is important at this point to have a specific focus on Norway, being the country of interest in
this study, having charted the care work of immigrants from the international trends.
Historically, the immigration political agenda began in Norway in the 1970s, due to the arrival
of labour immigrants from countries such as Pakistan, Turkey and Morocco (Bratsberg, Raaum,
& Roed, 2014). Due to concerns, which emerged in regard to the experience of social problems
and subsequent threat to existing workers of a cheap and vulnerable labour force impacting on
work and wage conditions, the country introduced immigration restrictions in 1974/75.
However, due to wars, particularly in the targeted third world countries, immigration from these

areas continued in the form of refugees and family reunification.

Generally, the reasons for migrating to Norway varies. These range from individual factors such
as family reunification (39%), employment (33%), being a refugee (22%), and studying (6%)
(SSB 2018); see also (Debesay & Tschudi-Madsen, 2018; Hagelund, 2002). In addition, there
has been a gradual increase of immigrants from other parts of the world than those mentioned
above, making the country’s population more heterogeneous. As such, in the course of the past
four decades, Norway has changed from being a relatively homogeneous into a heterogeneous,
multi-ethnic society, with citizens from 221 different countries (Debesay & Tschudi-Madsen,
2018). Until 2011, immigrants constituted 11 percent of the total workforce in Norway care
sector, with larger numbers in big cities (Christensen, 2017; Ramm, 2013). As of the year 2017,
immigrants in the long-term care services increased to 17 percent of the total 142,000 persons

years (FTE’s), and women accounts to 85% of the workforce (SSB, 2018!%) (Fagertun &

13 https://www.ssb.no/helse/artikler-og-publikasjoner/innvandrerne-sto-for- 1 -av-6-arsverk-innen-omsorg

13



Tingvold, 2018; Tingvold & Fagertun, 2020). Therefore, Norway is becoming an employer of
global care workers (Erel, 2012), and immigrants are contributing to its cultural diversity

(Brochmann & Hagelund, 2012).

The ambition to restrict immigrant entry into Norway led to significant challenges in relation
to healthcare staffing, especially when the country faced labour crises like many other European
countries. Due to this reason, the country slowly considered opening the doors again for the
immigrants, although with a specific strategy. After 2004, Norway implemented migration
policies, which opened the doors for immigrants from EU and EEU countries, while
simultaneously restricting those from outside that region. Concurrent with this, the EU got new
member states and, therefore, EU citizens could move to other EU countries without restrictions
(Christensen, 2017). In a sense, immigration policy lies in two broad categories, namely
external and internal. The external category is about access, that is, who is allowed into the
country. The second category is about rights and duties, which concerns the conditions which
are offered to those who get access (Brochmann and Hagelund 2012:13). Implicitly, this
category highlights that integration starts first within the country, after access, through a number
of planned activities. At present, most of the migrant population in Norway are from European
countries, comprising about fifty percent. The rest come from Asia, Africa and the Middle East.
The largest number of immigrants in Norway come from Poland, followed by Lithuania,
Sweden, Somalia, Turkey, Iraq, and Eritrea, (SSB 2018). It is estimated that in the next forty
years, the population of immigrants in Norway will increase from 13.4%, to somewhere

between 19 and 21% (Krohne, Dgble, Johannessen, & Thorsen, 2019).

Although this thesis does not intend to evaluate policy implementation in actual nursing home
practice, it is important to have a reflection on politics through which immigrant integration!
can be traced from the system level, down to the way it may inform immigrant inclusion
strategies and realities in the daily working practice. I would therefore like to start this
discussion by referring to a quote by the Norwegian minister of Trade, Industry and Fisheries,
Torbjorn Ree Isaksen (at the time of an article) by Krohne et al., (2019:10), that, “There is a
pressing need to do something about integration, which seems to function miserably in many
places”. Not explaining in detail, Krohne et al., (2019) highlight the fact that immigrant
inclusion in work is a challenge. However, although such a ‘myth’ might carry some degree of

truth, I argue that instead of taking this myth for granted, several questions may help to open

4 immigrant integration’ relates to the process of including immigrants in several important domains of society

(Tronstad, Nygaard, & Bask, 2018).
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its relevance to various contexts of integration processes. For example, why is integration

miserable? Where? In what ways? Under what circumstances? To whom?

As Rugkésa (2012:19) maintains, integration is a complex concept, and Rytter (2019)
emphasises further that the concept is both used as a policy tool and an analytical concept in
research. According to Norwegian public policy (St. meld nr. 17 (1996-97); St. meld. nr. 49
(2003-2004); St. meld. nr. 6. (2012-2013); St. meld. 30 (2015-2016), integration is referred to
as both a goal and a process, to be implemented by a number of authorities, through policy
formulation. Differentiated from the concept of inclusion, integration has a main focus on
system reforms, while inclusion focuses on the processes through which individual differences
(i.e. diversity) may be accommodated in the integration processes (Vislie, 2003), see also Rytter

(2019).

Ethnic minority groups are one of the focuses of the integration politics of the welfare state.
One of the basic strategies for achieving integration is the ‘Introductory scheme for newly
arrived immigrants, and language and social education’ (Vislie, 2003:43), and the law on
introduction for new citizens in 2003 (Rugkasa, 2012). However, the extent to which such
strategies may cater for the diverse needs and backgrounds of all the immigrants still brings
interest. However, Rytter (2019:680) cautions that integration is an “exceptionally unclear”
concept, since it holds a myriad of meanings and is used differently by different people in
different situations. As such, when writing about the concept, it is important to be specific with
the exact meaning we refer to in relation to the people we are studying. In this study, integration
is both understood as being a policy tool that describes political ideas of how new residents in
the country should be included in society, and I use it as an analytical concept to describe the

structural and contextual factors that are guiding immigrant inclusion in work.

As a political tool Integration and inclusion strategies, need to consider cultural differences
(heterogeneity) among the intended groups of people, since immigrants have quite different
starting points and trajectories before they land in Norway as their country of residence. As
Rugkasa (2012) points out, despite the fact that Norway for a long time has been a multicultural
society, there is hardly any policy focusing on multiculturalism at hand, although political
ideologies such as respect for cultural differences may acknowledge diversity. However,
multiculturalism emphasizes acknowledgement and creating room for supporting the existence
of various distinctive cultural or ethnic groups within a society. Multiculturalism responds to

heterogeneity which seeks to communicate the social conditions under which differences can
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be contained and order achieved from diversity (Hartmann & Gerteis, 2005). More attention is
directed towards equality ideals than multiculturalism ideals in Norwegian policy, whereby
ethnic minority people are using the same schemes in the welfare state as the ethnic majority
populations. Integration policy and debates in Norway may be generalized as focusing more on
containing diversity rather than cherishing it as seen from the assimilation politics of the 1973-
74 to the more recent political ambitions of demanding immigrants to go through language
training as an entry to integration in the Norwegian community and labour market (Hagelund
2002, Rugkasa 2012, Borevi, Jensen et al. 2017). This strategy, furthermore, does not offer any
room for special religious or cultural rights of those immigrants, as they may threaten to break

what the welfare state protects as ‘the ideal of equality and solidarity’ (Rugkasa, 2012).

Setting grounds for discussion in this section, I appreciate the work by Hagelund (2002) which
describes the process of integration politics in Norway, with culture at the centre of discussion.
Her point of departure is the poor definition and hence application of integration as a concept.
Hagelund (2002) points out, for example, the dilemmas between rights and duties, posed by the
tension between immigrants’ freedom to preserve their culture, while provided with one option
of learning about language and culture as a way of being able to settle in their new land, and
participate in job opportunities and social life. Although immigrants are given the freedom to
practice their religion and cultural traditions, they are at the same time also warned about the
danger of abstaining completely from partaking in the Norwegian civilization and culture. They
have the obligation to participate in the education system, working life and housing (Hagelund,
2002), see also (St. Meld. No. 39, 1987-1988, p. 49). Hagelund (2002) points out that ideas,
models and practices of integration in Norway mostly have followed assimilation. Assimilation
refers to an emphasis on “immigrants’ unilateral responsibility to adapt to Norwegian ways and
values”, while integration refers to “the compromise between equality and diversity” (pg. 403),
where “cultural diversity must be accommodated and celebrated” (pg.405), it is neither
assimilation, nor segregation. A concept of ‘nodal point’ is applied as one way to understand
integration, which combines together “a long string of ideas, problems, concerns, purposes,
measures and so forth into the field of integration politics” (2002:406). Hagelund (ibid.)
exemplifies assimilation tendencies in the immigrant integration in the western societies, by
perceiving well integrated women as those who are outspoken women without veils and with
good careers, some of the attributes of which are typically western-oriented. In this line of
thinking, I further argue that today, language is the element most emphasised by the authorities

in policy, by employers and by the civil society concerning successful integration of
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immigrants. Moreover, this affects the care workers’ reception and functioning at the
workplaces in the municipal nursing homes. Looking at the points of views presented by
Hagelund and Rugkasa above, I find that they hold a resemblance in the way they challenge
one-sided aspect of integration politics in Norway, whereby it is the immigrants who are

compelled to adopt to the Norwegian ways of socialization than the other way round.

Political matters concerning immigration have undergone a significant change during the
1990s, from the former polarization of stance as being for or against immigration, to seeing
both opportunities and challenges surrounding this reality. As such, immigrant integration
paved its way in the political debates, acknowledging the heterogeneous Norwegian society and
thus cultivating the ways diversity can be fruitfully enhanced. In a sense, the recent integration
politics in Norway focus much on the ideal development and functioning of a multicultural
society (Borevi, Jensen, & Mouritsen, 2017; Breidahl, 2017; Hagelund, 2002; Modood, 2017)
see also (Meld. St. 30 (2015-2016)'° . However, the extent to which such political strategies
have been realistic in terms of the practice contexts, such as the nursing homes’ working
environment in this study is important to explore. Paying closer attention to the integration
policies in Norway, one may argue that much focus has been directed towards social equality
and harmony. As such, egalitarian, and inclusive, welfare-state thinking have been the overall
aim, and hence have attracted a consensus for both the left and right political stances (Vike,
2017). In this manner, integration politics are directly linked to the politics of the Norwegian
welfare state, rather than only being matters of cultural diversity. Consequently, such processes
have neglected individual qualities, by treating all immigrants as a homogeneous group, with

standardised integration measures (Borevi et al., 2017; Hagelund, 2002; Modood, 2017).

The municipalities as Long-Term-Care (LTC) providers

The concern for good and relevant services in the long-term care services has for long been
public and political agenda in Norway. Policy has since the 1990s been fuelled by new public
management ideologies (NPM), although such ideologies paved their way into the public sector
in Norway in the 1980s (Dahle & Seeberg, 2013; Jacobsen & Mekki, 2012). Norway is a welfare
state, and the primary responsibility for elderly care/ long-term care is decentralised under the
municipalities (Christensen & Werness, 2017). These provide services several ways, ranging

from home help which covers domestic tasks and/or home nursing, institutional care in terms

15 https://www.regjeringen.no/no/dokumenter/meld.-st.-30-20152016/id2499847/
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of nursing homes, and sheltered housing. Recently included services are meals on wheels and

safety alarms (Christensen & Warness, 2017:15).

The overall ambition of the welfare state is that every citizen should have equal access to
services of equal quality (Fagertun & Tingvold, 2018; Vike, 2017). In reforms of care services
and welfare services in general over the past ten-fifteen years, the political ambition has been
de-institutionalization (i.e. getting less nursing home services), active ageing, personal-centred
and co-created services and user involvement (Askheim, 2016, 2017; Fagertun, 2017b;
Jacobsen, 2017; Slagsvold et al., 2012). These ambitions have, amongst others, resulted in
municipal development of home-based assistance and limited expansion of institutional care
(Christensen & Warness, 2017). Although home-based care for the elderly population is
currently more emphasized, care at the institutions (nursing homes) remains important for the
oldest sick throughout the country, being the last home for most of the population, whereby
around 40 percent of the Norwegian population die there (Christensen & Werness, 2017;
Jacobsen & Mekki, 2012). With the emphasis of staying home as long as possible, nursing
homes are therefore gradually turning into places for the very sick older adults, who cannot
otherwise manage on their own at home. Moreover, time spent in hospitals is reduced, implying
that more people are sent home earlier, while earlier they could stay longer in hospitals
(Agotnes, 2016). This puts pressure not only on home-based services, but also on nursing
homes. In this regard, nursing homes function as part of the care system for the elderly in need
of support in daily living. Such trends, I argue, could partially explain the tendency of
medicalization in nursing homes functioning as mini hospital departments, hence also the
professionalization of the services (see chapter 4). The general projection across Europe is that,
although there will be an increase in healthy life expectancy, with a delay in ageing effects,
there will also be an increase of elderly people with multi-morbidity, due to effects of diseases

like cancer, fractured hips, strokes and dementia (Hervie, 2019; Rechel et al., 2013).

It is a right for all people to receive care in their home community, despite the country’s low
population and subsequently low population density, based on the geographic characteristics
((Jacobsen, 2015b; Jacobsen & Mekki, 2012), see also Norwegian Health Directorate 2012).
However, this care is need-based, that is, care is provided according to individual health needs
of the person, contrary to means-tested, as it is in many other countries, including the UK
(Agotnes, 2016; Christensen, 2012; Christensen & Pilling, 2014; Hervie, 2019). As such, for
example, although nursing homes are mainly specifically for the elderly sick people (mostly
above 67 years of age), this study has found some variations, whereby some residents were as
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young as mid-forties, but still admitted due to illness. This may seem a small group of residents;
however, it can clearly change the group of residents in a ward in terms of social needs and

interactions, as well as the way daily care is organized (see Chapter 4).

By not being means-tested, it means that the care service is delivered independently of gender,
resources, etc., That is to say, people are entitled to receive care services regardless of their
ability to pay for them. However, due to the municipalities being responsible for the services,
there can still be differences in care service provision between municipalities (Agotnes, 2016).
The municipalities in Norway vary greatly in size, with populations ranging from 214 to
500,000 inhabitants, although this picture is now slowly changing due to the municipal reform
implying a clustering of small municipals into larger units. Nevertheless, depending on its size,
at the very least each municipal has one nursing home, which may further be categorized as
being relatively small, medium or large (Jacobsen 2015, Agotnes 2016). The nursing home
sector has specific characteristics, for example, 80% of residents have dementia, a female
dominated workforce (85%), a low social regard for the work, high turnover, sick leave and
much part time work (Christensen & Guldvik, 2014; Tingvold & Fagertun, 2020). Residents at
nursing homes receive medical and rehabilitation care, as well as social care. This issue, of
nursing home as being both a medical institution and a home for the residents, has created a lot
of contradictions and various researchers have drawn attention to the asymmetrical relationship
between being private homes and public places in terms of being a workplace. Being a public
space, a nursing homes is bureaucratically organized, with policies and guidelines which frame
their existence and functioning. The municipalities are responsible for paying for the running
costs as well as staffing procedures. The funding of the nursing homes comes from the federal
government which provides a block grant, part of which is calculated based on taxes paid within
the respective municipalities. These municipalities have relative independence with regard to
the amount they choose to spend on elderly care. As such, nursing homes receive a fixed amount
of revenue from the municipalities, depending on number of beds at the institution. This amount
remains the same, regardless of ownership, size and location of the nursing home (Agotnes,
2016; Ramm, 2013).

On the other hand, being private spaces as resident homes, the residents, after being admitted
can own and decorate their private rooms with their personal belongings. However, the field
study of residents in nursing homes” living rooms by Hauge and Kristin (2008) established that,
despite the fact that residents have private single rooms and more home-like interior decoration,

the living rooms are still characterised with ambiguous boundaries between the private and
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public spheres. This is contrary to the clarity which is common in a home. In addition, apart
from being old and having situations which force them to live under the same roof, residents
do not necessarily share any personal relationships or friendship among each other. Other
studies elsewhere have also argued against the issue of public versus private place and space in
the nursing homes, such as in the Netherlands (De Veer & Kerkstra, 2001) and in the UK
(Higgs, MacDonald, Macdonald, & Ward, 1998).

Recruitment of work migrants and immigrants to long term care work

Dahle and Seeberg (2013) study on the ethnic dimension of employment hierarchy in
Norwegian health care work draw attention to the existence of ‘Norwegianness’ as an informal
competency in the healthcare (nursing homes and hospitals) workplaces, dictating the
immigrants’ journey to excel to a higher hierarchy in the professional ladder. As such, most
immigrants face what they (ibid.) calls ‘the concrete ceiling of race’ due to their failure to align
themselves to the ‘Norwegianness’, while few others manage to find jobs up to the professional
ladder after being able to assimilate to the pre-existing ‘Norwegianness’ schemas. Dahle and
Seeberg (ibid.) claim that recruiting immigrants into the health care sector, has been a public
policy, whereby there has been national policies'® aiming at recruiting and qualifying
‘unskilled’ immigrant workers, with the expectation that they will gradually qualify as auxiliary
nurses. However, although this may have functioned previously, the challenging process of
excelling in the professional ladder and qualify in the Norwegian system puts this ambition to
be unrealistic for many of the employees with immigrant background, leaving most of them
confined at the lowest level of the professional pyramid (see also Orupabo et al (2019; Friberg
et al (2019; Tingvold & Fagertun (2020). It is important also to mention that the perception of
staff with immigrant backgrounds as ‘unskilled’ refers to those skills, which have not been able
to convert relative to a broader labour market, because in a sense, most of the first-generation
immigrants come with a certain professional background from their home countries, which are
either been evaluated as irrelevant or lower level for professional practice (c.f. the concept of

deskilling).

Complimenting to the above exploration of professional hierarchy in the long-term care sector,

a study by Hervie (2019) offers an insight on the situation of unskilled immigrant healthcare

16 SHD 2006, Rapport nr 3. Rekrutteringsplan for helse- og sosialpersonell 2003-2006: rekruttering for bedre
kvalitet [Recruitment plan for health and social workers 2003-2006: recruitment for improved quality], Sosial- og
helsedirektoratet [Directorate of Health and Social Affairs], Oslo.
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assistants in the elderly care sector/LTC in Norway and skill evaluation. In her PhD thesis based
on an ethnographic study in Oslo, she explored the experiences, roles and challenges of this
cluster of workers in the context of institutional and home care settings. Her study was however
not for comparing the group of workers in institutions and home settings. She analysed the
practices of these workers in the intersection of two policy fields, namely, the field of healthcare
focusing on needs for the elderly people, and the field of migration (integration) focussing on
including immigrants into the labour market. Hervie argues that the two fields were not working
in harmony to the best for immigrant workers. Hervie (2019) maintains that unskilled immigrant
assistants are part of an established working environment which is bureaucratically regulated,
and they must find their place in the hierarchy, a place that seems not to be recognized in the
care workforce hierarchy. This aspect of being “invisible’, according to Hervie, is a paradox
because they constitute an increasing share of staffing at nursing homes and in home care.

Moreover, being “invisible” creates an implication for their working conditions.

Nursing homes, multicultural staffing and the role of leadership

Leadership of multicultural staff in the era of globalization has been a research concern in
different disciplines, such as health, business, management and education (Connerley &
Pedersen, 2005; Rittle, 2015; Webb, Darling, & Alvey, 2014). Working with employees from
a variety of cultural backgrounds creates a demand for leaders (and other staff) to understand
differing cultural perspectives which originate from different factors, such as geographic origin,
migratory status, language and dialect, religious faith, traditions, values, and symbols, and so

forth (Rittle, 2015:532).

By law, it is a requirement for all nursing homes in Norway to have one unit manager. The unit
manager must be a registered nurse who is responsible for ensuring/overseeing patient
(residents) care. Unit managers supervise the staff - nurses, assistant nurses, healthcare workers
and assistants (unskilled staff) working in the wards, while taking responsibility for medical
and economic issues for the whole unit (Kristiansen, 2016). Being registered nurses, leaders of
nursing homes hold a three-year bachelor’s degree in nursing education. There are several
structural changes in long term care for older adults, which simultaneously raise new challenges
and demands for all kinds of health personnel, particularly a sharpened focus on competency

management (Dahle & Seeberg, 2013). However, none of the current reforms, such as the
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quality reform for elderly care “Leve Hele Livet”!” (Live throughout Life, Meld.st. 2017 —
2018) and Omsorg 2020'%, have reflected on the issue of ethnic composition of staff, or

management of such increasing diversities.

The present situation of recruiting immigrants and the implication it bears in the elder care
sector, has only drawn attention to a few researchers in Norway (Boge, 2020; Christensen,
2017; Christensen & Guldvik, 2014; Debesay & Tschudi-Madsen, 2018; Fagertun & Tingvold,
2018; Hervie, 2019; Munkejord, 2019; Munkejord & Tingvold, 2019). Very few have adressed
the issue of leadership of multicutltural staff in care (Kristiansen, 2016; Lindheim, 2020;
Munkejord, 2019).

Munkejord (2019) has partially paid attention to the role of leadership in enhancing immigrant
work inclusion in the nursing homes. She describes the way healthcare managers can challenge
what she terms as ‘the existing ethnic pyramid’ in multicultural staffed nursing homes, by
paying attention to and implementing diversity-sensitive leadership which has proven to
improve care services and working environments. Munkejord emphasizes that diversity
management is an important leadership skill, which may lead to higher levels of satisfaction
and trust among the staff, if the management encourage and arrange for dialogue and
connection. She further maintains that “diversity management is an important tool for
counteracting ethnically based workplace discrimination and deskilling...” (Munkejord
2019:2). Diversity management encompasses the main idea of perceiving and using
‘multiculturality’ among the staff as a resource in service delivery and in creating inclusive
working environments. However, as other researchers, she argues that there are very few studies

focusing on diversity management in the healthcare sector in Norway.

Munkejord (2019:4-5) identified and thus suggested the ‘golden rules in diversity management’
as; taking responsibility for the quality of care in the unit, engaging in all aspects of care work
within the scope of practice and collaborating and helping each other in daily tasks. These rules
were identified together with measures set by the nursing homes in order to meet them, although
they were not written rules at the nursing home. Although these rules are well argued for as
relevant working for this particular nursing home, I hold that Munkejord’s study only focused

on what would make things work to accomplish the daily tasks and routines among the staff,

17 https://www.regjeringen.no/no/tema/helse-og-omsorg/innsikt/leve-hele-livet/id2547684/

18 https://www.regjeringen.no/contentassets/af2a24858c8340edaf78a77e2fbe9cb7/omsorg 2020.pdf
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while ignoring the structural, contextual and environmental factors that may also inform such
arrangements. In addition, these rules were identified by the staff, but suggested to work for the
leaders, who do not appear in the complete list of respondents in the study. How then can we
be sure that such rules would work for the leaders and improve leadership practices, and what
is their role in enhancing such rules? I also think that observational studies would supplement
the arguments in Munkejord’s findings, by paying attention to what was actually taking place
in the course of the working day in order to have a more comprehensive understanding of the

situation.

A study by Lindheim (2020) offers another important understanding on leadership of
multicultural staff. In her study conducted in three nursing homes in Oslo, Norway, she was
inquiring into the implicit ideas of good and bad leadership as part of the factors shaping
relationships between managers and employees. She explored implicit ideas of good and bad
leadership through “contextual factors at the institutional and organisational levels, along with
experiences of leadership from the country of origin and Norway" (ibid. page 108-109). These
implicit ideas of leadership were then used to analyse the way leadership is negotiated in
everyday interaction across cultures. Such an approach to studying leadership is relevant to this
study, although this study goes further in exploring other factors that shape leadership practices
of multicultural staff in nursing homes. Implicit leadership ideas may inform this study by
presenting a form of context within which leaders’ agency may be understood (see chapter 2, 4

and 6).

Another recent contribution on migrant recruitment in the elderly care and the way it relates to
leadership was explicitly made by Olakivi (2019). Although the study reflects the situation in
Finland, it can be used comparatively to understand the trend in Norway, as it is part of the
Nordic region, and hence shares some realities, particularly on migrant care workers. Olakivi
highlights the fact that care work managers (whom I equate to nursing home leaders) play a big
role in the process of immigrant recruitment in elderly care. The main contribution of Olakivi
is that leaders, as representatives of employers, recruit immigrant staff depending on the way
care recipients, migrant workers and their broader political environment are constructed and
interpreted. In doing this, they may reproduce the trends of recruiting migrants to the precarious

jobs on the lowest ladder of the organization hierarchy of old-age care institutions.

In describing situation of immigrant recruitment, among other examples, Olakivi highlights the
following two analytical statements from interviews with leaders. First, recruiting immigrants
is inevitable, because it is difficult to find people, meaning ethnic majority staff. Secondly, it is
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a good thing to recruit immigrants because they serve older clients and their families, as they
take good care of the residents. In the first example, Olakivi refers to globalization of care
(global care chain) and the economic inequalities shaping immigrant recruitment in the care
labour market (as discussed earlier in this chapter), as the political reality shaping care work in
western communities. That is to say, immigrants are recruited as a second solution to solving
recruitment problems. In the second example, the author highlights the stereotype the leader
holds towards immigrant staff, which may influence the leaders’ preferences in recruitment

processes (Olakivi, 2019:8).

Olakivi (2019) and Munkejord (2019) research is useful to this thesis with regard to leadership
of multicultural staff. Firstly, they both acknowledge the agency of leaders in the organization
and provision of care for older people. While Munkejord does not explicitly discuss the role
leaders may play in enhancing inclusive work arrangements (based on her methodological
stance), Olakivi on the other hand, highlights some important structural factors contributing to
shaping agency of leaders in recruiting and including migrant workers. As such, Munkejord’s
work is relevant to this study in analysing agency of the multicultural staff in organizing and
providing care, but also to including other structural realities informing agency as well as
focusing explicitly on leadership daily practices through employing ethnographic methods (see
chapter 3). Olakivi’s work highlights the importance of understanding facility specific and
organizational factors shaping agency of leaders in recruiting migrant workers. Going further,
this thesis analyses recruitment processes, but also the organization of daily work as a
continuous process which plays a part in shaping and re-shaping ideals of leadership practices,
including recruitment processes. This aspect is important with a reflection that agency of leaders
can never be defined once and for all, especially in caring processes where people, things,

policies and environment keep on changing.

The era of neoliberalism and New Public Management

Generally, the research on ‘globalization of care work’ has focused much on the international
distribution and redistribution of care, with pushing factors forcing immigrants to seek care
work in wealthier countries. However, neoliberal economic restructuring and migration policies
of the global North have also contributed to a reshaping of the redistribution and
internationalization of care work (Misra et al., 2006). Misra et al. (2006:318) refer to
neoliberalism as “the predominant economic strategy employed worldwide and assumes that

economic growth is strongest when the market is not constrained by state protections.” In their
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analysis on the role of neoliberal economic restructuring and migration policy on globalization
of care work, they argue that lowering state costs for care and withdrawing from social care
provision of the states has consequently intensified the care work requirements, particularly for
women. This shifting of responsibility of care from the state to the family, has affected poorer
women, who have to migrate and work as carers in order to support their families, while
wealthier families hire these poor immigrant women to cater for their care needs. In this manner,
neoliberal strategies have placed the burden of care on the migrant women workers, who are
considered the least powerful, and are thus more disempowered. However, I argue, although
migrant women dominate in the care labour force mostly in the global north, there are also a
trend of migrant men from poorer countries working in the care sector, as observed in this study
(see chapter 6). This trend is also observed for another female dominated service sector in

Norway, the cleaning industry (Orupabo & Nadim, 2019).

Furthermore, welfare state restructuring and structural adjustment have shaped the pull and
push for care (Misra et al., 2006). In restructuring the welfare state in Europe, neoliberal
strategies have emphasized market-based solutions and ideals leading to a significant reduction
of social and care expenditure by the states, while opting for privatization and marketization of
care provision. This implies that the change of trend from government providing services and
care has encouraged the development of private care service sectors with low wages, especially
in, for example, Finland and the UK (K. Christensen & Pilling, 2014; Kréger, Puthenparambil,
& Aerschot, 2019). Combined with states’ withdrawal from worker protections through de-
regulation, it is no longer possible for families of the middle and working classes to depend on
a single income, whereby women from such families have to join the labour force, looking for
jobs to subsidise for family income (Misra et al., 2006). This situation has created demand for
immigrant women to work as carers in replacement of working women. The impacts of
neoliberal strategies may be also related to austerity, the policies that were launched after the
financial crisis in Europe in 2007/2008, as a result of which the public sector has decreased and
the welfare services have almost disappeared in some countries, e.g. UK, although the impacts
in the elder care sector in Norway are not as intense as in other countries in Europe (Edmiston,
Patrick, & Garthwaite, 2017; Fagertun, 2017). In addition, the trends can also be linked with
precarious labour, where people work but do not earn enough to make a decent living (Orupabo

& Nadim, 2019; Tingvold & Fagertun, 2020).

On the other hand, neoliberal ideologies have created push-to-care in terms of structural
adjustment policies, through the international lending agencies (e.g., IMF and World Bank).
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These have imposed readjustment politics in developing countries, by reducing government
expenditure, encouraging privatization of government enterprises, liberalization of markets,
enhancing the rights of foreign investors, and so forth (Misra et al., 2006). Contrary to
improving economy as preached by neoliberalism, such policies have resulted in higher levels
of income inequalities among people, forcing many to migrate in search of better opportunities
in other countries (ibid.). At national levels, these adjustments have resulted in high levels of
unemployment and very heavy burdens of government debits, which have subsequently caused
further reductions in health and social care services. In turn, these reductions have added to the
burden of caregiving responsibility, forcing people to migrate and work in the care sector
elsewhere, so that they are able to support their families through remittances (Misra et al.,
2006).

Neoliberal reforms paved the way across Western countries as a mode to combat the financial
crisis faced in those countries, which have then resulted in adoption of a new form of
management, famous as New Public Management (NPM). NPM emerged as an extension of
neoliberal politics/governance which were mainly aiming at reducing the costs related to public
spending, while challenging what was traditionally known as ‘Public Management’ (Gottert et
al., 2018). The assumption was that the public sector was inefficient and too large, hence NPM
focused on reducing public sector size and budgets and use inspiration from private sector
management (Alonso, Clifton, & Diaz-Fuentes, 2015; Christensen & Lagreid, 2001; Osborne,
2006; van Riemsdijk, 2010a). NPM reforms are greatly inspired by market principles of
“competition, efficiency, and customer satisfaction” (Torfing & Triantafillou, 2013:10), with
the attempt to impose those principles into the public services (Alonso et al., 2015). The main
features of NPM, are “hands-on professional management that allows for active, visible,
discretionary control of an organization by persons who are free to manage, explicit standards
of performance, greater emphasis on output control, increased competition, contracts,
devolution, disaggregation of units, and private sector management techniques” (Christensen
and Legreid 2001:78). The variety of reforms inspired by NPM have been employed in
different countries, at a varied level; and hence have created a varied number of consequences

to individual countries and institutions (ibid).

Within the care sector, in particular, Norway bears distinctive characteristics when compared
with other European and OECD countries, for example, in the extent and ways private and for-
profit care provision has been adopted. Christensen and Pilling (2014) found that although both

Norway and England embraced the cash-for-care funding schemes allocated to long term care
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recipients, Norway has maintained a lower diversity in the care provider market, while the
opposite has been the case in England. Furthermore, Norway has adopted neoliberal and hence
NPM strategies slowly and cautiously resulting in a slower implementation of market reforms
and subsequently a distinct, modified form of marketisation techniques and deregulation. Until
recent, the Norwegian government has maintained the key role in providing and distributing
healthcare services through public funding (Christensen & Lagreid, 2001; van Riemsdijk,
2010a). In addition, New Public Governance (NPG) has also come into place, supplementing
NPM reforms, but with a specific emphasis on public-private collaboration between different
levels, sectors and actors. The ambition is to empower and engage stakeholders in solving
public problems and service production (Osborne, Radnor, & Strokosch, 2016; Torfing &
Triantafillou, 2013). As such, new trends of New Public Governance reforms has introduced
more involvement of public service users in planning and delivering effective public services,
through co-production and co-creation ideologies (Osborne et al., 2016). In Norway, such
trends are evident in the Coordination reform (samhandlingsreformen — St. Meld. Nr. 47 (2008-
2009)'°) creating a closer relationship between services in hospitals and services in the
municipalities (locally), while in the elder care the trends may be traced through increased
involvement and cooperation through resources mobilization in interaction between public
services and users, families, networks and communities (Askheim, 2016), for example the

volunteering organizations participating in nursing home care sector.

The aim of NPM to professionalize management has led to a shift in management from a
professional hierarchy to a position in a managerial hierarchy (Rasmussen, 2012). Specifically
focusing on nursing home leaders, who Rasmussen (ibid.) terms as unit leaders, NPM reforms
have been entrusted leaders to have freedom in making necessary decisions in order to achieve
their objectives. However, these leaders have to work within the conditions of their job, which
require them to operate within a predetermined budget, while delivering good and quality care
services. Thus, NPM constitutes an important structural and local contextual dimension for
understanding the leaders” space for action, hence their agency. As for this study, NPM shapes
the context in which leadership is articulated and will therefore be analysed in this framework

with regard to immigrant inclusion at work (see chapter 4).
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Thesis Chapter overview

This thesis is organized in seven chapters. Chapter one laid the foundation with a brief
introduction, statement of the problem and the main and specific objectives guiding the study.

This was then followed by a discussion of previous studies relevant to my topic.

In chapter two 1 discuss central theoretical perspectives that shape the study, both
methodologically and analytically. These perspectives are important for the analysis of

leadership practices and multicultural work organizations and processes.

In chapter three I present my methodological choices, backed up with my ontological and
epistemological stances in approaching the field. Through this starting point, I trace the process
through which I managed to choose relevant research methods and gained access to the field

for data collection.

The next three chapters are analytical chapters of this thesis. In chapter four, I present and
analyse contextual and structural factors guiding leadership practices and immigrant inclusion
in work. The main argument of this chapter is that leadership practices and work processes
simultaneously shape and are shaped by the structures and contextual factors within which
nursing home care is organized and provided. Through the use of the concept of agency as a
theoretical tool, I analyse leaders and immigrant actions, choices and attitudes as being shaped
by the structures and the local context their work is embedded in. Thus, the relationship between
agency and structure is analysed through a focus on situated practices in the nursing home
context, and the perspectives of Bourdieu (1977), Emirbayer and Mische (1998) and Ahearn
(2001) are employed.

In chapter five, I present and analyze communication and interaction processes in organizing
and providing care at the nursing homes. The main argument of this chapter is that although the
Norwegian language is emphasized as a means for communication in nursing homes, the form
and content for dialogue also matters in informing communication between and among
multicultural staff, residents and relatives to the residents. Through the use of the theoretical
concept of habitus (Bourdieu, 1977) this chapter analyses the way linguistic and hybrid habitus
formation (Bourdieu, 1991) improve the social stock of knowledge of the immigrant staff,

hence enabling their agency for communication in the nursing home context.

In chapter six, I examine roles, identities and activities at the workplaces, and I analyse these

as relational and co-constructed through routine and non-routine activities at the nursing homes.
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I argue that the ‘Norwegianness’ (Vassenden, 2010) form of organizing and providing care
promotes the creation of ‘us’ and ‘them’ among the majority and minority staff, which also
function as the basis for stereotypes. Moreover, cultural differences and social identities are
negotiated and renegotiated, to reveal simultaneously interlocking and interplaying of
individual identities, thus challenging the homogeneous perception approach to minority staff
by the leaders, residents and their relatives. Through an intersectional perspective based in Cho
et al., (2013) and Crenshaw (1990), the chapter highlights several axes of difference which
intersect and contribute to unfavourable and discriminatory experiences among the immigrant

staff.

Lastly, in chapter seven, I present the conclusion of the thesis, by taking the readers back to the
key findings in the empirical chapters and placing the study within the larger debate of migrant
care work, inclusion in work life and integration, and reflect on the thesis relevance and
contribution. Finally, I present the policy implications of this study and suggest new questions

important for future studies.
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Chapter 2: Theoretical Perspectives

Introduction

In research, theories are of importance in order to give the researchers a ‘lens’ through which
complicated problems and social issues can be viewed. This chapter presents an overview of
the theoretical perspectives that influenced the research process, particularly data collection and
analysis. As such, specific concepts will be gradually uncovered and discussed relative to issues

covered in each of the analytical chapters.

This thesis is based on an ethnographic study with the ambition of exploring the way daily
(work) practice is negotiated through planning, organization and conducting of tasks among
leaders and multicultural staff as they provide care services to residents in three nursing homes.
I explore the forms of interaction among leaders, staff, and residents in establishing
opportunities and challenges, which may be associated with multicultural staffing. In order to
analyse what is going on in these working premises, the relation between structure and agency
becomes an important overarching analytical dimension. To be specific, I study the relationship
between agency and structure in terms of exploring actions and attitudes of leaders and staff in
care practice in the workplace, which I refer to as agency. This agency is situated within an
institutional landscape shaped by immigration, integration and long-term care politics
impacting the nursing homes and their types of residents, the labour market and institutional

organisation, which I refer to as structures.

The discussion of the relationship between agency and structure holds a central place in the
social sciences, for example illustrated by methodological individualism versus methodological
collectivism, represented by Weber and Durkheim. I take an analytical grip with Bourdieu
(1977) on the relationship between agency and structure. The concept of habitus is the core in
Bourdieu’s theory of practice, and in his understanding of the acting agent. Agents embody
various attitudes towards the world, which assemble as sets of dispositions that shape their
actions within the social space and social fields of the society (structures). The habitus is both
"structured” and "class-specific’, meaning that agents habitus is a product of positions in society.
Yet, the agents also influence structures through their social practices. On this background, I
use culture to explain the ways of acting and thinking, and tie this to habitus formation, which
then informs communication in care work processes through social stock of knowledge (Berger

& Luckmann, 1966), tacit knowledge (Borjesson, Bengtsson, & Cedersund, 2014), taken for
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grantedness/Norwegianness (Bourdieu, 1977a; Vassenden, 2010). At the local contextual level,
I include the theoretical understanding of Emirbayer and Mische (1998) on the temporal aspect
of agency to explain situated work practices in which employees negotiate their actions with
reflections on their past experiences. Finally, I identify the leadership practices at the nursing
homes as agency shaped by implicit ideals of leadership (Lindheim, 2020). I analyse its
implications through a focus on the way leadership is negotiated and experienced by the staff

with different cultural backgrounds.

Agency and Structure

The concept of agency has increasingly gained popularity in disciplines of the social sciences,
educational sciences, healthcare sciences, psychology, gender studies, and professional studies.
Despite its popularity, the concept has been endlessly perceived as vague and lacking clarity
(Ahearn, 2001; Eteldpelto, Vdhdsantanen, Hokka, & Paloniemi, 2013). The main source for its
complexity lies in the idea that the subject and the structures may simultaneously co-exist as
one and yet different (Fagertun, 2009; Parker, 2005), or as Ortner (1989) puts it, that actors are
creating a society which created them. Agency emerged as a concept in the social sciences with
a feminist orientation, to describe the actions or practice of oppressed or severely constrained

people, through ‘free will’ against structures (Parker, 2005).

Agency is a relevant concept in this thesis because it enables the analysis of the number of ways
through which leaders and staff with different cultural backgrounds negotiate through practice
their daily activities in the working place. The working definition of agency by Ahearn
(2001:112) is useful it refers to the socio-culturally mediated capacity to act and acknowledges
the motivation and intentions of social actors who are embedded in social, cultural and political-
economic systems (structures) (Ahearn, 2001; Rahman, 2005:184). I therefore argue that people
or agents negotiate their lives based on the number of factors that set the ground for their choices
of action (i.e., structures). In addition I also appreciate the conception of the temporality of

agency, as a subject of time, put forward by Emirbayer and Mische (1998:963) that, agency is

“... atemporary process of social engagement, informed by the past (in its habitual aspect), but
also oriented towards the future (as a capacity to imagine alternative possibilities) and toward
the present (as a capacity to contextualize the past habits and future projects within the

contingencies of the moment)”
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Emirbayer and Mische bring in the important aspect of the temporal context of action, being a
simultaneous subject of the influence of the past, orientation towards the future, and
engagement with the present. Such an approach to agency is applicable when set within micro
contexts such as the nursing homes in this study. This conception of agency challenges concepts
of the ‘victimization’ of agents, by viewing them in the dimensions of interpretation and
strategization, hence capable of influencing structures (which influence them as well), within a
specific context. In other words, this conception of agency stresses the importance of context
in which agency is seen as the capacity to both maintain and transform social structures. Agency
is situated in the flow of time, whereby actors continually reflect and reinterpret their
orientations and actions in response to emergent events (Biesta & Tedder, 2006). I therefore
argue that it is important to understand agency both in terms of the individual’s life course as
well as transformation of contexts for action over time. This is to say, the capability and choice
to act or react is subject to time and place. For example, in regard to this thesis, minority staff
may act differently as they get into contact with different cultures, something which may not
be explained in the context of their initial socialization or to the culture in their current home
country, that is Norway. As such, agency is understood by focusing on individuals as being
capable of combining their efforts and available resources to act, rather than simply acting in
an environment (Igira, 2008). Moreover, the temporal aspect of agency in this thesis is useful
bearing in mind that care work is contextually situated in nursing homes with residents of
different health and social characteristics (see chapter 3), and nursing homes organised under

changing social and political ambitions (see chapter 1).

Agency understood in this temporal aspect means that the past entails subconscious past social
experiences, which form a framework from which the actor has the ability to recall and apply
selected actions which they had developed through past experiences (See also habitus concept
by Bourdieu (1977)). Within the future spectrum, social actors, rather than repeating the
structures and actions of past routines, they generate possible alternatives to problems, by
imagining the future as different from the past. In the practical present aspect, actors respond
to the current need of the situation at hand, considering the alternative possible trajectories of
action. An action, at any given case, therefore, can be related to the past, directed towards the
future, or responsive to the present, to a varied degree (Igira, 2008). Therefore, I argue that the
temporal context of action is important in understanding what is going on in nursing homes
because the agency of leaders and other staff may be understood within their life histories and

professional biographies, which may direct them to replicate practices in certain situations.
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Moreover, within the projection aspect, their agency may be located in choices made among
several desired outcomes. As Emirbayer and Mische (1998:970) clearly put it, the projective
aspect of agency encompasses “the imaginative generation by actors of possible future
trajectories of action, in which received structures of thought and action may be creatively
reconfigured in relation to actors’ hopes, fears, and desires for future”. My understanding of
this temporal aspect of agency, in relation to this study is that human agency is complex, and it
may be influenced by either past and/or present experiences, or the projection of the outcomes
of the action. As such, human agentic actions are difficult to pre-determine, but rather to
understand them within those three temporal spheres, which may either contribute individually
or altogether. The temporality of agency, therefore, is reflected within situated work practices
of the nursing home contexts in this study. This is contrary to the essentialised and deterministic
conception of habitus in relation to agency and structure by Bourdieu (1977). However,
Bourdieu (ibid.) offers an important contribution to agency, that habitus informs agents "actions
within a particular structure in which the habitus is formed (see the next section). In a nutshell,
the focus on relation between agency and structure is useful throughout this thesis, when
discussing structural and contextual factors shaping leaders’ strategies to recruit and include
immigrants in work (chapter 4), language as a form of action in care processes (chapter 5) and
the implication of Norwegianness in the multiculturally staffed nursing home care processes

(chapter 6).
The habitus

The concept of habitus is central in this thesis in understanding the tension between agency and
structure. Practice theory refers to “the relationship between the structure of society and culture
on the one hand, and the nature of human action on the other” and emphasises the social
influences on agency in which human actions are ‘central’, but shaped by social structures
(Ortner, 1989:11). At this level of theorizing, scholars like Giddens (with structuration theory),
Bourdieu and others, have tried to move beyond treating agency as a synonym for free will,
rational choice or resistance against structures. Bourdieu (1977) uses the term habitus to explain
what characterises social agents” practice through the dispositions and lived experiences. He
explains how and why agents act as they do in concrete social situations, by taking into account
the opportunities within the actor and the structure that characterizes the situations in which the
actors practice (ibid). Although Bourdieu does not directly address or use the concept of agency,
I find that the concept of habitus embraces agency in the way he conceives how agents” actions

are made possible. Bourdieu emphasizes that habitus is reproduced through practices and
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representations, which are conditioned by structures. Through these structures, agents
internalize principles in praxis fields, which shape their habitus, being limited to act in particular
ways. Habitus is therefore constructed within a specific field, through which people
continuously interact, which regulates and is itself regulated by the actions (Bourdieu, 1977).
As such, this conception nullifies the possibility for ‘pure agency’ or "absolute free will'.
Bourdieu holds that agents are predisposed to think and act in a manner that reproduces the
existing system (of inequalities), with a relative limited possibility of challenging or changing
the structure. Thus, human agency (habitus) and routinized activities, in his perception, is
habitual, repetitive and taken for granted (see also (Emirbayer & Mische, 1998)). However, like
other critique of Bourdieu (R. Jenkins, 1982; King, 2000; McCall, 1992), this study rejects such
a deterministic approach to agency. Although people may act within a number of structures,
they are not necessarily confined into “conformity to a perceived state of affairs in which a
similar or predictable future is implicated” (R. Jenkins, 1982:278). Instead, agents are capable
of penetrating the cultural frameworks which place them to function in relation to their gender,
race and work categories (ibid.). In this regard, habitus, although it is part of the tension between

agency and structure, it is viewed as flexible and elastic.

Although Bourdieu’s perspective is macro-sociological and the concepts intended to refer to
general societal levels, different authors have borrowed the concept of habitus to explain
situations at the micro levels. The same is intended in this study, to use the concepts of habitus,

and field in analysis of actual situations in multiculturally staffed nursing homes.

Looking at the way different researchers have used Bourdieu’s habitus conception, Lo and
Stacey (2008) sets an example. The authors employed the concept of habitus together with
axioms of multiple and intersecting structures (by Sewell Jr (1992)) to explain "hybrid habitus’
formation of patients” culture. They used this understanding to explain the way social actors
reproduce culture in clinical encounter contexts. As such, they address issues of cultural
competency when doctors have to manage complex cultural complexity of their patients. By
paying particular attention to the relationship between culture, contexts and social structures,
the authors developed a conceptual model to understand the role of culture in clinical
encounters. They argue for the concept of a "hybrid habitus” which broadens the understanding
of culture as found in Bourdieu's conception. By this, they claim that habitus formation may be
subjective to “axioms of multiple and intersecting structures”. In this vein, hybrid habitus is
understood in terms of, first, broad understanding of culture (that is, from values and beliefs of
an individual to cultural orientations). Secondly, conceptualization of culture as both flexible

34



and systematic (i.e. as habitual, formulated over time through constant exposure to surrounding
structures to inform sense-making schemas). Thirdly, recognizing the way enactment of cultural
schema is contingent and contextual- bound (allowing social actors to mix-and-match schemas
in relation to the present clinical encounter) (Lo & Stacey, 2008:753-754). Such an
understanding of hybrid habitus is relevant to this study in order to understand the immigrant
trajectories into the elder care sector and thus analyse the way they negotiate their position in

the Norwegianness characterised nursing home working environment.

In another exemplifying study, Glasdam et al., (2019:143) employed the concept of habitus to
explain the way “nurses habitus and capital, the logic of medicine and the structural, political
and administrative frameworks constituted, framed, directed and enabled nurses to think and
act in specialised palliative homecare”. They argue that the difficulties facing nurses who work
in palliative home care is due to the conflict between the logic of medical structures and
palliative care philosophy (2018:148). This in turn has always played part in socializing nurses
in the role as assistants to doctors, whereby the medical logic unconsciously rules their practical
sense in the specialized palliative home care. As such, medical knowledge and skills are
assumed to be high cultural and symbolic capital for nurses, whereby medical tasks appear to
be more important than nursing and social tasks related to caring in palliative home care. This
understanding of the logic of care is relevant to this study as it contributes to understanding of
the habitus of registered nurses (as well as leaders and other staff) and the way it is reproduced
at the nursing home workplace. In the same vein, it exemplifies how the tension between agency

and culture is situated organizational frameworks.

Drawing from the two studies above, this study employs the concept of habitus from Bourdieu
(1997) to analyse the way attitudes, practices and resources of leaders and other staff are shaped
within the premises of the logic of elderly care. In particular, to analyse the way structural,
political and administrative frameworks constituted, framed, directed and enabled leaders and
other staff to think and act as agents in the context of nursing home care. Furthermore, this
study also employs the concept of habitus to explore the opportunities and challenges facing
organization and provision of care within the logic of organizational structures of the nursing

homes under this study.
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Culture

Culture plays a significant role in forming habitus from socially ingrained habits, skills and
dispositions, which are acquired through socialization (Bourdieu, 1977). But what is culture?
Culture is a contested term, due to the myriad ways of understanding attached to it. Hofstede
(2001:9), for example, understands culture as “the collective programming of the mind that
distinguishes the members of one group or category of people from another”. Although this
kind of understanding might be relevant for defining some cultural groups, it faces the danger
of essentializing culture, for example to countries or particular social groups. With this, I mean
that, due to continuous social interactions and globalization impacts, it is not always possible
to distinguish what Hofstede terms as ‘programming of the mind’ between people based on the
group to which they belong. A similar conception is presented by Booysen (2015:246), that
culture is “a set of parameters of collectives that differentiate the collectives from one another
in meaningful ways and that culminate in a set of values and behavior patterns”. Although this
understanding may present forms of essentializing culture, it still covers important points
relevant for this thesis, that culture informs behavioral patterns of people. As such, culture
represents a form of social structure, through which peoples’ choices and actions are embedded,

by both enabling and constraining them (Hays, 1994; Miller, Das, & Chakravarthy, 2011).

Culture represents values and norms people acquire through socialization in a particular socio-
historic place, which thus results in distinguishing members of a particular society, within itself
or between different societies. Culture is not static; it is rather changeable depending on time
and place to accommodate the current needs of the society (Anderson-Levitt, 2012:222).
Through culture, class, gender and ethnic differences — and the specific context-dependent
intersection between these categories - are manifested (Dein, 2006). In this sense, culture plays
a role in shaping people’s identity, interpretations, attitudes towards self and others,

expectations, and readiness to adapt to changes, just to mention a few.

Culture shapes individual behaviours and expectations through internalized ways of doing
things (Chris, 2004:20), acquired through socialization in primary and secondary groups and in
society at large. As such, culture at the collective level, draws boundaries between insiders and
outsiders, while at an individual level culture as a form of socialization process is not an end
product but changes according to the number and forms of socialization contexts a person may
encounter. It is also important to mention that such cultural boundaries in social groups are

multiple, shifting and overlapping (Lindheim, 2020). In this framework of understanding,
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therefore, individuals may belong to several cultural collectivities simultaneously, based in the
social contacts encountered across the lifetime. In relation to agency, culture can be one of the
premises through which people’s actions are regulated (Abrams and Hogg 1990, Anthias
2008:8) and understood. However, the fact that culture is acquired through socialization is
interpreted in this study as an ongoing process, in which people change to adapt new ways of
thinking and doing things. As such, to understand people’s agency in the framework of culture,
we need to also take into consideration the fluid aspect of culture as social contacts among
people also increase. As such, people’s cultural orientation may simultaneously unite and
separates them from their original cultural groups as they get into contact with other cultural

groups. This, therefore, influences their agency.

The above discussion of the complexity of the term culture is important to have in mind when
analysing findings from this study in a number of ways. Firstly, to explore individual cultural
differences among the immigrant staff as a group against leader’s strategies to include them in
work, and the way this process is informed by different contextual and structural realities (see
chapter 4, 5 and 6). Secondly, it is used to explore the assumption of Norwegianness in the
organization of care and the way it relates to individualized care for the needs of Norwegian
residents who have had contact with other cultures in the course of their lives. Moreover, since
culture and hence habitus is acquired through socialization, and that staff (both majority and
minority) as well as the residents get into contact with different cultures as part of their
socialization, it is relevant to theorize culture in terms of hybrid habitus. This is because the
concept of habitus in relation to culture, is a result of different axioms of multiple intersecting

structures (Sewell Jr, 1992).

The concept of culture as a form of socialization, is also useful in discussing the ways "taken
for granted knowledge’, "tacit knowledge’, "implicit ideas on leadership and "social stock of
knowledge’ is acquired as elements shaping ‘communication” at specific work contexts. These
elements are important aspects of culture which can be traced through habitus formation and
hence inform agency of leaders and staff in organizing and providing care for residents in the
nursing homes (see chapter 4,5, and 6). Finally, in the institutional settings of nursing homes,
the concept of culture is relevant in discussing the way cultural differences and structural forces
such as race, gender, and migrancy are useful in accounting for group patterns (constitution of
‘us” and ‘them’) among the staff and hence inform axes of differences in shaping work

processes and social relations, as I shall discuss later in the next section.
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Intersectionality

In social identity processes, gender, ethnicity, skin colour and class are manifested, although
these concepts can also refer to the structural level in some intersectionality studies and then
understood as axes of difference rather than aspects of agents” identity. The concept of
intersectionality emerged in the late 1980s and early 1990s from a feminist movement to
challenge the use of gender alone as a primary factor determining a woman’s fate (Collins,
1998; Crenshaw, 1991; Nash, 2008; Yuval-Davis, 2006). In particular, Crenshaw’s (1991)
research on the discrimination and oppression of black women in the United States has made a
significant contribution on the development of the concept. Crenshaw (ibid.) challenged the
existing single axis of analysis in white feminist scholarship towards a multiple axis of analysis,
by highlighting the interconnection of gender with other social categories of difference such as
race, ethnicity, class, sexuality, and so forth, in reinforcing subordination. From its conception,
intersectionality had a long interest in a single intersection of race and gender (Nash, 2008).
However, with time, other concepts such as class and sexual orientation were also included as
determinants of female destiny. Recently, the perspective is used to a