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In Norway, with universalism remaining the core principle of its health policy, 
the challenges associated with growing ethnocultural diversity as a result of 
increasing immigration are demanding universal health care to be suitable for 
its population, and accessible beyond a statutory right. 

This dissertation critically examines the intersection of immigration and 
Norway’s universal welfare ideology within the context of immigrant maternal 
health. It questions how universal, universal health care is in the face of 
growing diversity by analyzing the implications of Norway’s decentralized 
approach to addressing the maternal health needs of immigrant women. 
This is undertaken qualitatively across four research articles, which employ 
interviews, participant observations, and documents as sources of data to 
critically investigate Norway’s universal health policy and its implications for 
practitioners and immigrant service users. These articles are synthesized as an 
intertwined whole in the six foundational chapters of the dissertation.  

The findings of this dissertation identify universalism as an inherently 
normative policy position whereby diversity is marginalized. This trickles 
down to how immigrant women are recognized and met in this system at 
the practice level. The effects produced by this decentralized system on the 
service users is conforming, requiring them to accept a generalized provision, 
and needs to be addressed at its roots by questioning the underpinning 
assumptions of Norway’s universal policy.  

Consequently, this dissertation argues that universalism and its egalitarian 
ethos are utopic. It concludes by underscoring that the future of Norwegian 
universalism requires the adoption of a multicultural focus and the 
embeddedness of cultural diversity in its socio-political ideology of 
redistribution principles to address inequity in its diversifying society. This 
study offers important contributions to policy, practice, and theory in the 
intersecting fields of migration, public health, public policy, social work, and 
medical sociology.  
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Abstract 
  

 This dissertation critically examines the intersection of immigration and Norway’s 

universal welfare ideology within the context of migrant maternal health, questioning how 

universal or appropriate universal health care is in the face of growing diversity. The main 

objective of the research project was to explore the implications of Norway’s decentralized 

approach to addressing the maternal health needs of immigrant women. This overarching issue 

was examined from different perspectives across four independent research articles, which were 

brought together under six foundational chapters of discussion. This two-part synthesis 

comprises the doctoral dissertation. 

 This is a qualitative sociological study, utilizing multiple qualitative methods including 

interviews, participant observations, and documents analyzed across four articles. This enabled 

the development of different perspectives on the research question by engaging with different 

data sources. Each of the four articles contained in this dissertation consequently acts as a 

building block in the critical examination of Norway’s universal health policy. The first article 

presents a social policy analysis of the Norwegian maternal health care system, which carves 

out the foundations for the project; the second article is a theoretical discussion on universalism 

offering a critical reflection on the shifting definition of universalism within the context of the 

Norwegian democratic welfare state and the concept of equity; the third article examines the 

experiences of immigrant women with navigating and negotiating the Norwegian maternal 

health care system; and finally, the fourth article presents a critical analysis of primary maternal 

and child health care providers’ experiences of working with immigrant women from a socio-

political perspective.  

 Together the findings of these articles suggest that the decentralized approach to 

addressing challenges linked to diversity in the health care system are reduced from national 

issues to local and regional issues. Thus, handling diversity and ensuring equity in Norway’s 

standardized maternal health care system is made the responsibility of front-line practitioners, 

or street-level bureaucrats, like nurses and midwives. This decentralized approach to migrant 

maternal health care does not question the monocultural approach to dealing with diversity; 

therefore, it leads to the replication of cultural indifference at the practice level, despite the local 

or individual intentions of practitioners to meet and respond to the needs of immigrant women. 

Hence, individual and local responses to nation-wide issues can lead to inequality of 

opportunity and access. In speaking to the system as a whole, the findings of this study identify 
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that the policy position demonstrates universalism as inherently normative, whereby diversity 

is marginalized. This trickles down to how migrant women are recognized and met in this 

system at the practice level. The effects produced by this decentralized system on the service 

users is conforming, requiring them to accept a generalized provision, and needs to be addressed 

at its roots by questioning the underpinning assumptions of Norway’s universal policy.  

 In conclusion, this dissertation argues that universalism and its egalitarian ethos are 

utopic, and that given the monocultural underpinnings of Norway’s universal welfare policy, 

inequality will be replicated by the system as long as diversity is handled in a decentralized 

fashion. The future of Norwegian universalism requires the adoption of a multicultural focus 

and the embeddedness of cultural diversity in its socio-political ideology of redistribution 

principles. The risk of forgoing this while Norwegian society continues to diversify will lead to 

cleavages and more stark representations of inequality in society, with a growing trend towards 

privatized services. 

 This study makes an important contribution to the intersecting fields of migration, 

public health, public policy, social work, and medical sociology.  

  



vii 
 

Sammendrag 
 

 Denne avhandlingen er en kritisk undersøkelse av interseksjonen mellom immigrasjon 

og Norges universelle velferdsideologi, innenfor konteksten av mødrehelse hos innvandrere. 

Den stiller spørsmål om hvor universelle eller passende universelle helsetilbud er i møte med 

økende mangfold. Hovedmålet med forskningsprosjektet er å utforske følgene av Norges 

desentraliserte tilnærming til innvandrerkvinners behov knyttet til mødrehelse. Dette 

overordnede temaet undersøkes fra ulike perspektiver gjennom fire forskningsartikler som 

sammenholdes i seks diskusjonskapitler, og til sammen utgjør disse doktorgradsavhandlingens 

to deler. 

 Avhandlingen er en kvalitativ, sosiologisk studie som bruker flere kvalitative metoder, 

inkludert intervju, deltakende observasjon og dokumenter, som analyseres i fire artikler. Bruken 

av ulike metoder har gjort det mulig å utvikle forskjellige perspektiver på forskningsspørsmålet, 

ved å bruke ulike datakilder. Hver av avhandlingens fire artikler utgjør dermed en byggestein i 

den kritiske undersøkelsen av Norges universelle helsepolitikk. Den første artikkelen 

presenterer en sosialpolitisk analyse av det norske systemet for mødrehelse, som setter 

premissene for prosjektet. Den andre artikkelen er en teoretisk diskusjon om universalisme, og 

innebærer en kritisk refleksjon over skiftende definisjoner av universalisme innenfor 

konteksten av den norske demokratiske velferdsstaten og konseptet om likhet. Den tredje 

artikkelen undersøker innvandrerkvinners erfaringer med å manøvrere og forhandle med det 

norske systemet for mødrehelse. Den fjerde og siste artikkelen presenterer en kritisk analyse av 

erfaringene tjenesteytere i førstelinjen for mødre- og barnehelse har med å jobbe med 

innvandrerkvinner, ut fra et sosiopolitisk perspektiv. 

 Til sammen tyder funnene i artiklene på at den desentraliserte tilnærmingen til 

utfordringer knyttet til mangfold i helsevesenet, blir redusert fra et nasjonalt til et lokalt og 

regionalt anliggende. Slik blir ansvaret for å håndtere mangfold og sikre likhet, tillagt 

førstelinjearbeidere eller bakkebyråkrater som sykepleiere og jordmødre. Den desentraliserte 

tilnærmingen til mødrehelse for innvandrere stiller ikke spørsmål ved den monokulturelle 

tilnærmingen til håndtering av mangfold; derfor medfører den en reproduksjon av kulturell 

likegyldighet på praksisnivåret, til tross for lokale eller individuelle intensjoner blant 

praksisutøvere om å møte og svare på innvandrerkvinners behov. 

 Dermed kan individuelle og lokale svar på nasjonale spørsmål føre til ulikheter i 

muligheter og tilgang. På systemnivå viser denne studiens funn at den desentraliserte 
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tilnærmingen anskueliggjør universalisme som iboende normativ, noe som også medfører at 

mangfold marginaliseres. Dette får konsekvenser for hvilken anerkjennelse innvandrerkvinner 

blir møtt med i dette systemet på praksisnivået. Effektene det desentraliserte systemet får for 

brukerne, er karakterisert av konformitet, og krever at de godtar et generalisert tilbud. Disse 

effektene må belyses ved å stille spørsmål ved de underliggende antakelsene som ligger til 

grunn for Norges universelle politikk. 

 I avhandlingen argumenteres det for at universalismen og dens egalitære etos er utopiske, 

og at gitt det monokulturelle fundamentet til Norges universelle helsepolitikk, vil ulikhet bli 

reprodusert av systemet så fremt mangfold blir håndtert desentralisert. Den norske 

universalismens framtid fordrer et nytt, multikulturelt fokus, og at kulturelt mangfold integreres 

i dens sosiopolitiske ideologi om prinsipper for omfordeling. Risikoen ved å gi avkall på en slik 

multikulturell politikk samtidig som det norske samfunnet blir stadig mer mangfoldig, vil 

medføre større ulikhet i samfunnet, med økt privatisering av tjenester. 

 Denne studien gir et viktig bidrag til de kryssende feltene migrasjon, folkehelse, 

offentlig politikk, sosialt arbeid og medisinsk sosiologi. 
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Chapter 1: Introduction 
 

My interest in research on the field of migrant health stems from both my personal life 

and my academic background. As an immigrant in multiple settings, I have witnessed and 

experienced some of the challenges associated with migration and integration into a new society, 

from a young age to the present day, with each subsequent move across continents and borders. 

This has shaped, and has been shaped simultaneously, by my journey in academia, from Global 

Health to Social Work, and now Sociology. I have been interested in and curious about the lives 

of other immigrants, particularly women, and how they face the challenges of immigration at 

different stages of life, particularly while pregnant or with young children. The initial idea for 

investigating the intersections of policy and immigrant maternal health was sparked during a 

social work internship in Sweden, where I met a young pregnant girl staying at a center for 

unaccompanied asylum-seeking minors. I had many questions about how she would cope with 

all the challenges on her way to motherhood in a foreign country with a different system, 

language, culture, and so on, and without any familial support. Upon doing some investigation, 

I soon realized the limitations in the scope of research in this field and of health inequalities 

among immigrant women in Scandinavia, where equality and quality of life are highly esteemed. 

I therefore committed myself to exploring the issue of maternal health care for migrant women 

through a policy and practice perspective. This began as a graduate research project in Norway 

and continued as the investigative topic for my doctoral dissertation. 

This chapter provides the contextual overview as well as the structure of this dissertation, 

which is constructed to answer the following research question: What are the implications of 

Norway’s decentralized approach to addressing the maternal health needs of immigrant women? 

 

1.1 Background  
Norway has a generous welfare system, extending to its health sector in the form of 

universal health coverage. The assumption underlying this method of provision across the 

population is that through equal, undifferentiated opportunity or universal access, inequality 

can be remedied. However, in recent years, this assumption of universalism has been challenged 

by diversity, particularly that of ethno-cultural2 diversity brought on by a relatively new and 

 
2 The term ethnocultural refers to  “an ethnic identity supported by cultural practice, tradition, and society and to 
a group of people who believe they are ethnically or culturally distinct from other groups or both” (p. 65) Hall, 
L. E. (2004). Dictionary of multicultural psychology: Issues, terms, and concepts. Sage. 
https://doi.org/10.4135/9781452204437 . 
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growing segment of the Norwegian population, immigrants. 3 These challenges are reflected in 

the indicators of poorer health outcomes among Norway’s migrant4 population in comparison 

to its local population (Attanapola, 2013). One particular example of this disparity is evident in 

maternal health and birth outcomes of immigrant women, who, on average, have higher rates 

of birth complications, miscarriages, and other adverse birth outcomes (Bakken, 2016; Vik et 

al., 2019). 

 Although immigration has benefits for a host nation, it can also pose many new 

challenges for its health care and welfare systems, as is the case in Norway. This is because 

while social service provisions, including health care, can be efficient at targeting and treating 

the needs of the native population in a host country, they may not be prepared to address the 

specific needs of some migrant populations. This, therefore, leads to inadvertent disparities 

among indicators of well-being, such as health, between these two population groups. In 

Norway, with universalism remaining the core principle of its health policy, the challenges 

associated with growing ethno-cultural diversity as a result of increasing immigration, are 

demanding universal health care to be suitable for and accessible beyond a statutory right to 

people who are not ethnic Norwegians and who come from many different cultural and 

linguistic groups.  

 As immigration in Norway increases, there is a growing focus on the specific health 

care needs of migrant populations and the consequences of meeting these needs. This is a 

relatively recent field of research. Among the considerations in addressing the health needs of 

immigrants is the decentralized nature of the distribution of health services, with governance 

and the provision of many services devolving to municipalities. In order to optimize health care 

delivery, local governments are given the autonomy to redistribute health services, within the 

frame of national guidelines established by the Norwegian Directorate of Health, in ways that 

best meet the needs of their respective populations. In this dissertation, I challenge this strategy 

as problematic, and in the following contextual subsection I position my argument against it. 

This will be followed by the aim and structure of this dissertation.  

 

 
3 Immigrants refers to: “persons born abroad with two foreign-born parents and four foreign born grandparents” 
SSB. Persons with immigrant background. Statistisk sentralbyrå- Statistics Norway. 
https://www.ssb.no/ajax/ordforklaring?key=225102&sprak=en. 
4 Migrants, officially referred to as persons with immigrant backgrounds, are: “persons born abroad with two 
foreign-born parents and four foreign born grandparents, in addition to persons born in Norway with two 
foreign-born parents and four foreign-born grandparents” ibid.. 
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1.2 Contextual Setting  
 To contextualize this study, this section briefly problematizes migrant maternal health 

care in Norway as a pertinent area of study. I provide a description of Norway’s immigrant 

population and its characteristics, followed by the organization of the maternal health care 

system and the issue of discretionary response. This section is followed by the aims, research 

questions, and structure of this dissertation. 

 

1.2.1 Immigration and Immigrants in Norway  

 Norway has a population of 5 402 171 as of 2021 (SSB, 2021g). Immigrants constitute 

a growing percentage of the Norwegian population. In 2021, people with immigrant 

backgrounds constituted 18.5% of Norway’s population (SSB, 2021a). The majority of this 

population are immigrants from Asia, Africa, Latin America, and other “non-western” countries 

(SSB, 2021a). In 2021, The top three source countries for migrants in Norway were Poland, 

Lithuania, and Somalia respectively (SSB, 2021b). Norway is a large country that has been 

divided into eleven counties with different geographic, economic, and demographic 

characteristics (Regjeringen, 2019) (Figure 1).  
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Figure 1  

Map of Norway’s 11 Counties as of 2020 (Regjeringen, 2019) 
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 Following the general settlement patterns in Norway, the population of persons with 

immigrant backgrounds, and consequently immigrant women of childbearing age, is 

concentrated in the southeast and southwest parts of the country in the counties of Viken, Oslo, 

Rogaland, and Vestland, as indicated in Figure 2. This constitutes one rationale for my choice 

of locations for data collection.  

 

Figure 2 

Female Population with Immigrant Background by County of Residence (SSB, 2021h)  

 

 
 

 Migrants in Norway are generally young, with the majority between 20 and 44 years of 

age (SSB, 2021c). Women of childbearing age (15–45) make up 255,234 of the total migrant 

population in 2020, which is over 25% of the migrant population and nearly 5% of the total 

population of Norway (SSB, 2021d). Immigrant women have a higher birth rate than 

Norwegian women. In 2020, 52,979 live births were recorded in Norway (SSB, 2021f), 27% of 

which were by immigrant women (SSB, 2021i). Migrant women may, therefore, have frequent 

encounters with the maternal health care system. Given that many of these women come from 

countries where health care systems and maternal health care are very different from those in 

Norway, as indicated in Figure 3, their encounters with the Norwegian maternal health care 

system become an important area of investigation.  

 



8 
 

Figure 3  

Females of Childbearing Age (15–44) with Immigrant Background by World Region (SSB, 

2021e) 

 

 
  

1.2.2 Health Governance and Organization of Maternal Health Care in Norway 

 Maternity care in Norway is provided at two levels: at the secondary level by specialized 

doctors and midwives at hospitals, and at the primary level by midwives at public health clinics 

and general practitioners. As the governance and regulation of health care provision is 

decentralized in Norway, the state retains responsibility for public hospitals, while local 

governments are in charge of most other health care services. This structure is rooted in the 

long history of local governments’ autonomy from the state in Norway (Borge, 2010). Local 

governments are, therefore, responsible for and have discretion, within the bounds of national 

guidelines, in the distribution of health services. Given that the primary level of maternity care 

is under municipal jurisdiction, provisions can be tailored to best meet the needs of the local 

populations.  

 Since migrant maternal health has not been problematized in Norwegian health policy 

as is explored in the first article (Mehrara & Young, 2020), some municipalities with a high 

population of migrants have devised discretionary initiatives in response to locally recognized 
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challenges related to migrant maternal health. One municipality with a high population of 

migrants, for example, operates a pre- and post-natal workshop for immigrant women, named 

TEGRA which is short for “inTEGRAtion”, in order to provide this group with better 

opportunities to utilize the Norwegian maternal health care system. This program is important 

in the development of this dissertation and is discussed at various points. Figure 4 illustrates 

the decentralized governance of maternal health care in Norway and the placement of TEGRA 

as an extension to the standard service provision structure.  

 

Figure 4  

Organization of Municipal Maternal Health Services in Norway (as cited in Mehrara, 2020) 

 

 
1.2.3 Discretionary Response 

 Given the different patterns of migrant settlement across the country, the availability 

and scope of these initiatives vary from place to place. This has limited such targeted health 

initiatives to immigrants in migrant-dense areas. Such discretionary practice responses to the 

needs of immigrant women – in other words, the challenges of ethno-cultural diversity – may 
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have implications for Norway’s social democratic values of egalitarianism. This is because 

migrant maternal health is not a regional issue but a national one, and though local responses 

have been an effective way of acutely addressing this issue, it requires a national response. 

 This doctoral project raises a series of questions challenging the idea of Nordic 

exceptionalism by interrogating the notions of equality and equity within Norway’s universal 

health policy. It identifies this system’s implications for maternal health care and outlines the 

experiences of maternal health care providers and immigrant service users in different regions 

of Norway. Finally, this project reflects on the response of the Norwegian welfare state to 

cultural diversity resulting from a growing immigrant population. 

 

1.3 Aim and Significance  
 This doctoral project explores the equity and equality debate within the context of 

universalism from a sociological perspective by focusing on maternal health services for 

immigrant women as a representation of this dynamic. Both macro (system) and micro 

(individual) dimensions are explored. The aim is to investigate whether and how different levels 

of government in Norway are responding to the maternal health challenges and needs of migrant 

women, and what the local effects of these are on migrant service users and primary maternal 

and child health care providers. The significance of this study lies in its contribution to 

knowledge in the cross-disciplinary fields of policy, sociology of health, immigration, and 

maternal health care. Furthermore, this research contributes to sparking a discussion on how 

health practice and policy can inform one another in responding to the challenges resulting from 

ethno-cultural diversity in Norway, in order to ultimately enhance service delivery to immigrant 

women. 

 

1.4 Research Questions 
 The overarching research question in this dissertation is as follows: 

What are the implications of Norway’s decentralized approach to addressing the maternal 

health needs of immigrant women? 

This is investigated through five constructive subsidiary questions, analyzed across four articles 

in the order presented below. 
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Article 1  

I. How does Norwegian health policy provide maternal health services to migrant women? 

II. How have these policies enabled accessibility and acceptability of maternal health 

services to migrant women? 

Article 2  

III. How much inequality in policy instruments can a universalist state tolerate in its pursuit 

of equity? 

Article 3  

IV. How do immigrant women experience and navigate the Norwegian maternal health care 

system during pregnancy and birth?  

Article 4 

V. What are the implications of cultural diversity for health care practice in a universal 

system? 

 

1.5 Structure of the Dissertation  
 This dissertation consists of four distinct yet related articles, which contribute to the 

investigation of the principal research question from different angles. The dissertation is 

organized into two parts. The first part comprises of six foundational chapters, which bring the 

research articles together; the second part presents the four scientific articles. The first chapter 

provides a brief introduction and background to the study. The second chapter contextualizes 

the study, providing a historical perspective and reviewing existing literature on immigration 

and health. The third chapter outlines the overarching conceptual and theoretical frameworks 

for the dissertation, which provide the analytical basis for the discussion of the research articles. 

Following this, the fourth chapter provides the methodological frame for the dissertation, 

including research design, data collection and processing, philosophical considerations, and a 

reflexive discussion on researcher positionality. After these substantive chapters, the fifth 

chapter provides a summary of each article and an overview of all four in Table 4, which is 

followed by an in-depth discussion and conclusion in the sixth chapter, where the contributions 

of the dissertation are highlighted.  
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Chapter 2: Literature and Contextual Review 
 

 The effect of immigration in relation to health is twofold, affecting both the health care 

system and the health of immigrants. This chapter presents the “state of the art” foundation for 

this dissertation. Although each of the four articles contextualizes the background for this study, 

this chapter acts as an encompassing discussion, addressing the details and parallel discussions 

bringing together the contextual underpinnings for this research project, its aims, and its 

significance. Therefore, the chapter serves as more than a summary, supplementing a more 

rounded discussion of what is known, where the gaps in knowledge are, and why and how this 

dissertation contributes to knowledge on the intersection of immigration and Norway’s 

universal health care system.  

 The chapter argues that immigration creates new challenges for both the health care 

system of a host nation and the immigrants themselves. Both are connected to Norway’s 

universal policy system. Subsequently, it covers an overview of the intersections of political 

history, social policy, and migrant health. It begins with the history of the welfare state and 

public health insurance in Norway. The discussion around the inception of Norway’s welfare 

state is embedded in both the Nordic (Denmark, Sweden, Norway, Finland, and Iceland) and 

Scandinavian (Denmark, Sweden, and Norway) contexts; the terms “Nordic” and 

“Scandinavian” are not synonymous, but both are mentioned here as both include Norway. Next, 

the chapter outlines the impact of immigration on the health care system and the health of 

immigrants, conceptualizing immigration as an intersecting determinant of health. These 

arguments are essential in describing why and how this presents an important topic for study 

and for carving out the significance and contribution of this research project, which are 

presented in the chapter summary. 

 

2.1 Inception of Universalism 
 How did universalism in its current form emerge in Norway, and why did the provision 

of social services independent of social class become a mechanism for class compromise? This 

section provides an overview of the expansion of social insurance schemes and the inception of 

universalism as a principle of redistribution in Norwegian social policy. This is important for 

understanding the historical underpinnings of the Norwegian universal health insurance scheme 

today and demonstrates the importance of studying immigrant maternal health care in Norway.  
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2.1.1 Welfare State and Social Insurance 

 The welfare state, with all its indeterminate usages (Kuhnle, 1978), is a relatively recent 

European creation, dating back to the last quarter of the 19th century (Castles et al., 2010), a 

period marked by great political, economic, and societal transformations. These events 

catalyzed changes in European societies and their needs, subsequently leading to an evolution 

in the role of the state from protecting the nation from war, to protecting society and responding 

to its new post-war social needs (Castles et al., 2010).  

 Similarly, the concept of social policy as the social protection of society, however 

enacted, is fairly new.5 Bismarckian theories on insurance and social policy as a form of nation-

building during the 1880s in Germany established the foundations for the development of the 

German welfare state and triggered the expansion of social protection policies, such as social 

insurance, in other countries. Over time, and around the turn of the 20th century, these policies 

expanded to incorporate pension plans, old-age protection, unemployment protection, industrial 

accident insurance, sickness insurance, and family allowances across most post-industrial 

western countries, including Norway (Kuhnle & Sander, 2010). However, Bismarck was not 

the inventor of state-organized social insurance. Prior to the German legislation of social 

insurance in 1883, many small-scale forms of insurance for workers and the poor existed across 

western Europe. As noted by (Anttonen & Sipilä, 2012, p. 17) “the idea of equal treatment was 

exceptional,” with different groups attracting different benefits. Norway for example, had “poor 

law legislation,” and had occupational risk insurance for miners (by 1842) and for seamen (by 

1860) (Kuhnle, 1978, p. 13). Nevertheless, it was the growth of industrialization towards the 

latter part of the 19th century that set the hallmark of state legislation in social insurance and 

protection. Though insurance on a broad scale was nonexistent, most industrializing or 

industrialized countries in Western Europe enacted worker accident insurance. In Norway, 

compulsory worker accident insurance paid by the employer was implemented in 1894 (Kuhnle, 

1978, p. 24). This was followed by proposals for other forms of insurance, including sickness 

insurance, which was accepted in 1909 (Kuhnle, 1978, p. 27). These early social insurance 

programs were not universal, limited often to industrial workers or based on means-tested 

schemes, which excluded many. However, they did gradually expand with the establishment of 

 
5 The definition of social policy is debated. In this study, social policy refers to “publicly provided, or regulated, 
core programmes such as income maintenance (or social security), housing, health and social services,” (p.71) 
which is how the concept is defined within academic discourse by Clasen, J. (2013). Defining comparative social 
policy. In P. Kennett (Ed.), A handbook of comparative social policy (2 ed., pp. 71–83 ). Edward Elgar 
Publishing. https://doi.org/https://doi.org/10.4337/9781782546535.00012  
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the “welfare state” after World War II, marking the evolution of state policy for the benefit of 

society. 

 The notion of welfare policy, or policies, was not formally introduced until the mid-

20th century. In 1942, a report by Sir William Beveridge was published in the United Kingdom 

(The National Archives), which became fundamental in shaping post-WWII reform and the 

creation of the British welfare state. Commonly known as the Beveridge Report of 1942, it 

emphasized the need for a comprehensive social insurance scheme that would protect citizens 

from “cradle to grave” from the “five giant evils” of society – want, disease, ignorance, squalor, 

and idleness (The National Archives) – and for social provisions that would transcend class. 

The expansion of welfare accelerated after WWII between 1947 and the 1960s in many western 

countries (Castles et al., 2010). With the common need to eliminate poverty and increase the 

participation of their citizens in society, other countries in Europe and the west, including 

Norway, adopted many aspects of the Beveridge Report. However, given socio-political and 

economic differences, adoptions of reforms in enacting social provisions, and their timings, 

differed markedly. 

  

2.1.2 Universalism in Scandinavia 

 It is interesting to consider why and how the concept of universalism was embraced in 

the Nordic countries, who were neither the pioneers of this concept (Stefánsson, 2012) nor as 

wealthy or progressive as some other European nations of the time. The welfare models, as we 

know them today, were therefore not developed ab initio. This is also true of the Nordic model 

renowned for its generosity and success. Kautto (2010) points out that though there may be a 

misconception that the Nordic model was created from a “common preconceived master plan” 

(p. 588), rather as evident from the history of social insurance initiatives, it was “the result of 

processes of political evolution rather than intelligent design” (p. 588).  

 Why was universalism adopted in Norway? The events of the 20th century brought 

about a growing need for social planning. This meant that the fighting of “poverty went hand 

in hand with state institution building for social and economic growth as well as political 

democracy” (Kuhnle & Hort, 2004, p. 1). This development coincided with the economic boost 

from discovery of oil in the North Sea in the 1960s. As a result, the role of the state, and 

consequently, the size of the public sector, expanded by “broad-based popular social 

movements” (Kuhnle & Hort, 2004, p. 1) to include not only more comprehensive and inclusive 

social insurance policies but also education and public health programs. Thus, it was not until 

1956 that means testing schemes in Norway were progressively replaced by more inclusive 
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national programs, marking the beginning of universal schemes that covered all citizens and 

were independent of social class (Kuhnle & Hort, 2004, p. 7). This became the hallmark of 

Nordic universalism, whereby welfare services became mechanisms for class compromise and 

transcended divisions of social class. Additionally, as Bendixen et al. (2017) expand: 

 …rather than being characterized by a tension or contradiction between citizen and the 

state, Scandinavian societies are characterized by high levels of trust in the state. The 

state in Scandinavia is to a considerable extent regarded as an extension of a political 

community, the legitimacy of which rests on the perception of broad participation and 

popular control. (2017, p. 7) 

 Why was universalism a successful model of social welfare in Norway? Kuhnle and 

Hort (2004) argue that the many initiatives of social insurance in Nordic countries before and 

after the beginning of the 20th century paved the path for the adoption of universalism. The 

application of the principle was successful because of the strong “idealistic and pragmatic ideas 

promoted and partly implemented” (Kuhnle & Hort, 2004, p. 9) in these early schemes. These 

were also supplemented by pertinent issues for the Nordic states, such as community building; 

risk exposure; human dignity i.e. the Universal Declaration of Human Rights in 1948; and 

economic and bureaucratic efficiency, effectively eliminating means testing for social 

provisions (Kuhnle & Hort, 2004). Kautto (2010), however, defines three socio-structural 

conditions that were predeterminants for a unique incubation environment for universalism to 

expand in Scandinavia. These shaped the particular development of the welfare state in 

Scandinavia, which was different from that of the rest of Europe, and enabled “universalism to 

become such an integral part of its policies” (p. 588). These factors were the political, 

demographic, and cultural climates of the time. Additionally, the high prevalence of social and 

institutional trust in these societies, as discussed by Rothstein and Stolle (2008), set the 

precedence for the inception and development of the universal welfare models in Scandinavia. 

 According to Kautto (2010), the first major consideration in this developmental 

trajectory was the separation of power from the Church to the State, and the ensuing transfer of 

welfare responsibilities to the state. Another key factor was the demographics of the population 

that paved the way for universalistic solutions (Kautto, 2010). Farmers comprised a significant 

majority of the population, and thus they maintained a powerful stance in politics. This made 

farmers “one cornerstone of the Scandinavian tri-polar class structure, together with the 

working and upper classes” (Kautto, 2010, p. 588); as such, they pushed for “ideas of 

citizenship and equal rights” (Kautto, 2010, p. 589), extending social policies otherwise limited 

to “workers” in other countries to the public.  
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 Finally, and most importantly, despite some inter-Nordic migration, the Nordic 

countries remained by and large culturally, ethnically, religiously, and to some extent, 

linguistically homogenous. These circumstances, combined with a common history of social 

policy development, increased the likelihood of the successful adoption of universal ideas, 

equality, and collective public responsibility, compared to other more fragmented and socially 

mixed societies. Universalism in Scandinavia was justified because it supported national 

cohesion or unity and increased the functional capacity of citizens. Hence, the success of 

universalism in Norwegian welfare policy is historically nestled in Scandinavian socio-cultural 

and political ideologies. The expansion of egalitarian ideologies in parallel to Norwegian 

nation-building in the 19th century led to the inception of public health insurance.  

 

2.1.3 Public Health Insurance in Norway 

 The foundations for universal public health were also lain by the formation of other 

types of insurance in parallel to the development of the Norwegian welfare state. However, 

before its development into a public benefit and its adoption as a right, health care in Norway 

had a very different history. Only sporadic small-scale health promotion programs existed 

across the country prior to 1860, when the first Public Health Law was passed: “the 1860 law 

enabled proactive public health policies in Norwegian communes but in general did not 

specifically compel them… consequently, the actual practice of public health varied a great 

deal throughout the country” (Hubbard, 2006, p. 115). Furthermore, like other forms of state-

supported interventions in Norway at the time, public health care interventions targeted the poor 

through means testing schemes, with the result that state-employed doctors provided necessary 

medical services to the needy at little to no cost (Kuhnle & Hort, 2004). The state legislature 

around this intervention and the scale of the operation, which was limited by resources, left 

many inhabitants uncovered and without access. Nevertheless, the Public Health Law of 1860 

marked the first steps towards universalizing public health care in Norway (Kuhnle & Hort, 

2004). In what followed, sickness insurance was implemented in 1909 and covered a fraction 

of the country’s active work force; however, this did not become a universal benefit for several 

decades due to war and the associated economic depressions. It was the health reforms after 

WWII, influenced by the visions of then Health Director Karl Evang on social medicine, that 

sparked changes in legislation around health care (Hubbard, 2006). These events resulted in the 

adoption of universal health solutions and eventually in the ratification of the universal sickness 

benefit in 1956, marking a new era of universal public health in Norway.  
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2.1.4 Maternity Care and the Feminist Tradition of the Norwegian Welfare State 

 The history of maternity care is interwoven with the era of industrialization in Europe, 

the evolution of egalitarian ideas in society, the expansion of equality from rich and poor to the 

sexes to include gender as well as social standing, women’s suffrage, and surely the birth of the 

Norwegian welfare state in the 19th and 20th centuries.  

 As Peterson (2013) maintains, “even though industrialization was relatively small and 

mainly confined to the cities of Kristiania and Bergen, it was instrumental in helping form new 

social classes, and with them new social tensions” (p. 38). Industrialization in Norway was 

slower in comparison to industrial giants like Germany. This allowed Norway to take a gradual 

approach to the adoption of other countries’ industrial regulations and workers’ insurance 

policies, in an attempt to avoid the same problems of industrialization. Regulations included 

the enactment of maternity leave for the growing number of women working in factories, 

mainly as an aspect of population policy (Peterson, 2013). In Norway’s 1892 Factory Law, a 

six-week postpartum prohibition on the return to work was introduced in the name of protecting 

women workers and their newborns (Peterson, 2013); this formed the basis for Norway’s 

maternity leave. This law did not work in favor of working-class women, who relied on their 

jobs for survival, and thus it became a battleground for feminist groups in policy reforms that 

took place in the years that followed. The combined efforts of the Norwegian Women’s Rights 

Association (Norsk Kvinnesaksforening, n.d), organized in 1884, and the national midwives’ 

association (Den norske jordmorforening, n.d), established in 1908, led to feminist movements 

that reformed both maternity leave policies and maternity care. As Peterson says, “In the 

decades to come, more Norwegian women would be covered under maternity legislation. 

Feminists, midwives and working women would work to expand the definition of maternity 

protections. Maternity would quickly become a condition that warranted not only regulation, 

but also compensation” (Peterson, 2013, p. 88). By the end of the 19th century, childbirth had 

become institutionalized, ceasing to be an intimate personal event and becoming the state’s 

domain, requiring its protection. These women’s movements were essential in the early 

universalization of maternity care by trained midwives to all women, regardless of their ability 

to pay, and were furthermore catalysts for discussions that shaped the development of the 

Norwegian welfare state’s policies on women’s and children’s health and rights. As such, 

“…notions of women-friendliness and state feminism were coined in ‘the golden period of 

Scandinavian gender equality policies’” and consequently, “gender equality has increasingly 

been presented as a summarizing symbol of the welfare state model” since the 1970s (Bendixen 
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et al., 2017, p. 18). The role of women in shaping the Norwegian welfare state through advocacy 

for women’s rights was, therefore, significant. 

 

2.2 Diversity as a Challenge to Egalitarian Socio-Political Ideology 
 Given the history of universalism and the factors responsible for its success in 

Scandinavia, cultural diversity poses a challenge to the pillars of the egalitarian ideology that 

grew from below at the community level through the coming together of working-class civic 

society. Cultural diversity is a form of heterogeneity, which opposes the sense of national 

homogeneity that modernized Norway and led to the inception of its welfare state. Furthermore, 

this type of diversity brings forth new challenges for equality that were not historically 

considered, leading inevitably to newly forming grey areas in universal social policy, and thus, 

to pockets of inequity in society. As Bendixen et al. (2017) suggest, “intersectionality” is 

warranted because of the “new socio-economic and political conditions that are a result of 

increased immigration and globalization” (p. 18). Eriksen (2017) argues: 

 In the current, historically unprecedented situation where ethnic minorities, including 

immigrants as well as indigenous groups and ‘national minorities’, demand both 

equality and the right to difference, it has become evident time and time again that the 

welfare state is geared toward dealing with inequality, as regard gender, class and 

regional inequalities, but has few tools available for handling cultural diversity as 

anything but a social problem to be resolved through a stronger emphasis on equality as 

well as equity. (2017, p. vii).  

Similarly, when it comes to maternal health care for immigrant women, the current system lacks 

an intersectional awareness of the needs and experiences that women from different socio-

cultural backgrounds bring with them.  

 

2.2.1 Immigration as an Intersecting Determinant of Health  

 Immigrants may face certain barriers in utilizing a universal health care system to their 

benefit. These barriers could be linked to socio-economic factors, which are most often a focus 

for policy, such as in Norway (Ringard et al., 2013), but they could also be linked to factors 

directly associated with being an immigrant. Cultural differences, for example, can lead to 

different help-seeking behaviors, different expectations of the health care system, and/or 

different ways of interacting with it. Navigating a new health care system can also pose many 

challenges; these could be related to the extent of immigrants’ knowledge about the new health 
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care system, health literacy, networks, communication barriers, and so on. Finally, other forms 

of social and cultural capital can influence immigrants’ limited usage of a health care system to 

which they may be, unknowingly, legally entitled. Multiple studies from Europe, and a growing 

body from Scandinavia and especially Norway in more recent years – for example, Herrero-

Arias et al. (2020); Mbanya et al. (2019); Næss (2019) – explore these issues in connection to 

immigrants’ health. These have been integrated into the four research articles.  

 Immigration must, therefore, be framed as a determinant of immigrants’ health in the 

host country. This is because immigration can affect the utilization, experience, and health 

outcomes of immigrants in a multitude of ways. However, this determinant, in comparison to 

the traditional model of the “social determinants of health” by Dahlgren and Whitehead (1991), 

illustrated in Figure 5, is not a static category in the social-ecological model. It is a relative 

factor present at all levels, affecting immigrants – a heterogeneous group within themselves – 

differently. Hence, immigration is an intersecting determinant of health traversing all levels of 

this ecological model. This concept has also been proposed by others in the field of migrant 

health (Castañeda et al., 2015; Davies et al., 2006; International Organization for Migration, 

2017; Reeske & Razum, 2011).  
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Figure 5 

Social-Ecological Model for Social Determinants of Health (Dahlgren & Whitehead, 1991) 

 

 
 

2.3 Summary and Contribution  
 This chapter provides the contextual foundation for the research question guiding this 

dissertation: What are the implications of Norway’s decentralized approach to addressing the 

maternal health needs of immigrant women?, and why and how this presents as an important 

topic for study in the Norwegian context. In summary, immigration on the one hand, is a source 

of diversity in the Norwegian welfare state, which has implications for the functioning of its 

egalitarian ideologies of equality and equity. As such, immigration poses new challenges for 

the Norwegian universal health care system. On the other hand, immigration in itself is also a 

determinant of health for those who come to Norway, and it affects their utilization of the 

universal health care system that is meant to provide an equal opportunity to all. Research in 

the arena of diversity and universalism, especially on immigrant women’s health in Norway, is 

growing. This is an indication that diversity is an area of interest for both the health care system 

and the health of immigrants and, as such, points to the importance of this field and the need 
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for attention at both the policy and practice levels of health care. This dissertation is, therefore, 

not a novel discovery but an important contribution to this interdisciplinary discussion by way 

of illustrating the implications of universal health policy in Norway for maternal health care for 

immigrant women from a policy, practice, and user-experience perspective.  
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Chapter 3: Theory 
 

 According to Reed, “facts provide an ‘example of’ a theory, whereas theory provides ‘a 

new way to view’ the facts” (2011, p. 22).  

 Thus far, the first two chapters have presented the contextual foundation for the 

overarching research question in this dissertation: What are the implications of Norway’s 

decentralized approach to addressing the maternal health needs of immigrant women? In doing 

so, I argued for the significance of this study in contributing to the discourse of universalist 

policy and its consequent implications for diversity. Universalist policy and practice are 

explored in detail across the four articles in this dissertation from a theoretical perspective and 

through identifying theories to explain the data. They subsequently constitute different 

components of this greater research project, which work in synergy when brought together 

under a larger theoretical framework in answering the central research question. This chapter 

describes the theoretical framework. I begin by explaining the three-layer overarching 

theoretical framework that brings the articles together as one summative discussion, and I end 

with reflections on engagement with theory and a chapter summary. 

 

3.1 Overarching Theoretical Framework  
 The discussion in each article denotes an autonomous but connected theoretical 

perspective and separate arguments; however, the four articles are all contained within a 

discourse on universalism. The overarching theoretical framework serves to capture the 

analytical essence of this dissertation from a broader perspective by facilitating the correlation 

of the specific arguments across the four articles.  

 Universalism is the overarching theory and main concept across this PhD, as I am 

analyzing its applications and implications in policy and practice through the examination of 

maternal health care for immigrant women. In this way, universalism sets the landscape for this 

research. Carol Bacchi’s “What’s the problem represented to be?” (WPR) framework (2009) is 

applied as an intermediate analytical framework to identify the inherent issues in the 

conceptualization and application of universalism in Norwegian health policy, which shape the 

provision of maternal health services to immigrant women. The issues articulated through the 

application of Bacchi’s analytical framework are then explored more specifically using a series 

of content-specific middle-range theories across the articles, which in this overarching 

theoretical framework I group as the explanatory framework. These content-specific theories 
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illustrate the implications of Norway’s decentralized approach to addressing the maternal health 

needs of immigrant women from different perspectives. Figure 6 illustrates this layered 

overarching theoretical framework. This layered process of interpretation is what Reed (2011) 

likens to the painting of a landscape, in which various theories representing various 

brushstrokes color or reconstruct the meanings contained in the landscape to ultimately present 

a detailed and multifaceted larger picture. 

 

Figure 6 

Overarching Theoretical Framework of Dissertation 
 

 

   
 

3.1.1 Universalism 

 Universalism is the first layer of this framework as it is an integral concept throughout 

this dissertation. It both frames the study as a whole and permeates all four of its components 

(the articles). Universalism is mainly a concept associated with a welfare ideology of 

distribution; consequently, it is a policy position rather than an independent theoretical 

construct. However, this policy position derives from a human rights ideology linked to equality. 

As such, universalism has claim to being a theory in its own right, which is also how it is 

conceptualized in this study.  

Universalism 
sets the landscape for meaning

by predicating its adoption in Norway

WPR Framework 
sets the analytical focus by subjecting policy and practice to 

critical inquiry through structured questions

Explanatory Framework 
explains specific implications of this 

universalist policy 
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 Universalism as a theory represents the landscape analogy, as coined by Reed (2011), 

in this dissertation. It describes both a policy principle centered on equality, and also a principle 

for practice. Seeing universalism as a policy and practice concept, I illustrate the normativity 

of universalist principles in implementation; seeing it as a theoretical concept, I discuss how it 

should work and what the practical implementations lead to, which in this case, is to ensure 

services are available to everyone. 

 As a policy position in Norway, universalist welfare policy assumes the normative 

position that equal access results in equal outcome. However, this is a problematic assumption 

because normativity paints over difference. The state recognizes the challenges of this idealistic 

assumption; hence, it has adopted a decentralized system of governance, which applies to health 

care organization and distribution. Acknowledging that equality in outcomes may not result 

from equality in opportunity (Anttonen & Sipilä, 2012; Carey et al., 2015; Mehrara, 2020; 

Mehrara & Young, 2020), this decentralized approach gives a degree of discretion to local 

governments to target universal provision, within the bounds of national guidelines, in ways 

that best meet the needs of their populations. In this way, the assumption is that a decentralized 

system can amend inequality. This functional position can address some of these effects at a 

local level, while at the same time, potentially reinforcing the normative position of 

universalism. The resulting effects of this form of amendment can nurture a conforming outlook 

towards acceptance of the norm. This is because ethno-cultural diversity becomes characterized 

as a local issue rather than a national one; immigrants, who may not be able to benefit equally 

from services they are entitled to, become recipients of the local politics of distribution within 

the already existing normative system. In other words, there is no compromise in meeting the 

needs of a culturally diverse population half-way; hence, it is an assimilative approach, in which 

immigrants are expected to meet the system instead. This is addressed in the first two articles. 

 Although maternal health provisions are a gender-specific service for females within 

the universal health system, they remain normative in how they are provided because they are 

based on the same universal principles. As such this service also remains unobservant of other 

forms of diversity beyond gender, such as culture and class, which I explore in this dissertation 

in article three. The consequence of this form of governance and the response to cultural 

diversity within the context of maternity care has been that municipalities with high immigrant 

populations may have discretionary responses to the targeting of health services. The effects of 

this are reported in the four contained articles. 

 Universalism as a theory and concept frames this dissertation and is presented as a 

thread of discussion throughout the four research articles, which analyze its effects from 
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different perspectives. Consequently, universalism as a common denominator forms the first 

layer of the overarching theoretical framework (Figure 6). The contextual perspectives for the 

articles on Norway’s universal maternal health care are informed by Carol Bacchi’s (2009) 

framework for policy analysis.  

 

3.1.2 Analytical Framework 

 Carol Bacchi’s “What’s the problem represented to be?” (WPR) is a methodology and 

framework developed in 1999 for analyzing policy. WPR is “a tool for investigating a variety 

of social issues and responses to those issues” (Bacchi, 2012, p. 1). The fundamental aim of 

WPR is to interrogate the ways in which “problems” are (re)presented in policy through “a 

mode of critical inquiry which simultaneously engages to contemporary poststructuralist 

accounts of power, subjects and social change” (Bacchi, 2012, p. 1). The WPR framework 

consists of six guiding questions (Table 1), designed to critically tease out and investigate the 

implicit problem representations in public policy. More specifically, this framework targets the 

examination of public policies by analyzing their “conceptual premises,” “genealogy,” and the 

effects of problematizations in discursive, subjective, and lived contexts (Bacchi 2009). Each 

question in the WPR framework requires an in-depth investigation that chronologically and 

cumulatively offers a comprehensive and multidimensional analysis.  

 Bacchi’s WPR critical policy analysis framework is used as an analytical framework in 

this dissertation, which helps articulate the normative issues of universalism in a critical manner. 

WPR is applied to this dissertation as a mediating theoretical framework, linking the 

overarching theory of universalism to the specific content theories in the explanatory 

framework. It does this by articulating how Norway’s universal health system functions, how 

it is responding to the maternal health needs of immigrant women, and with what effects. The 

findings that resulted from the application of this framework subsequently informed the 

questions addressed throughout the research articles. In this way, WPR mediates the connection 

of universalism to the more specific content analyzed in the articles; hence, it links the layers 

of the overarching theoretical framework together and enables a comprehensive analytic 

discussion in the last chapter around the main research question: What are implications of 

Norway’s decentralized approach to addressing the maternal health needs of immigrant women? 
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Table 1  

WPR Framework - Adapted from Bacchi (2009) 

 

1 What’s the problem represented to be in a specific policy or policy proposal? 

2 What presuppositions or assumptions underpin this representation of the ‘problem’? 

3 How has this representation of the ‘problem’ come about? 

4 What is left unproblematic in this problem representation? Where are the silences? Can the 
‘problem’ be thought about differently? 

5 What effects are produced by this representation of the ‘problem’? 

6 How/where has this representation of the ‘problem’ been produced, disseminated, and 
defended? How has it been (or could it be) questioned, disrupted, and replaced? 

 

3.1.3 Explanatory Framework  

 Reed (2011) states, “we do not expect theory to reference the social world in the same 

concrete manner that we expect evidence to reference the social world. Indeed, the whole point 

of theory is to be abstract and conceptual” (p. 20). This is not a weakness of theory, however. 

The abstract nature of theory acts to reconsider interpretations of factual evidence, broadening 

and deepening the construction of knowledge beyond the evidential frame. The application of 

theory to phenomena for in-depth interpretation beyond its direct reference is what Reed (2011) 

refers to as re-signification. This is the purpose of the explanatory framework – to offer 

interpretations of the implications of Norway’s universal maternal health policy beyond what 

the data directly represent. Additionally, and perhaps in some contradiction to Reed’s 

conceptualization of theory as abstract, other writers consider that an additional purpose of 

theory is to provide a direction for intervention. In this construction, theory is for practice (to 

explain what is) and theory of practice (to state what should be done) (Young et al., 2014). 

Since this policy analysis dissertation aims to achieve more than an abstract problematization 

of the issue, the practical contributions of this explanatory framework, described in this chapter, 

are presented as policy directions in the final chapter.  

 The innermost layer of the overarching theoretical framework is the explanatory 

framework, which consists of several auxiliary concepts that act to illustrate the effects 

produced and represented by universalism. Each of the four articles engages with content-
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specific middle-range theories to analyze its respective research questions. Together, the 

articles offer different but connected analytical perspectives on the implications of Norwegian 

universalism. These key concepts, therefore, compose the explanatory framework. This 

explanatory framework serves as a means for elaborating the implications of universalism at 

the dissertation level in the final chapter. Linking this back with Reed’s (2011) analogy of the 

landscape of meaning, the explanatory framework, like a series of finer brushes that paint the 

issues arising from the WPR analysis, expand understandings of universalism. To explain this 

explanatory framework, I present a brief description of the key concepts in each article and 

reflect on their function and contribution to the debate on universalism. Figure 7 illustrates the 

key conceptual premises in this project.  

 

Figure 7 

Explanatory Framework 

 

 

 

Article 1:
Critical analysis of Norwgeian 

Maternal Health Policy   

WPR (Bacchi, 2009);
Proportionate universalism (Carey et 

al., 2015)

Article 2:
Deconstructing 
Universalism

Article 3:
Service providers' experiences

Institutional Trust and Social Capital 
(Rothstein & Stolle, 2008)

Article 4:
Immigrant women's 

experiences

Street-level 
Bureaucracy 

(Zacka, 2017);
Transcultural 

Nursing 
(Gustafson, 2005) 
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Carol Bacchi: Critical Policy Analysis 

 The first article applies Bacchi’s (2009) “What’s the problem represented to be?” (WPR) 

framework as a critical policy analysis framework for investigating Norway’s health policy 

with regard to maternal health provisions for immigrant women. As explained in section 3.1.2, 

this framework works to deconstruct policy in order to uncover its silences or implicit policy 

discourses, otherwise referred to as problem representations. The six questions in this 

framework were applied to the critical analysis of Norwegian health policy and the provision 

of maternal health services to immigrant women, examining whether this universal health 

policy addresses ethno-cultural diversity. This resulted in the teasing out of the underpinnings 

of Norwegian health policy and, in doing so, offering an overview of the health system, its 

governance and its provisions in connection to maternal health services to migrant women in 

Stavanger.  

 The first question of the WPR framework described the “problem” formulation and 

showed from the policy data how maternal health services for migrant women, from a 

universalist position, is not considered to be a problem, itself a normative positioning. The 

second question is embedded in Foucault’s archeology (Bacchi, 2012) and refers to assumptions 

underpinning the “problem,” which in the first article were shown to be related to the 

universalist assumption that universal provision results in equal access. The third question is 

embedded in Foucault’s genealogy (Bacchi, 2012) and refers to the history of the “problem” 

formulation, which is described in relation to how a targeted health program for immigrant 

women evolved. The fourth question asks policy analysts to consider the “problem” differently 

and identify what is missing from the current formulation of the problem. The analysis refers 

again to the way in which universalism is normative and tends not to identify specific groups. 

Examples from the case study presented in the first article underscore knowledge about services, 

language differences, and cultural expectations of service users as challenges to the outreach of 

service providers in attracting target groups to grass-roots targeted health initiatives more 

challenging. The fifth question asks analysts to reflect on the effects of problem representation 

on the discursive, subjective, and lived experiences which the article identifies as linked to 

issues of normativity and cultural sensitivity. The final question asks what could be done 

differently. This is when proportionate universalism by Carey et al. (2015) is suggested as a 

policy opportunity to address the principle of equity in parallel to equality in service provision 

by offering selective provisions targeting the needs of specific groups, like immigrant women, 

within a universal system. 
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 Engaging with Bacchi’s framework in this article was fundamental for this dissertation 

because the questions that arose from its findings shaped the subsequent articles in this 

dissertation. In this way, it informs both the topics addressed and the data collected for the 

second, third, and fourth articles, and links all of them to universalism. This is why WPR serves 

as the analytic layer in the overarching theoretical framework, as described in section 3.1.2. 

Moreover, WPR is also part of the explanatory framework because it offers critical knowledge 

on the Norwegian universal health system and its response to diversity. Table 2 details how 

Bacchi’s WPR framework is linked to the other articles in this dissertation, and how it maintains 

the analytic focus on universalism throughout this project. 

 

Table 2  
Bacchi's WPR Framework as a Medium between the Articles and Universalism 
 

 WPR questions Connection to article(s) 

1 What’s the problem 
represented to be in a 
specific policy or policy 
proposal? 

Article 2 offers a theoretical discussion of why diversity is a 
problem for universalism by teasing out the challenges of it as 
a concept both theoretically in policy and in practice. 

2 What presuppositions or 
assumptions underpin this 
representation of the 
‘problem’? 

Article 2 elaborates on this by exploring the historical 
dimension and conception of universalism in Norway.  

3 How has this representation 
of the ‘problem’ come 
about? 

This is discussed throughout articles 2, 3, and 4 as a discussion 
on growing diversity and different health needs and 
expectations within a normative universal health system. 
 

4 What is left unproblematic 
in this problem 
representation? Where are 
the silences? Can the 
‘problem’ be thought about 
differently? 

This is illustrated in articles 3 and 4 as a discussion on the 
implications of Norway’s universal health system for service 
users and practitioners underscoring the issue of equity and 
equality. 

5 What effects are produced 
by this representation of the 
‘problem’? 

Discursive: Article 2 examines the discourse; articles 3 and 4 
illustrate the effects on and of diversity. 
Subjective: Different expectations of service provision (article 
3) and cultural blindness (article 4). 
Lived: Institutional trust enhanced or eroded (article 3) cultural 
blindness of service providers in article 4. 
In summary, equal access does not lead to equal outcomes. 

6 How/where has this 
representation of the 
‘problem’ been produced, 
disseminated, and defended? 
How has it been (or could it 
be) questioned, disrupted, 
and replaced? 

Article 2 conceptualizes “targeted universalism” as a solution 
to current universalist policy, while article 4 illustrates how 
local actors are approaching this problem at the community 
level in the absence of culturally cognizant health policy.  
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Universalism 

 Rothstein (1998), defines universalism as a policy principle in the distribution of welfare 

services that covers “the entire citizenry” (p. 20) without any means testing. Building on the 

findings of the first article, and the question elicited by the concept of proportionate 

universalism, the second article expands on the paradox of equality and equity by asking how 

much diversity can be tolerated in a universal system. The second article presents an extended 

theoretical discussion on universalism as both a policy and practice concept in the historical 

and contemporary context in Norway, drawing on the intersections and challenges that diversity 

imposes on its fundamental principles.  

 Through a historical analysis of universalism as a theoretical and practical construct tied 

to the evolution of the Norwegian welfare state, the article argues that universal welfare 

provisions are blanketed as they are designed based on normative needs. Bradshaw (2013) 

defines normative needs within social policy as those “which the expert or professional, 

administrator or social scientist defines as need in any given situation” (p. 2). In the case of 

universalism in Scandinavia, the welfare model was “built on the cultural construction of 

homogeneity” (Bendixen et al., 2017, p. 28). Consequently, in the historical context “the image 

of a homogenous population draws upon specific experiences… that left little room for 

acknowledging heterogenous categorizations” (Bendixen et al., 2017, p. 28). The issue is that 

needs of modern society are diverse, and immigration is one of the sources of such diversity, 

meaning that people will have different needs. However, the normative underpinnings of 

universalism in Norwegian welfare policy systematically silence difference, creating gaps 

through which some vulnerable people, such as immigrant women, fall. This poses a paradox 

for the principle of universalism as an egalitarian ideology and mechanism of distribution.  

 By focusing this discussion on an example of a Norwegian program that delivers 

maternal health services to migrant women, elaborated in the first article, this article argues for 

a nuanced definition of universalism, which is cognizant of different forms of diversity, and 

which addresses barriers to health equity. This enriches the discussions presented in the first 

article on universalism. The critical analysis contributes to enriching the discussion of 

universalism as an overarching theory in this dissertation, and also provides a context-specific 

analysis of Norwegian universalism and its approach to the changing needs of society, which 

is an important contribution to the explanatory framework.  
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Institutional Trust and Medicalization 

 As with other forms of universal provision, there is a uniformity in the maternal health 

care provisions in Norway, following the ideology of equal service provision. This uniformity 

of care results in less individual choice and decision making, making this normative model of 

care conformist. The Norwegian model of maternity care is an example of this conformity, 

which is linked to the idea of institutional trust (Rothstein & Stolle, 2008) and the universal 

welfare state.  

 Institutional trust is an important concept in the discussion of universalist normativity 

and conformity presented in Norwegian health policy. Institutional trust is “generalized trust 

that is embedded in the structure and characteristics of political institutions” (Rothstein & Stolle, 

2008, p. 441). This concept has strong roots in the evolution of the Norwegian welfare state, as 

“generalized trust is built up by the citizens themselves through a culture that permeated the 

networks and organizations of civil society” (Rothstein & Stolle, 2008, p. 441). This confidence 

in the welfare system in Norway comes from the local development of social policies and of 

the eventual social democratic welfare state. Consequently, this translates into the general trust 

Norwegian society has in the health system as an institution of the state. This institutional trust, 

however, is not readily accepted by those who come to Norway from societies with stark 

institutional differences.  

 Medicalization in this study is a key concept in the discussion of the lived experiences 

of immigrant women with the Norwegian maternal health system and the means through which 

institutional trust is affected. It is defined as “the process by which former nonmedical problems 

become defined and treated as medical problems, usually as diseases or disorders” (Conrad, 

2013, p. 196). Immigrant women may have different expectations and knowledge of maternity 

care from that offered in Norway, especially with regard to the medicalization of pregnancy 

and birth, which varies greatly in different countries.  

 The Norwegian maternity model is evidence based, and being a universal provision, it 

offers a standard of care to all women. However, the conformity imposed by the standardization 

of this universal model may lead to distrust of the maternity care services by some immigrant 

women, who want to exercise more individual choice in having a more or less medicalized 

maternity care experience. While some immigrant women may be able to circumvent or 

compensate for the care they would receive in Norway by using their social and economic 

resources to seek alternative care outside Norway, other immigrant women are not able to do 

so. Though some local actors in this universal health system, such as midwives and nurses, use 

their position as mediums between the state and their service users to gain the trust of immigrant 
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women in the Norwegian maternal health system, this is only a discretionary response. The root 

of the issue – why there is distrust and how to gain the trust of those new to this universal system 

– remains unaddressed. This, as argued in the third article, is linked to the idea of institutional 

and social trust (Rothstein & Stolle, 2008) and the role played by social capital in serving or 

circumventing the universal provisions of the Norwegian welfare state.  

 Discrepancy in the medicalization of maternity care in the Norwegian model of care, as 

experienced by immigrant women, is thus an example of this institutional distrust, which is 

accentuated by the inflexible processes for individual choice and deviation from the standard 

of care within this system. Medicalization and institutional trust, as illustrated by the responses 

to the medicalization of birth and pregnancy as key concepts in the third article, therefore, offer 

a unique perspective of how universalism and its ethos of equality through generalized trust are 

being challenged by changing demographics. This links the discussion back to the lived effects 

of Norway’s decentralized universal health policy in response to questions elicited by Bacchi’s 

framework. 

 

Street-Level Bureaucracy 

 The fourth component of the explanatory framework is the concept of street-level 

bureaucracy. This is applied in the fourth article to analyze the implications of Norway’s 

universal health policy for practice by examining the practice of cross-cultural health care 

among primary health care providers working with immigrant women. Street-level bureaucracy 

is a concept coined by Lipsky (1980) referencing “public service workers who interact directly 

with citizens in the course of their jobs, and who have substantial discretion in the execution of 

their work” (p. 3). In this dissertation however, I mainly engage with Zacka’s (2017) analytical 

application of the concept, which offers a contemporary and critical discussion on the work and 

function of street-level bureaucrats as agents of the state.  

 Although both of these authors write within the American context, the concept, and 

especially as deconstructed by Zacka (2017), is imperative to an explanation of the 

decentralized governance of the Norwegian health care system. This decentralized model of 

governance takes root in the history of social policy development and the evolution of the 

Norwegian welfare state, as outlined in the second chapter. This decentralized system is 

intended to give local governments some discretion in how they offer provisions to their 

populations. In Norway, which as noted by Vike (2018), is among “the most ‘service intense’ 

states in the Western world” (p. 246), the role of service providers is to link the state and the 

population, and as such, street-level bureaucrats have a significant part to play in how 
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decentralization is enacted. Since ethno-cultural diversity is not outlined in health policy, as 

elaborated in the first two articles, it becomes an issue to be addressed locally by service 

providers, who encounter immigrant patients with different backgrounds and needs. Although 

street-level bureaucrats play an important role in the functioning of the Norwegian universal 

welfare system, the expectation that they should address cultural diversity in their practice 

without a central recognition of the issue becomes problematic. Zacka (2017) explains that 

“street-level bureaucrats retain a significant margin of discretion in performing their role. This 

discretion, moreover, is not merely technical, but also ranges over questions of value… the 

existence of such discretion makes it possible for street-level bureaucrats to inhabit their role in 

a variety of ways” (p. 66). In the absence of culturally congruent universal health policy, cross-

cultural health care, or transcultural nursing as examined by Gustafson (2005), rests on the 

professional discretion and improvisation of the health care providers.  

 Street-level bureaucracy as a concept links the article back to universalism empirically. 

As an explanatory concept, it illustrates the implications of universalism’s normative approach 

to maternal and child health care provision for practice and practitioners. Furthermore, it 

highlights the insufficient approach to addressing ethno-cultural diversity through local actors 

alone in a health care system that is universal.  

 In summary, this explanatory framework encapsulates the interrogation of universalism 

in this dissertation. Universalism as a theory and concept in Norwegian health policy is 

deconstructed in the first and second articles. Universalism as policy is analyzed using the 

concepts of proportionate universalism and institutional trust, while universalism as practice is 

illustrated through the experiences of immigrant women and of service users.  

 

3.2 Critical Reflections 
 If I were to expand on this topic beyond this dissertation, there are two theoretical 

perspectives which I would explore in conjunction with universalism; they are feminism and 

critical whiteness theory. While these two concepts would fundamentally change the approach 

to studying the topic, they would offer novel discussions from two very important perspectives, 

which were not within the scope of this policy-oriented dissertation.  

 Although this study is gender specific in nature due to the type of service being provided, 

it bypasses a gendered analysis of women’s experiences, because at its core, it is a policy 

analysis of universal health care provision. The analysis therefore focuses on the implications 

of ethno-cultural diversity for the women using maternal health services, those who provide 
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these services, and the universal health system, rather than the experiences linked to being a 

woman or a women’s service. Hence, the theories applied to identifying the issues presented 

across the data in this project are focused on culture and immigration as crosscutting elements 

to universalist policy. This is not to forgo the assumptions around the intersectionality of gender 

or being a woman in the contexts of immigration and health. In fact, the reason for focusing on 

maternal health care is directly linked to the limited research done in the field of immigrant 

women’s health in comparison to other perspectives.  

 The second perspective relates to critical whiteness theory. As a theoretical dimension, 

this would interrogate the implicit race presumptions in Norwegian health policy and practice, 

which would be a pertinent intersectional layer to a gendered analysis on the implications of 

universalism for immigrant women. The initial choice was to study how immigrant women may 

be affected by a universal approach with the primary focus being on the “immigrant” status. A 

gendered analysis is a logical next step and a valuable research topic to pursue in this context. 

The policy focus of universalism revealed the normative nature, which effectively illustrated 

the racial component of its effects. Critical whiteness theory, which challenges normativity in 

relation to the social construction of race and ethnicity, is therefore another logical next step for 

further research.  

 

3.3 Summary 
 This chapter presents the overarching theoretical framework that brings the different 

discussions contained in the articles of this dissertation together under one umbrella. A three-

layer framework explains this process, wherein universalism constitutes the central theoretical 

framework for this dissertation. Bacchi’s WPR framework is described as the middle or 

mediating layer and is used analytically to articulate some issues about universalism within the 

context of maternal health care provisions to immigrant women. The explanatory framework at 

the core of the overarching theoretical model serves to illustrate the content-specific discussions 

elicited through the analysis of the implications of Norway’s universal health policy in the four 

articles, in responding to diversity, specifically in addressing immigrant women’s maternal 

health needs. The four articles are, therefore, interconnected in investigating the implications 

of universalism- Table 2 presents these relationships, which are discussed in the sixth chapter. 

In summary, the theoretical engagements and thus the contributions of this dissertation are 

interdisciplinary, spanning sociology and public health.  
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Chapter 4: Methodology  
 

4.1 Introduction  
 This chapter outlines the methodological framework and research process of this study 

as a whole. It covers the following in chronological order to offer in detail the processes of 

knowledge production incorporated in this study: methodological overview; description of the 

data and its processes; ethical considerations; methodological reflections with respect to 

researcher positionality; overall research quality and limitation; and finally, a chapter summary. 

 With the exception of the theoretical second article, the research articles included in this 

dissertation all have comprehensive methods sections. However, these four individual articles 

are presented as subsidiary research contributions to the overarching theme of this dissertation: 

how universal is universal health care? and to the central research question: What are the 

implications of Norway’s decentralized approach to addressing the maternal health needs of 

immigrant women? This chapter, therefore, serves to bring together these methodological 

discussions, to report the methodological nuances and unaddressed issues within the articles, 

and to present a comprehensive reflection on the underpinning knowledge production 

framework in this study as a whole.  

 

4.2 Methodological Overview  
 The background and rationale for this PhD study is founded upon the fact that, despite 

the benefits of immigration for a host nation, it can also pose many new challenges for its health 

care and welfare systems. While social service provisions, including health care, can be efficient 

at targeting and treating the needs of the native population in a host country, they may not be 

prepared to address the specific needs of particular migrant populations (Munthe-Kaas et al., 

2018). Immigrants, on the other hand, may face barriers to health care that can result in poorer 

health outcomes over time, known as the “healthy immigrant effect.” Women are found to be 

more affected by this phenomenon (Ng & Newbold, 2011; Urquia et al., 2010), resulting in 

poorer and unequal health and birth outcomes in comparison to the non-immigrant population. 

In this project, I examine this issue within the context of Norwegian universal health care, using 

a qualitative approach. 
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4.2.1 Qualitative Research  

According to Alvessnon and Skoldberg (2000): 

Traditionally research has been conceived as the creation of true, objective knowledge, 

following a scientific method. From what appears or is presented as data, facts, the 

unequivocal imprints of ‘reality’, it is possible to acquire a reasonably adequate basis 

for empirically grounded conclusions and as a next step, for generalizations and theory 

building. (2000, p. 1)  

This positivist truth is far from the postmodern/poststructuralist purpose of this research project. 

Qualitative research focuses on the study of social life in terms of a process, acknowledging the 

multiple ways through which meaning can be discovered. The primary concern of this 

methodology is understanding the process of meaning making in terms of how people 

understand the world and interpret phenomena. As such, “qualitative research takes an 

interpretive, naturalistic approach to its subject matter” (Jones, 1995, p. 2) and thus requires 

descriptive detail of phenomena to “emphasize the importance of the contextual understanding 

of social behavior” (Bryman, 2016, p. 395). What distinguishes qualitative from quantitative 

methodology is its theory-laden process of exploring the “whys” and “hows” of phenomena 

and the production of rich, in-depth discussions. 

 This research project adopted a qualitative research approach to explore and examine 

the response of Norwegian health policy to migrant maternal health care, and the implications 

thereof. This approach enabled a deeper and richer understanding of the phenomena in question 

and the context within which they are embedded. The project included an examination of health 

and social policy, the experiences of immigrant women with the Norwegian maternal health 

system (NMHS), as well as those of primary maternal and child health care providers at 

community clinics. Data were collected in and around the regions of Oslo and Stavanger in 

Norway. Furthermore, the qualitative design allowed for a more open-ended research strategy, 

which was important in examining “social life in terms of a process” (Bryman, 2016, p. 395), 

contributing to the richness of the findings.  

 Qualitative methods are often criticized for lacking scientific rigor and for researcher 

embeddedness due to the absence of systematic procedures (Willis, 2014); qualitative research 

has been called “impressionistic and subjective” in comparison to quantitative research 

(Bryman, 2016). Common critiques relate to a potential lack of trustworthiness, validity, 

reliability, and credibility of research. Proponents of this method argue that the use of 

methodological rigor can address issues of trustworthiness and credibility (Guba & Lincoln, 

1982). Transparency can be achieved though researcher reflexivity on the effects of their 
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positionality across all stages of production, while the triangulation of data and representation 

of different perspectives can enhance the veracity of research (Noble & Smith, 2015). Another 

critique of this method is that of generalizability. The findings across this study are bound by 

location, time, and a sample size; therefore, the study is not constructed for the purpose of 

generalizing the representativeness of its cases to what is happening across the country. Instead, 

the objective is to achieve theoretical or analytic generalizations (Mitchell, 1983; Yin, 2009). I 

wish for this study’s findings to serve as a working hypothesis, as coined by Cronbach (1975), 

for other researchers in the field in Norway or abroad when examining the social, migratory, 

and policy trajectories of health with regard to vulnerable populations. 

 

4.2.2 Research Design  

 Research is seldom a linear process. This qualitative study was carried out at different 

time periods, and it therefore consists of multiple research strategies. It incorporates an article 

produced from my master’s thesis as its starting point, as well as different research designs for 

answering the subsequent research questions in my PhD. The study design was adapted 

throughout the course of this project period due to reiterations of the research questions; 

challenges associated with field work; the organization and processing of data; and its 

dissemination as scientific articles, which in itself, required amendments because of both 

opportunistic responses to calls and the review processes.  

 The research strategies included in this dissertation consist of an instrumental case study 

(Stake, 1995) in the first article; content analysis of literature in the second article; and empirical 

analysis of interview data in the third and fourth articles. The combined use of qualitative 

research designs in this dissertation enables the development of different perspectives on the 

research question by engaging with different data sources. Together, these qualitative processes 

provide an intricate, multifaceted, and triangulated contribution to the investigation of the 

central research question from both bottom-up and top-bottom analytical viewpoints.  

 

4.2.3 Case Study 

 I have used case study as a research design and not a method. The two are often used 

interchangeably when describing case studies; however, I make the distinction because I use 

the term “method” to describe how I collected data and “research design” to explain how I 

engaged with this empirical material. My choice of a case study for the first article, which is a 

product of my master’s thesis, was motivated by circumstance. It allowed for me to overcome 

access barriers that I faced in recruiting interview participants, and to use multiple different 
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sources of data in doing explorative research on migrant maternal health care policy in Norway. 

The greatest advantage of this research design lies in its capacity to accommodate multiple 

sources of data in order to construct a holistic understanding of complex phenomena (Baxter & 

Jack, 2008). According to Crowe et al. (2011, p. 1), “the case study approach is particularly 

useful to employ when there is a need to obtain an in-depth appreciation of an issue, event or 

phenomenon of interest, in its natural real-life context.” Furthermore, it is an extensively used 

design in many disciplines, particularly in social science research. 

 The multifaceted quality of case studies in incorporating data, contributes to the depth 

and breadth of exploration, adding to the richness of interpretation. Multiple outlooks on the 

topic of inquiry add to the case study’s rigor by way of triangulation. This is very important in 

enhancing the veracity of findings from qualitative case studies. Despite their advantages, 

however, qualitative case studies are criticized as a research method, with their limitations 

mostly intertwined with those of qualitative methods (Willis, 2014), as stated in section 4.2.1. 

Generalizations are, therefore, a critique of qualitative case studies, too. However, case 

researchers, including myself, argue that the purpose of this method of inquiry is not on 

generating findings that can be formally “generalized to a wider universe” (Bryman, 2016, p. 

64). Each study is constructed within its own world view (Gordin, 2006) and thus can only offer 

practical, context-dependent knowledge in relation to that focus.  

 Flyvbjerg (2006) argues that particular knowledge can be far more valuable in 

understanding the world than general theoretical knowledge. His argument for this is that 

“predictive theories and universals cannot be found in the study of human affairs” (p. 224). 

Thus, the context-specific findings generated from case studies, although not universally 

generalizable, are of far greater value in offering in-depth understanding of a particular 

phenomenon than general knowledge. Flyvbjerg (2006) explains that generalizations as a 

source of scientific are overrated, whereas the “ ‘the force of example’ is underestimated” (p. 

226). One can therefore generalize based on a single case, by focusing on how well theory is 

constructed from the findings (Bryman, 2016). 

 

4.2.4 Ontology and Epistemology  

 Cunliffe states, “our metatheoretical assumptions have very practical consequences for 

the way we do research in terms of our topic, focus of study, what we see as ‘data’, how we 

collect and analyze that data, how we theorize, and how we write up our research accounts” 

(2010, p. 5). Qualitative research methods are often associated with the constructivist 

ontological position on understanding the social world. Gergen explains that social 
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constructivism emphasizes that “while the mind constructs reality in the relationship to the 

world, this mental process is significantly informed by influences from social relationships” 

(Gergen, 1999; as cited in Young et al., 2014, p. 907). This stance on social understanding 

further maintains that social phenomena are in a constant state of revision instead of a result of 

single interaction (Bryman 2016). This social constructivist study takes on an interpretivist 

epistemological approach, which is typical in this mode of understanding, to engage with theory 

in extrapolating the situated meanings of social life. Interpretivism, or interpretive 

understanding, is rooted in Max Weber’s theory of Verstehen. Weber did not see interpretations 

as an alternative way to explain behavior, but as a way to complement it (Silverman, 2017). 

Interpretivist thinking maintains that “…meanings are constructed by human beings in unique 

ways, depending on their context and personal frames of reference as they engage with the 

world they are interpreting” (Ajjawi and Higgs, 2007; as cited in Silverman, 2017, p. 147) The 

interplay of subject and its social environment is therefore essential in the construction of 

knowledge in this dissertation, which undertakes an exploration of service user and service 

provider experiences. Consequently, the methodological objective of this study is to interpret 

the relationship between multiple meanings and to use theory to extract and describe these 

complexities. In this approach to social research, “knowledge cannot be separated from the 

knower” (Steedman, 1991, p. 53). This is because “data and facts… are the constructions or the 

results of interpretation” (Alvessnon & Skoldberg, 2000, p. 1). Thus, the researcher’s attributes, 

both consciously and subconsciously, permeate the research activity and meaning making. I 

have actively tried to be aware of how I have influenced this study throughout the length of the 

project, and I have presented a reflexive discussion on this matter in section 4.5. 

 This project aims to contribute to the progression of the understanding of health and 

well-being from a social perspective by looking into the effects of policy in the provision of 

maternal health services to immigrant women in Norway. Health can be studied both 

objectively and subjectively. The medical trajectory on understanding health continues to be 

heavily influenced by the objectivist tradition. However, “people are reflexively embedded in 

their social world, influenced by and influencing discursive practices, interpretive procedures 

etc.” (Cunliffe, 2010, p. 8). Therefore, some qualitative aspects of health and well-being, like 

feelings and experiences, cannot be fully encompassed by this approach. A more subjective 

research positionality allows for the understanding of lived effects of health policy through the 

exploration of participants’ experiences. This research position can contribute to understanding 

health from a unique vantage point and also act in problematizing minority health in social 

policy. The methodological and theoretical constructions in this project maintain a social 
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constructivist and interpretivist approach to understanding health. According to Merriam’s 

(2009) categorization of research epistemologies, my study falls between the critical and 

postmodern/poststructuralist perspectives. My research design aims to bring together different 

views on the issue from various levels of analysis (policy, practitioner, patient) to uncover the 

implications of a decentralized approach to maternal health care.  

 

4.2.5 Engagement with Theory 

 Accoding to Alvessnon and Skoldberg (2000), “how we interpret phenomena is always 

perspectival and that so called facts are always theory-laden” (p.4). I believe that pure induction 

or deduction are implausible in social research without the compromising of meaning; therefore, 

I did not limit my interpretations of data strictly to either tradition, and instead worked with 

what evolved through the analysis and rewriting processes through an abductive engagement 

with theory. Timmermans and Tavory (2012) explain: 

Abductive analysis emphasizes that rather than setting all preconceived theoretical ideas 

aside during the research project, researchers should enter the field with the deepest and 

broadest theoretical base possible and develop their theoretical repertoires throughout 

the research process. Theoretical relevancy is not limited to analogy but flourishes with 

theory-close and -far writings that inspire novel insights. (2012, p. 180).  

Each article engaged with different sets of data in a unique way. Initially, the dissertation as a 

whole was informed by existing theoretical knowledge and ideas for engagement, with 

alternative perspectives to uncover different facets of the research question. However, the 

research process, data, and revisions of the analysis and articles by myself, my co-authors, and 

other academics, as well as submission processes to different journals, led to the emergence, 

reconceptualization, or refutation of some theoretical perspectives. For example, ideas about 

Norwegian welfare policy, universalism, and some of its limitations as a policy principle, 

evolved into a discussion of theories like proportionate universalism, social capital, institutional 

trust, and street-level bureaucracy. These concepts consequently formed some of the key 

directions for analysis and reconceptualization of facts from data, as explained in the third 

chapter.  

 Timmermans and Tavory (2012) argue that “theory construction is thus an ongoing 

pragmatic process of ‘puzzling out’ and problem solving that draws on existing ways of 

understanding what the phenomenon ‘is a case of’” (p. 167). The revision processes and 

discussions that took place around the analysis of the data in the articles and their synthesis as 

an overarching whole in this dissertation were, therefore, fundamental in the abductive 
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explanatory model of the work. Through this abductive engagement with theory, the 

contributions of this thesis, which are discussed in the sixth chapter, extend beyond the facts in 

contributing to policy, practice, and social science. This interpretive recontextualization of fact 

with theory is a feature of abduction, which distinguishes it from induction and abduction or 

“the two other, shallower models of explanation” as argued by Alvessnon and Skoldberg (2000, 

p. 5). 

 

4.3 Data  
This part of the chapter presents an overview of the data and the processes involved in its 

collection and processing.  

 

4.3.1 Fieldwork, Access, and Sampling 

Data were collected at three notably different stages for this project. The preliminary 

investigation into the topic of migrant maternal health policy in Norway, as mentioned earlier, 

began as part of my master’s thesis in 2017. This segment of the project incorporated 

discussions with policy makers and health care providers in Stavanger, as well as observations 

of pre- and post-natal workshops for immigrant women at a public health clinic. Initial contacts 

were made during an internship at the town hall, and from there onwards through referrals. 

 The second stage of data collection commenced during my PhD, when I revisited some 

of my contacts in Stavanger in May 2019. Here, I was able to recruit some interview participants. 

At this stage, all my participants were primary maternal and child health care providers. During 

this phase, I conducted some observations of pre- and post-natal workshops held at one clinic 

in Stavanger, and secured opportunities for subsequent observations in the following fall.  

 The break between the second and third stages of my data collection was incurred by a 

three-month research stay at the University of California, Berkeley. During this period, I was 

attempting to remotely recruit participants by contacting clinic leaders in the Oslo and 

Stavanger regions, and was also asking those I had established rapport with to share my project 

information and invitation to participate sheets in English and Farsi with their patients and at 

the workshops they conducted for immigrant women. This continued to October 2019, by which 

time I had only secured contact with two clinics in Oslo County. I realized this strategy for the 

remote recruitment of immigrant service users would not be fruitful in the timeframe of my 

project. Therefore, between October and December 2019, I travelled to Oslo and later to 

Stavanger to explore my direct participant recruitment options. This proved successful after a 



44 
 

lead led me to access public kindergartens as a site for recruitment of new immigrant moms. 

My ongoing remote recruitment strategy yielded one participant nearly a year later in March 

2020. A reflexive discussion detailing researcher positionality in the access and recruitment 

process is presented in section 4.5. 

 At the end of fieldwork, more data had been collected than could be included in the 

scope of four articles constituting this doctoral dissertation. Data, therefore, had to be 

strategically selected to fit the scope of each article, and to be responsive to each article’s 

research questions. Some of this unused data, for example, the observations conducted, were 

helpful in understanding the context of the interviews. The data not used in this dissertation is 

of great value and will be used in subsequent research articles. An overview of the data collected 

during this project is presented below, while the empirical articles provide more information on 

the data they engage with. 

 

4.3.2 Overview of Data 

Fieldwork was conducted in the two Norwegian counties of Rogaland and Oslo, which included 

the municipalities of: Stavanger, Oslo, and Bærum. Table 3 provides an overview of data 

sources from 2017 and from 2019 to 2020. 
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Table 3 
Overview of Data and Sources 
 

Type  What/ who Place & year Anonymized details 
Observations TEGRA workshops (pre-and post-natal 

workshops for immigrant women) 
 
90-minute sessions 

Stavanger 2017 3 pre-natal and 1 post- 
natal workshop 

Stavanger 2019  1 pre-natal and 1 post-
natal workshop 

Bærum 2019 1 pre-natal workshop 

Open (public) kindergartens (each visit lasting 4 
to 5 hours) 

Stavanger 2019  2 days 
Oslo 2019 4 days 

Interviews  Health personnel (30 minutes to 2.5 hours) Stavanger 2019 6 interviews 
Oslo & Bærum 
2019 

2 individual and 2 
dyadic interviews 

Kindergarten staff (30 minutes)  Oslo 2019 1 dyadic interview 
Immigrant women (30 minutes to 2 hours) Stavanger 2019 5 interviews 

Oslo 2019 6 interviews 
Demographic 
data 

Retrieved from Statistics Norway - SSB 2017; 2019–2021 n/a 

Auxiliary data Unrecorded interviews and discussions; 
printouts and brochures provided by clinics 
about organization structure; programs; etc. 

2017; 2019–2020 n/a 

Policy 
documents 
and literature 

Retrieved from various sources in both English 
and Norwegian  

2017-2021 n/a 

 

For more details about the interviews, refer to the following appendices: 

• Overview of participants: Appendix 1 

• Interview guides: Appendix 2 

• Invitation to participate forms: Appendix 3 

• Information and consent forms: Appendix 4 

• NSD ethical assessment: Appendix 5 

 

4.3.3 Data Collection and Processing 

 Given the scale of the project, the nature of data dissemination through the articles, and 

my engagement with different research designs, the data were not processed uniformly. 

Different methods of data processing were used for different sources and purposes. The first, 

third, and fourth articles entail methods sections explaining how their respective data were 

collected and processed, while the second article lacks this discussion due to its theoretical 

nature and the journal’s layout requirement. This subsection summarizes these procedures, 

addresses the forgone methodological details in the articles, and discusses the data processing 

and analysis as a whole.  
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Interviews  

 Holstein and Gubrium (2016) explain, “meaning is not merely directly elicited by 

skillful questioning, nor is it simply transported through truthful replies; It is strategically 

assembled in the interview process” (p.69). Interviews were used for the third and fourth articles. 

This constitutes an important segment of the data. Contingent purposive sampling (Hood, 2007) 

was used in recruiting participants. The initial criteria for sampling were set forth by the 

research question but were reiterated throughout the data collection process due to the realities 

of the field, which are described in section 4.5; hence, the sampling criteria were adjusted to 

accommodate the convenience of the sample I was able to access. This meant that some initial 

criteria, such as the immigrant women’s period of residency in Norway by the time of their first 

pregnancy and birth, were compromised. This led to the collection of rich data and resulted in 

an important comparative aspect in the analysis of mothers’ experiences in relation to their 

different lengths of residency at the time of pregnancy and birth. The sampling criteria for 

service providers were not changed and were mainly determined by access. 

 I conducted all 22 interviews. The interviews were all audio recorded. I transcribed them 

verbatim in both Microsoft Word and NVivo12, and I translated those in Farsi and Kurdish 

during transcription. They were not double checked by another translator and, as such, a journal 

reviewer pointed to them as a source of translator bias. However, the critique on the validity of 

data translated by the researcher is not a significant limitation in this study. Instead, I found it 

to be an advantage as I translated the interviews while also analyzing their cultural implications.  

Temple and Young (2004) argue, “the researcher/translator role offers the researcher significant 

opportunities for close attention to cross cultural meanings and interpretations and potentially 

brings the researcher up close to the problems of meaning equivalence within the research 

process… and is in turn linked to how the validity of the work is itself constructed” (p.168). 

Critique of this role is bounded by the validity of how the entire research is constructed. This 

issue of validity, like others in qualitative research, can be addressed by transparency of the 

process and the reflexivity of my embeddedness in the study, which I address in section 4.5. 

 Two sets of interview guides were used, one for immigrant service users and the other 

for primary maternal health care providers. The questions in the interview guides had to be 

edited after the first couple of interviews. The order of the guiding questions, or rather themes, 

was edited. Some questions were deleted, and others were added. These changes were based on 

interviewee responses and the topics they addressed, such as their expectations of the NMHS 

and interactions with health care providers during birth, which I found to be of importance for 

my study. The interviews were semi-structured and open-ended, so the order of questions in the 
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guide was not always followed; similarly, the questions were not always asked as they were 

written in the guide because often responses to those questions were addressed during an 

interviewee’s reflections and responses. To have followed the guide meticulously in some 

situations would have been disruptive to the quality of the interviewee responses. Although this 

approach led to the collection of rich data addressing more topics than I had anticipated when 

writing the guides, it also posed obstacles during analysis. It was difficult to use the interview 

guide as a deductive tool in sorting through themes across the many transcripts. The transcripts 

had to be read many times to draw on common themes following Braun and Clarke’s (2006) 

model for thematic analysis. The relevant coding process for the interview analyses is outlined 

in articles 3 and 4. 

 

Observations 

 Detailed field notes were taken in a field diary during pre- and post-natal workshops. 

Observations of the kindergartens were written at the end of the day. All field notes were 

transferred to Microsoft Word files and saved on my computer; paper documents were 

discarded. While field notes from the pre- and post-natal workshops I attended in 2017 form 

the empirical foundation of the first article, subsequent observation notes were used as 

referential material during the analysis of the interviews for better understanding and 

description of the context, or for clarifying points of discussion. The field diary is also where I 

recorded the following: a summary of my field days’ events and interactions; notes from 

conversations I had before and after interviews with my participants, which I thought would 

help me clarify context when analyzing the transcripts; plans for consecutive field days; to-do 

lists in connection to data collection; names of places; and any other points I thought were 

important in keeping me organized and on track while in the field and afterwards during 

analysis.  

 

Policy Documents and Literature 

 Although all of the articles and this dissertation are theory-laden, the second article is 

structured as a theoretical discussion based on a review of literature on universalism. The 

research method for this article can be identified as qualitative content analysis. Drisko and 

Maschi (2015) explain, “the focus of discourse analysis and of conversation analysis is on the 

elements and forms of speech, in contrast to the focus on meaning in content analysis” (p.82). 

In this article, content analysis offered a descriptive focus on literature on universalism, 

provided the basis for a theoretical discussion of the concept, and led to suggestions for its 
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rearticulation. The same method was used to analyze policy documents on Norway’s health 

system and strategies for addressing inequality in health that were incorporated into the first 

article.  

 

Other Data 

 Demographic data on the migrant population in Norway were retrieved deductively 

from Statistics Norway to develop the background of this study. They were also used to narrow 

down the list of clinics I contacted in Oslo County. Because I wanted to interview practitioners 

who had frequent interactions with immigrant women, I only contacted clinics in regions where 

immigrants comprised more than 25% of the total population. 

 

4.3.4 Data Analysis and Philosophical Reflections 

 The data were subject to different analytical methods throughout the articles. The 

theoretical and conceptual chapter in this dissertation (chapter 3) explains how these analyses 

are brought together at a higher level (in chapter 6) using an overarching analytical and 

theoretical framework. 

 Isaac Reed (2011) distills interpretation and social knowledge construction into 

epistemic modes, based on how fact and theory are combined. Where interpretations point to 

evidence, he defines the interpretivist epistemic mode, in which a variety of theories are used 

to provide a deeper understanding of what is going on in a specific context. From an 

encapsulating perspective, the objectives of knowledge production and the strategies I have 

adopted in breaking down a general social question into a set of practical research areas resonate 

with Isaac Reed’s (2011) landscape analogy of the interpretivist epistemic mode. Here, the 

overarching aim of exploring the equity and equality debate within universalism in Norway is 

the confines of what he calls the landscape, and the four articles present constructions of the 

different segments of this landscape. Each article tackles different aspects of my data using 

different theories and presenting different layers and levels of interpretation of the overarching 

research question, giving the landscape, in theory, a dynamic and colorful presentation of 

interpretations of the social facts. Furthermore, the structure of my article-based dissertation 

requires that these various interpretations from combinations of theory and fact are brought 

back together under one umbrella responsible to the facts and the objective of the study as a 

whole, as is presented in the discussions chapter.  

 In the first article, the problem of migrant maternal health in Norway is formulated and 

analyzed. The data were used in an instrumental case study. This investigation served to analyze 
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underlying mechanisms and effects of the shortcomings of Norwegian health policy in 

addressing immigrant women’s health needs. This was facilitated by applying Bacchi’s (2009) 

WPR framework for policy analysis, which emphasizes the socio-historical and political factors 

underlying problematizations in policy, and presents recommendations for change. The second 

article dissected the theory of universalism as a concept from different perspectives of time and 

space. The tolerance of Norway’s universal welfare state of inequality in its pursuit of equity is 

debated in a theoretical discussion, where new possibilities for universal provision are 

negotiated. Finally, the third and fourth articles of this study deal directly with data, redirecting 

the trajectory of analysis to a bottom-up perspective, rather than the system-oriented perspective 

highlighted in the first two articles. Both articles draw on theory to further deepen the analysis 

of the facts beyond the transcripts. Following Reed’s (2011) landscape analogy, each article’s 

unique contributions to the research project in synergy offer a painted landscape, or 

multifaceted understanding, of the historically specific overarching research question. 

 

4.4 Ethical Considerations 
 Because this project was carried out within two different time frames, i.e., a master’s 

thesis and a doctoral thesis, the ethical requirements for the project are worth clarifying beyond 

that of explaining a research board ethical assessment process. The first article included in this 

dissertation is a product of research conducted during my master’s research (Mehrara, 2017), 

as stated earlier. This project did not require ethical approval from the Norwegian Centre for 

Research Data (NSD) because, as a policy analysis without direct participant involvement, it 

did not meet the requirements for applying to the ethics council. Nevertheless, ethical 

considerations were applied in carrying out this project because even though there was no direct 

participant involvement, there was human involvement at the different stages of this project. 

This included, but was not limited to, obtaining informed consent from those I observed and 

spoke to; respecting the privacy of my informants; and anonymizing any features that would 

identify my informants or those whom I observed. This points to the normative and arbitrary 

nature of the research council’s ethics requirements in defining when and for what purpose a 

formal application for the undertaking of scientific research is required.  

 The Norwegian Centre for Research Data (NSD) offered an assessment based on the 

guidelines of EU’s General Data Protection Regulation (GDPR) for the processing of personal 

data to be included in the PhD project in 2019. The project received a confirmation for its 

compliance with these regulation with reference number Medlemskjema 234675- this is 
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attached in Appendix 5. This was obtained early in the project because the motive to conduct 

interviews with health personnel and immigrant women was clear. A revised application had to 

be resubmitted to the board during the process of data collection, when the simultaneous 

collection of health data occurred in the open-ended narratives of women participants about 

their birth stories. This application was approved, and data collection resumed. Prior to each 

interview, the participants signed a written consent form after the purpose of the project, 

processing and storage of data, confidentiality, and their rights as volunteers had been explained 

to them both verbally and in writing. A signed copy of the written consent form was requested 

from the participants who were interviewed over the phone or via Skype; this was sent by email 

before the scheduled interview. All identifying details of the participants were anonymized, and 

pseudonyms were used before any transcripts were shared with co-authors for additional 

analysis or advice. An ethics section is included in the three empirical articles, 1, 3, and 4.  

 

4.5 Methodological Reflections 
 Cunliffe argues, “People are reflexively embedded in their social world, influenced by 

and influencing discursive practices, interpretive procedures etc.” (Cunliffe, 2010, p. 8). The 

challenges I encountered before and during fieldwork were not without effect on the reiteration 

of this project’s defining features and research questions, and their outcomes were tied to my 

positionality. In this section of the chapter, I reflect on how my positionality as a researcher 

shaped this study.  

 Central to the idea of reflexivity, academic work is political and cannot be separated 

from the self or from the environment of the self and the researched (Farahani, 2010). The 

motivation to study maternal health care and immigrant women in Norway is tied firstly to my 

personal history of being an immigrant woman, secondly to my academic background in both 

the health and social sciences, and finally to my subjective curiosity about Norwegian maternal 

health care. Therefore, there are many ways in which I associate myself with the group I have 

chosen to study, and to an extent, I feel responsible as an academic for bringing to light some 

issues around migrant maternal health care.  

There are also many factors that differentiate me from, or place me on the “outside” of, 

this group. Firstly and most importantly, there is the unavoidable fact that I have never been 

pregnant, a mother, a nurse, or a midwife; consequently, I am not able to identify with the 

experiences of my target groups. Secondly, there are some factors that may contribute to my 

familiarity or place me as an insider, but that also set me apart. Explicit features, such as my 
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gender, age, race (outwardly appearance), and implicit features, such as my assumed religion 

and personal history, cannot be overlooked in others’ perceptions of me, or in my negotiations 

of positionality. Finally, my portrayed and assumed social and cultural capital set me apart and 

contributed to the power dynamics of my interactions. Included here are my educational 

attainment as a PhD student; my in-depth knowledge of the Norwegian health system; my 

transnational background and familiarity with different countries and various cultures; my 

fluency in multiple languages; and my presentation and speech. Nevertheless, my positionality 

in the study cannot be simplified to a mere dichotomy of insider or outsider because the majority 

of the time I felt like an “in-between-er.” I present my reflexive methodological discussions 

through the challenges I faced during my fieldwork and how they affected my data. The two 

main challenges can be narrowed down to access and language, which affected my ability to 

access the field and recruit research participants. These highlight the most significant reflexive 

points in my methodology.  

4.5.1 Accessing Clinics and Recruiting Practitioners  

The location for my master’s research was linked to my place of study in Stavanger. My choice 

of Stavanger and the Oslo area as locations for my doctoral project was both logistic and 

strategic. Logistically, I wanted to assess the maternal health service available to immigrant 

women in municipalities with a high population of immigrants; strategically, I included 

Stavanger because of my familiarity and networks, and Oslo for its diversity.  

 Initially I used my networks to gain access to the maternal health clinic in Stavanger. 

The trust I had developed during my previous research with the practitioners in Stavanger was 

a great advantage that allowed me to kickstart my research. Furthermore, I had also established 

myself as a researcher who was not there to police them or criticize them, as I had already 

shown through my master’s research. I was there to study the Norwegian maternal health care 

provided for migrant women. There was little misunderstanding about my intentions, and the 

staff felt comfortable talking to me. The concept of trust, therefore, is embedded in the concept 

of power because the development of trust came while establishing my position as a researcher. 

 Being invited into the clinic setting and having the endorsement of those who knew me, 

I was able to recruit health practitioners. This occurred during lunch breaks, where I gathered 

informally in the makeshift lunchroom to eat and socialize with those who worked at the clinic. 

Here, I engaged in informal conversations with those sitting around me about who I was and 

why I was there, eventually asking them if they would like to participate in my study. This 

informal situation helped me in connecting with and recruiting participants that I would have 

otherwise had difficulty reaching.  
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 I did not have this leverage in the Oslo region. The only contact I had near Oslo was 

with a nurse I had met a year earlier at a national migrant health conference. I had to revive this 

contact, first by email and then by phone. The reason our connection had sparked at the national 

conference amid the crowd was partly by coincidence and partly due to our shared knowledge 

of a local health initiative in Stavanger, TEGRA. After several months, we finally scheduled a 

meeting, to which she also brought one of her colleagues. This was valuable in the sense that 

she had believed in my work and intention enough to engage one of her colleagues working on 

the program to meet me. Despite my attempts to use the same strategy I had used in Stavanger 

to recruit other practitioners by spending time at the clinic, I was not successful. Perhaps this 

was because of the short time I spent at the clinic and the number of people I could therefore 

connect with. Other reasons for not being able to recruit more participants could have been due 

to my positionality as a researcher with whom a challenging conversation was assumed to be 

had, or it could have been due to language and the fact that if they were interested in talking 

with me, they had to do so in English as my knowledge of Norwegian was insufficient to hold 

an interview without compromising much of what was being said.  

 I located six other clinics in migrant-dense districts in the Oslo region, and I contacted 

each one by phone and email; however, I was only able to secure a meeting with one clinic after 

going back and forth about my intentions as a researcher. Contact with the other five clinics 

was not successful despite my following up with them several times. Their leaders said that 

they were not interested or were too busy to have a researcher visit them. I think my researcher 

position created some hostility in that I “cold called” these clinics and asked to interview them 

about their experiences with immigrant women. In retrospect, perhaps contacting the general 

information line of the clinic or their leaders was not the best strategy. Another reason I was 

denied a chance to visit the clinics could have been linked to my positionality as a foreign 

researcher in Norway, and the fact that I communicated in English. Not communicating in 

Norwegian to predominantly Norwegian practitioners in Norway certainly had an impact in my 

study, especially in terms of recruitment. This fact could have invoked feelings of mistrust or 

discomfort towards talking to me, and thus placed me on the “outside.”  

 In summary, there are some characteristics that stand out when wanting to interview 

working professionals about their jobs. These include the need to be accommodating and 

compromising as a researcher, and the need to work to gain their time and trust. I cannot 

discount the leverage the mobilization of my capital in terms of networks gave me in gaining 

initial access to these institutions and for having the foundations to build on trust. Furthermore, 

the scope of data I was able to access or the sorts of information they gave me was influenced 
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by my immigrant background. There was sometimes a great deal of explaining about 

rudimentary topics, such as what free health care in Norway is, and how it works. Data were 

constricted by language, which I noticed often made my participants uncomfortable when they 

tried explaining concepts in English. Finally, I do not believe that my gender, race, and younger 

age had as profound an impact on this segment of the study as it did in recruiting immigrant 

women and interviewing them about a very intimate topic. This is presented below.  

 

4.5.2 Recruiting Immigrant Women  

 Conti and O’Neil say, “Studying those in positions of power invokes similar types of 

methodological problems as studying those excluded from power networks: problems of access, 

problems of authority in the interview setting, problems related to language, style and cultural 

capital” (Conti & O'Neil, 2007, p. 68). Recruiting immigrant women was the most challenging 

part of my study. Aside from the two participants whom I recruited through personal contacts 

in Stavanger, the others had to be sought through different methods; these are described in this 

section.  

 My contacts at the clinics in Stavanger and Bærum (in the Oslo region) agreed to help 

me recruit immigrant service users by sharing information and invitation flyers with their 

patients and at maternity workshops. However, this strategy only yielded one contact after 

nearly a year, whom I interviewed over Skype due to the Covid-19 pandemic. This approach 

failed because it required the women to contact me, and almost none did. This was, without a 

doubt, an issue of trust due to the lack of physical and personal interaction. I found it easier and 

quicker to make an impression on someone in person as compared to on a sheet of paper. My 

positionality as a young woman with the appearance of someone with an immigrant background 

in Norway was an advantage in recruiting immigrant women and interviewing them about an 

intimate topic like pregnancy and birth. Moreover, my approach to in-person and on-site 

recruitment was likely also persuasive, and the places where it took place were convenient as 

will be detailed in the following paragraphs. I was eventually able to recruit eleven immigrant 

women for the study. They had diverse ethnic and cultural backgrounds, reasons for 

immigration to Norway, lengths of residence in Norway, education levels, language proficiency 

levels in Norwegian and English, and regions of residence (Oslo or Stavanger). 

 

TEGRA Workshops 

 Unlike the service providers, who were accessible through designated physical 

addresses, emails, and phone numbers, requiring only a negotiation for their time, the immigrant 
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service users had to be sought in other ways. They were recruited either through referrals from 

the service providers or were approached in a setting where they gathered for a common reason, 

specifically, TEGRA or maternal health workshops for immigrant women. Although making 

announcements about my project did not result in any participants, taking part in these 

workshops and their group activities helped me connect with the mothers at an informal level. 

This gave me the opportunity to chat to the participating women about informal topics, and to 

tell them about myself and why I was there without a baby, before asking them if they would 

be interested in participating in the study at a time that best suited them. I recruited two 

participants in this way.  

 

Public Kindergartens 

 Public kindergartens (åpen barnehage) in Stavanger and Oslo were where I recruited 

most of the other immigrant women. These kindergartens were a lead from one of the service 

providers who had tried to help me recruit mothers in the Oslo region without success. Open 

kindergartens in Norway are free state-funded kindergartens, where parents and their babies 

(often between 6 and 24 months old) can go to play and socialize from morning to mid-

afternoon, three to four days a week. These kindergartens operate on a walk-in basis for anyone 

with a child. Many of the parents and children at the kindergartens I went to were new 

immigrants. This could have been partially due to the location of the kindergartens I chose to 

visit (being in more immigrant-dense neighborhoods), but was most likely due to the probability 

that the children of new immigrants did not yet have a spot at a regular kindergarten; the parents 

could not pay the tuition fees of a regular kindergarten due to their precarious employment 

situations as new immigrants. Another reason could be that, not having work to return to, 

immigrant mothers had more time to take their children to open kindergartens compared to 

Norwegians or more settled immigrants. For these reasons, open kindergartens were the perfect 

place for me to find study participants.  

 Considering these are public places, I had almost no trouble getting in. The only notable 

obstacle I had was explaining why I was going in without a child. This required me to explain 

the purpose of my research orally and also in writing. At one kindergarten, I had to speak to a 

manager over the phone and declare orally and by email that I was not there to report on the 

kindergarten before I was granted entry. I had to leverage my position as a professional 

researcher with dependable institutional contacts and research permissions that they could trust, 

while appearing non-threatening to their institution in order to gain trust and access. Once in 

the kindergarten, finding mothers who were willing to speak to me was not difficult. Access 



55 
 

and recruitment also rely on how much the intended participants value the research or see it as 

important. I spent full days at the kindergartens, during which time I participated in activities, 

played with the children, spoke to the parents, and helped the staff. Some days were more 

successful than others in conducting interviews. During the first few days, I was endorsed by 

the kindergarten supervisors and staff, who themselves took me to mothers they knew and 

thought of as good participants for my study, even briefing the mothers about what they knew 

about me and my study. Some of the staff printed my interview invitation forms, which I had 

given to them as part of the certifying documents allowing me entry, and taped them onto lunch 

tables and walls. Other days, I approached mothers who looked foreign, which failed on two 

occasions because the women turned out to be first- or second-generation Norwegians.  

 Establishing trust with the mothers while they were minding their babies was a stressful 

and demanding task, but the environment we were in helped tremendously. Power differences 

were significantly diffused because the kindergarten was a relaxed and safe place. While sitting 

on the floor surrounded by toys and babies, I engaged in conversation with parents about 

mundane topics like the weather and public transport before gradually moving on to inviting 

them to participate in my study, all the while playing with their children. The informal chatter 

also enabled me to select my participants. The environment of the interviews at the 

kindergartens was also very relaxed and allowed mothers to play with their babies or take 

pauses from the interview to tend to them. I believe that my gender and age facilitated the ease 

we created around and during the interview. This was a time-intensive and tiring process, which 

only allowed me to carry out one interview in the span of two to three hours.  

 

Yarning and Empathetic Distance 

 The process of reflexivity has introduced me to the concept of yarning. I refer and reflect 

on this concept intentionally at the end of this subsection, as I view it as a more encompassing 

reflexive analysis of the whole recruitment experience. Yarning by definition is a form of 

conversation that comes from Aboriginal and Torres Strait Islander culture (Brown & Lambert, 

2012). It is a process of sharing stories and experiences in a comfortable and relaxed 

environment and “is a powerful way of building understanding between people from different 

cultures, generations or life experiences” (Brown & Lambert, 2012, p. 269). However, yarning 

is more than an informal conversation; it is “both a process and an exchange; it encompasses 

elements of respect, protocol and engagement in individuals’ relationships with each other” 

(Fredericks et al., 2011, p. 7). This concept has been adopted as a methodology in the social 

sciences, particularly when doing research on indigenous populations, but also in other fields. 
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The process is useful in developing mutual trust between people who do not know each other, 

or who are from different backgrounds, because “yarning time may provide welcome relief and 

a more informal exchange of ideas in an intensely structured program seeking to address a 

particularly challenging problem” (Brown & Lambert, 2012, p. 269).  

 My approach to recruiting research participants, specifically immigrant women, 

resembles this process. We got to know each other in an informal and relaxed environment, and 

slowly, through the process of what I can relate to yarning, we started to speak about an intimate 

and sensitive topic. One limitation or rather different facet of this approach was difficulty in 

maintaining empathetic distance in some interviews that got very intimate. As the interviewer, 

I faced the dilemma of what I should do. Should I maintain professional distance, sympathize, 

and acknowledge their narrative, or to empathize and express that I felt the impact of the 

experience too? There are no clear instructions on this, but because we had already established 

an intimacy in our dialogue together, sometimes I could not hold back the empathy I felt.  

4.5.3 Participant Pool 

 Looking back on my research holistically, my positionality affected my participant and 

data pool. My ability to carry out the interviews only in English, Farsi, or Kurdish excluded 

several interested participants who did not speak these languages; it also influenced the scope 

and quality of data collected from non-native speakers of these languages. In the case of service 

providers, it deterred some who did not feel comfortable taking part in an interview in English. 

In the case of immigrant women, where it had the biggest impact, the language requirement for 

participation limited recruitment to immigrants with a higher degree of socio-cultural capital, 

i.e., those who had university degrees and proficiency in English. The number of languages I 

was able to carry out interviews in by myself also presented great advantages for this study. I 

was able to interview immigrant women and service providers from nine different countries in 

three languages. My immigrant background further benefited me in accessing immigrant 

women due to a shared sense of familiarity. Similarly, I leveraged my transnational knowledge 

to connect with women from different countries, leading to a lot of my participants saying “you 

know” or giving shared cultural references. I often understood these references, but when I did 

not, I asked the women to elaborate. Consequently, I was very much embedded in the interview 

process and the data collected for this study, both from the immigrant women and the service 

providers. The effect of researcher embeddedness is a feature of qualitative interviews that 

needs to be acknowledged because the “resulting narratives are interactional accomplishments, 

not communicatively neutral artifacts” (Holstein & Gubrium, 2016, p. 68), no matter how hard 

the interviewer tries to distance themselves. As the “interviewee experiences are shaped by the 
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dynamics of the interview process” (Silverman, 2017, p. 156), this embeddedness enabled the 

collection of very rich data, especially from the immigrant women about their pregnancy and 

birth experiences.  

 

4.6 Research Quality and Limitations 
 The methodological reflections of this research project have been discussed throughout 

this chapter. These include limitations associated with qualitative inquiry and the case study 

design; those linked to field work and sampling; and the impact of time, language, and access 

on the participant pool. Acknowledging that I did my best with the time and resources I had in 

this project, there are some things that I would have done differently if my research plan had 

been different. Primarily, I would have spent more time in the field and would have involved 

translators. This way, I could have included the narratives of practitioners who did not feel 

comfortable speaking English, as well as a more socially diverse group of immigrant women. 

This may have offered more diversity and richness in the data. Nevertheless, their input would 

still not be generalizable to the experiences of any population of immigrant women. As such, 

though my participant pool and their experiences may not be representative of those who are 

most vulnerable and experience the most challenges with the Norwegian health system during 

pregnancy and birth, they offer rich and generalizable analytic insights on the implications of 

Norway’s universal approach to maternal health care. Finally, although the completion of this 

doctoral project coincided with the Covid-19 pandemic, its influence on my fieldwork was 

minimal. It would have been interesting to include the experiences of practitioners and service 

users during the pandemic because it surely affected everyone differently; however, this would 

have to be investigated in another study. 

 

4.7 Summary  
 This chapter provides a framing overview of the methodological perspectives and issues 

involved in the production of this dissertation. It provides both a recapitulation of what is 

described as methods in the four articles, and also discusses what has not been mentioned within 

their scope but was an essential part of their production process. The objective throughout the 

chapter has been to discuss details, while maintaining an encompassing perspective on the 

analytical, theoretical, and philosophical implications of these methods. This is significant in 

the positioning of the study, type of knowledge produced, and as an integral part of this, the 
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positioning of myself as the researcher with influence in this study. Lastly, it presents reflections 

on ethical considerations, research quality, and study limitations. 
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Chapter 5: Summary of Articles  
 

 This chapter presents a summary of the four articles that constitute this dissertation. It 

highlights the research questions addressed in each article, their main findings, and the 

methodological and theoretical contributions. In doing so, this chapter provides the foundations 

for summative discussions, addressed in the following chapter, on the contribution of these 

individual articles to the overarching research question guiding this dissertation: What are the 

implications of Norway’s decentralized approach to addressing the maternal health needs of 

immigrant women? 

 

5.1 Article 1 
Mehrara, L., & Young, S. (2020). Health equity and universal provision in Norway: A 

case study. Nordic Journal of Social Research, 11(1), 39–65. 

https://doi.org/10.7577/njsr.2638 

 This article is a product of my master’s thesis, which provides the background on which 

this doctoral project is built. It is an exploratory study that offers an interpretive understanding 

of migrant maternal health policy in Norway. Its contribution to this dissertation lies in its 

conceptualization of the issue of migrant maternal health in Norway’s universalist health system, 

and in its provision of an overview of health policy operation in Norway. The aim of this 

research article was to explore the policy–practice nexus of health policy in Norway in relation 

to the provision and delivery of maternal health services to migrant women. The study combines 

qualitative methods of document analysis and observations in developing an instrumental case 

study that reports on a particular program, TEGRA, which provides maternal health services to 

migrant women. Data were collected through review and analysis of policy documentation, 

observation of this program, and discussions with people responsible for implementing health 

policy. Bacchi’s (2009) WPR framework for policy analysis was utilized as an analytic process 

in investigating the data to explore the questions: How does Norwegian health policy provide 

maternal health services to migrant women? and How have these policies enabled accessibility 

and acceptability of maternal health services to migrant women? 

 The examination of maternal health services provided to immigrant women showed that 

national health policy did not identify this group as having differential needs or needing targeted 

services. However, given the decentralization of health governance, municipalities were given 

the discretion to distribute and thus target services to best meet the needs of their local 

https://doi.org/10.7577/njsr.2638
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populations. TEGRA, the program studied in this article, is an illustration of one municipality’s 

initiative to address the maternal health needs of migrant women. Although this program is a 

demonstration of progress in terms of targeting of universal services, it has limitations in 

providing culturally responsive and appropriate health care, because it is underpinned by 

discourses around the problematization of migrant maternal health at the national policy level. 

Hence, despite its positive intentions, it does not tackle the issue of health inequity as an effect 

of cultural diversity, in Norway’s universalist welfare system. The study concludes that “this 

approach to equity imposes a weakness on the principle of universalism and has the potential 

to further deepen inequality” (Mehrara & Young, 2020, p. 61). In suggesting proportionate 

universalism (Carey et al., 2015) as a policy strategy, the article raises the question of how 

much inequality a universalist system can tolerate in its pursuit of equity. This is addressed in 

the second article constituting this dissertation.  

 

5.2 Article 2 
Mehrara, L. (2020). Seeking the ideal of universalism within Norway’s social reality. 

Social Inclusion 8(1), 133–144. http://dx.doi.org/10.17645/si.v8i1.2535  

 This article makes a theoretical contribution to this dissertation by examining the 

concept of universalism and its nuances. It undertakes and refines the question raised by the 

first article to analyze: How much inequality in policy instruments can a universalist welfare 

state tolerate in its pursuit of equity? The article investigates the concept of universalism as a 

theoretical and practical construct, as historically and currently applied in Norwegian health 

policy. It critically reflects on the paradox of equality and equity as a manifestation of 

universalism in the face of growing diversity within the contextual frame of migrant maternal 

health care in Norway. The theoretical discussion highlights the nuances and limitations of 

universal health policy as a policy aim and operational principle. It thereby challenges 

universalism’s orthodox notions of idealism and equality in the face of diversity within the 

frame of health equity, which is itself a differential concept implying difference. The 

discussions continue to question the sustainability of universalism in addressing health equity, 

examining whether and how a gap between policy and practice is bridged. The article suggests 

that an equilibrium between equity and equality may be attained through collaboration at 

different levels by rearticulating the concept of universalism in accordance with the needs of 

contemporary society. Finally, the study offers a retheorization of universalism in Norwegian 

http://dx.doi.org/10.17645/si.v8i1.2535
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health policy in response to the challenge of growing cultural diversity. As such, the article 

forms the overarching theoretical foundation for this dissertation.  

 

5.3 Article 3 
Mehrara, L., Gjernes, T., Young, S. Immigrant women’s experiences with maternal 

health care in Norway. Under Review at International Journal of Qualitative Studies on 

Health and Well-being.6  

 This article makes an empirical contribution to the dissertation. It presents an analysis 

of immigrant women’s experiences with the Norwegian maternal health system (NMHS). This 

offers a bottom-up addition to the greater research question in this dissertation by exploring the 

lived effects of Norwegian universal health policy from the perspective of immigrant women 

from different backgrounds. The aim of this article was to explore how immigrant women 

experienced and navigated the NMHS during pregnancy and childbirth. Eleven semi-structured 

interviews with immigrant women in Norway from diverse countries and ethnic backgrounds 

formed the basis of this investigation. The results showed the different experiences of 

immigrant women with the NMHS. While some were satisfied with the scope of maternity 

health care, others found the NMHS to be under-medicalized and emphasized the lack of 

individual choice in treatment. How these women dealt with such discrepancies between their 

expectations and NMHS provisions was a result of their social and financial resources. While 

the majority of the women who experienced these discrepancies relied on their personal 

resources to circumvent this system, this was not an option for all. Explanations offered by 

Rothstein and Stolle (2008) of institutional trust and social capital are applied to analyze the 

normative characteristics of Norway’s universal health policy. In this way, this study 

contributes to understanding the implications of cultural diversity for Norway’s universal 

maternal health care policy through the lived experiences of immigrant women.  

 

5.4 Article 4 
Mehrara, L. More than health care: Midwives and public health nurses working with 

immigrant women in Norway. Under review at Journal of Comparative Social Work.  

 Contributing to another bottom-up analysis of the implications of universalism, this 

article investigates the effect of current policy in the practice and experiences of primary health 

 
6 Mehrara, L., Olaug Gjernes, T. K., & Young, S. (2022). Immigrant women’s experiences with Norwegian 
maternal health services: implications for policy and practice. International Journal of Qualitative Studies on 
Health and Well-being, 17(1), 2066256. https://doi.org/10.1080/17482631.2022.2066256 

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1080%2F17482631.2022.2066256&data=05%7C01%7Ctrykkeri%40nord.no%7Ce2e9b340c9904fbe332e08da267f71e7%7Cfed13d9f21df485d909a231f3c6d16f0%7C1%7C0%7C637864626061068562%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=vNBEdgVWnFYGIyC1hiJvJzv%2Bx%2BB%2BmK8JTeSuLlYVdGo%3D&reserved=0
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care providers working with immigrant women and their children in a cross-cultural context. It 

too, therefore, adds to the overarching discussion of the effects of diversity on Norway’s 

universal health policy, this time from the practitioners’ perspectives, and thus the continued 

discussion of health equality and equity in the dissertation. The aim of this article was to explore 

the implications of cultural diversity for health care practice in a universal system. The analysis 

was based on data from nine semi-structured interviews with midwives and public health nurses 

at different community public health centers (Helsestasjon) across three Norwegian 

municipalities. The findings illustrate the practitioners’ different approaches to meeting with 

culturally diverse patients, the challenges they face in their work, and how they overcome them.  

  The discussions address the practice of cross-cultural health care (Gustafson, 2005) in 

the absence of national guidelines or formal training using street-level bureaucracy (Zacka, 

2017) as an analytical concept. This study highlights the imperative role of these local actors to 

mediate between the state and service users in meeting both the demands of the universal health 

care system, and also the diverse needs of their patients. This article contributes to the 

overarching debate around universalism in this dissertation through the analysis of service 

provider experiences with cross-cultural health care in Norway. Finally, it emphasizes the need 

and the importance of a nuanced rearticulation of universal health policy which is cognizant of 

diversity for equitable health care opportunity. 
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5.5 Overview of Articles  
Table 4  

Overview of Articles and Contributions 
 Article 1 Article 2 Article 3 Article 4 
Title  Health equity and 

universal provision in 
Norway: A case study 

Seeking the ideal of 
universalism within 
Norway’s social reality  

Immigrant women’s 
experiences with 
Norwegian maternal 
health services: 
Implications for policy 
and practice  

More than health care: 
The implications of 
cultural diversity for 
health care practice in 
Norway 

Co-author(s) Susan Young - Trude Gjernes; Susan 
Young 

- 

Status Published Published In review7 In review 
Research 
Question(s) 

How does Norwegian 
health policy provide 
maternal health 
services to migrant 
women? 
 
How have these 
policies enabled 
accessibility and 
acceptability of 
maternal health 
services to migrant 
women? 

How much inequality 
in policy instruments 
can a universalist state 
tolerate in its pursuit of 
equity? 
 

How do immigrant 
women from diverse 
countries and ethnic 
backgrounds in 
Norway experience and 
navigate the Norwegian 
maternal health service 
during pregnancy and 
childbirth? 
 

What implications does 
cultural diversity have 
for health care practice 
in a universal system? 

Theory  
Refer to Figure 
6 

WPR policy analysis 
framework; 
proportionate 
universalism 

Universalism  Institutional trust and 
social capital; 
medicalization  

Street-level 
bureaucracy; 
transcultural nursing 
theory  

Methodology Document analysis, 
observations 

Literature/ theoretical 
investigation 

Interviews Interviews 

Contribution Problematizes the 
issue of migrant 
maternal health and 
provides an overview 
of the Norwegian 
health policy system. 
In discussing an 
approach to equity, it 
offers proportionate 
universalism as a 
consideration for 
policy. This raises the 
question addressed in 
the second article.  

Deconstructs 
universalism and 
contributes to a critical 
discussion of 
universalism as a 
policy concept in 
Norwegian health 
policy, suggesting 
rearticulations to 
address the 
contemporary needs of 
society from an 
equality and equity 
perspective.  

Offers knowledge on 
the implications of 
diversity on Norway’s 
universal health system 
though lived 
experiences of 
immigrant service 
users. It highlights the 
importance of fostering 
institutional trust in a 
universal system. 

Illustrates the different 
approaches of health 
care provides to 
meeting culturally 
diverse women. It 
examines the practice 
of cross-cultural health 
care in the absence of 
national guidelines, 
underscoring the limits 
of street-level 
bureaucracy in this 
universal system.  

 
7 Published in 2022 
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Chapter 6: Discussion and Conclusion  
 

 This chapter summarizes the discussions in this dissertation, underscoring its theoretical 

and empirical contributions to social science, policy, and practice. It begins with a summary of 

what has been studied and how the central research question has been answered. This is 

followed by a discussion guided by the overarching theoretical framework on the main findings 

of this dissertation, its contributions, and its implications. The chapter ends with concluding 

remarks noting limitations and suggesting directions for further research.  

 

6.1 Overview of Dissertation 
 This dissertation has been constructed around the following question: What are the 

implications of Norway’s decentralized approach to addressing the maternal health needs of 

immigrant women? The first two chapters framed the importance and purpose of this project 

from both contemporary and historical viewpoints. The undertaking of this question was 

divided across four empirical and theoretical articles. The fourth chapter reflected on the 

methodological processes involved, and the fifth chapter offered an overview of each article’s 

contributions. Critical for this closing chapter is the third chapter, which presented an 

overarching theoretical framework under which the findings of the articles could be brought 

together as a coherent whole. 

 

6.1.1 Contribution of Articles 

 Each research article unmasked a different facet of Norwegian health policy, maternal 

health care, and the implications of diversity for Norway’s universal welfare system.  

 The central research question was approached via secondary research questions 

addressed in the articles. These were as follows: 

Article 1  

I. How does Norwegian health policy provide maternal health services to migrant women? 

II. How have these policies enabled accessibility and acceptability of maternal health 

services to migrant women? 

Article 2  

III. How much inequality in policy instruments can a universalist state tolerate in its pursuit 

of equity? 
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Article 3  

IV. How do immigrant women experience and navigate the Norwegian maternal health care 

system during pregnancy and birth?  

Article 4 

V. What are the implications of cultural diversity for health care practice in a universal 

system? 

 

 Through this analysis, the first article laid the foundations for this dissertation by 

problematizing Norway’s universal health policy using Bacchi’s (2009) methodological tool 

for analyzing policy. It examined the underlying discourses as well as the effects of the health 

care system and its response to immigrant maternal health using policy, literature, and 

ethnographic data. The second article presented an intricate theoretical assessment of 

universalism as a concept, contributing to more contemporary discourses on the paradox of 

equality and equity in universal social policy. Simultaneously, this analysis provided the 

theoretical backbone to the dissertation as a whole, strengthening the foundation upon which 

the rest of the study is debated. The third article analyzed the experiences of immigrant women 

with the Norwegian maternal health system during pregnancy and birth. It used the concepts of 

medicalization, and institutional trust and social capital (Rothstein & Stolle, 2008) to analyze 

immigrant women’s encounters, navigation, and circumventions within this system. This 

illustrated the perceived limitations of this universal health service through an intercultural 

perspective emphasizing the consequences of its normativity. Finally, the fourth article 

examined the experiences of primary maternal health care providers working with culturally 

diverse immigrant women. Engaging with Zacka’s (2017) concept of street-level bureaucracy 

in interpreting and illustrating the implications of cultural diversity for universal health policy 

for practitioners, this article highlighted the importance of local actors in the distribution or 

targeting of universal provisions, but also drew attention to the limitations of this practice. The 

four articles, therefore, construct an interwoven argument for the central research question on 

implications of Norway’s decentralized approach to addressing the maternal health needs of 

immigrant women.  

 The articles further contribute to an overarching theoretical framework, discussed in the 

third chapter, which enables an encompassing discussion on their combined contributions to 

the issue studied. The theoretical framework, which I have likened to the construction of a 

landscape of meaning following Isaac Reed’s (2011) analogy, brings the four articles together 

within a three-layered analytical process. Universalism as the overarching theory, Carol 
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Bacchi’s WPR model for policy analysis as the analytical framework (Bacchi, 2009, 2012), and 

the content theories of the explanatory framework signify the implications of Norway’s 

decentralized approach to addressing the maternal health needs of immigrant women from 

policy, practice, and scholarly perspectives.  

 The emergence of this theoretical framework was tied with the findings of the articles 

and their contributions to universalism. This dissertation is a policy analysis subjecting 

Norwegian maternal health service policy and practice to enquiry using the WPR framework 

as an analytic tool. Universalism in this dissertation is engaged with as both a theory in policy 

and a concept for practice. It encapsulates a normative explanation of how policy works, and 

how it should work – which, as another role of theory, is a dimension to explanation in 

specifying what it leads to. Thus, if universalism is about ensuring access and equity, then the 

implementation theory should answer how that should be done. In the case of universalism, this 

means making sure all services are available to everyone. 

 The analytical framework (WPR) subjected the policy and its practices to in-depth 

critical enquiry, which found that there were gaps in the provision of care, in contrast to the 

intention. These were explored through two empirical articles on the experiences of service 

users and service providers within this system. The theories that then explain their findings 

(experiences of the mothers and the service providers) seek understandings of universalism that 

have been put forward by Rothstein and Stolle (2008) about social and institutional trust, which 

was enhanced or reduced on the basis of the mothers’ expectations of the extent to which their 

treatments were medicalized. There was also evidence of social capital use and generation, 

which can contribute to a universalist positioning or oppose it. The findings from the service 

providers and TEGRA suggest street-level bureaucracy (Zacka, 2017) is used to adjust services 

to the needs of culturally diverse patients, and Rothstein and Stolle (2001) provide the 

theoretical base for this. Overall, there are questions as to how well universalist policies can 

accommodate these differences, which leads to the concept of proportionate universalism by 

Carey et al. (2015) as an avenue for rearticulating universalism as a policy and practice concept 

and enhancing the attainment of equity among a diverse population with different needs. 

 

6.2 Implications for Policy and Practice 
 Implications of Norway’s decentralized approach to addressing the maternal health 

needs of immigrant women are varied. The analyses throughout the articles illustrate the policy 

response to diversity in health care provisions to immigrant women. The combined blanket 
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approach to health care universalism and its decentralized governance make the targeting of 

health provisions, such as addressing diverse health needs of immigrant women, the 

responsibility of street-level bureaucrats like nurses and midwives. This approach implies that 

addressing cultural diversity in Norway’s universal health system is dependent on the 

discretionary responses of local actors and organizations, and not of the national health policy. 

Although some adequate initiatives have been enabled by this model of health care governance 

in some Norwegian localities, this approach simultaneously imposes the risk of inequity, 

because such acute local responses are regionally limited, inhibiting equal access of immigrant 

women in other regions to the same initiatives they may also benefit from. Implications for 

migrant maternal health care are nation-wide and not a regional issue, requiring policy 

recognition and response. Hence the current decentralized approach to addressing the need of 

immigrant women is contradictory to the universal welfare ideology upon which this health 

system is founded. This paradox of equality and equity within Norway’s universal policy was 

examined in the second article, where I suggested a modification of the system and the adoption 

of principles of proportionate universalism (Carey et al., 2015) to attain a more equitable 

universal health system. 

 For example, although TEGRA has been developed in response to a recognized need by 

the municipality when it comes to migrant maternal health care, it has practice limitations since 

it is developed within the current frame of maternal health care services that are nescient 

different forms of diversity. Limiting the response to challenges of diversity in health care to 

an issue of distribution at the local government level means that such issues do not become 

problematized or embedded in national health policy, as analyzed in the first article using 

Bacchi (2009). Subsequently, cultural diversity, as an example of a challenge brought forth by 

immigrant service users, is not presented systematically in training, or in practice guidelines, in 

this health system. This leads to systemic inequality, which goes against the ethos of 

universalism as a policy position. 

 Debesay et al. (2014) discuss the effects of diversity for nurses working in Norway, 

making important contributions to the understanding of their organizational culture and their 

roles as street-level bureaucrats. Their study examines how the organizational requirement of 

efficiency inhibits the cross-cultural work that nurses need to perform when working with 

immigrant service users. They argue that “local authorities and the management of human 

service organizations should therefore promote less standardization of tasks, instead fostering 

the quality of professionals’ discretionary power by ensuring cultural competence and allowing 

more professional autonomy,” and that this would be “an important step towards improving 
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equal access to quality care or diverse patient populations” (Debesay et al., 2014, p. 80). This 

study’s findings support my findings about the need for cross-cultural health care and cultural 

competency in the Norwegian maternal health system, but it falls short in linking this analysis 

to policy and the inherent shortcomings of tasking street-level bureaucrats – even when given 

organizational support – with handling issues of cultural complexity in health care. This is an 

important factor of analysis in addressing diversity in health care, because “the structure of 

contemporary institutions is an important and overlooked factor that matters for the generation 

of generalized trust” in health care as an institution (Rothstein & Stolle, 2003, p. 207). 

 I therefore argue that another ramification of this decentralized approach to universalist 

health care governance is that the responsibility for “amending” the challenge of diversity is 

left to the discretion of the lowest members of the welfare hierarchy – the practitioners. As such, 

these street-level bureaucrats become critical players in sustaining the universal ideology of the 

system at the practice level. However, as agents of universalism, the weight of addressing 

cultural diversity in health care needs is imposed on them without giving them the proper tools 

and systemic knowledge to maintain a threshold of cross-cultural health care practice. Instead, 

addressing the forgone issue of cultural diversity in policy becomes dependent on variables 

such as practitioners’ personal discretion, tacit knowledge, and values of good practice as 

analyzed in the fourth article. This decentralized approach to addressing diversity, therefore, 

becomes the basis for the replication of ethnocentric ideals and normative health care needs. 

Local responses to challenges of diversity, linked to immigration, represent cultures of tolerance 

as an amendment strategy to retaining the equilibrium between equality and equity rather than 

policy reform and the questioning of these implicit underpinnings. Street-level bureaucracy 

should, therefore, not be the only solution for compromising the normativity of universal health 

policy in Norway in addressing cultural diversity in health care. While the actions of street-

level bureaucrats are largely at “street-level,” they have a potential role to play in forming 

alliances with others in the larger systems as Vike (2018) maintains. In situations where 

“resources are chronically inadequate” (Hupe & Buffat, 2014, as cited in Vike, 2018, p. 247), 

the political leverage becomes much greater. This is an area for much more comparative 

research. 

 Different cultural models of health (Gjernes, 2004) illustrate the lived effect of this 

decentralized approach to addressing the maternal health needs of immigrant women. For 

example, the third article emphasizes the conceptualization of pregnancy and birth 

medicalization in the Norwegian maternal health system, which immigrant women from 

different cultural models of health, and thus different expectations of medicalization, found 
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challenging in their encounters. Given the nature of universal health provision, it left little room 

for those women who were not satisfied to negotiate the care they received. Instead, it pushed 

them to either accept it or – for those with resources – to compensate or circumvent the 

Norwegian maternal health services. With no centrally endorsed program to address cultural 

diversity in health care, and thus no half-way meeting point, the consequences for those with 

different expectations of health care can be that they are pushed away or do not develop trust 

in the system, which may have accumulating implications for them and their families. However, 

if successful examples of cultural bridging and trust building, as carried out by some 

practitioners, were endorsed systemically, it could result in better integration of health care for 

immigrants, and could subsequently help immigrants to build their trust in the Norwegian health 

system as an institution (Rothstein & Stolle, 2008). This would reduce the probability of health 

stratification and inequity among those with immigrant backgrounds in Norway, especially for 

those without the financial and social resources to bypass its uniformity in service provision.  

 Rothstein and Stolle (2003, p. 195) argue that “the impartiality and fairness of political 

institutions that implement public policies are important dimensions of institutional trust and 

confidence that can be conceptually separated from conventional political trust.” The 

conservation of universalism as an egalitarian welfare ideology evolved in Norway as a product 

of social trust and unity, and needs the trust of society in its provisions to remain the cornerstone 

of its political philosophy. With a changing demographic and increasing diversity, trust in its 

institutions cannot be assumed, because people from different countries have different 

experiences of political impartiality and trust in the government’s institutions (Rothstein & 

Stolle, 2003). Therefore, this impartiality cannot be achieved from sameness in treatment based 

on the normative preconceptions of a homogenous population. Hence, going back to the 

discussion of universalism in the second article, a more nuanced rearticulation of Norwegian 

universalism in its health and welfare policies, whereby it becomes cognizant of cultural 

diversity, could be a realistic adjustment to this welfare ideology in practice and in light of the 

contemporary reality of Norway’s population. This could, by extension, promote the willful 

integration of immigrants in Norway, which is a topic not studied in this dissertation but one 

worth examining.  

 So, what are the implications of Norway’s decentralized approach to addressing the 

maternal health needs of immigrant women? In summary of this discussion, I argue that 

universalism, as currently applied in welfare policy and health distribution in Norway, is 

myopic in its definition of equal opportunity, as it is founded upon normative values which 

neither extend to nor encompass wider society – especially a diversifying and ethno-culturally 



71 
 

diverse society. The utopic ethos of egalitarianism is uncovered in the analysis of how 

difference in societal needs, as contextualized within the frame of cultural diversity in this 

dissertation, imposes a paradox of equality versus equity in Norway’s universal health system 

in the way it is addressed. 

 In light of the contributions of this dissertation to social policy, I further argue that the 

consequences of this decentralized approach to addressing cultural diversity in universal health 

policy in Norway juxtaposes the egalitarian ethos and ideologies embedded in universalism as 

a policy concept, which is to enable equal access from which equal outcomes are assumed. This 

is a paradox of universalism exemplified in this dissertation through the example of maternal 

health services for immigrant women in Norway. However, there are different types of diversity 

and difference within the populations and across the countries – particularly the Nordic 

countries – that adopt universalism as a welfare ideology. This raises questions about the 

sustainability of a monoculturally informed universalism and suggests the need its rearticulation. 

 

6.3 Scholarly Contributions  
 This dissertation makes important scholarly contributions to social science from an 

interdisciplinary perspective on analyzing the Norwegian welfare system through its health 

policy and response to maternal health needs of immigrant women. The theories and findings 

of this dissertation contribute to multiple bodies of literature, including sociology of health and 

illness, sociology of migration, social policy, nursing, and political science. 

 This dissertation makes a qualitative contribution in examining the implications of 

Norway’s health policy on maternal health care for immigrant women and primary health care 

providers. Subsequently, it addresses the dearth of research in addressing migrant maternal 

health policy in Norway from a qualitative and multidimensional perspective, offering 

important findings for policy and practice. This contributes to ongoing national and 

international discussions on migrant maternal health, health care systems facing cultural 

diversity, and welfare systems – particularly universalist – in addressing challenges associated 

with immigration and integration.  

 

6.4 Limitations and Directions for Future Research 
 If I were to redo this study – or better, continue it – I would primarily adopt additional 

theoretical perspectives, which would enhance my analysis of this issue. These would be 

centered around feminism, critical theory, and whiteness, as individual and collective tangents 
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of discussion on Norwegian health policy. On the one hand, I would apply critical theory and 

whiteness to analyze the ethnocentric underpinnings of Norwegian health policy and its 

implications for a changing demographic. This would add to the socio-political analysis of the 

welfare state, and the organization and practice of health care. On the other hand, feminism 

would be a fundamental theoretical approach in analyzing how women’s needs are addressed 

in policy; the medical rhetoric in Norwegian maternal health care; and the interactions of health 

care providers and immigrant women.  

 Methodologically, including a more socially diverse immigrant participant pool, 

including women with fewer resources, could contribute to the analysis of the experiences of 

those most vulnerable in encountering the Norwegian maternal health system. Furthermore, 

expanding the locations of this study to more remote places in Norway that are not as migrant 

dense as the locations of this study could provide a contrast in the ways in which cultural 

diversity are being handled. Finally, I would suggest the expansion of this study internationally 

to compare how other Nordic countries with universal welfare systems are addressing 

challenges of diversity, and to analyze what could be learnt from them in terms of rearticulating 

universalist policy to better meet the needs and challenges of society today. 

 

6.5 Conclusion  
Health has been defined by the World Health Organization (1948) as “a state of 

complete physical, mental and social well-being and not merely the absence of disease or 

infirmity.” The argument this dissertation makes goes beyond the right to health as it uncovers 

how this right is perceived and experienced, specifically, by those who come from different 

countries and different health care systems. In doing so it also investigates the experiences of 

those providing health services informed by the Norwegian model of health care to those not 

familiar with it. This dissertation has critiqued the universality of universal health care, and by 

extension of universal health and welfare policy, in Norway for its normativity and indifference 

towards ethno-cultural diversity brought on by a growing immigrant population and a changing 

demographic. The discussions have highlighted the implications of this blanket approach for 

policy and practice, emphasizing cleavages in society driven by implicit system-imposed 

inequity in health care. 

 In conclusion, although this is a study on Norway, the demographic changes and 

challenges brought on by diversity are not unique to this context. This dissertation is an 

illustration of the essence of universalism as an ideal versus a reality. It offers important 
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theoretical and practical contributions, which can be applied to studying and amending the 

effects of diversity in other welfare systems. It is at its core a policy analysis of the 

underpinnings of universalism and equality, focusing on a group of beneficiaries from this 

system, migrants, which have not previously been considered. Health care can be a gate to 

integration into society; hence, this is a critical area for development of policy as the world 

continues to globalize and as more people migrate across borders. A multicultural rhetoric in 

policy adaptation is key to creating better societies with less stratification.  
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Appendix 1: Overview of Participants  
 

Location & date Group & 
pseudonym 

Interview 
style & place 

Country of 
background 

Language 
of 
interview 

Education/ 
profession 

Oslo Region           

  Service 
Providers         

Autumn 2019 Barbara group; clinic Norway English Health care 

Josephine   Norway Health care 

Autumn 2019 Barbara individual; 
clinic Norway English  Health care 

Autumn 2019 Ida individual; 
clinic Norway English  Health care 

Autumn 2019 Mona  
Micky 

group; 
kindergarten  Norway English  

childcare officer 
kindergarten 
teacher  

   Mothers          

Autumn 2019 Natasha individual; 
kindergarten  Israel English  Bachelor’s 

degree 

Autumn 2019 Merve individual; 
kindergarten  Germany English  Bachelor’s 

degree 

Autumn 2019 Samantha individual; 
kindergarten  Serbia English   Bachelor’s 

degree 

Autumn 2019 Cindy individual; 
kindergarten  China English  Bachelor’s 

degree 

Autumn 2019 Zara individual; 
kindergarten  India English  Bachelor’s 

degree 

Winter 2020 Patricia 
individual; 
Skype video 
call 

Indonesia English  Master’s degree 
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Location & date Group & 
pseudonym 

Interview 
style & place 

Country of 
background 

Language 
of 
interview 

Education/ 
profession 

Stavanger      

  Service 
Providers         

Spring 2019 Sandra individual; 
clinic Norway English  Health care 

Spring 2019 Sharon individual; 
clinic Norway English  Health care 

Spring 2019 Tamara individual; 
clinic Norway English  Health care 

Spring 2019 Linda individual; 
coffee shop Norway English  Health care 

Autumn 2019 Maryam individual; 
clinic Iran Farsi Health care 

Autumn 2019 

Sharon group; clinic Norway 

English  

Health care 

Joan   Denmark Health care 

   Mothers         

Autumn 2019 Amy individual; at 
work Thailand English  Bachelor’s 

degree 

Autumn 2019 Soha individual; 
phone call Egypt English  Bachelor’s 

degree 

Autumn 2019 Shania individual; 
coffee shop Canada English  Bachelor’s 

degree 

Autumn 2019 Parisa individual; 
coffee shop Iran Kurdish Master’s degree 

Autumn 2019 Melika individual; 
home Iran Farsi Master’s degree 
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Appendix 2: Interview Guides 
NSD Interview guide for service users 

 
Biography 

1) Nationality 
2) How many years ago did you leave your home country? 
3) How long have you lived in Norway? 
4) What is/was your profession? 
5) How would you rate your Norwegian? 
6) Do you consider yourself an immigrant in Norway? How well integrated do you feel? 
7) Tell me about your networks in Norway – social capital  
8) How many children do you have? 

 
Pregnancy in Norway 

9) Tell me about your pregnancy (and birth) experience in Norway 
10) How was your birth? Walk me through it if you feel comfortable 
11) Did you feel like you were in control during birth?  
12) How would you describe your experience with the health services available to you 

during your pregnancy compared to your expectations? 
 
Maternal health care in Norway 

13) What do you think of the quality, availability and accessibility of maternal health 
services during your pregnancy and after birth? 

14) How helpful do you find consultations with your health service provider? 
15) What are some challenges/difficulties you faced/face as a service user? 

 
Reliance on Norwegian maternal health services 

16) As time goes on from your consultation with your health service provider/visit to the 
clinic/ workshops, what sources information do you rely on? 

 
Opinion on Participation and need for improvement 

17) What is important for you as a service user? What does good quality of care mean and 
look for you? 

18) Thinking back on your consultations/hospitalization, is there anything that you think 
could have been done better to enhance your experience? Help you prepare better? Felt 
more comfortable about the whole process/journey? 

19) How do you think maternal health services in Norway can be improved to better 
address the needs of a more culturally/linguistically diverse women? (Speaking from 
your own experience) 

20) Is there anything else about your pregnancy and birth experience in Norway that you 
wish to add to our discussion today? 

21) Would you go to a program like TEGRA? 
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NSD Interview guide for service providers  

 
Introductory questions 

1) Male/female 
2) Background/nationality  
3) Profession 
4) Years in practice 
5) Experience from any previous profession (if applicable) 

 
Describe your job and your workplace 

6) What do you do in a typical day? 
7) Who are the service users? Do you have direct interaction with them? How do you 

meet them?  
8) What are the goals/demands of your job? 
9) What are some guidelines you follow in service delivery? 
10) What challenges do you face in your job? 

 
Good practice 

11) What is an ideal day/week at work for you? What would you describe as good practice 
in (your profession/ in maternal health care)? 

12) What strategies do you use to plan your work? Service provision to different women? 
13) Do you have personal/organizational models or guidelines for good practice? 
14) Can you tell me what an ideal appointment with your migrant patient is like? What 

helps you achieve this? What gets in the way? 
 
Cultural sensitivity  

15) How do you work with patients from different cultures? 
16) Have you seen the practice of service delivery change/evolve when it comes to 

providing care for women from different cultures?  
 

Experience with migrant women 
17) What are some of the challenges you have experienced in providing care for migrant 

women? 
18) What do you see as the future of maternal health care for migrants in your practice? 

The organization? The municipality? The country 
19) What do you think can help achieve this goal? 

 
Opinions on participation in policy/practice change 

20) Would you be open to/ or have you been open to recommendations from your service 
users in improving maternal health care delivery? If so, what is the process? What 
changes have come of it? 

Do you have anything else to add in relation to our interview today? 
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Appendix 3: Invitation Form 
 

Participant recruitment forms: service users 
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Appendix 4: Information and Consent Form 
 

You are invited to participate in a research project on maternal health services for migrant 
women in Norway. This is a doctoral research project in Sociology at Nord University in Bodø, 
Norway.  
 
Purpose of the study 
The research aims to explore the availability and quality of maternal health services for migrant 
women in Norway by looking at the experiences of migrant women who have used or are using 
maternal health services in Norway, and also the experiences of the providers of such services 
to migrant women. In doing so, I will analyze whether and how participation of service users, 
and practitioners can help enhance the quality and the delivery of maternal health services to 
migrant women, and how this can inform policy change. 
 
Request for participation 
You are selected as a participant because you meet the criteria of respondents needed to 
realize the objective of this research project.  
 
Your participation in this study will enrich understanding of the intersections of migration, 
maternal health, health policy and participation through a sociological perspective. Furthermore, 
the findings will contribute to a knowledge pool for practitioners, policy makers, and other 
researchers in this field.  
 
What does participation in the project imply? 
The research is qualitative, signifying that data will be collected through semi-structured 
Interviews guided by a few broad interview questions. Interviews will have a duration of 
approximately 90 minutes, during which narratives in relation to experiences of maternal health 
services will be sought. The interviews will be audio recorded. 
 
What will happen to the information about you? 
All personal data will be treated confidentially. The recordings will be transcribed, and the 
transcribed data will be stored in a personal computer and secured with a username and 
password that is only accessible by the researcher. Pseudonyms will be used in reporting; hence 
no direct personal data will be used that can reveal your identities. The indirect identifiable 
information will be published; hence you will be availed an opportunity to read through your 
own information and give approval before publication.  
 
The project is scheduled for completion by December 2021, however the data collected will be 
stored for a maximum of 10 years after the project completion date by me for further research 
purposes after which it will be anonymized or deleted.  
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Who will have access to this data? 
I as the researcher will be the primary processor of data. Additionally, parts of this data will be 
shared with my two supervisors (listed below) for advising and analysis purposes throughout 
the research process. Please note that one of my advisors (Susan Young) is based in Australia 
where data protection laws and definitions may vary from the European context. 
 
What are your rights? 
In signing this consent form, you provide me the legal basis to process your personal data. 
However, you as the participant have the right to request access to, deletion/correction/ 
limitation of your personal data at any time during the processing of data.  
 
Furthermore, you have the right to send a complaint to the Data Protection Officer for the data 
controller or The Norwegian Data Protection Authority in the case you believe your rights are 
being violated.  
 
Voluntary participation 
It is voluntary to participate in the project, and you can at any time during the processing of 
data choose to withdraw your consent without stating any reason by contacting me or my 
supervisors. If you decide to withdraw your consent, all your personal data will be deleted. 
 
If you would like to participate or if you have any questions concerning the project, please 
contact: 

Researcher 
Lydia Mehrara: lydia.mehrara@nord.no; +4775517166 
Project supervisors 
Trude Karin Olaug Gjernes: trude.k.gjernes@nord.no  
Susan Young: susan.young@uwa.edu.au 

 
Data Protection Officer at Nord University:  

Nord University: personvernombud@nord.no; +47 74 02 27 50 
NSD, Norwegian Center for Research Data 
This study has been notified to and approved by the Norwegian Data Protection Official for 
Research on 09/05/2019 
Consent for participation in the study 
I have received information about the project and am willing to participate 
 
 
------------------------------------------------------------------------------------------------------------- 
(Signed by participant- name and last name, date, location) 
  

mailto:lydia.mehrara@nord.no
mailto:trude.k.gjernes@nord.no
mailto:susan.young@uwa.edu.au
mailto:personvernombud@nord.no
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Appendix 5: NSD Ethics Assessment



94 
 



95 
 



96 
 

 
 
  



97 
 

 

 

 

 

 

 

 

 

Part II : Scientific Articles 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



98 
 

  



99 
 

Article 1 



100 
 



101 
 



102 
 



103 
 



104 
 



105 
 



106 
 



107 
 



108 
 



109 
 



110 
 



111 
 



112 
 



113 
 



114 
 



115 
 



116 
 



117 
 



118 
 



119 
 



120 
 



121 
 



122 
 



123 
 



124 
 



125 
 

 



126 
 

  



127 
 

Article 2



128 
 



129 
 



130 
 



131 
 



132 
 



133 
 



134 
 



135 
 



136 
 



137 
 



138 
 

 



139 
 

Article 38 

 
8 Mehrara, L., Olaug Gjernes, T. K., & Young, S. (2022). Immigrant women’s experiences with Norwegian 
maternal health services: implications for policy and practice. International Journal of Qualitative Studies on 
Health and Well-being, 17(1), 2066256. https://doi.org/10.1080/17482631.2022.2066256 

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1080%2F17482631.2022.2066256&data=05%7C01%7Ctrykkeri%40nord.no%7Ce2e9b340c9904fbe332e08da267f71e7%7Cfed13d9f21df485d909a231f3c6d16f0%7C1%7C0%7C637864626061068562%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=vNBEdgVWnFYGIyC1hiJvJzv%2Bx%2BB%2BmK8JTeSuLlYVdGo%3D&reserved=0


140 
 



141 
 



142 
 



143 
 



144 
 



145 
 



146 
 



147 
 



148 
 



149 
 



150 
 



151 
 



152 
 



153 
 



154 
 



155 
 



156 
 



157 
 



158 
 



159 
 



160 
 



161 
 



162 
 



163 
 



164 
 



165 
 



166 
 

 
 



167 
 

Article 4



168 
 



169 
 



170 
 



171 
 



172 
 



173 
 



174 
 



175 
 



176 
 



177 
 



178 
 



179 
 



180 
 



181 
 



182 
 



183 
 



184 
 



185 
 



186 
 



187 
 



188 
 



189 
 

 



How Universal Is   
Universal Health Care? 
A Policy Analysis of the Provision of Maternal 
Health Care for Immigrant Women in Norway

Lydia Mehrara 

ISBN: 978-82-92958-55-1

Print: Trykkeriet, Nord University 

www.nord.no

L
y

d
ia M

eh
rara 

H
ow

 U
niversal Is U

niversal H
ealth C

are?
P

hD
 in Sociology // no. 57 - 20

22

In Norway, with universalism remaining the core principle of its health policy, 
the challenges associated with growing ethnocultural diversity as a result of 
increasing immigration are demanding universal health care to be suitable for 
its population, and accessible beyond a statutory right. 

This dissertation critically examines the intersection of immigration and 
Norway’s universal welfare ideology within the context of immigrant maternal 
health. It questions how universal, universal health care is in the face of 
growing diversity by analyzing the implications of Norway’s decentralized 
approach to addressing the maternal health needs of immigrant women. 
This is undertaken qualitatively across four research articles, which employ 
interviews, participant observations, and documents as sources of data to 
critically investigate Norway’s universal health policy and its implications for 
practitioners and immigrant service users. These articles are synthesized as an 
intertwined whole in the six foundational chapters of the dissertation.  

The findings of this dissertation identify universalism as an inherently 
normative policy position whereby diversity is marginalized. This trickles 
down to how immigrant women are recognized and met in this system at 
the practice level. The effects produced by this decentralized system on the 
service users is conforming, requiring them to accept a generalized provision, 
and needs to be addressed at its roots by questioning the underpinning 
assumptions of Norway’s universal policy.  

Consequently, this dissertation argues that universalism and its egalitarian 
ethos are utopic. It concludes by underscoring that the future of Norwegian 
universalism requires the adoption of a multicultural focus and the 
embeddedness of cultural diversity in its socio-political ideology of 
redistribution principles to address inequity in its diversifying society. This 
study offers important contributions to policy, practice, and theory in the 
intersecting fields of migration, public health, public policy, social work, and 
medical sociology.  
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