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Abstract 

The aim of this study was to explore how caregivers experience collaboration in rural 

municipalities in northern Norway. We conducted fieldwork with a dementia team in addition to 

seventeen qualitative in-depth interviews with formal and family caregivers. The caregivers had 

ethnic Sami and ethnic Norwegian affiliation. The theme ‘negotiating ethnic and ethno-political 

positions’ was identified through thematic analysis and developed using positioning theory. 

Ethnicity involves dynamic and situated personal affiliations, and participants negotiate each 

other’s ethnic positions in practice. Negotiations of ethnic positions hamper collaboration 

between formal and family caregivers, and ethno-political positions reinforce stereotyped ethnic 

positions. This study contributes to the understanding of and the debate over positions on ethno-

cultural collaboration in health care. In practice, participants negotiate the health policy concept 

of ‘cultural facilitation’, which must be broadened to ensure equal health-care services.  

 

Keywords 

Ethnicity, cultural facilitation, collaboration, negotiation, positioning theory, Sami  



  

2 
 

Introduction 

Relationship and collaboration can have a direct impact on the quality of the health services 

provided. To improve collaboration, formal caregivers should be aware of the different and 

dynamic positions of both formal and family caregivers in interaction (Helgesen, Larsson, and 

Athlin 2013). To our knowledge, this is the first study to explore formal and family caregivers’ 

experiences in multi-cultural collaboration in home-based care for Sami people with dementia 

disease (DD). The authors’ focus is positions that can serve as barriers to equality in home-based 

care, not the experience of DD itself. 

The Sami have experienced abuse because of the Norwegian government’s assimilation 

policy (Eidheim 1969; Olsen 2010). Ascribed ethnic positions might affect collaboration and 

access to health services. Governmental reports identify the Sami's need for and right to 

facilitated services and claim ‘cultural facilitation’ as a solution to challenges to equitable health 

services (Ministry of Health and Care Services 1999). The authorities do not define the term 

‘cultural facilitation’, but they relate it to knowledge about Sami language and culture, good 

communication and mutual understanding. The actors must define the term in practice for use in 

each situation.  

One problem with cultural facilitation is the difficulty of defining others’ ethnicity (cf. 

Pettersen and Brustad 2013). Sami ethnicity was once interpreted by others to be about kinship, 

traditional living arrangements and lifestyles, but today, it is understood to involve dynamic and 

situated personal affiliations (Kramvig 2005). Governmental documents indicate the need to 

identify the particular challenges facing the Sami people in their interactions with public 

healthcare providers. These challenges should be resolved through research in addition to 
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dialogue and interaction among the government, service providers and users at various levels 

(Ministry of Health and Care Services 2009).  

 

Governmental health policy concerning the Sami 

The Sami traditionally live in four countries, Norway, Sweden, Finland and Russia. The majority 

of the Sami (approximately 70,000 persons) live in Norway; northern Norway has 40,000 Sami 

out of a population of 500,000 (Hansen and Sørlie 2012). The interior municipalities are 

historically connected to reindeer herding, and within the coastal municipalities, the Sami have 

traditionally worked as farmers and fishermen (Hoëm 2007). The assimilation policy that was in 

place from the mid-1850s until World War II functioned to consolidate Norway’s borders with 

other countries during a time of strong nationalism (Eriksen and Niemi 1995). The policy had the 

greatest impact on coastal Sami (Eidheim 1969). Social Darwinism, the central ideology at the 

time, led to the creation in Norway of an ethnic ranking that considered ethnic Norwegians the 

most civilized people and the Sami the most primitive. The government interpreted loyalty and a 

sense of belonging to the state to involve speaking Norwegian, and the government considered it 

necessary for the Sami to abandon their culture and language (Ministry of Labour and Social 

Affairs 2001). Society in general experienced increasing political awareness in the post-war 

period, and the revitalization of the Sami language and culture through ‘the Sami movement’ 

made the Sami’s special position visible and debated, especially after ‘the Alta affair’ (Blix, 

Hamran, and Normann 2013). The first official document that planned for a Sami parliament 

appeared in 1984 (Ministry of Justice and Public Security). Norway was the first state to ratify 

the ILO 169 convention in 1990 and thus recognize the Sami as indigenous people with special 

rights (Magga 2014). The current Norwegian government recognizes the Sami’s suffering caused 
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by the assimilation policy and has designed the current health policy to ensure equal 

opportunities and equal access to health care to the Sami. The suggested measures relate to Sami 

language, user participation, and the Sami’s view of health and the family's strong position as 

helpers (Ministry of Health and Care Services 2013).  

 

Literature review 

Several Nordic studies support the authorities’ focus on measures specific to the Sami population 

and claim that there is a need for even greater efforts (Turi et al. 2009; Tervo and Nikkonen 

2010; Daerga et al. 2012; Bongo 2012). A study on reindeer herders in Northern Sweden shows 

significantly lower confidence in primary health care, mental health and social services among 

the Sami compared to the non-Sami population (Daerga et al. 2012). Sami-speaking patients are 

also less satisfied than Norwegian-speaking patients with regard to the quality of mental health 

(Sorlie and Nergard 2005) and general practice (GP) services (Nystad, Melhus, & Lund, 2008). 

The Northern Research Institute (NORUT) outlined the following potential barriers to protect the 

Sami Acts:  

- Low degree of institutionalization of the Sami Acts 

- Lack of accountability by the ‘appropriate authority’ 

- Additional costs related to bilingualism  

- Knowledge and attitudes among the population, politicians and the administration 

- Lack of Sami-speaking and Sami-culture-competent health-care workers (Angell et al. 2012). 

 

The research is twofold, however, and statistics present no evidence of differences in status or in 

the prevalence of disease among the Sami, as mentioned in a literature review (Blix, Hamran, 
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and Normann 2012). Research also suggests that ethnic barriers do not prevent the use of general 

hospitals and health-care specialists (Gaski et al. 2011).  

International studies note that people who belong to an ethnic minority may understand 

health and disease differently than the majority population. In combination with health-care 

providers’ lack of cultural knowledge, such differences can result in delayed treatment, with 

consequences such as exhausted family members when contact with the health care system is 

finally achieved (Mukadam et al. 2011; Gray et al. 2009; Griffin-Pierce et al. 2008). American 

studies suggest that cultural facilitation should focus on ethnicity, language, culture, and an 

understanding of historical ties and that it should include both sensitivity and longer meetings 

(Moore et al. 2013; Armstrong et al. 2013).  

Factors in addition to a lack of cultural knowledge in multicultural municipalities present 

challenges in providing equal health services. Broderstad and Sorlie (2012) show that health-care 

services are difficult to maintain in small, multi-cultural, rural communities because of an aging 

population and depopulation. In small municipalities, multiplex relationships and limited health-

care and social opportunities can create further barriers to the Sami’s use of health-care services 

(Silviken, Berntsen, and Dyregrov 2014).  

 

Methods 

Design 

The project employed an exploratory qualitative research approach. Interactional perspectives 

inspired the methods. This perspective allows social and cultural patterns to appear by 

considering the actors’ positions and symbols, activities, actions and/or valuation of actions. This 

perspective also considers the researcher’s own contribution to the creation of meaning (Järvinen 
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and Mik-Meyer 2005). The authors used fieldwork with a dementia team and semi-structured 

interviews to explore and guide the interpretation of caregivers’ experiences. The interview 

guide included aspects of DD, the need for formal help, measures and collaboration during 

health-care service provision.  

 

Participants and recruitments 

We recruited participants from five rural municipalities in northern Norway. In these 

municipalities, the percentage of the Sami population ranged from twenty to more than ninety 

(Ministry of Labour and Social Affairs 2008). We sent invitations to eight health-care leaders in 

both interior and coastal municipalities. Four coastal municipalities and one interior municipality 

agreed to participate in data collection. Purposeful sampling (cf. Polit and Beck 2008, 355) from 

these municipalities resulted in sixteen women and one man. Ten of the participants were formal 

caregivers, and seven were family caregivers. Eight were ethnic Sami, four were of mixed 

ethnicity, and five were ethnic Norwegians.  

 

Data collection 

The participants received both written and oral information about the study’s purpose, voluntary 

participation, confidentiality, and the possibility of withdrawing before the data analysis process 

before they provided oral and written informed consent to participate in the study. The authors 

gave the participants who spoke Sami the opportunity to speak their native language with the 

interviewer using an interpreter, but none considered it necessary. All participants spoke 

Norwegian. Digital audio files, transcribed interviews and notes are archived at Norwegian 

Social Science Data Services (NSD nr. 32173) according to their guidelines (Norwegian Social 
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Science Data Services (NSD) 2012). The study needed no approval from the Regional 

Committees for Medical and Health Research Ethics (REK).  

The first author conducted interviews over a period of ten months using a digital 

recorder. The interviews lasted from 58 to 189 minutes, with an average time of 90 minutes. 

They took place in locations chosen by the participants. The 18 hours of fieldwork consisted of a 

dementia team in preparation and rework in conjunction with meetings with family caregivers. 

Notes from fieldwork and interviews served as frames for interpretation (cf. Coffey and Atkinson 

1996, 140), but the quotes presented in the results are not from the interviews. The fieldwork 

included interactive observations (cf. Tjora 2012, :56) and supplemented the interviews on the 

relations and collaboration between formal caregivers in addition to the working conditions at 

institutions. It was useful, for example, to understand the mostly oral communication because of 

nearby offices and many informal contact points during the day. In two situations, the researcher 

observed discrepancies and unfriendly body language between formal caregivers of different 

ethnic affiliations and was able to ask about it in subsequent interviews.  

 

Data analysis and scientific adequacy 

As a structural tool for thematic analysis, the first author used the qualitative data-analysis 

computer software NVIVO 10 for Windows (QSR International Pty Ltd 1999-2014 2014). 

During the analysis, the author read and reread the transcript interviews and the notes and wrote 

memos and annotations to generate an initial interpretation of each interview. First, the author 

identified the parts of the material that related to ethnicity. Then, the author interpreted the 

meanings of these parts of the text into codes and further categorized and compared them across 

a matrix of positions, such as ethnic affiliation, caregiving position and gender. The further 
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development of themes emerged from these categories (cf. Tjora 2012, 175-95) and was inspired 

by positioning theory (cf.Van Langenhove and Harré 1999). 

 

Positioning theory 

Positioning theory provides a way of examining dynamic relationships by focusing on the actors’ 

positions relative to one another (Van Langenhove and Harré 1999). It relates to what people 

believe about their right or duty to perform and what they do in light of that belief (Harre and 

Slocum 2003, 105). Professional practice requires established professional and institutional 

frames and positions that participants are aware of, accept or negotiate (Måseide 2008, 370). 

Politicized demands, such as ‘cultural facilitation’, can change how formal and family caregivers 

understand their positions (cf. Juritzen, Engebretsen, and Heggen 2012). The participants in this 

study had formal roles as formal and family caregivers with certain professional and institutional 

rights and duties. Within these roles, they might hold many different positions, including ethnic 

positions, in social contexts. The structure of expectations for each position may vary across 

interactional situations and can be understood within storylines (Harre and Slocum 2003). As an 

analytical tool, positioning theory can help to examine whether positions relate to ethnicity and 

how positions may influence collaboration. The main theme interpreted in this study is 

‘negotiating ethnic and ethno-political positions.’ The subthemes that emerged are the following: 

1) ethnic position hampers collaboration, and 2) ethno-political positions reinforce stereotyped 

ethnic positions. 
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Limitations 

One limitation of this study is sampling bias. Ethnic affiliation can relate to the area in which 

people live, and this study’s sample was mostly from coastal municipalities. Though the findings 

are consistent, including the data from participants living in the interior municipality, sampling 

from other rural municipalities could have produced different results. 

With regard to the few men recruited, the members of the local dementia associations 

were mostly women, and few men work as formal caregivers. The interview with the man in this 

study did not stand out in any way. 

We consider the largest bias to be the first author’s pre-understanding, position and 

positioning in the interview setting, especially related to ethnicity (cf. Järvinen and Mik-Meyer 

2005, 34-5). The first author, who conducted the interviews, is non-Sami. Persons with both 

Sami and non-Sami affiliation stated prior to the study that Sami would not tell everything to 

non-Sami people. The interviewer had Sami friends and extended family, and she had 

contrasting personal experiences. However, we focused on collaboration rather than ethnicity in 

the interview guide, and the interviewer was aware of ethnic positioning in the interview. As the 

data collection continued and the participants told several stories about distrust between Sami 

and non-Sami, the interviewer felt it was necessary to ask the participants about her non-Sami 

affiliation and the possible consequences for the results. One participant laughed and said, ‘Well, 

that you have to figure out yourself. We (the Sami) will not tell you directly. You might 

understand it from what we tell you anyhow.’  

The ethnic position might be a limitation, but the interviewer felt a rapport with all 

participants. One even offered to help the interviewer with a private task during the interview 

and said, ‘This is something I wouldn’t have done for everyone. I think we’ve got a good 
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relationship.’ The interviews are rich in data, and the participants emotionally shared their stories 

and thoughts. It is possible that the participants would tell other stories to another interviewer 

who shared their ethnic affiliation, but several of the Sami participants expressed thoughts 

similar to those of one Sami family caregiver: ‘It is different with you. I knew from the 

information letter what you wanted to talk about and could be prepared.’ The participants may 

have ascribed a spokesperson position to the interviewer and had agendas they wanted to 

broadcast anonymously. The reader should consider the results of this study not generalizable. 

All the authors are non-Sami, which could have produced bias in the analysis. However, 

we had no specific assumptions about ethnicity related to collaboration in this field. Nonetheless, 

the results show some tendencies that are applicable to both Sami and non-Sami and, in a 

broader sense, to an understanding of the way that ascribed positions define individual actions. 

 

Results – negotiating ethnic and ethno-political positions  

Ethnic positions hamper collaboration 

Ethnicity had the greatest impact on the categorization of the participants’ experiences of 

collaboration. A common phrase regardless of caregiving position or ethnic affiliation was 

similar to what one Sami family caregiver said: ‘As Sami, we do it like this.’ Ethnically ascribed 

positions had consequences for the way the participants viewed collaboration with each other 

and triggered different sets of rules for the interaction. Some caregivers related how they ‘coded’ 

the formal caregivers by ethnicity in the first meeting through verbal and nonverbal cues. The 

tension in the material shows that there are underlying conflicts concerning expected actions due 

to ethnic positions. The positioning is resolved through awareness, tolerating unpleasant 
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positions and negotiating positions. We present the interpreted ethnic positions and positioning 

of others in Table 1. 

Four of the participants positioned themselves with mixed ethnic affiliation but still as 

Sami. They had a parent who was Sami and who spoke Sami as his or her mother tongue. These 

four participants had not learned the language themselves because of the assimilation policy. 

They stated their Sami position based on genetics. One participant said, ‘My mother thought that 

we did not need her language in a Norwegian society. She wanted us to be Norwegians. Today I 

think it is a pity. The Sami language could have been useful in many situations.’ The authors of 

the article categorized these participants as persons with weak Sami affiliation. Eight of the 

participants stated a strong Sami affiliation and spoke Sami themselves. One participant said, ‘I 

am a Sami, and my children and I speak Sami as a mother tongue.’ The authors categorized two 

persons as having weak non-Sami affiliation. The ethnic affiliation of others or their own ethnic 

affiliation was not something they considered. One of them said, ‘I do my job like I do in any 

home, no matter ethnic affiliation.’ Three participants expressed strong non-Sami affiliation as a 

response to prioritized resources to Sami users. One non-Sami said, ‘We are called racist if we 

are opposed to the VIP treatment to the Sami. This is impossible to say aloud, but nevertheless, I 

won’t do it anymore.’  

 

Carriers of distrust 

Participants in the study described the Sami as ‘skeptical, unsure, untrusting, and suspicious’ in 

collaboration with non-Sami. A non-Sami formal caregiver said, ‘Many (Sami) act like they have 

spikes on the outside. They think that we (non-Sami) do not like them.’ A Sami formal caregiver 

said, ‘A non-Sami is always interpreted as a stranger, even if she grew up and lived in the same 
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municipality.’ They cited their own experiences in interactions and generalized and transferred 

attitudes within their society. A Sami formal caregiver said, 

It is very important not to reveal ourselves to strangers, especially Norwegians. Younger 

generations are reproducing their parents and grandparents’ wounds because of the assimilation 

policy, so the distrusting attitude toward the Norwegians is also detectable among the young 

Sami. We have become carriers of distrust. 

 

They also indicated that the Sami did not use some public health-care offers because of a lack of 

trust. A Sami formal caregiver said, 

Sami people do not use some services because it is not fair to mix them with the Norwegians. She 

(a Sami family caregiver) would not come because there were Norwegians there. She did not 

want them to think that someone from her family had the disease. Public services are not equal 

when the structure itself seems to exclude one group. 

 

Several family caregivers said that they should have accepted help from the public health-care 

system at an earlier stage and claimed distrust of Norwegians as their primary reason for not 

seeking help. One Sami family caregiver said, ‘My advice to others must be not to be so afraid; 

they (the formal caregivers) are not that dangerous, and they do want what is best for us.’ 

 

The Sami seem to understand us better 

]The participants in the study described as common knowledge the idea that instead of adhering 

to the hierarchical structure of the local health service, the Sami were more inclined to cooperate 

with other Sami regardless of formal position. A Sami formal caregiver said, 

Sami health-care workers operate as a boundary between the Sami and public-service providers. 

The Sami know their position in the system when it comes to caring for each other. With me 
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working as an arbitrator between the Sami and the non-Sami and as a guide to public services, in 

a way, this is my position within Sami society. 

 

The participants described narrow borders for acceptable behavior for non-Sami when 

cooperating with Sami people and related many examples of conflicts caused by language 

barriers and what they mentioned as a lack of cultural knowledge. The formal caregivers 

perceived the Sami health-care employees to have a better relationship with the patients because 

of their Sami affiliation, even if they could not speak Sami. One Sami nurse said, 

In some homes, I cannot be a nurse. I must be a Sami. If my Norwegian colleagues copy me, the 

Sami user will consider them rude. The Norwegian nurses have to find their own way to build 

trust. I think we have to choose very different approaches to our work. 

 

Because of the lack of Sami health-care workers, most Sami families had to collaborate with 

non-Sami health-care employees. Several formal caregivers called cultural facilitation ‘shortcuts 

to gain trust.’ They stated that non-Sami formal caregivers should always consider using an 

interpreter. They should also spend time, drink coffee and participate in small talk with the Sami 

family before they performed their assigned tasks. One procedure involved offering the Sami 

family the opportunity to collaborate with a Sami health-care provider regardless of needs that 

the person might have other than a common language. One Norwegian formal caregiver gave an 

example of a good start for interaction with a Sami family: ‘We invite a Sami colleague with us 

the first couple of visits to gain trust through the Sami co-worker.’ Highlighted points in the 

formal caregivers’ descriptions of cultural facilitation included the need for non-Sami to 

approach Sami families humbly. The family caregivers did not speak in terms of cultural 

facilitation, but they described ways to build a good relationship. One family caregiver said, 
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If they come and ask directly, as if they are investigating us - then we think, ‘Oh, they (the 

Norwegians) are here again and think they can do better than us.' They do not know better. They 

should lay low and be humble, talk about things more in general first, like the weather and stuff 

like that.  

 

Distrust breeds distrust 

The non-Sami formal caregivers reported that despite their attempts to use what they had learned 

about cultural facilitation, the Sami families rejected them. A non-Sami formal caregiver said, ‘I 

tried as hard as I could! I am just not good enough as long as I am a Norwegian.’ A Sami nurse 

said, ‘It is difficult for Norwegian nurses to build a trusting relationship within a Sami family no 

matter what attempts they make at cultural facilitation.’ The distrust between Sami and non-Sami 

was mutual. 

One Norwegian formal caregiver related how she prepared for a long visit with a Sami 

family and deprioritized other important tasks. Afterwards, she felt good about her work and the 

relationship she had built with this family. Later, a Sami colleague told her that the Sami family 

wanted a Sami nurse and thought she had acted ignorant and rude. She said, ‘I do not even know 

what I did wrong. They will not tell me. Now, I am even more cautious about what I can say or 

do.’ Other non-Sami formal caregivers felt that they had come under suspicion when they met 

some Sami families. They felt forced to an ethnic non-Sami position. The non-Sami caregivers 

understood this as something they needed to handle as professional health-care providers, but it 

made them feel uncomfortable. One non-Sami formal caregiver said,  

It is demanding to thoroughly consider everything in the interaction and to wait for acceptance 

before further collaboration. Anyhow, this is how it is, and I have to do my job. Of course, it 

makes me wonder what they say about me when I have left. 
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Ethnicity is no concern here 

Some non-Sami formal caregivers did not think ethnicity was a concern in their municipality. 

One non-Sami formal caregiver said that she had never thought about ethnic separating lines in 

the municipality before she began working in health-care and attended lectures in cultural 

facilitation. She said, ‘I became very unsure about the dos and don’ts. The Sami suddenly 

became strangers. I was afraid to do something wrong and thought about how many times I 

perhaps had done them wrong through the years.’ The lectures on Sami culture created unwanted 

boundaries of which she had not been aware and that she did not fully accept.  

 

Ethno-political positions reinforce stereotyped ethnic positions 

The participants supported the governmental goal of equitable services, but their interpretation of 

how this should be implemented in practical health care differed by ethnic affiliation. The 

colliding ethno-political perspectives differed in both the understanding of ethnic affiliation and 

the need for differentiation of the Sami group of people. The ethno-political positioning had 

negative consequences both for collaboration between colleagues and for collaboration between 

formal and family caregivers in home-based care.   

 

They do not want what is best for us 

The Sami participants expressed a firm belief that the government had to strengthen Sami rights 

and argued that a health-care system without special services for the Sami was not equal. Some 

Sami interpreted the municipalities’ lack of special measures for Sami people as retaliation. One 

said, ‘They can if they want to, but they do not even answer our written demands.’ Several Sami 
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participants expressed anger toward the non-Sami who did not take Sami-language courses. A 

Sami family caregiver commented on the Sami contractual rights to speak their mother tongue: 

It is our right! It is strange and it makes me wonder what they (the Norwegians) think of us (the 

Sami) when they do not want to learn about our language and us. They do live in a bilingual 

municipality in a bilingual state. 

 

The position as a Sami victim is outdated 

All non-Sami said that the Sami would potentially need cultural facilitation. They considered the 

differentiation for Sami groups fair if the Sami spoke Sami, worked as reindeer herders or had 

personal experience as victims of the assimilation policy. Some non-Sami protested when they 

considered the argument for differentiation irrelevant. One said, ‘They (the Sami) are no 

different than us (non-Sami). We all have grown up here in the same conditions. I cannot 

understand why they need something more than us.’ The Sami needed to fulfill criteria other than 

Sami affiliation to be truly in need of cultural facilitation. The extra criteria included the 

following list constructed by the authors using statements from the participants: 

The Sami mother tongue, working with reindeer herding or personal experience as a victim of the 

assimilation policy (grew up in an institution, denied the chance to speak their own language in 

school or in interaction with other public institutions).  

 

Because of the perceived temporary nature of the conflicts, non-Sami formal caregivers did not 

prioritize lectures in Sami. One said, ‘I cannot say that I am motivated to take Sami classes. The 

Sami society is minor compared to us (the Norwegian society). Right now, we do not have any 

Sami patients in home-based care.’  
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Some of the non-Sami wanted to eliminate the divide caused by ethnicity, and they 

regarded cultural facilitation for the Sami as a temporary measure. A non-Sami formal caregiver 

said, 

I do not want to apologize for something my ancestors once might have done a long time ago. I 

wish that we at some point could say that enough is enough. We do not need to poke the wounds 

repeatedly. It was enough a long time ago. It is demanding to collaborate if we have to cross these 

boundaries all the time. 

 

The participants summarized the ethno-political issues as filled with tension. A non-Sami formal 

caregiver said, ‘The question of who has the right to call themselves Sami and claim extra 

resources is something that we cannot discuss here.’ 

 

Discussion 

Eidheim’s fieldwork (1969) demonstrated that the Sami identity was a private matter, but locals 

could separate the Sami from the Norwegians. This study shows the locals’ problem in 

distinguishing between people’s ethnic affiliation. As a result of today’s more hybrid and 

dynamic ethnic belonging, the Sami identity may be more fragile (Olsen 2010). Some 

participants were barely aware of any ethnic differences related to the Sami in their municipality. 

Most participants coded each other in ethnic positions, and some positions created tension, 

conflicts and negotiations in some situations. There may be different answers for why ethnic and 

ethno-political positioning seems to be important in interaction, as shown in the results. 

Following Harré and Slocum (2003, 100), we present three hypotheses about how an 

understanding of possible positions in various settings could be exploited for conflict resolution: 

1) routinized stereotypes, 2) necessary for collaboration, and 3) a way to negotiate the 
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preservation of Sami culture and language. We interpret the latter hypothesis to be the main 

conflict. The conflict related to the political discourse of preserving Sami culture and language 

contrasted with the egalitarian ideal (cf. Gullestad 2002) (Table 2). 

 

1) Ethnic positions as routinized stereotypes. Combining the personalization of moral order and 

habituation can cause stereotyped perceptions to become completely privatized such that the 

person is no longer aware that he or she uses them to make assessments (Harré and Langenhove 

1999). The well-known positions of Sami and Norwegian involve routinized behavior inherited 

through stories told within the social order. The primary focus of the ‘Sami movement’ was 

preservation and development of the group’s culture and language by developing ‘a collective 

Saami self-understanding’ (Olsen 2010, 96-114). It was about expressing the Sami as different 

from Norwegian culture. Sami language, clothing and reindeer herding differed most, but few, if 

any, of these expressions were present in contemporary coastal Sami society (Olsen 2010). These 

symbolic expressions fit non-Sami’s descriptions of a Sami who could rightfully claim special 

measures. Olsen (2003) argues that touristic and clear-cut boundary representations of the Sami 

can be problematic because non-Sami might think that a Sami who does not fit the stereotype is 

not entitled to receive special measures. One explanation for conflicts in collaboration may be 

that caregivers act out of a stereotypical perspective of a Sami and fail to acknowledge the Sami 

with other ethnic expressions. The stereotyped Norwegian may also play a part in a problem 

similar to that of minority groups. Formal caregivers might attempt to perform cultural 

facilitation, but the recipients negotiate what is appropriate in each individual situation. Training 

in cultural facilitation, contrary to its intentions, might reinforce group identity, thus creating and 

reproducing stereotyped positions characterized by precautions in interaction. Inclusive 
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processes that can help build coalitions instead of separations and confrontations can be crucial if 

ethnic stereotypes are to be eventually transformed (Canales 2000).  

2) Ethnic positioning as necessary for collaboration. One particular challenge for the Sami in the 

use of health-care services was distrust because of ethnicity. Several studies have shown distrust 

in minority groups (Nystad, Melhus, and Lund 2008; Daerga et al. 2012; Armstrong et al. 2013; 

Moore et al. 2013). This study also shows mutual distrust in majority groups.  

The results show distrust understood as what Grimen (2009, 101) termed ‘impersonal 

institutionalized distrust.’ This is an impersonal distrust ascribed to ethnicity. The historical and 

family stories of conflict caused by ethnic positions served as strong arguments for a set of rules 

or precautions for interaction between Sami and non-Sami. The precautions, exemplified as 

cultural facilitation measures, can be part of the chains of control necessary to make 

collaboration possible. When non-Sami tolerate the unpleasant ethnic positioning of themselves 

and act as expected by the other, we understand them as acknowledging the other’s position as a 

victim of the former assimilation policy. Positioning and unreflective interactions are part of all 

social interactions and can even be required to enable collaboration (Måseide 2008). For some 

Sami, non-Sami’s acknowledgement of possible cultural differences might be necessary to 

attempt to collaborate. The findings show that some Sami families explained delayed contact 

with health-care personnel with distrust. This increased the necessity for formal caregivers to act 

with respect for possible differences because of ethnic positions, particularly in coastal 

municipalities where the stereotype of the Sami seldom fits.  

3) Ethnic positions as a way to negotiate the preservation of Sami culture and language. The 

Sami movement created belonging and confidence within Sami society but also marked 

boundaries with others (Olsen 2010). In situations that relate to the distribution of resources 
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based on ethnic categories, the differences are important. The storylines told by Sami who lived 

in both interior and coastal municipalities related to preserving Sami culture and language. Non-

Sami said that some Sami were in need of specific measures but rejected the arguments for 

differentiations for all Sami. They explained this rejection based on an egalitarian ideal. Thus, 

this study supports research on the egalitarian ideal that permeates the Norwegian health-care 

system as disruptive to the protection of the Sami Acts (Ryymin and Andresen 2009). The 

participants may use the ethnic positions within the storylines to strengthen or decrease the 

resources available to preserve Sami culture and language. The rejection of these positions leads 

to extreme positions as ‘discriminators.’ This study supports previous research that has identified 

political discourse that reinforces clear-cut ethnic boundaries in areas with both Sami and non-

Sami populations (Olsen 2003). Ethnic affiliation might be a private matter, but only until 

resources are at stake. However, the participants wanted to tell stories about ethnic conflicts 

despite the tension and emotions they revealed and despite the fact that they did not receive 

direct questions about ethnicity. We interpret this as meaning that these stories are necessary and 

productive forces for political discourse in the municipalities.  

 

Summary 

The participants described hampered collaboration because of ethnicity, distrust and a lack of 

cultural competence. These barriers have been outlined previously (Angell et al. 2012). This 

study expands these barriers by showing how the participants negotiate the necessity of the 

institutionalization of the Sami Acts. Official documents and previous research described cultural 

facilitation as a solution for cultural challenges (Moore et al. 2013; Armstrong et al. 2013; Bongo 

2012; Turi et al. 2009). Participants in this study described rejection and conflicts despite 
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attempts at cultural facilitation. The findings show that the interpretation of cultural facilitation is 

within a social moral order that differs between the Sami and the non-Sami. Based on this study, 

we agree that a redefinition of the concept of cultural facilitation may be necessary, as Blix 

(2013) proposes. Measures to bridge cultural challenges seem to fail as a result of problems with 

knowledge of each other’s ethnic affiliation. Ethnicity is difficult to discuss because of the 

incongruity of discourses and the complexity of local society (Olsen 2010, 205). A governmental 

policy of cultural facilitation may limit the positions from which Sami persons can choose (Blix, 

Hamran, and Normann 2013). The participants negotiate in practice the position of Sami in need 

of cultural facilitation. 

Cultural facilitation may fail because of a lack of reflection and dialogue about possible 

stereotyped ethnic positions. It may also fail due to formal caregivers’ lack of awareness of the 

necessity of ethnic positions in some situations. Mostly, the measures fail because the actors 

position themselves and the other within a conflicting ethno-political discourse. Health-care 

professionals need to be aware of and discuss the consequences for collaboration related to their 

and others’ possible positions. By identifying how conscious and unconscious positions in 

everyday life affect understanding of the self and the other, it is possible to change positions 

(Van Langenhove and Harré 1999; Goffman 1992). We propose this article as a starting point for 

a dialogue to target possible problematic positions. The authors also recommend further research 

that focuses on ethno-political positions with an attempt to reduce precautions in interactions.  

 

Conclusion 

To our knowledge, this is the first study to explore the experiences of both formal and family 

caregivers in home-based care in an ethno-cultural landscape. The findings present mutual ethnic 
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positioning that might serve as routinized stereotypes, as a necessary factor for collaboration, or 

as a way to negotiate the preservation of Sami language and culture. Either way, ethnic positions, 

especially ethno-political positions, hamper collaboration between formal and family caregivers. 

The conflicts between Sami and non-Sami are subtle, but the tension is high. It is difficult for 

non-Sami formal caregivers to reach the Sami population with public-health services, and in 

several cases, despite special measures, cultural estrangement delays and complicates 

collaboration. To achieve good collaboration, both the majority and minority groups must take 

responsibility for the debate about appropriate ethnic and ethno-political positions. This study 

can contribute to the understanding and debate regarding positions in ethno-cultural interactions.  

 

Authors’ affiliations 

LILL SVERRESDATTER LARSEN is a PhD candidate in the Department of Health and Care 

Sciences at UiT The Arctic University of Norway. 

ADDRESS: Department of Health and Care Sciences, Faculty of Health Sciences, UiT The 

Arctic University of Norway, Hansine Hansens veg 18, 9019 Tromsø, Norway. Email: 

lill.larsen@uit.no 

 

HANS KETIL NORMANN, PhD, is a professor in the Department of Health and Care Sciences 

at UiT The Arctic University of Norway. 

ADDRESS: Department of Health and Care Sciences, Faculty of Health Sciences, UIT The 

Arctic University of Norway, Hansine Hansens veg 18, 9019 Tromsø, Norway. Email: 

hans.ketil.normann@uit.no 

 

TORUNN HAMRAN is Head of Research, Centre for Care Research and professor in the 

Department of Health and Care Sciences at UiT The Arctic University of Norway.  

mailto:lill.larsen@uit.no
mailto:hans.ketil.normann@uit.no


  

23 
 

ADDRESS: Department of Health and Care Sciences, Faculty of Health Sciences, UiT The 

Arctic University of Norway, Hansine Hansens veg 18, 9019 Tromsø, Norway. Email: 

torunn.hamran@uit.no 

  

mailto:torunn.hamran@uit.no


  

24 
 

References 

Angell, Elisabeth, Áilo Márge Varsi Balto, Eva Josefsen, Paul Pedersen, and Vigdis Nygaard. 

2012. NORUT - Northern Research Institute. Rapport 2012:5. Kartlegging av samisk 

perspektiv i kommunesektoren [NORUT - Northern Research Institute. Report 2012:5. 

Mapping Sami Perspective in the Municipalities]. Vol. 5. Oslo: Norwegian Ministry of 

Government Administration, Reform and Church Affairs. 

Armstrong, K., M. Putt, C. H. Halbert, D. Grande, J. S. Schwartz, K. Liao, N. Marcus, M. B. 

Demeter, and J. A. Shea. 2013. "Prior Experiences of Racial Discrimination and Racial 

Differences in Health Care System Distrust."  Medical Care 51 (2): 144-150. 

doi:10.1097/MLR.0b013e31827310a1. 

Blix, B. H., T. Hamran, and H. K. Normann. 2012. "Indigenous Life Stories as Narratives of 

Health and Resistance: A Dialogical Narrative Analysis."  Canadian Journal of Nursing 

Research 44 (2):64-85. 

Blix, Bodil Hansen. 2013. "The Construction of Sami Identity, Health, and Old Age in Policy 

Documents and Life Stories - A Discourse Analysis and a Narrative Study." PhD diss., 

UiT - The Arctic University of Norway. 

Blix, Bodil Hansen, Torunn Hamran, and Hans Ketil Normann. 2013. ""The Old Sami” – who Is 

He and How Should He Be Cared for? A Discourse Analysis of Norwegian policy 

Documents Regarding Care Services for Elderly Sami." Acta Borealia 30 (1): 75-100. 

doi:10.1080/08003831.2013.769323. 

Bongo, Berit Andersdatter. 2012. "Samer snakker ikke om helse og sykdom - samisk 

forståelseshorisont og kommunikasjon om helse og sykdom. En kvalitativ undersøkelse i 

samisk kultur [Sami Do not Speak of Sickness and Health - A Sami Perspective and 



  

25 
 

Communication on Sickness and Health. A Qualitative Study in Sami Culture]." PhD 

diss., University of Tromsoe. 

Broderstad, Ann Ragnhild, and Kjetil Sørlie. 2012. Bo- og flyttetrender i norsk-samiske 

kommuner gjennom 40 år i relasjon til sysselsetting [Trends of Living and Moving in 

Norwegian Saami Communities for 40 Years in Relation to Employment]. Vol. 1, 

Rapport 1/2012 - Samiske tall forteller 5 - kommentert samisk statistikk 2012. [Report no 

1:2012 - Told by Sami number 5 - commented  Sami statistics 2012.]. Karasjok: Sami 

allaskuvla. 

Canales, Mary K. 2000. "Othering: Toward an Understanding of Difference."  Advances in 

Nursing Science 22 (4): 16-31. 

Coffey, Amanda, and Paul Atkinson. 1996. Making Sense of Qualitative Data: Complementary 

Research Strategies. Thousand Oaks, CA: Sage. 

Daerga, Laila, Per Sjölander, Lars Jacobsson, and Anette Edin-Liljegren. 2012. "The Confidence 

in Health Care and Social Services in northern Sweden – A Comparison between 

Reindeer-Herding Sami and the Non-Sami Majority Population."  Scandinavian Journal 

of Public Health 40 (6): 516-522. doi:10.1177/1403494812453971. 

Eidheim, Harald. 1969. "When Ethnic Identity Is a Social Stigma." In Ethnic Groups and 

Boundaries, edited by F. Barth, S.39-57. Oslo: Universitetsforlaget. 

Eriksen, Knut Einar, and Einar Niemi. 1995. Den finske fare. Sikkerhetsproblemer og 

minoritetspolitikk i nord 1860-1940 [The Finnish Menace: Security Problems and 

Minority Politics in the North 1860-1940]. Oslo: Universitetsforlaget. 



  

26 
 

Gaski, M., M. Melhus, T. Deraas, and O. H. Forde. 2011. "Use of Health Care in the Main Area 

of Sami Habitation in Norway - Catching Up with National Expenditure Rates."  Rural 

and Remote Health 11 (2): 1655. 

Goffman, Erving. 1992. Vårt rollespill til daglig: en studie i hverdagslivets dramatikk [The 

Presentation of Self in Everyday Life]. Oslo: Pax Forlag A/S. 

Gray, Heather L., Daniel E. Jimenez, Michael A. Cucciare, Hui-Qi Tong, and Dolores Gallagher-

Thompson. 2009. "Ethnic Differences in Beliefs Regarding Alzheimer Disease among 

Dementia Family Caregivers."  American Journal of Geriatric Psychiatry 17 (11): 925-

933. doi:10.1097/JGP.0b013e3181ad4f3c. 

Griffin-Pierce, Trudy, Nina Silverberg, Donald Connor, Minnie Jim, Jill Peters, Alfred Kaszniak, 

and Marwan N. Sabbagh. 2008. "Challenges to the Recognition and Assessment of 

Alzheimer's Disease in American Indians of the Southwestern United States."  

Alzheimer's & Dementia 4 (4): 291-299. doi:10.1016/j.jalz.2007.10.012. 

Grimen, Harald. 2009. Hva er tillit [Trust, What Is It]? Oslo: Universitetsforlaget. 

Gullestad, Marianne. 2002. "Invisible Fences: Egalitarianism, Nationalism and Racism."  

Journal of the Royal Anthropological Institute 8 (1): 45-63. doi:10.1111/1467-

9655.00098. 

Hansen, Ketil Lenert, and Tore Sørlie. 2012. "Ethnic Discrimination and Psychological Distress: 

A Study of Sami and Non-Sami Population in Norway."  Transcultural Psychiatry 49 

(26): 26-50. doi:10.1177/1363461511433944. 

Harré, Rom, and Luk van Langenhove. 1999. Positioning Theory: Moral Contexts of Intentional 

Action. Oxford: Blackwell. 

http://dx.doi.org/10.1016/j.jalz.2007.10.012


  

27 
 

Harre, Rom, and Nikki Slocum. 2003. "Disputes as complex Social Events: On the Uses of 

Positioning Theory."  Common Knowledge 9 (1): 100-118. 

Helgesen, Anne Karin, Maria Larsson, and Elsy Athlin. 2013. "How Do Relatives of Persons 

with Dementia Experience Their Role in the Patient Participation Process in Special Care 

Units?"  Journal of Clinical Nursing 22 (11-12): 1672-1681. 

Hoëm, Anton. 2007. Fra noaidiens verden til forskerens: misjon, kunnskap og modernisering i 

sameland 1715-2007 [From the World of the Noaide to the World of the Researcher: 

Mission, Knowledge and Modernization in Lapland 1715-2007], Instituttet for 

sammenlignende kulturforskning. Serie B, Skrifter. Oslo: Novus forl. 

Juritzen, Truls, Eivind Engebretsen, and Kristin Heggen. 2012. "Myndiggjøringens forførende 

makt [The Seductive Power of Empowerment]." In Makt på nye måter, edited by Eivind 

Engebretsen and Kristin Heggen, 122-137. Oslo: Universitetsforlaget. 

Järvinen, Margaretha, and Nanna Mik-Meyer. 2005. "Indledning: Kvalitative metoder i et 

interaktionistisk perspektiv" [Introduction: Qualitative Methods in an Interactional 

Perspective], edited by Margaretha Järvidnen and Nanna Mik-Meyer. 1st ed. 3 vols, 

Kvalitative metoder i et interaktionistisk perspektiv - Interwiev, oberservationer og 

dokumenter. København: Hans Reizels Forlag. 

Kramvig, Britt. 2005. "The Silent Language of Ethnicity."  European Journal of Cultural Studies 

8 (1): 45-64. doi:10.1177/1367549405049491. 

Magga, Ole Henrik. 2014. "Tale. Sametingets 25 år [Speech. The Sami Parliment 25 Years]." 

Sametinget. Accessed 21 October 2014. http://www.sametinget.no/Om-

Sametinget/Bakgrunn/Sametinget-25-aar/Sametingets-25-aar-av-Ole-Henrik-Magga-

professor-og-tidligere-sametingspresident. 

http://www.sametinget.no/Om-Sametinget/Bakgrunn/Sametinget-25-aar/Sametingets-25-aar-av-Ole-Henrik-Magga-professor-og-tidligere-sametingspresident
http://www.sametinget.no/Om-Sametinget/Bakgrunn/Sametinget-25-aar/Sametingets-25-aar-av-Ole-Henrik-Magga-professor-og-tidligere-sametingspresident
http://www.sametinget.no/Om-Sametinget/Bakgrunn/Sametinget-25-aar/Sametingets-25-aar-av-Ole-Henrik-Magga-professor-og-tidligere-sametingspresident


  

28 
 

Ministry of Health and Care Services. 1999. Mangfold og likeverd - regjeringens handlingsplan 

for helse- og sosialtjenester til den samiske befolkningen i Norge 2002-2005 [Diversity 

and Equality: The Government's Action Plan Concerning Health- and Social Services for 

the Sami Population in Norway 2002-2005]. Oslo: regjeringen.no. 

Ministry of Health and Care Services. 2009. St.mld. nr. 47 (2008-2009). Samhandlingsreformen. 

Rett behandling – på rett sted – til rett tid [Report no.47 (2008-2009) The Coordination 

Reform. Proper Treatment - at the Right Place and Right Time]. Oslo: regjeringen.no. 

Ministry of Health and Care Services. 2013. St.mld. nr 29. (2012-2013). Morgendagens omsorg 

[Report No. 29 (2012-2013). Future Care]. Oslo: regjeringen.no. 

Ministry of Justice and Public Security. 1984. NOU 1984. Om samenes særstilling [Official 

Document 1984. The Special Position of the Sami]. Oslo: Justisdepartementet. 

Ministry of Labour and Social Affairs. 2001. St.meld. nr. 55 (2000-2001). Om samepolitikken 

[Report No. 55 (2000-2001). Concerning the Sami Policy]. Oslo: Author. 

Ministry of Labour and Social Affairs. 2008. Mld. St. 28 (2007-2008). Samepolitikken [Report 

No. 28 (2007-2008). The Sami-Policy]. Oslo: Regjeringen Stoltenberg II. 

Moore, A. D., J. B. Hamilton, G. J. Knafl, P. A. Godley, W. R. Carpenter, J. T. Bensen, J. L. 

Mohler, and M. Mishel. 2013. "The Influence of Mistrust, Racism, Religious 

Participation, and Access to Care on Patient Satisfaction for African American Men: The 

North Carolina-Louisiana Prostate Cancer Project."  Journal of the National Medical 

Association 105 (1): 59-68. 

Mukadam, Naaheed, Claudia Cooper, Behzad Basit, and Gill Livingston. 2011. "Why Do Ethnic 

Elders Present Later to UK Dementia Services? A Qualitative Study."  International 

Psychogeriatrics 23 (7): 1070-1077. doi:10.1017/S1041610211000214. 



  

29 
 

Måseide, P. 2008. "Profesjoner i et interaksjonsteoretisk perspektiv [Professions in an 

Interactional Perspective]." In Profesjonsstudier, edited by A. Molander and Lars Inge 

Terum, 367-385. Oslo: Universitetsforlaget AS. 

Norwegian Social Science Data Services (NSD). 2010. "Personvernombudet for forskning - 

meldeskjema [Privacy Policy in Research. Notification Form]." Accessed 16 May 2010. 

http://www.nsd.uib.no/. 

Nystad, T., M. Melhus, and E. Lund. 2008. "Sami Speakers Are Less Satisfied with General 

Practitioners' Services."  International Journal of Circumpolar Health 67 (1): 114-121. 

doi:10.3402/ijch.v67i1.18246. 

Olsen, K. 2010. Identities, Ethnicities and Borderzones: Examples from Finnmark, Northern 

Norway. Stamsund: Orkana akademisk. 

Olsen, Kjell. 2003. "The Touristic Construction of the "Emblematic" Sámi 1."  Acta Borealia 20 

(1): 3-20. doi:10.1080/08003830310001256. 

Pettersen, Torunn, and Magritt Brustad. 2013. "Which Sámi? Sámi Inclusion Criteria in 

Population-Based Studies of Sámi Health and Living Conditions in Norway - An 

Exploratory Study Exemplified with Data from the Saminor Study."  International 

Journal of Circumpolar Health 72: 21813. doi:10.3402/ijch.v72i0.21813. 

Polit, Denise F., and Cheryl Tatano Beck. 2008. Nursing Research: Generating and Assessing 

Evidence for Nursing Practice. 8th ed. Philadelphia: Wolters Kluwer/Lippincott Williams 

& Wilkins. 

QSR International Pty Ltd 1999-2014. 2014. Computer Software. NVIVO. NVIVO 10 for 

Windows ed. Melbourne: QSR International. 

http://www.nsd.uib.no/


  

30 
 

Ryymin, Teemu, and Astri Andresen. 2009. "Effecting Equality: Norwegian Health Policy in 

Finnmark, 1945–1970s."  Acta Borealia 26 (1): 96-114. 

doi:10.1080/08003830902951565. 

Silviken, Anne, Gro Berntsen, and Kari Dyregrov. 2014. "Etterlattes erfaringer med lokalt 

hjelpeapparat i samiske områder i Nord-Norge [Surviving Relatives' Experiences with 

Local Health Care System in Sami Areas in Northern Norway]." Sykepleien Forskning 1: 

37-42. 

Sorlie, T., and J. I. Nergard. 2005. "Treatment Satisfaction and Recovery in Saami and 

Norwegian Patients Following Psychiatric Hospital Treatment: A Comparative Study."  

Transcultural Psychiatry 42 (2): 295-316. doi:10.1177/1363461505052669. 

Tervo, Hellevi, and Merja Nikkonen. 2010. ""In the Mountains One Feels Like a Dog off the 

Leash" - Sámi Perceptions of Welfare and Its Influencing Factors."  Värd i Norden - 

Nordic Journal of Nursing Research 30 (4): 9-14. 

Tjora, Aksel Hagen. 2012. Kvalitative forskningsmetoder i praksis [Qualitative Research in 

Practice]. Oslo: Gyldendal akademisk. 

Turi, Anne, Margrethe Bals, Ingunn Skre, and Siv Kvernmo. 2009. "Health Service Use in 

Indigenous Sami and Non-indigenous YOuth in North Norway: A Population Based 

Survey."  BMC Public Health 9 (1): 378. doi:10.1186/1471-2458-9-378. 

Van Langenhove, Luk, and Rom Harré. 1999. "Introducing Positioning Theory." In Positioning 

Theory, edited by Rom Harré and Luk Van Langenhove, 14-31. Oxford: Blackwell 

Publisher Ltd. 

 

  



  

31 
 

Table 1 – Interpreted storylines and positions. 

Interpreted positions of the 
participants 

The storylines about the Sami  The storylines about the non-Sami 
formal caregiver 

Weak Sami affiliation  
(One formal and three family 
caregivers) 

Sami understand us better There is nothing wrong with them; 
they just are not Sami 

Strong Sami affiliation  
(four formal and four family 
caregivers) 

Carriers of distrust in need of 
specific measures 

They do not want what is best for us 

Weak non-Sami affiliation  
(two formal caregivers) 

Ethnicity is no concern 
here/Distrust breeds distrust 

Ethnicity is no concern here/ 
Distrust breeds distrust 

Strong non-Sami affiliation 
(three formal caregivers) 

The position as a Sami victim is 
outdated 

We are exposed to racism 
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Table 2 – Typology of possible conflicting storylines that might hamper collaboration 
 Sami Non-Sami 
Preserving Sami 
culture and langue 

- Sami understand us better 
(weak and strong positions)  
 

- Carriers of distrust in need of 
specific measures  
(strong positions) 
 

- They (the Norwegians) do not 
want what is best for us 
(strong positions) 

- Some Sami are carriers of 
distrust in need of specific 
measures 
(weak and strong positions) 

Egalitarian ideal, 
without special 
needs for some 
groups 

 - Ethnicity is no concern 
here/Distrust breeds distrust 
(weak position) 

 
- We are exposed to racism 

(strong position) 
 

- The position as a Sami victim 
is outdated  
(strong position) 
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