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A B S T R A C T

Older immigrant women experience several barriers in accessing health care. In this study, we explored how
older Pakistani women are met with, and respond to, barriers to health care in Norway, using an ethnic
boundary-making and intersectionality approach. Our data included interviews with 23 older Pakistani women
and 10 caregivers. We found that ethnic boundaries were constructed in healthcare interactions and were in-
fluenced by participants’ social positions. At the micro level, the interplay of language barriers and being an
immigrant fuelled the making of ethnic boundaries. At the macro level, ethnicised cultural discourse in the
public sphere fuelled the making of ethnic boundaries in health care. Having encountered ethnic boundaries in
health care, older Pakistani women actively coped through compensatory, de-stigmatising and boundary-mod-
ifying strategies.

1. Introduction

With an increasing number of immigrants in Western Europe and
continued population ageing, recent research has focussed on barriers
to health care among older immigrants. Immigrant populations face a
number of challenges when accessing health care in their host country,
such as language barriers, unfamiliarity with the health system and
differing cultural practices (Goth and Berg, 2011; Oglak and Hussein,
2016; Suurmond et al., 2016). Older age may heighten these barriers
(Khan et al., 2013). According to a thematic synthesis, the barriers fa-
cing older immigrants stem from three main areas: a) a different un-
derstanding of health, health care and the role of healthcare profes-
sionals; b) the traditional discourse of care influencing healthcare-
seeking behaviour among immigrants; and c) the predisposed vulner-
abilities of older immigrants, such as language barriers, low literacy
and a lack of information (Arora et al., 2018). Other studies have shown
that the intersections of old age, ethnicity, socioeconomic factors and
gender have further implications for health and access to healthcare
services (Brenner and Clarke, 2016; Northwood et al., 2017; Gee et al.,
2003; Goth and Berg, 2011; Villatoro et al., 2017). For example, the
multiple roles of women, including caregiving responsibilities, can

reduce their ability to make decisions regarding their own health and
limit their access to, and use of, healthcare services (Gee et al., 2003).
Further, immigrant women of non-Western origin may not be aware of
their right to, for instance, request a female doctor (Goth and Berg,
2011). Overcoming barriers to health care is important from a social
justice perspective. However, this perspective is largely absent in the
literature on ageing and ethnicity, perhaps because an ethno-ger-
ontological understanding of ethnicity relies on either essentialist or
structuralist assumptions or a combination of the two (Torres, 2019).

Health and social literature often presumes that ethnicity leads to
inequalities without exploring how these inequalities are created or
maintained (Torres, 2019). A social constructionist perspective of eth-
nicity, as originally developed by Barth (1969), may help to show
ethnicity as the product of social processes rather than a cultural given
and how ethnic boundaries are maintained in our lives (Torres, 2019).

In the current study, we applied the ethnic boundary-making per-
spective to explore how older Pakistani women experience their
healthcare interactions in Norway. We discuss how experiencing bar-
riers to healthcare services promotes boundary work by the women. We
also use an intersectionality perspective to show how ethnic boundary-
making is moderated by social contexts regarding gender, age and class.
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Our study contributes to knowledge of ethnic boundary making in
healthcare and potentially undermines commitment towards equity in
health care.

2. Pakistani immigrants in Norway and their utilisation of
healthcare services

Ethnic boundary-making is contingent and feeds on contemporary
and historical discourse and images of the ‘other’ (Wimmer, 2013). It is
therefore useful to provide a short overview of the ‘othering’ processes
of immigrants in Norway, especially for Pakistani immigrants. Older
Pakistani immigrants are one of the largest groups of older immigrants
in Norway (Ingebretsen et al., 2015). The first Pakistani immigrants
arrived in the late 1960s and 1970s as labour immigrants, with more
following through family reunification and marriage. The resulting
strain on the labour and housing market led to a general perception that
such problems were caused by ‘a Pakistani problem’ (Brochmann and
Kjeldstadli, 2008).

Recently, scholars have argued that the use of categories such as
‘ethnic minority’ and ‘Pakistani’ sets immigrants and ethnic minorities
in opposition to Norwegians (Thun, 2012). Discourse about ‘Norwe-
gianness’ prevails through the use of the categories of ‘us’ and ‘the
others’, which maintain (perceived) borders between the two and the
concept of a homogeneous society (Lane, 2009). This suggests that
ethnic boundaries are continually constructed in public discourse.

Ethnic boundaries in public discourse have material consequences
(Wimmer, 2013). A recent study demonstrates that more than a third of
Pakistani immigrants report perceived discrimination in the labour
market (Hamre, 2017). Among descendants of immigrants, young ap-
plicants with Pakistani names are severely disadvantaged in the labour
market compared to equally qualified majority applicants (Midtbøen
and Rogstad, 2012). In addition, stereotypes are prevalent across gen-
erations, and the children of immigrants encounter attitudes and pre-
judices attached to their parents’ generation when entering the labour
market (Midtbøen, 2014).

Apart from the public discourse and its consequences, healthcare
utilisation patterns suggest the need to explore barriers to health care
among Pakistanis in Norway. Health care is predominantly state-funded
in Norway and is available to all registered residents (Haarmann,
2018). While immigrants have, in general, been found to use primary
health care (PHC) less than “native” Norwegians do, Pakistani women
have an average of five consultations with a GP per year, one of the
highest rates among the surveyed immigrant groups (Lunde and
Texmon, 2013). High utilisation may indicate non-effective contact,
implying that older Pakistani women struggle to access appropriate
care services suited to their needs. In addition, despite the high utili-
sation of health care, Pakistanis also report a higher prevalence of poor
self-reported health—54.7%, as opposed to 22.1% in ethnic Norwegians
(Syed et al., 2006). Immigrant women in higher age groups also report
greater distress, as age influences the ability to learn and use a new
language, to socialise and to cope with stressful environments (Thapa
and Hauff, 2005). Furthermore, Pakistani women are less likely to have
higher education or to be employed than Pakistani men (Kumar et al.,
2008). Thus, Pakistani women are socially disadvantaged when com-
pared with their male counterparts, which can impact both their health
and their access to healthcare services.

Equity in health care provision is an important policy goal (Meld. St.
13., 2018–2019). In Norwegian society, a strong emphasis on ‘simi-
larity’ and ‘sameness’ has led to conflict avoidance (i.e., the avoidance
not only of ideas but also of people who are deemed too different)
(Gullestad, 2002). Such an emphasis on ‘imagined sameness’ has
blurred social class divisions among Norwegians but has also made the
differences between Norwegians and immigrants discursively salient
(Gullestad, 2002). Given this seemingly egalitarian social context and
equitable healthcare system in Norway, the country makes for a unique
context in which to study this topic.

3. The ethnic boundary-making approach

The ethnic boundary-making approach explores the making and
unmaking of ethnic boundaries (Barth, 1969). In line with Wimmer
(2008), we conceptualise ‘race’ as a subtype of ‘ethnicity’, although
they are hard to separate. The term ‘ethnicity’ is more common in the
Norwegian public and social scientific research sphere, perhaps due to
an absence of a history of race-based slavery and Norway never having
been a colonial power. However, this does not imply that Norwegian
society is colour-blind, as ‘skin-color and external physical features
invoke notions about ancestry, identity and belonging’ (Kyllingstad,
2017, p.326).

Ethnic boundaries are the result of negotiations between actors
whose strategies are shaped by the characteristics of their social field
(Wimmer, 2008). The concept of ethnic boundary-making has both
subjective and objective dimensions and applies when a symbolic, so-
cial and material element is present (Wimmer, 2008). The symbolic
element occurs when ethnic salience is asserted by constructing sub-
jective distinctions between ethnic in-groups and out-groups. When
people act upon these ethnic distinctions, by preferring interaction with
ethnic in-group members and avoiding or getting into conflicts with
out-group members, the social element of ethnic boundaries emerges. A
material element emerges when the re-distribution of resources occurs
through people favouring or privileging fellow ethnic in-group mem-
bers, resulting in inequality or exclusion (Wimmer, 2013).

Boundary work is relational; individuals from both the ethnic ma-
jority and the ethnic minority may be involved in the social construc-
tion of ethnic boundaries. One response to meeting with boundaries is
the use of ‘boundary-modifying strategies’. These do not aim to change
a boundary but rather to modify its meaning or implications (Wimmer,
2013, p. 56). Such strategies may include boundary-blurring, where
individuals are seen as members of the groups on either side of the
boundary simultaneously or at different times (Alba, 2005). Another
boundary-modifying strategy is ‘boundary crossing’, which implies that
someone moves from one group to another, without any real change to
the boundary itself (Alba, 2005). ‘Normative inversion’ is another
boundary-modifying strategy, which occurs when members of stigma-
tised groups react to stigmatisation through a broad range of responses
(Lamont and Mizrachi, 2012). Through reverse stigmatisation and re-
interpreting their identity positively, these groups can challenge in-
equality, stereotypes and discrimination (Wimmer, 2013).

The factors that contribute to the making or unmaking of ethnic
boundaries can best be identified in institutional settings where ethni-
city is presumably insignificant and where interaction takes place ac-
cording to non-ethnic principles (Wimmer, 2013). Considering health-
care interactions through the boundary-making approach may shed
more light on how barriers in health care are experienced and coped
with.

4. Ethnic boundary-making and intersectionality

Because the literature related to ethnic boundary-making does not
account for different social positions within ethnicity, such as gender
(Werbner, 2018; Duemmler et al., 2010), we use an intersectionality
approach to add analytical value to our study. The term inter-
sectionality was coined by Kimberle Crenshaw to highlight the im-
portance of simultaneous categories of oppression that constitute dif-
ferences in power (Crenshaw, 1991). Intersectionality describes ‘the
entanglement of identity categories that make up an individual, the
differential attributions of power that result from such varied config-
urations, and the need to view intersectional beings holistically rather
than try to tease apart different strands of identity’ (Hulko, 2009, 48).
Thus, intersectionality is concerned with how different social locations
such as gender, age, ethnicity and class interact to shape experiences.
Both ethnic boundary-making theory and intersectionality have the
potential to inform each other. The boundary-making literature focuses
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on how ethnicity contributes to the making or unmaking of boundaries,
whereas intersectionality highlights the complex social locations within
these boundaries (Korteweg and Triadafilopoulos, 2013). These com-
plex interwoven social locations (Crenshaw, 1991), can not only give
rise to different subjective experiences in healthcare interactions but
also different structures of power and inequality in accessing and uti-
lising healthcare services. Thus, even though ethnicity is the underlying
premise of the boundary making process, it is moderated by other social
locations of gender, age and class.

5. Methods

Our study used a qualitative research design based on semi-struc-
tured in-depth interviews with older Pakistani women and informal
caregivers. All participants were recruited using ‘snowball sampling’
(Robinson, 2013) through key informants, a local mosque and an ac-
tivity centre. We recruited older immigrant women and caregivers who
were not related to each other to ensure that both groups of participants
felt free to discuss sensitive topics. In addition, a focus group discussion
(FGD) was conducted with older Pakistani women to explore group
dynamics and perceptions. The study was conducted in the munici-
pality of Oslo, where the largest number of older Pakistanis in Norway
reside. The recruitment criteria for older Pakistani women were: being
a Pakistani immigrant woman aged 45 years or older, being perma-
nently settled as a legal resident in the municipality, and having lived in
Norway for at least 10 years. Caregivers were recruited if they per-
ceived themselves to be the primary provider of care for an older female
relative or if they were primarily involved in facilitating access to
formal health care by accompanying an older female relative to ap-
pointments. Although we contacted both male and female key in-
formants in the community to refer us to caregivers willing to partici-
pate, we found only women who associated themselves with the role of
primary caregiver.

We conducted 16 interviews with older Pakistani women and one
FGD with seven older Pakistani women. Older participants were aged
between 48 and 81 years old and had been living in Norway for 26–46
years. Twelve participants described their Norwegian language skills as
‘good’, eight participants as ‘average’ and three participants as ‘limited’
(i.e., able to understand nothing beyond a few simple sentences). Ten
informal caregivers were recruited; eight were daughters and two were
daughters-in-law, aged between 23 and 40 years old. All but two of the
caregivers were born in Norway.

Interviews with older Pakistani women revolved around their per-
ceptions of their own health, their experiences with healthcare services
in Norway and Pakistan, their knowledge of healthcare services, their
coping strategies and the involvement of others in their health care. The
interviews focused mainly on their experience with GPs, the main
providers of primary health care in Norway and the gatekeepers to
more specialised care. Caregivers were asked about their caregiving
responsibilities and experiences, the involvement of other family
members, their perception of their older relative's experiences in using
healthcare services and their knowledge of healthcare services.
Interviews lasted between 45min and 1.5 h and took place at partici-
pants' homes or public settings, such as cafes and parks. Data collection
took place from 2017 to 2018.

The interviews were conducted by the first author in the partici-
pants' own language (i.e., Urdu and/or Punjabi). This allowed them to
express themselves well, without the difficult dynamics of involving an
interpreter. The interviewer, an immigrant from India, was an insider
by proxy (Carling et al., 2013), sharing similar cultural elements and
language. This helped create a sense of commonality with the insider
group, aiding the interviewer's ability to gain access and making par-
ticipants less reluctant to share their experiences. However, a high
degree of closeness can create an illusion of friendship and lead the
participants to say more than they intend (Kvale and Brinkmann, 2009).
To reduce this risk, the interviewer was sensitive to the participants'

needs and vigilant in observing discomfort during the interview. While
her role as a researcher helped her to maintain a professional distance,
her younger age helped rebalance the power between the interviewer
and the participants.

The interviews were audio-recorded with permission, transcribed
verbatim and translated into English. All interviews were anonymised
upon transcription. Participants’ names reported in this study are
pseudonyms. Ethical approval for the study was obtained from the
Norwegian Centre for Research Data.

We analysed the data through thematic analysis, using Braun and
Clarke (2006) six-phase guide. We then examined the ideas, con-
ceptualisations and assumptions behind what was said at a semantic
level (Braun and Clarke, 2006). After familiarising ourselves with the
data, we engaged with the themes of ethnicity, gender, socioeconomic
status and the historical immigration context to develop our codes and
patterns of meaning into higher ordered themes. NVivo was used to aid
in coding.

6. Findings

In our interviews, older Pakistani women reported that their health
problems were often not taken seriously by their GPs. They specifically
compared GPs on the basis of whether they took the initiative or an
active interest in their health and prescribed medicines or treatment
quickly enough. The final analysis resulted in five main themes, out-
lined in the following sections.

6.1. Salience of ethnicity and the blurring of ethnic boundaries in meetings
with GPs

Some older participants attributed a lack of initiative and delays in
prescribing medicines and treatment to the GP's ethnicity. Thus, eth-
nicity was brought to the centre of the discussion in the interviews, with
participants comparing the perceived quality of care from Norwegian
and Pakistani GPs: ‘[Norwegian GPs] wouldn't care in the beginning;
then, when an illness becomes very serious, they start to give treatment’
(Fatima, older participant). The same participant went on to point out
the difference in the way Norwegian GPs approach health care as
compared with Pakistani GPs: ‘[T]hey are not in favour of giving
medicines; they don't give medicine for the sake of satisfaction.…now
many of our Pakistani boys and girls … those who are doctors.so we ask
them to prescribe medicine.I mean i[I]f there is a Norwegian doctor,
then he/she is not going to care’ (Fatima, older participant).

In the narratives of caregivers, the ethnicity of the GP also became
salient. Some caregivers, who preferred Pakistani GPs for their mother/
mother-in-law, perceived Norwegian GPs as less concerned with their
older relative's care than were Pakistani GPs. Bushra, a caregiver whose
mother now had a Pakistani GP, constructed ‘them’ and ‘us’ categories
of distinction:

Right now, [my mother] has a Pakistani [doctor]. Earlier, she has
had Norwegian doctors mostly. The Pakistani doctor whom she has
now, he follows up nicely. The Norwegians, they are a bit sluggish
…. I am not saying that they do not care, but they think of their
work more as work … that they have to just see their patients and
whatever help they can give at that time … that's it. Get done with
them and send them home! But our doctors … maybe they know
patients through some other network … so they know about each
other and care more. (Bushra, caregiver)

A few participants had fluctuating preferences between Pakistani
and Norwegian GPs. For example, Mariam, a caregiver who reported
finding it easier to consult with the GP now that her mother had a
Pakistani GP, made a contradicting account later in the interview:

Norway [is] the top; the best health care is in Norway. But if we talk
about our own people—the Indians, Pakistanis, Bangladeshis, I
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mean ‘desi’ people—I think it's like … they just brush off people.
(Mariam, caregiver)

Mariam's initial stated preference for a Pakistani GP for her mother
could be interpreted as simply a case of homophily for reasons of lan-
guage compatibility. However, Mariam also perceived the delay in an
ambulance arriving for her father to be due to her mother speaking in
English with a distinct accent that made her recognisable as an im-
migrant, highlighting the perceived ethnic boundaries.

Another caregiver, Asia, asserted her preference to seek health care
for her mother from a Norwegian GP, noting the following:

Pakistanis and Norwegians think differently. Mostly, Pakistanis get
poor treatment from Pakistanis; they don't do a full check-up be-
cause the relationship becomes friendly …. ‘Ger mulkis’ [foreigners]
think that old people's lives are over now. Norwegians consider a
person as a person. (Asia, caregiver)

However, Asia later spoke about her own experience with the
Norwegian GP, whom she felt would ‘put off the matter’ and not take
her seriously, due to her being ‘young’. She attributed such poor ex-
perience as the reason for switching to a Pakistani GP.

Although caregivers also pointed out boundaries of ‘them’ and ‘us’,
their preferences of seeking care from Pakistani or Norwegian GP were
indeterminate, rendering ethnic boundaries blurred.

6.2. Ethnic boundary-making and gendered health issues

Most participants cited their preference to visit a female healthcare
professional or GP for matters requiring physical touch, physical ex-
amination or the discussion of sensitive issues. Although they also re-
ported flexibility in emergencies, they nevertheless expressed their
preference to seek health care from female healthcare professionals for
non-emergency care. When the participants recognised their health
problems as ‘gendered’, they observed gender relations among
Pakistanis as different from those among Norwegians.

For example, one caregiver, during an appointment for an endo-
scopy for her mother-in-law, described the difficulties they encountered
after requesting a female healthcare professional:

[T]he [male] doctor said, ‘I have a colleague, she is doing someone
else's test, so when she gets free, she can come’. However, when she
came, she was also a bit irritated. It's obvious because this wasn't
supposed to be her work …. [T]hese people are not very concerned
that we think like this. [S]ometimes, they say that, ‘here we have
Norwegian laws…. a doctor is a doctor … you people consider them
to be a man or a woman’. I did not like that. (Zeenat, caregiver)

Gender relations were thus highly relevant for participants when
identifying themselves as an ethnic group. They subjectively mobilised
their own ethnic gender relations as those related to the concept of
‘lihaaj’ (i.e., ‘shame/consideration’) in interacting with male healthcare
professionals, whereas no such concept was perceived to exist in
Norwegian gender relations. This was noted, for example, by caregiver
Shazia:

[T]he doctors do not try, because the doctors from here do not have
that concept …. [T]hey just say that, ‘to us, you are a patient; there
is no ‘purdah’ [veil or curtain]’ … For us, our culture comes in be-
tween … shame, ‘lihaaj’ [consideration], comes in between …. [H]
ow can I tell a man that I have this gynaecological problem, or that I
have a wart at this place? (Shazia, caregiver)

Thus, the construction of gender relations amongst the participants
reinforces ethnic boundaries, as they struggled to find validation for
their concept of ‘lihaaj’ while navigating healthcare services.

However, the intersection of gender and ethnicity has also led to
ethnic boundary-crossing. Some participants stated that they found it
easier to seek health care from a male Norwegian GP than from a male

Pakistani GP, noting the different ethnicised gender relations within
their own group. For example, one older participant, Suraiya, believed
that, although she may not feel uncomfortable, a Pakistani male doctor
would, since such issues are taboo between Pakistani men and women.
Thus, she felt that gendered health issues were less problematic to
discuss with a male Norwegian doctor. Another older participant had
asked her homecare professional to write to her Pakistani GP for adult
diapers on her behalf. When the homecare professional asked her if she
needed another letter for more adult diapers, she said, ‘No, I won't ask
him again’ [laughs] …. [I]f it's a Norwegian doctor … it's a different
case then’ (Tahira, older participant).

It seems that when gender became salient in health care (i.e., when
health problems required physical examinations or concerned sensitive
health issues), some participants preferred seeking care from male
Norwegian GPs than male Pakistani GPs. We also found that in other
cases, some participants, despite having sensitive health concerns,
preferred seeking care from male Pakistani GPs. This was exemplified
by an older participant, Tahira, who, despite acknowledging her hesi-
tancy and embarrassment when discussing sensitive matters with her
male Pakistani GP, decided she still felt she received better care through
her Pakistani GP than through a Norwegian GP. She had access to his
personal contact number to arrange appointments more quickly and
received longer consultations— something she felt would be impossible
with a Norwegian GP. The older age of the participant compared to her
GP might also have helped to reduce her hesitancy and embarrassment.
For example, while imitating her conversation with the GP during the
interview, Tahira often referred to her GP as ‘son’ and spoke about her
relief in learning that he was far younger than she was: ‘When I went for
the first time, I was wondering how old he would be [in a worrying
tone] …. [W]hen I saw him, I thought, “he is even younger than my
son!” [laughs]’ (Tahira, older participant).

6.3. Language and being an immigrant as a barrier to health care

One caregiver, Saima, spoke about how her mother-in-law's lack of
Norwegian language skills hindered access to health care in ways be-
yond communication barriers in consultations:

[M]y mother-in-law's eye doctor … didn't provide a very good ser-
vice …. [S]he got an operation. So, he never asked if she needed an
interpreter, a taxi or something like that …. they would think, ‘this
is their own problem; they didn't learn the language’. They would
criticise her: ‘You've been here many years and you haven't learnt
anything’ …. They would say this a lot in hospitals: ‘Why didn't you
learn?’ (Saima, caregiver)

From the above account, we see that the experience of being criti-
cised by healthcare professionals for not having learnt Norwegian
rendered language a site for ethnic boundary construction. While lan-
guage barriers make ethnicity salient in health care, ethnic boundaries
are reinforced when they lead to inequality in the distribution of or
power to access resources.

When some participants reported instances in which they or their
older relatives were treated differently, they contemplated whether
language barriers or their identity as a Pakistani or an immigrant was
the underlying cause. Some felt there was a ‘fine line between having a
language barrier and being an immigrant’, as noted by Samaira, a
caregiver who believed that her mother would have had a ‘different
experience’ had she gone alone instead of being accompanied. When
asked if her mother's ‘different experience’ was due to her being an
immigrant or her lack of language skills, Samaira suggested that it was a
combination of the two and that immigrants who speak the language
well are often treated better.

Another caregiver, Shazia, who spoke about her mother's poor ex-
perience with a Norwegian GP, reported that her mother felt that the
‘GP must have thought that she is an immigrant: “if I give her my time
or not, it won't matter to her”. They don't think that she will complain
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or tell anyone’ (Shazia, caregiver).
When other caregivers were asked about how their mothers/mo-

ther-in-laws perceived being treated differently, some emphasised that
their ‘parents did not wish to think bad about anyone’. Thus, it is not
surprising that when older women did not perceive they were treated
differently on account of language, ethnicity or being an immigrant,
when asked during the interview. This illustrates how the intersection
between ethnicity and age influences experiences of being treated dif-
ferently in healthcare.

6.4. Insecurity in accessing health care due to ethnicised discourse

We found that some participants felt a sense of insecurity when
accessing health care generated by the macro-discourse about Pakistani
immigrants. This was reflected by a participant, Anum, who interpreted
her poor experience with GPs was due to the negative image of
Pakistanis as recipients of welfare in public discourse in Norway. Anum
felt this resulted in her GP doubting her health complaints and not
giving her the care she expected:

I don't know why they have this thing in their mind … for the
women, foreigners … Asian women like us … we come here, [they
think that] these women do drama, based on what I have seen.
Because whenever I would go, she [the GP] would ‘behlana’ [talk in
circles around] me. (Anum, older participant)

In Anum's case, the ethnicised discourse surrounding Pakistanis as
wrongfully claiming welfare benefits and as exaggerators in health care
led to insecurity, contributing to ethnic boundaries in health care.
Anum spoke about having a poor relationship with her Norwegian GP
until she decided to switch to another. We found similar findings from
caregivers' narratives, highlighting that women from both generations
experienced the influence of ethnicised discourse in healthcare inter-
actions. For example, Zeenat, a caregiver, recounted the following:

[T]here are many Pakistanis, so doctors have the perception … that
this is how things are in their culture. So, it's possible that when my
mother-in-law is telling about her problems, they may not take her
very seriously. Because they say that the people from foreign
countries, they exaggerate their problems, and they visit doctors for
minor issues. (Zeenat, caregiver)

From the above accounts, we see that discourse in health care, and
in the public sphere, generated insecurity about being identified as a
Pakistani, Asian or an ethnic other, thus reinforcing ethnic boundaries
between Norwegian GPs and older Pakistani women. However, some
participants also spoke about similar experiences with Pakistani GPs. At
the beginning of the FGD, women started narrating their experiences of
health care by comparing GPs according to their ethnicity. Later in the
FGD, a participant mentioned a ‘negative stereotypical discourse sur-
rounding Pakistanis as abusers of sick leave benefits in public and
health care’ as the reason for Pakistanis GPs' inconsiderate and strict
behaviour, specifically towards ‘their own’. All participants agreed with
this, irrespective of their preference for Norwegian or Pakistani GPs.
Thus, participants perceived that boundary work was also done by
minority GPs who are part of the healthcare system, highlighting the
power relationship between minority patients and the healthcare
system, irrespective of the ethnicity of the GPs.

6.5. Compensatory and de-stigmatisation strategies

In response to experiences of not being taken seriously in healthcare
interactions, the Pakistani women appeared to employ compensatory
strategies. Some spoke about coping through exaggerating pain to
counter the consequences of ethnic boundaries when encountering
Norwegian healthcare professionals or GPs. Fatima, an older partici-
pant, reported ‘having to put pressure on the doctor’ and ‘to tell more
than it actually is’.

Bushra, a caregiver, also reported that her mother adopted pain
exaggeration as a strategy to get attention from healthcare profes-
sionals:

She would have pain and discomfort … and here, they often say that
you take paracetamol and stay at home for few days, then come
back. They wouldn't [help] immediately, I mean. Unless they see
something … but it's obvious that it’s an internal pain, so the doctor
can't see it immediately. Then one has to do it a little … exaggerate.
(Bushra, caregiver)

Bushra perceived that exaggerating pain was also necessary in other
circumstances, such as when seeking care in emergency centres, and
noted, ‘She [mother] tells me, if you don't cry in front of them … they
are not going to call you inside’. Thus, pain exaggeration was a strategy
adopted by some participants, irrespective of their age, to get attention
from healthcare professionals.

In contrast, other participants resorted to de-stigmatisation strate-
gies to cope with not being taken seriously by healthcare professionals.
Participants constructed ‘them’ vs. ‘us’ categories and ascribed hier-
archical attributes of more knowledge/capability to Pakistani doctors.
Thus, they constructed boundaries through the normative inversion
strategy (i.e., reversing the stigma and reinterpreting their own identity
positively):

Our doctors know, they can just prescribe a medicine, just by
hearing about our problem, and [the Norwegians] have to open
books and look, then they write the prescription …. [T]hey have to
open their book! We've said this many times [to each other]: ‘Are
they even doctors? Is it a joke that they can't even prescribe medi-
cines by memory?’ … [S]o the general conclusion is that our doctors
… are more capable … I mean, they have deep knowledge … they
have a much better understanding. (Fatima, older participant)

In the FGD, a similar narrative emerged, in which one participant
noted that ‘the medicines in Pakistan… they are not very good. And the
medicines from here are good. But the doctors here are useless, and the
ones from Pakistan are very good. They take every illness seriously, the
Pakistani doctors’ (Soha, older participant). Similar perceptions were
shared by some caregivers.

Some older Pakistani participants, however, were satisfied with
their health care, despite poor experiences. They were critical of other
Pakistani women's complaints and their behaviour when interacting
with doctors. This might be interpreted as a de-stigmatisation strategy.
For example, when asked how to improve healthcare services, an older
participant, Zubaida, reported that women in their community un-
necessarily ‘whine’ about their poor health and added that the
Norwegian government helps them a lot. Another older participant,
Zeenat, reported that doctors in Pakistan get annoyed by patients
asking them irrelevant questions such as, ‘Should I sleep or stay awake
after taking the medicine?’ She believed many Pakistanis continue to
ask doctors irrelevant questions in Norway, perhaps due to a lack of
education. She distanced herself from other Pakistanis by emphasising
only discussing ‘important’ matters with her own GP. Thus, some
women employed a contingent detachment strategy.

7. Discussion

In our study, we explored older Pakistani women's healthcare en-
counters through the lens of ethnic boundary-making, expanding this
theory by including an intersectionality approach. The study shows
how micro-interactions in health care are influenced by the broader
public discourse about immigrants. Thus, this study demonstrates both
the construction of ethnic boundaries in health care as well the spill-
over of ethnicised discourse from other contexts into health care,
creating or reinforcing barriers to care.

This is the first study that expands ethnic boundary-making into the
context of health care in Norway. While drawing comparisons between
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GPs along ethnic lines, the women's accounts highlight the perceived
ethnic differences in the ways in which Norwegian and Pakistani GPs
approach health care. Through their narratives, participants con-
structed ‘them’ vs. ‘us’ categories, perceiving Pakistani GPs as more
caring than Norwegian GPs. They pointed not only to symbolic
boundaries but also to social boundaries. The material element of
boundaries also emerged, as the participants perceived potential in-
equalities in accessing health care and pushed back through compen-
satory and de-stigmatising strategies.

First, at the macro level, ethnic boundaries were rendered visible
through an ethnicised discourse. In a study on labour markets, Siebers
(2009) argued that immigrant employees may start feeling insecure,
with the risk of being identified by their ethnic markers, such as lan-
guage, clothing, specific food or religious rituals. Siebers (2017) further
argued that there is an interplay between precarity (i.e., insecurity in
the context of the labour market) and ethnic boundary construction, in
which both fuel each other and the macro-context imposes itself on
micro-interactions in the workplace. We found a similar interplay be-
tween the macro-context (i.e., the public discourse on Pakistani im-
migrants in Norway) and the micro-context (i.e., their healthcare en-
counters). The social and material elements of ethnic boundaries
emerged through participants' perceived ethnicised insecurity, resulting
from an ongoing negative discourse in the public sphere. Participants
were aware of ethnic boundaries in their healthcare encounters, not
only with Norwegian but also with Pakistani GPs. A study on South
Asian immigrant women's encounters with healthcare services in Ca-
nada also found that othering practices were conducted by South Asian
practitioners through essentialising, culturalist and racializing ex-
planations (Johnson et al., 2004).

Second, at the micro level, the combination of language barriers and
being an immigrant made ethnic boundaries visible. Language barriers
may turn a patient into an immigrant, thus creating a perception of
receiving poorer care than other patients. Habib (2008) pointed out
that a lack of ability to speak a country's official language, subsumed
under the discussion of culture, tends to be viewed as a cultural factor
rather than an institutional or structural one. Thus, this view often does
not take into account the lack of opportunities to learn the language, for
older immigrant women in particular.

Indeed, when the majority of our participants arrived in Norway,
there were no formalised classes available (as there are today).
Objective differences, such as language barriers, may be emphasised by
the majority and made organisationally relevant to make boundaries
credible (Barth, 1969). While language barriers and the status of being
an immigrant do not necessarily turn participants into an ethnic min-
ority, the resulting feelings of not belonging and of discrimination in
health care may induce ethnic boundary work. The fact that such
feelings were not stated by the older participants themselves but by
their caregivers also highlights the general reluctance of older partici-
pants to assert healthcare rights, i.e. showing an intersection of age and
ethnicity.

Moreover, this raises the question of whether ethnic boundaries lead
to the construction of different cultural or ethnic citizenships in health
care (i.e., categorising people into deserving and un-deserving groups
on the basis of pre-disposed traits). For example, a study on Mexican
and Cuban immigrants in relation to health care showed how different
groups of immigrants have different cultural citizenships in health care,
based on the larger state-level discourse in the United States (US)
(Horton, 2004).

Our study explored the various ways in which participants re-
sponded to ethnic boundaries, such as boundary-modifying strategies,
adaptations to ethnic boundaries and de-stigmatisation strategies. Some
caregivers of older Pakistani women, who emphasised their ‘cultural
distinctiveness’, nevertheless cited fluctuating preferences for
Norwegian and Pakistani GPs. Midtbøen (2018) writes that this ap-
proach (blurred boundaries) is typical for descendants of immigrants
who usually are citizens of their parents' destination country, speak the

majority language fluently and have often acquired the dominant cul-
tural codes through education and general socialisation. Thus, they are
part of the majority community in a way their parents often do not
achieve. While they often maintain ties to their ethnic group, they may
also face exclusion from the majority on the basis of their ethnic
background, thus maintaining ethnic boundaries. Some older partici-
pants also attempted to modify ethnic boundaries through individual
boundary-crossing, exemplified by their preference for a Norwegian
male GP when faced with gendered health matters.

We also found that older Pakistani women, as well as caregivers,
attempted to adapt to ethnic boundaries without challenging them by
exaggerating their pain. This appeared to be a strategy for redressing
the power imbalance in consultations when the women felt their
complaints were not taken seriously. Studies report that women, in
general, often experience their concerns being dismissed in health care
(Werner and Malterud, 2003; Werner et al., 2004, Robertson, 2015).
For example, a study in the US found that all women interviewed, re-
gardless of their ‘race’, recalled doctors who ignored their pain, and that
the doctors also ignored the structural challenges in black patients' lives
(Pryma, 2017). The author argued that gender, race and class bound-
aries of citizenship shape who is seen as having a right to pain relief.

Because language was a barrier for many of our older participants,
they had limited ways of expressing their pain and symptoms and relied
on their caregivers to convey their health problems. While women, in
general, face the risk of their health problems being ignored in
healthcare encounters, older Pakistani women may face an imbalance
of power in health care at the intersection of gender, ethnicity, age and
language barriers. Such imbalances could reinforce a stereotypical
ethnicised discourse about immigrants as those who exaggerate pain,
concealing actual barriers in their access to health care. A Danish study
found that immigrant patients often worry about not being taken ser-
iously by doctors, resulting in a tendency to exaggerate their conditions.
Amongst Danish doctors, this is colloquially known as ‘ethnic pain’
(Chahal and Poulsen, 2008). In Norway, a study found that ‘GPs be-
lieved that people from different cultural backgrounds have different
thresholds for, and experiences of, pain’ (Goth, 2012). This can lead to a
shift in focus from the patients' symptoms to the patients themselves as
the problem (Sandvik and Hunskår, 2010). Several participants adopted
the practice of exaggerating pain to compensate for existing boundaries
in health care and adapt to existing ethnic boundaries. Paradoxically,
this might also fuel the macro-discourse about immigrants being ‘ex-
aggerators’. The ethnic boundary-making approach highlights this in-
terplay between macro-discourse and healthcare interactions.

As a response to stigmatisation, the de-stigmatisation strategies
adopted by the participants represent acts of boundary-making by the
participants themselves and the agency they exhibit in attempting to
rectify the imbalance of power in inter-ethnic encounters. While some
women adopted normative inversion strategies, others adopted con-
tingent detachment. Furthermore, the ways in which immigrants de-
velop self-worth and forge de-stigmatisation strategies are possibly the
outcomes of their past experiences and personal resources (Celik,
2017). Celik found that immigrants who were less exposed to ethnic
boundaries in the form of socioeconomic and residential segregation
resorted to the contingent detachment strategy, as compared to others
who adopted normative inversion (Celik, 2017). Our study corroborates
this finding for older participants (i.e., when ethnicity and gender in-
tersected with older age). For example, two of our older participants,
Adina and Nadia, who used contingent detachment strategies, indicated
that they were of higher socioeconomic status than many ‘other’ Pa-
kistanis. They both resided in non-ethnic neighbourhoods and spoke
about having Norwegian acquaintances. In contrast, Fatima and Noor
lived in ethnic neighbourhoods and appeared to have a lower or
moderate socioeconomic status. They coped through normative inver-
sion. This shows that the choice of de-stigmatisation strategies was
influenced by the intersection of ethnicity and class.

Our study also explored how ethnic boundaries intersect with
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gender boundaries. Participants constructed two different types of
gender relations among Norwegians and Pakistanis, despite the fact
that this reified gender relations among Pakistanis as less open and
more unequal than among Norwegians. Ethnicised perceptions of less
open gender relations were strategically maneuvered by the women by
choosing between male Norwegian GPs and male Pakistani GPs. The
strategies used either reinforced boundary-making, i.e. when they
choose to visit male Pakistani GP, or led to boundary-crossing, when
they would rather go to a male Norwegian GP. Boundary-making was
exemplified by the participant who dismissed her concerns of her
Pakistani GP being male after finding out he was much younger than
she was. Thus, the intersection of ethnicity with gender and age influ-
enced ethnic boundary work A convergence of intersectionality and
ethnic boundary-making thus highlights the dynamic nature of ethnic
boundaries. The intersectionality of gender, ethnicity and age also
makes it possible for women to exhibit agency in healthcare interac-
tions, by choosing between male Pakistani and male Norwegian GP, and
thus creating a new group identity of being Pakistani ‘women’ or ‘older
Pakistani women’. By taking intersectional processes in analyzing
boundary formations, we see that actors strategically draw on multiple
markers of difference to produce “groupness” and engage in an inter-
sectional process of identity formation (Sang, 2018).

While our study contributes to an understanding of ethnic
boundary-making in health care in Norway, some considerations need
to be borne in mind. Because our findings are based only on older
Pakistani women's experiences, at varying intersections of age, educa-
tion, social and economic circumstances, we cannot conclude that they
are transferable to other immigrant groups. However, this study illus-
trates ethnic boundary-making in healthcare interactions. By sub-
suming barriers to health care under ‘cultural differences’, we are
masking the power of a stereotypical public discourse, language bar-
riers and the ways in which being an immigrant turns older immigrant
women into an ethnic other in the Norwegian healthcare system.

8. Conclusion

Our study has shown how ethnic boundaries are constructed in
healthcare interactions and fuelled by the macro-discourse in the public
sphere. Our findings contribute to the ethnic boundary-making ap-
proach by showing how it is influenced by the participants’ social po-
sitions of gender, age and class.

Furthermore, we have shown some of the ways in which the de-
livery of healthcare services, despite being largely state-funded, con-
tributes to fundamental social inequities in older Pakistani women's
access to and utilisation of healthcare services in Norway. The study has
also provided knowledge about the role of health care in maintaining
ethnic boundaries, undermining the professional ethos of healthcare
practitioners and Norwegian healthcare services' commitment towards
equity.

Declarations of interest

None.

References

Alba, R., 2005. Bright vs. blurred boundaries: second-generation assimilation and ex-
clusion in France, Germany, and the United States. Ethn. Racial Stud. 28 (1), 20–49.
https://doi.org/10.1080/0141987042000280003.

Arora, S., Bergland, A., Straiton, M., Rechel, B., Debesay, J., 2018. Older migrants' access
to healthcare: a thematic synthesis. Int. J. Migr. Health Soc. Care 14 (4), 425–438.
https://doi.org/10.1108/IJMHSC-05-2018-0032.

Barth, F., 1969. Introduction. In: Barth, F. (Ed.), Ethnic Groups and Boundaries: the Social
Organization of Culture Difference. Universitetsforlaget, Oslo, Norway, pp. 9–39.

Braun, V., Clarke, V., 2006. Using thematic analysis in psychology. Qual. Res. Psychol. 3
(2), 77–101. https://doi.org/10.1191/1478088706qp063oa.

Brenner, A.B., Clarke, P.J., 2016. Understanding socioenvironmental contributors to ra-
cial and ethnic disparities in disability among older Americans. Res. Aging 40 (2),

103–130. https://doi.org/10.1177/0164027516681165.
Brochmann, G., Kjeldstadli, K., 2008. A History of Immigration: the Case of Norway

900–2000. Universitetsforlaget, Oslo, Norway.
Carling, J., Erdal, M.B., Ezzati, R., 2013. Beyond the insider–outsider divide in migration

research. Migr. Stud. 2 (1), 36–54. https://doi.org/10.1093/migration/mnt022.
Çelik, Ç., 2017. Disadvantaged, but morally superior: ethnic boundary making strategies

of second-generation male Turkish immigrant youth in Germany. Identities – Glob.
Stud. 25 (6), 705–723. https://doi.org/10.1080/1070289x.2017.1305218.

Chahal, R., Poulsen, R., 2008. ‘Ethnic Pain’: the Struggle for Equitable Treatment in the
Danish Healthcare System. Humanity in Action. https://www.humanityinaction.
org/knowledgebase/91-ethnic-pain-the-struggle-for-equitable-treatment-in-the-
danish-healthcare-system.

Crenshaw, K., 1991. Mapping the margins: intersectionality, identity politics and violence
against women of color. Stanf. Law Rev. 43 (6), 1241–1299. https://doi.org/10.
2307/1229039.

Duemmler, K., Dahinden, J., Moret, J., 2010. Gender equality as ‘cultural stuff’: ethnic
boundary work in a classroom in Switzerland. Diversities 12 (1), 19–37. www.
unesco.org/shs/diversities/vol12/issue1/art2.

Gee, E., Kobayashi, K., Prus, S., 2003. Examining the ‘healthy Immigrant Effect’ in Later
Life: Finding from the Canadian Community Health Survey. SEDAP Research Paper
98. McMaster University, Hamilton, Canada.

Goth, U.G., 2012. Immigrants' Use of General Practitioner Scheme: a Mixed Method Study
of Analyzing Access of Primary Health Care Service Facilities in Acute but Not Life-
Threatening Medical Situations. Faculty of Medicine, University of Oslo, Oslo,
Norway.

Goth, U.G., Berg, J., 2011. Migrant participation in Norwegian health care. A qualitative
study using key informants. Eur. J. Gen. Pract. 17 (1), 28–33. https://doi.org/10.
3109/13814788.2010.525632.

Gullestad, M., 2002. Invisible fences: egalitarianism, nationalism and racism. J. R.
Anthropol. Inst. 8 (1), 45–63. https://doi.org/10.1111/1467-9655.00098.

Haarmann, A., 2018. The Evolution and Everyday Practice of Collective Patient
Involvement in Europe: an Examination of Policy Processes, Motivations, and
Implementations in Four Countries. Springer International Publishing, New York,
USA.

Habib, S.Z., 2008. Culture, multiculturalism and diversity: a feminist antiracist ex-
amination of south Asian immigrant women's utilization of cancer screening services.
Int. J. Divers. Organ. Communities, Nations Annu. Rev. 8 (4), 187–196. https://doi.
org/10.18848/1447-9532/cgp/v08i04/39636.

Hamre, K., 2017. Diskriminering. In: Levekår Blant Innvandrere I Norge 2016, Signe
Vrålstad Og Kjersti Stabell Wiggen (red.). Statistics Norway, Oslo, Norway.

Horton, S., 2004. Different subjects: the health care system's participation in the differ-
ential construction of the cultural citizenship of Cuban refugees and Mexican im-
migrants. Med. Anthropol. Q. 18 (4), 472–489. https://doi.org/10.1525/maq.2004.
18.4.472.

Hulko, W., 2009. The time- and context-contingent nature of intersectionality and in-
terlocking oppressions. Affilia: J. Women Soc. Work (24), 44–55.

Ingebretsen, R., Thorsen, K., og Myrvang, V.H., 2015. Livsmot Og Mismot Blant Aldrende
Kvinner Med Innvandrerbakgrunn. «Møteplasser Er Viktig! Det Er Kjempeviktig»
Forlage Aldring Og Helse.

Johnson, J.L., Bottorff, J.L., Browne, A.J., Grewal, S., Hilton, B.A., Clarke, H., 2004.
Othering and being othered in the context of health care services. Health Commun.
16 (2), 255–271. https://doi.org/10.1207/s15327027hc1602_7.

Khan, N.A., Saboor, H.T., Qayyum, Z., Khan, I., Habib, Z., Waheed, H.T., 2013. Barriers to
accessing the German health-care system for Pakistani immigrants in Berlin,
Germany: a qualitative exploratory study. Lancet Glob. Health. 382, 18. https://doi.
org/10.1016/s2214-109x(13)70137-2.

Korteweg, A.C., Triadafilopoulos, T., 2013. Gender, religion, and ethnicity: intersections
and boundaries in immigrant integration policy making. Soc. Politics 20 (1),
109–136.

Kumar, B.N., Grøtvedt, L., Meyer, H.E., Søgaard, A.J., Strand, B.H., 2008. The Oslo
Immigrant Health Profile, vol. 7 Norwegian Institute of Public Health. https://brage.
bibsys.no/xmlui/bitstream/handle/11250/220525/Kumar_2008_The.pdf?
sequence=3.

Kvale, S., Brinkmann, S., 2009. InterViews: Learning the Craft of Qualitative
Interviewing. SAGE Publications, Inc., Thousand Oaks, USA.

Kyllingstad, J.R., 2017. The absence of race in Norway? J. Anthropol. Sci. 95, 319–327.
http://www.isita-org.com/jass/Contents/2017vol95/Kyllingstad/28708062.pdf.

Lamont, M., Mizrachi, N., 2012. Ordinary people doing extraordinary things: responses to
stigmatization in comparative perspective. Ethn. Racial Stud. 35 (3), 365–381.
https://doi.org/10.1080/01419870.2011.589528.

Lane, P., 2009. Mediating national language management: the discourse of citizenship
categorization in Norwegian media. Lang. Policy 8 (3), 209–225. https://doi.org/10.
1007/s10993-009-9139-6.

Lunde, E., Texmon, I., 2013. Innvandrerens møte med fastlegen; Innvandreres bruk av
fastlegetjenesten. Samfunnsspeilet 27 (5), 43–50. https://www.ssb.no/helse/artikler-
og-publikasjoner/_attachment/151656?_ts=142b310ec20.

Meld St 13, 2018–2019. Muligheter for Alle — Fordeling Og Sosial Bærekraft. Meldinger
Til Stortinget. https://www.regjeringen.no/no/dokumenter/meld.-st.-13-
20182019/id2630508/sec1.

Midtbøen, A.H., 2014. The invisible second generation? Statistical discrimination and
immigrant stereotypes in employment processes in Norway. J. Ethn. Migr. Stud. 40
(10), 1657–1675. https://doi.org/10.1080/1369183x.2013.847784.

Midtbøen, A.H., 2018. The making and unmaking of ethnic boundaries in the public
sphere: the case of Norway. Ethnicities 18 (3), 344–362. https://doi.org/10.1177/
1468796816684149.

Midtbøen, A.H., Rogstad, J., 2012. Diskrimineringens Omfang Og Årsaker. Etniske

S. Arora, et al. Social Science & Medicine 239 (2019) 112555

7

https://doi.org/10.1080/0141987042000280003
https://doi.org/10.1108/IJMHSC-05-2018-0032
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref4
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref4
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1177/0164027516681165
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref8
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref8
https://doi.org/10.1093/migration/mnt022
https://doi.org/10.1080/1070289x.2017.1305218
https://www.humanityinaction.org/knowledgebase/91-ethnic-pain-the-struggle-for-equitable-treatment-in-the-danish-healthcare-system
https://www.humanityinaction.org/knowledgebase/91-ethnic-pain-the-struggle-for-equitable-treatment-in-the-danish-healthcare-system
https://www.humanityinaction.org/knowledgebase/91-ethnic-pain-the-struggle-for-equitable-treatment-in-the-danish-healthcare-system
https://doi.org/10.2307/1229039
https://doi.org/10.2307/1229039
http://www.unesco.org/shs/diversities/vol12/issue1/art2
http://www.unesco.org/shs/diversities/vol12/issue1/art2
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref15
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref15
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref15
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref16
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref16
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref16
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref16
https://doi.org/10.3109/13814788.2010.525632
https://doi.org/10.3109/13814788.2010.525632
https://doi.org/10.1111/1467-9655.00098
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref21
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref21
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref21
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref21
https://doi.org/10.18848/1447-9532/cgp/v08i04/39636
https://doi.org/10.18848/1447-9532/cgp/v08i04/39636
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref23
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref23
https://doi.org/10.1525/maq.2004.18.4.472
https://doi.org/10.1525/maq.2004.18.4.472
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref25
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref25
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref28
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref28
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref28
https://doi.org/10.1207/s15327027hc1602_7
https://doi.org/10.1016/s2214-109x(13)70137-2
https://doi.org/10.1016/s2214-109x(13)70137-2
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref32
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref32
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref32
https://brage.bibsys.no/xmlui/bitstream/handle/11250/220525/Kumar_2008_The.pdf?sequence=3
https://brage.bibsys.no/xmlui/bitstream/handle/11250/220525/Kumar_2008_The.pdf?sequence=3
https://brage.bibsys.no/xmlui/bitstream/handle/11250/220525/Kumar_2008_The.pdf?sequence=3
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref34
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref34
http://www.isita-org.com/jass/Contents/2017vol95/Kyllingstad/28708062.pdf
https://doi.org/10.1080/01419870.2011.589528
https://doi.org/10.1007/s10993-009-9139-6
https://doi.org/10.1007/s10993-009-9139-6
https://www.ssb.no/helse/artikler-og-publikasjoner/_attachment/151656?_ts=142b310ec20
https://www.ssb.no/helse/artikler-og-publikasjoner/_attachment/151656?_ts=142b310ec20
https://www.regjeringen.no/no/dokumenter/meld.-st.-13-20182019/id2630508/sec1
https://www.regjeringen.no/no/dokumenter/meld.-st.-13-20182019/id2630508/sec1
https://doi.org/10.1080/1369183x.2013.847784
https://doi.org/10.1177/1468796816684149
https://doi.org/10.1177/1468796816684149
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref43


Minoriteters Tilgang Til Norsk Arbeidsliv [The Extent and Causes of Discrimination:
Access to Employment Among Ethnic Minorities in Norway]. ISF Report. vol. 1
Institute for Social Research, Oslo, Norway.

Northwood, M., Ploeg, J., Markle-Reid, M., Sherifali, D., 2017. Integrative review of the
social determinants of health in older adults with multimorbidity. J. Adv. Nurs. 74
(1), 45–60. https://doi.org/10.1111/jan.13408.

Oglak, S., Hussein, S., 2016. Active ageing: social and cultural integration of older Turkish
Alevi refugees in London. J. Muslim Minority Aff. 36 (1), 74–87. https://doi.org/10.
1080/13602004.2016.1147152.

Pryma, J., 2017. ‘Even my sister says I'm acting like a crazy to get a check’: race, gender,
and moral boundary-work in women's claims of disabling chronic pain. Soc. Sci. Med.
181, 66–73. https://doi.org/10.1016/j.socscimed.2017.06.009.

Robertson, E.K., 2015. ‘To be taken seriously’: women's reflections on how migration and
resettlement experiences influence their healthcare needs during childbearing in
Sweden. Sex. Reprod. Healthc. 6 (2), 59–65. https://doi.org/10.1016/j.srhc.2014.09.
002.

Robinson, O.C., 2013. Sampling in interview-based qualitative research: a theoretical and
practical guide. Qual. Res. Psychol. 11 (1), 25–41. https://doi.org/10.1080/
14780887.2013.801543.

Sandvik, H., Hunskår, S., 2010. Working style among regular general practitioners and
other doctors in the out-of-hours services. Tidsskr. Nor. Legeforen. [J. Norwegian
Med. Ass.]. 130 (2), 135–138.

Sang, K.J., 2018. Gender, ethnicity and feminism: an intersectional analysis of the lived
experiences feminist academic women in UK higher education. J. Gend. Stud. 27 (2),
192–206.

Siebers, H., 2009. Struggles for recognition: the politics of racioethnic identity among
Dutch national tax administrators. Scand. J. Manag. 25 (1), 73–84. https://doi.org/
10.1016/j.scaman.2008.11.009.

Siebers, H., 2017. What turns migrants into ethnic minorities at work? Factors erecting
ethnic boundaries among Dutch police officers. Sociology 51 (3), 608–625. https://
doi.org/10.1177/0038038515598282.

Suurmond, J., Rosenmöller, D.L., el Mesbahi, H., Lamkaddem, M., Essink-Bot, M., 2016.
Barriers in access to home care services among ethnic minority and Dutch elderly – a

qualitative study. Int. J. Nurs. Stud. 54, 23–35. https://doi.org/10.1016/j.ijnurstu.
2015.02.014.

Syed, H.R., Dalgard, O.S., Hussain, A., Dalen, I., Claussen, B., Ahlberg, N.L., 2006.
Inequalities in health: a comparative study between ethnic Norwegians and
Pakistanis in Oslo, Norway. Int. J. Equity Health 5 (1), 7. https://doi.org/10.1186/
1475-9276-5-7.

Thapa, S.B., Hauff, E., 2005. Gender differences in factors associated with psychological
distress among immigrants from low-and middle-income countries. Soc. Psychiatry
Psychiatr. Epidemiol. 40 (1), 78–84. https://doi.org/10.1007/s00127-005-0855-8.

Thun, C., 2012. ‘Norwegian women got gender equality through their mothers’ milk, but
anti-racism is another story’—an analysis of power and resistance in Norwegian
feminist discourse. NORA – Nordic J. Fem. Gen. Res. 20 (1), 37–56. https://doi.org/
10.1080/08038740.2011.596162.

Torres, S., 2019. Ethnicity, race and care in older age – what can a social justice frame-
work offer? In: Westwood, S. (Ed.), Ageing, Diversity and Equality: Social Justice
Perspectives (Open Access). Routledge, London, UK.

Villatoro, A.P., Mays, V.M., Ponce, N.A., 2017. Perceived need for mental health care: the
intersection of race, ethnicity, gender, and socioeconomic status. Soc. Ment. Health 8
(1), 1–24. https://doi.org/10.1177/2156869317718889.

Werbner, P., 2018. Intersectionality and situationalism: towards a (more) dynamic in-
terpretation of Ethnic groups and Boundaries. In: Eriksen, T.H., Jakoubek, M. (Eds.),
Ethnic Groups and Boundaries Today: A Legacy of Fifty Years. Routledge,
London, UK.

Werner, A., Malterud, K., 2003. It is hard work behaving as a credible patient: encounters
between women with chronic pain and their doctors. Soc. Sci. Med. 57 (8),
1409–1419. https://doi.org/10.1016/s0277-9536(02)00520-8.

Werner, A., Isaksen, L.W., Malterud, K., 2004. ‘I am not the kind of woman who com-
plains of everything’: illness stories on self and shame in women with chronic pain.
Soc. Sci. Med. 59 (5), 1035–1045. https://doi.org/10.1016/j.socscimed.2003.12.001.

Wimmer, A., 2008. The making and unmaking of ethnic boundaries: a multilevel process
theory. Am. J. Sociol. 113 (4), 970–1022. https://doi.org/10.1086/522803.

Wimmer, A., 2013. Ethnic Boundary Making: Institutions, Power, Networks. Oxford
University Press, Oxford, UK.

S. Arora, et al. Social Science & Medicine 239 (2019) 112555

8

http://refhub.elsevier.com/S0277-9536(19)30549-0/sref43
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref43
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref43
https://doi.org/10.1111/jan.13408
https://doi.org/10.1080/13602004.2016.1147152
https://doi.org/10.1080/13602004.2016.1147152
https://doi.org/10.1016/j.socscimed.2017.06.009
https://doi.org/10.1016/j.srhc.2014.09.002
https://doi.org/10.1016/j.srhc.2014.09.002
https://doi.org/10.1080/14780887.2013.801543
https://doi.org/10.1080/14780887.2013.801543
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref54
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref54
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref54
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref55
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref55
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref55
https://doi.org/10.1016/j.scaman.2008.11.009
https://doi.org/10.1016/j.scaman.2008.11.009
https://doi.org/10.1177/0038038515598282
https://doi.org/10.1177/0038038515598282
https://doi.org/10.1016/j.ijnurstu.2015.02.014
https://doi.org/10.1016/j.ijnurstu.2015.02.014
https://doi.org/10.1186/1475-9276-5-7
https://doi.org/10.1186/1475-9276-5-7
https://doi.org/10.1007/s00127-005-0855-8
https://doi.org/10.1080/08038740.2011.596162
https://doi.org/10.1080/08038740.2011.596162
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref64
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref64
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref64
https://doi.org/10.1177/2156869317718889
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref66
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref66
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref66
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref66
https://doi.org/10.1016/s0277-9536(02)00520-8
https://doi.org/10.1016/j.socscimed.2003.12.001
https://doi.org/10.1086/522803
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref70
http://refhub.elsevier.com/S0277-9536(19)30549-0/sref70

	Ethnic boundary-making in health care: Experiences of older Pakistani immigrant women in Norway
	Introduction
	Pakistani immigrants in Norway and their utilisation of healthcare services
	The ethnic boundary-making approach
	Ethnic boundary-making and intersectionality
	Methods
	Findings
	Salience of ethnicity and the blurring of ethnic boundaries in meetings with GPs
	Ethnic boundary-making and gendered health issues
	Language and being an immigrant as a barrier to health care
	Insecurity in accessing health care due to ethnicised discourse
	Compensatory and de-stigmatisation strategies

	Discussion
	Conclusion
	Declarations of interest
	References




