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Abstract

:

An increase in older people coupled with growing life expectancy has created a higher demand for long-term care (LTC) services in the global North. Recruitment of staff with an immigrant background has been a solution to meet this demographic challenge. Research shows that linguistic barriers and cultural differences can influence immigrant carers’ abilities to offer adequate care, while less is known about workplace training and intra-collegial support. This article explores systems and practices of training offered to new employees with immigrant backgrounds, and how the qualification process unfolds in daily work in nursing homes in Norway through an intersectional perspective focusing on the interlocking of gender, class and migrancy. The article shows that organizational conditions together with incomplete training combined with attitudes of ‘willful ignorance’ maintain privilege and oppression in these workplaces. The increased immigrant participation and their labor trajectories indicate the emergence of a new immigrant niche in the lower tiers of the LTC sector. The article contributes to the literature of migration, gender, healthcare services and labor by exploring immigrants’ situated labor experiences within changing institutional conditions in LTC.
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1. Introduction


A considerable increase in the number of elderly people coupled with growing life expectancy has resulted in increased demand for long-term care (LTC) services in Norway and the global North. Improved treatment outcomes, access to new medication as well as treating more health problems are additional factors that increase the number of users and the demand for health and care services [1,2].



In the context of Norway, some municipalities already experience problems recruiting healthcare personnel, and a few have taken action in order to make nursing homes more attractive as workplaces by, for example, offering full-time positions with favorable shift solutions [3]. Recruitment of staff with an immigrant background has also been proposed as a solution to the coming demographic challenges [4,5].



So far, supported employment such as ‘place then train’ efforts and recruiting low-skilled staff to become auxiliary nurses, has been insufficient to meet the increased demand for care workers [6,7,8]. However, the gap between the supply and demand of LTC workers would have been even more critical without the recruitment and increase of immigrant workers, especially within the long-term care sector [6]. A growing number of immigrants have also received training at the workplace via NAV (Norwegian Labor and Welfare Administration). NAV administers a third of the national budget through schemes such as unemployment benefits, work assessment allowances, sickness benefits, pensions, child benefits and cash-for-care benefits. Immigrants may also receive training through other initiatives in line with the ideology of ‘place then train’ (training within regular work life) as a new way of including marginalized groups in the labor market [7,8].



In recent years, immigrants have carried out an increasing amount of FTEs (full-time equivalents) in the long-term care sector in Norway. In 2009, immigrants carried out 11 per cent of FTEs, while by 2017, this had increased to 17 per cent of the total 142,000 person-years in the long-term care services [9]. Immigrants are understood as: “persons born abroad of two foreign-born parents and four foreign-born grandparents” [9]. People from Asia constitute a large group of employees in Norwegian LTC and they accounted for one-third of the contractual immigrant person-years in 2017. There has also been an increase in the number of employees from countries in Africa [9] and Eastern Europe [10]. About 25% of the total workforce in LTC are low-skilled, defined as workers without formal education, and approximately 50% of the immigrant workers are in this category [11]. Immigrant workers have less absence due to illness and include a higher percentage of men than the majority workers where women account for about 85% of care staff [10,12]. Some of the low-skilled staff have, however, gained considerable practical experience over the years and have obtained high caring competence as care workers [13,14,15]. When using ‘low skills’ in the continuation of this article, we refer to staff without formal care education, and to positions that require lower skills than, for example, registered or auxiliary nurses in LTC.



In the long-term care sector, the wages are relatively low, shifts are characterized by heavy workloads, there are demanding working hours (shifts) and the social status of the work is relatively low. Moreover, there is a widespread use of part-time, temporary and zero-contract positions and a high sick leave percentage [16,17]. At the institutional level, this situation may lead to problems with recruiting and retaining qualified employees in the care sector in the longer term, while at the individual level, the worker in such a situation leads to the constant “shopping” for shifts in order to make a living wage. This may subsequently result in choosing a different line of work.



In Norway, there is a strongly gender-segregated labor market where women dominate public sectors such as health, education and social services while men dominate private sectors such as finance, construction and manufacturing [18]. Care work has been and continues to be dominated by women [17,19]. Altogether, 88.7% of ethnic Norwegian care workers are women as compared to 80.6% of the immigrant workers [12]. Compared to ethnic Norwegian care workers, the workers with an immigrant background are younger and have less formal education [20]. This contrasts with what Orupabo and Nadim [18] observe in the cleaning industry. They found that there has been a shift in the evaluation of skills and the ‘suitable worker’ which has led to gender desegregation in the cleaning industry in favor of male workers, and at the same time, ethnic segregation favoring immigrant men.



In Europe, there is a rapid increase in precarious labor, i.e., work situations characterized by exploitation, inadequate legal protection and wage conditions [21]. This situation is caused by the transition to ‘flexibilization’ as the dominant mode of labor [14]. Certain groups of workers might be preferred by employers because of their ‘exploitability’ [21,22,23]. The many examples of such changes in work-life combined with increased deregulation of work observed in Norwegian society over the last five to ten years are indicative of new labor relations with the potential for creating precarious employment situations [22]. Like the hospitality industry, the care services flag flexibility as the key characteristic of their ‘trade’ because of the 24/7 need for labor, and therefore claim to be dependent on a ‘surplus-pool’ of workers ready to serve. Additionally, like the hospitality and cleaning industries, work in the health and care sector is increasingly characterized by an intersection between the categories of gender and migrancy [17]. When we observe a clustering of immigrants into specific occupations and/or industries, we can claim that an immigrant niche is established [23]. Yet, how and why such niches occur in the labor market, and what dynamics contribute to its (re)production are much debated questions in the research literature. Friberg et al. [23] (p. 323) tie the formation of immigrant niches in the labor market in Norway to class dynamics and the wider institutional landscape of the welfare state. They pinpoint that as the native-born population is increasingly wealthy, highly educated and socially protected and, thus, in a position to ‘withdraw’ from work in the lower tiers of the labor market, the immigrant population increasingly seem to take over labor in “…the lower tiers of many traditional working-class industries…” [23] (p. 323). This means that the decline in supply of native-born workers to these industries (cleaning, hotel, fish- processing) reduces the competition for work here and opens up for immigrants’ entry into the labor force. In other words, immigrants are often offered, and take on, work that native-born workers increasingly reject. However, the increase and presence of immigrants, often stereotyped as more willing and docile than native-born workers, contribute to ‘cement’ this work as ‘low status’ which, over time, leads to its being labelled as ‘immigrant work’ [19] (p. 3). In this study, we claim that care work has become an entry-level occupation for immigrants as cleaning and hospitality work has been for a couple of decades, and that clustering of this group here indicates the emergence of a new immigrant niche in the labor market. In Norway, employment hierarchies and immigrant niches are well-documented in the cleaning, hotel and fish-processing industries [19,23]. We hold that a new immigrant niche is emerging in the lower tiers of the long-term care ‘industry’ and we aim to show that the lengthy process of training and formalizing qualifications combined with labor market characteristics of LTC contribute to produce this niche.



From its inception in the 1990s [24], intersectionality has developed from a theoretical framing focusing on individual identity/‘who people are’ into a perspective and a methodology oriented towards exploring dynamics of difference and sameness from the individual to the institutional level (at different analytical levels) [25,26]. The widening scope of intersectional scholarship has, amongst others, produced studies that try to capture contextual dynamics of power where the emphasis is on structures of inequality rather than on categories of identity. In other words, it concerns “the way things work rather than who people are” [25] (p. 797). In order to understand patterns of the privileged and the non-privileged (or advantaged and disadvantaged) at the nursing homes in this study, we place our discussions within the wider frame of labor market trajectories and work organization in the long-term care services. Our motivation is to understand both workers’ experiences and the dynamics of power shaping these experiences. We thus adopt an intersectional ‘process approach’ analyzing experiences and trajectories “within the context of societal structures and managerial practices” [26] (p. 712).



This article is based on interviews and focus groups discussions with employees at nine Norwegian nursing homes and discusses the organization and practices of training new employees in relation to workplace inclusion and work life experiences. The aim of the article is to illuminate work organization and practices within a system that needs workers twenty-four hours a day. We argue that these practices maintain advantages and disadvantages related to whether staff are permanently or temporarily employed, or hold full time or part time positions (despite new members of staff being required to play a full-time role). We address both the demand and supply side of labor relations but focus primarily on the supply side through immigrants’ workplace experiences in a strongly gender-segregated and hierarchically ordered Norwegian labor market [19,23].




2. Norwegian Long-Term Care and Immigrant Workers


In the literature, Norwegian long-term care is placed within the Nordic welfare model, characterized by universalism, governmental control, tax-financed interventions and welfare programs [27,28]. Nursing homes constitute a principal public care alternative and are regarded as vitally important, particularly for the oldest citizens with advanced chronic illnesses and multiple diagnoses. Studies have demonstrated that service recipients in long-term care are increasingly frail older people characterized by multi-morbidities, cognitive failure and polypharmacy [29].



The current needs of the service recipients place greater demands on both the organization and management of the services and on the competence of the staff. The service is vulnerable without sufficient and suitably qualified staff, and the quality of the services depends both on the structural conditions for the organization to provide services and on the employees’ qualifications, knowledge and attitudes. Both the capacity and quality of service provision is affected by a care staff’s skills and knowledge. Staff in nursing homes include auxiliary nurses (largest group), registered nurses who often assume the leadership of the wards and finally, low-skilled assistants [16,17]. In order to work in Norway as, e.g., a registered nurse or healthcare worker, an immigrant must obtain authorization from the Norwegian Public Office for Healthcare Professionals (SAFH). Candidates with an education from an institution within the EU are automatically acknowledged as qualified, while candidates with an education from other countries are often turned down by the SAFH and work in lower positions than would be indicated by their education [30]. They can take supplementary exams or collect “hours” of work experience to be recognized as formal carers.



Multiple factors challenge the reception of immigrant workers in LTC. Linguistic barriers and challenges related to cultural diversity are discussed in several studies [31,32,33,34,35]. Language (proficiency) is regarded by both the national authorities and the care sector as an integral aspect of care work, and mastering the language is seen as necessary to be able to provide good quality care. However, several studies have concluded that developing communicative skills is demanding and stressful, both acquiring pure language skills and learning about a new way of practicing and caring [36]. Communication is further complicated when the persons in need for care suffer from illness and have reduced communication abilities [35,37]. Cultural differences between patients and providers can greatly influence the ability of the migrant carer to offer adequate care [38]. Communication difficulties can challenge both patient safety and quality of care services, and prejudice, stereotyping and lack of awareness to training (as seen in our study) can challenge good working environments and workplace inclusion of immigrants [38,39,40].



Often immigrants struggle to gain access to working life, and experiences of stigmatization, discrimination and exclusion are reported [4,41,42,43]. Other obstacles for immigrants in employment relations include lack of support from managers or colleagues at the workplace, and a lack of formalized and organized follow-up and training from the organization and/or management. In addition, they are subject to stereotyping such as being more hard-working, docile and willing to work in more substandard conditions [19,23,44]. Another complicating aspect related both to communication and care work in nursing homes concerns knowledge acquisition based on ‘non-formal learning’, ‘implicit learning’ or what is referred to as ‘tacit knowledge’ [45,46]. So far, little research has been conducted in these fields targeting formal and informal training procedures as well as intracollegial procedures and relations at the workplace for new employees with an immigrant background. The aim of this article is, hence, to explore this field and question: Which systems and organization of training is offered to new employees with an immigrant background and what are the attitudes towards immigrants in this setting? How do immigrant workers experience their introduction to work and what characterizes the shifts they carry out? What are perceived by majority staff and management as integral and indivisible aspects of care work for which the immigrant workers must qualify?



Before we present our results, we will introduce intersectionality as a theoretical lens for discussing our material.




3. An Intersectional Approach to Labor/Care Work


Crenshaw’s (1990) research [24] on black women’s experiences of discrimination in employment in the US contributed to a move in feminist scholarship from a single axis of analysis (gender) towards a multiple axis analysis—i.e., focus on the ways gender is interlocked with other social categories of difference such as ethnicity, migrancy, race, sexuality, age, nationality, caste, etc., in the production of oppression and social inequality. Scholars have further developed intersectionality studies in a range of different directions, at different levels of analysis and in different thematic areas [25,47]). The use of intersectionality as a theoretical framing aims at revealing differences and tracing the ways these are symbolized, articulated and practiced, in addition to analyzing how they “produce patterns of equality and inequality, dominance and subservience, in particular social contexts” [26] (p. 710). Although there is some tradition within the study of labor to explore the interlocking of class, race and gender, the perspective is underused and carries a greater potential in studies of employment and labor relations [47] (pp. 232–234). In this study, we explicitly focus on the interlocking of gender and migrancy [39] in order to analyze the work experiences and labor trajectories of immigrant staff at nursing homes within the broader context of the Norwegian welfare state.



Theories of intersectionality emphasize that the human experience is complex and consists of “multiple layered identities, derived from social relations, history and the structures of power” [24] (p. 9). Intersectionality posits that an understanding of a person’s social location, i.e., his or her place in society, is essential to capturing the complexity of a person’s experiences, including his or her actions, choices and outcomes [48]. In this context, oppression is understood as a system that maintains advantage and disadvantage based on a social group membership and operates intentionally and unintentionally on the institutional and cultural levels [48]. Oppression is not understood as a tyrannical power that is coercing people, but as “everyday practices of a well-intentioned liberal society where... certain groups are denied full rights and opportunities to participate fully in society.” [49] (p. 41).



In the context of the labor market, rights and opportunities can be blatantly denied or emerge more subtly [50]. For example, in the context of the nursing home, what attitudes, values and norms come into play in relation to obtaining advantages, and what lines does the distribution of advantages follow?



Our ambition is to use intersectionality as a theoretical lens is not to understand immigrants’ individual identities, or the heterogeneity amongst immigrant workers, but rather to explore and analyze how organizational processes in the specific context of Norwegian nursing homes can reveal structures and forms of organization and practice that shapes inclusion and exclusion/oppression and privilege at the workplace. The focus on processes contributes to insights in diffused systems of interlocking oppressions that may marginalize groups of workers at a workplace, and intersectional process models will focus on the context rather than on individual identities in analysis of such an issue [26] (p. 712). We are interested in how power operates in the workplace and how interconnections between axis of difference produce privilege and/or oppression at the nursing home workplace. We thus take an ‘inter-categorical’ approach rather than an ‘intra-categorical’ approach (which focuses on individual identity). We aim to reveal differences between different groups of workers, where processes, not individuals, are at the center.




4. Method and Data


A qualitative study was designed by the authors and discussed in the research group for a larger research project, “Multicultural workforce in Nursing Homes: Contemporary challenges, opportunities and potentials for the future in the Norwegian municipal care sector.”



Qualitative interviews are preferred in accounts of realities and experiences that are personal and complex, evoking feelings and reflections and were carried out in two nursing homes. Focus group discussions (see below) were in arranged with participants from additional seven nursing homes.



The design and purpose of the study was discussed with the Centre for Development of Institutional and Home Care Services (USHT), a resource center for LTC services contributing to service development. USHT also helped in recruiting nursing homes for participation and made the initial contact by presenting the study to the managers in the selected nursing homes. Interview guides were drafted and discussed in the research group, USHT, and shared with a Regional Ethics Committee and the Norwegian Social Science Data Services for comments.




5. The Interviews


Between December 2017 and June 2018, 30 interviews were carried out in two nursing homes. Staff at all levels, both Norwegian and of an immigrant background, from registered nurses, auxiliary nurses in full employment to low-skilled substitute or temporary workers with low FTE percentages were included. Seventeen participants were of ethnic Norwegian background and 13 were immigrants. All participants were informed at a weekly staff meeting about the study and could ask questions and express opinions. Afterwards, members of staff were asked to be interviewed, and signed a consent form.



An individual interview lasted from 40 to 70 min and took place in an available room in the nursing homes. All respondents allowed the interview to be recorded provided they remained anonymous in any written reports. Prior to the interviews, a semi-structured interview guide was developed and tested for suitability. Small adjustments mainly related to the rephrasing of questions. The final guide consisted of five main thematic sections: work experience and training, language and communication, relationship to other staff and to management, contact and communication with the residents and finally, contact with next of kin.




6. Focus Groups


In addition, four focus group discussions were held with immigrant workers with no formal care education employed at seven additional different nursing homes. The participants were all attending a course arranged by the municipality to improve their care qualifications at the time of the focus group. They were asked to participate in the focus groups and signed a consent form.



The focus groups involved, in total, 21 participants (4 men and 17 women) divided in groups with 4 and 7 participants per group. The participants were from 23–51 years old and came from countries in Africa, Asia, the Middle East and Eastern Europe. The length of their work experience in Norwegian long-term care varied between 2 months and 18 years. A few participants had a technical education at master or bachelor level from their home countries; others had completed secondary school while others had no schooling or education after elementary school. The participants in this survey spoke Norwegian at varying levels ranging from fluent to limited speech. At the start of the focus groups, the moderators spent time establishing a good connection with the participants. Everybody was encouraged to voice their opinion and share experiences. The moderators strove to frame questions ensuring that all participants had understood the content. The participants were given time to talk at their own pace, and the moderators asked questions to ensure correct understanding of opinions given.




7. Analysis


All interviews were carried out by the first author. Interviews were audiotaped and transcribed verbatim to ensure that the information was as correct as possible. Sections of interviews had to be omitted in a few cases, as it was difficult to fully understand what was said even after rephrasing of the questions in the actual interview. The first author shared the content of the interviews and discussed these in the research group and with the second author. Staff interviews across positions and locations were compared.



In line with thematic analysis, the transcripts were read several times to gain a thorough overview and understanding of the data, looking for patterns and emerging themes [51]. Sections relevant to the topic of systems surrounding training procedures and employment trajectories, attitudes towards immigrants, working conditions and characteristics of the shifts carried out, and tasks perceived as integral and indivisible aspects of care work were identified. Training and training experience emerged as a main finding that decided whether staff received collegiate support or became isolated. This impacted on whether staff felt advantaged or disadvantaged; if staff experienced stability in the shifts allocated to them, they were able to obtain sufficient knowledge about the residents, thereby increasing the opportunities to do a good job.



Quotes used for the article were translated from Norwegian into English by a professional translator and this work needed special attention and time to ensure that meaning and content were kept as presented in the interviews.




8. Ethics


The head nurse first informed all participants in the two nursing homes about the study at their workplace. The staff were asked whether they were willing to participate. After giving a positive response, the researcher was introduced to the staff at a meeting to further inform them about the study and to allow them to ask questions and express opinions. All staff present in both nursing homes agreed to be interviewed. Before the interviews commenced, the study was approved by the Norwegian Social Science Data Services (53138). The project was also discussed thoroughly with the Regional Ethics Committee. For the interviews, all participants provided their informed consent to participate and were informed about their right to withdraw from the study without stating a reason.




9. Results


9.1. Three Shifts of Training and Good to Go


The regular norm in most nursing homes (NH) in Norway is that new staff, ethic Norwegian or immigrants, are given three shifts with training before they start to work independently in regular NH operation. Some of the new staff members in our study had no previous education or work experience prior to starting to work in long-term care. Some had a completely different background, e.g., from technical or administrative fields and education at university level in their home countries, but no working experience from care work at all. One immigrant who worked as an assistant exclaimed in the interview how she had repeatedly reminded her new employer that she had no care work experience when she signed on as an “on-call assistant”. She felt there were many new things to learn and she was concerned about how she would be able to acquire sufficient knowledge:




“I said to them [management of the nursing home] that I was new in the job. I used to be a secretary, and now I’ve transferred to a different professional area—health and care work. It’s completely new for me and I started from scratch… so I have to… be able to ask in order to learn things. Every time I come across something that’s new for me, I have to… ask.”



(Female, assistant employee from Africa, 49 y)





Several staff members of both immigrant and Norwegian/majority background were critical of the short training period of three shifts they received. After the training shifts, it was an unwritten rule that the colleagues with more work experience would take care of the new staff and prolong their training. However, if staff on the same shift were reluctant to help the untrained staff, it could be problematic to ask questions when not knowing how to carry out a task. An on-call migrant LTC worker exclaimed:




“ I didn’t know what I should help with, and I took part in three training shifts… After that I had to start working full out, and not all my colleagues smile and are patient! Not at all! I was told I was incompetent when I started, and I was! We need to know, but we don’t know… I felt after three shifts that I had no knowledge. Someone who’s been working there for ten years will quickly see that I’m incompetent and uncertain. I have no knowledge, but that’s quite natural after only three shifts!”



(Female, on-call assistant, Eastern Europe, 35 y)





Her experience was that permanently employed colleagues were gossiping about untrained staff and temporary workers and trying to exploit their lack of knowledge instead of helping to train them. In her unit she experienced that:




“Those who were competent went around talking about others behind their backs, and exploited their [the substitute’s] incompetence, and pointed out mistakes all the time. But they didn’t understand that we couldn’t possibly know everything, that there’s such a lot that’s new!”



(Female, on-call assistant, Eastern Europe, 35 y)





Similarly, an older ethnic Norwegian nurse had recently discussed this concern with her colleagues in the nursing home, which was trying to recruit temporary workers for the summer. They had five migrant workers who were on training. One young man from an Asian country was discussed among the staff and described as hopeless, especially his behavior towards the residents. He had, for example, entered a resident’s room one morning and started to talk loudly about where he was from and what it looked like in his home country. The resident had become furious and other staff had to come and help the resident to calm down. The older nurse explained that they had a meeting in the unit afterwards and she got very upset, claiming that permanent staff had to take more responsibility in training new staff:




“Everyone complains that new people who begin here don’t do their job. Then I said that we could turn this around: “Do we do our job in relation to training? Do we teach them what we ought to? How they should do things? Are they clear about their own tasks, and have we informed them clearly enough? Do they know how we should act when we’re in the bathroom together with residents? How do we talk to residents?” Then there was silence. We’re the ones who give them inadequate training. It’s us. Everything you blame others for can rebound on yourself. There was complete silence.”



(Female, head nurse, Norwegian, 61 y)






9.2. Willful Ignorance


Another immigrant LTC assistant had experienced that some of the permanent staff took time to show new staff how to do various care tasks, while others did not care at all and would rather: “… go and tell you how low-skilled you are instead of helping. I’ve heard expressions like this several times: “She has no business being here, that… [swear word]. She’s no good at all.” (Female, assistant, Africa, 27 y).



Several of the immigrant LTC workers staff had experienced situations where they lacked training, and instead of being taught how to do the job if they did it wrongly, they had experienced being ignored or “frozen out”. One LTC immigrant worker who had worked in several nursing homes had observed that many situations and disagreements were not resolved, but dragged on:




“Here in Norway, it’s against the law to gossip about others. But there’s such a lot of hypocrisy and that’s a problem. In my country we just say directly to the person: “I don’t like you!” And we talk about it and get the chance to change it. Then we’re finished with it, and we carry on working. And we find out what we should do and how to solve the problem. It’s different here. Nothing is said directly… but it’s in people’s thoughts for a long time… You’re ignored! It’s unfair and unpleasant… We can take a break and talk about it in my country, and then we’re finished with it. We should do it that way here [in Norway] rather than think “How am I going to tackle working with him or her?” It causes frustration, and if there are tensions between people, the work isn’t completed properly.”



(Female, assistant, Africa, 51 y)





This section brings attention to situations of being willfully ignored and, as a consequence, staff are kept in a position of uncertainty and not knowing how a care task should be carried out. The system of organization of training offered to new employees with a migrant background is limited, and how training is followed up after the initial training shifts is not systematized.




9.3. Access to Information and Understanding Work Tasks


A young migrant worker pointed out that staff members had different ways of carrying out the care tasks they demonstrated to newcomers. After the three training shifts, she felt confused and could not sort out which approach she should choose herself. In addition, she felt a constant need for more information:




“During the training shifts, there were also different people on duty. They do things in different ways as well, we don’t learn everything. There’s an awful lot of information, and situations arise all the time when you think “What should I do now? Shall I run around looking for a nurse when I know that they’re busy as well or shall I try to solve the problem myself?”



(Female, auxiliary nurse, Asia, 28 y)





She experienced that some staff members were usually helpful and friendly, taking their time to explain, while others were stressed and did not really give a proper reply when asked a question. Sometimes, the pace at the nursing home did not leave much time for asking and answering questions because time was too scarce, and the care needs of the residents could change from one moment to the next. This meant that new staff faced dilemmas in terms of what action they should take. If they chose to pose a question to more experienced staff members, they would inevitably interrupt these colleagues and the residents they were caring for at that moment. On the other hand, they could try to find out by logging on to the computer system, but this would take considerable time and they would have to leave the unit. A third option was to try to ask the residents themselves for clarification. A temporary worker claimed, however, that this was “dangerous”, as most of the residents suffered from dementia, and the information they could give was not trustworthy. A typical example of the latter was residents who asked for medication, or extra medication, and who would get very upset if refused medication. The temporary worker would have to contact the registered nurse in the unit who had responsibility for medication that day to find out. The residents could get very frustrated if they felt that the staff on the unit did not have the information they ought to, or they were uncertain about work procedures:




“And it’s difficult not knowing what to do. I might be stressed and make mistakes and it’s not safe for the patients either because I lose my overview. Some of the patients are confused and you can’t listen to them. Nor are all patients able to let you know either… for example, that they don’t use that cream any more… and then I become even more uncertain and I don’t like that… I think things must be clear!… It’s important to know what to do. When we talk to old people, they’re a bit sensitive and we must do everything correctly and preferably straightaway.”



(Female, on-call assistant, Eastern Europe, 35 y)





In the interviews, the participants were asked which tasks they liked most and least. Most of the employees spontaneously claimed that all the care tasks were a part of their position, so they did not differentiate between various tasks in that way. However, several participants stated that being clear about the tasks was the most important aspect:




“I don’t want to talk about what I like and don’t like to do. That’s not what it’s about… but I must have a clear idea of what the task is, know what the goal is and why. It’s often the task that’s unclear. For example, who’s supposed to attend to the different patients. Sometimes it’s a doddle but at other times not. Then there’s a lack of cooperation between me and my colleagues since I’m the assistant and lack knowledge and information.”



(Female, under formal training, Eastern Europe, 42 y)





This led to situations where the temporary staff were dependent on the permanent staff for updated knowledge and information about the residents. The permanent staff could sometimes become irritated because they might feel that they had to work more, and step into situations where the substitute workers could not sort things out by themselves.




9.4. The Virtue of Intimate Knowledge for the Provision of Adequate Care Services


The migrant workers equated the role of being a temporary worker or a substitute with a lack of continuity and being unable to stay on top of the residents’ shifting care needs. To know the residents, family, background, former occupation, interests, etc., and to have detailed knowledge of their care needs is regarded as a virtue among the majority staff and described in interviews as key for one’s ability to provide quality care. Several immigrant workers struggled to get enough information about things and tasks they should do at work. Many of them were filling staff gaps at different units and did not have the opportunity to keep track of the same residents from day to day in the same way as regular staff. Changes happened frequently to the residents. One immigrant LTC assistant said:




“I work in different units, and I’ve maybe not seen the patient for a long time, and then there’s a lot I wonder about. I must leave them and run around and ask. Should I go on the computer and search there? Or should I ask? I don’t like that. I like to know!”



(Female, assistant, Africa, 29 y)





Another LTC immigrant worker stated that this is the nature of being a substitute:




“You don’t really know what’s going to happen that day. One day I’m in one unit, the next day in another and the third day maybe in a completely different unit… I have to work just as independently when I’m a substitute.”



(Female, substitute worker Africa, 23 y)





This makes an interesting contrast to the interviews of the permanent staff (mostly ethnic Norwegian) where personal knowledge of the patients was repeatedly mentioned as an important source of success and quality of care work. An experienced registered nurse claimed that in order to provide good quality care:




“You have to know the resident well. It’s all about this, and you need to know what to talk about with them! …Those with a minority background often have part-time positions, and they work in the whole institution to a much greater degree that the rest of us [permanent staff] so knowledge of the patients is a challenge. They have 24 patients they have to know well, and that’s not easy when you have a part-time position. In comparison, I have the main responsibility for knowing 8 patients well.”



(Female, registered nurse, Norwegian, 38 y)





A LTC immigrant worker listed the challenges she faced in doing her job as a substitute as a combination of a lack of skilled knowledge, inadequate information about residents, and poor understanding of the language and culture:




“There’s a lot of things I need to know. Language, communication with people who’re old and sick. I lack knowledge as an auxiliary nurse because I’m low-skilled, but despite this, I’m made responsible for the residents every time. I think about the safety of the patients! Both for them and us—we don’t do a good job for the patients. It takes longer. I must spend time finding out what I’m supposed to do. And the insecurity means that I automatically do a poorer job.”



(Female, on-call, Eastern Europe, 35 y)





Permanent staff worked in the same unit and had education, thorough knowledge about the residents and the daily changes in their health and care needs. They claimed that temporary workers lacked all these prerequisites for doing a good job. A Norwegian-born registered nurse in a permanent position exclaimed: “It’s not just a matter of coming here every third weekend”, thus indicating that continuity is an important dimension in the quality of the care work.




9.5. ‘Just an Assistant’- Collecting Hours


Some of the immigrant workers who participated in interviews had experienced situations where they felt they had to do more work than other members of staff, or they were assigned tasks that others did not want to do. However, it was difficult to go to the manager to talk about this issue. A young immigrant worker in a temporary position felt it was risky to approach the management:




“I don’t dare tell my boss that such and such a person isn’t working, because then my boss might tell them that I had said that! I tell myself that I don’t have a permanent job in Norway, I’m just a substitute and I must do what I’m supposed to and that means working without saying anything about other people. I go home to my husband and complain and ask ‘’Why?” [She cries and laughs in turn]. But next day I go to work again. I tell myself that it’s fine. One day I’ll have a permanent position! I won’t always be a substitute and have to… put up with everything.”



(Female, on-call assistant, Africa, 28 y)





Several of the ethnic Norwegian staff claimed that immigrant workers seldom raised issues for discussion. They were mostly seen as quiet and only occasionally raising their voice in meetings. An ethnic Norwegian registered nurse said that the LTC immigrant workers were generally quiet and never complained:




“Staff with minority background are very conscientious… they don’t say so much about what they wish for… They take the shifts they get, and accept that.”



(Female, registered nurse, Norwegian, 57 y)





The exception was some of the permanently employed immigrant LTC workers who had considerable work experience:




“Employees with a minority background seldom say a lot… They say “Yes”, so that’s OK. But in my view, they must have thoughts about things as well? But they don’t put forward their wishes, they accept a lot. I don’t know… they come from different cultures and maybe it’s not usual to put yourself forward and say what you think or want, but none of them come to us and say “No, now I’m really tired.” No, that doesn’t happen! But I imagine that they’re just as tired as the rest of us. Maybe some are even more exhausted.”



(Female, registered nurse, Norwegian, 38 y)





An ethnic Norwegian head nurse claimed that she never got a “No” for an answer when she asked a migrant worker to take an extra shift. The head nurse was puzzled by this as many of her employees with a migrant background had young children at home, but children’s illness or not being able to find a babysitter was never among the reasons she heard from immigrant workers for not being able to work a shift. She said she had discussed this with those concerned.



Several of the participants spoke of themselves in the interviews as ‘just assistants’, and they felt that because they had not completed their education, they had to keep quiet:




“When you’re just an assistant and haven’t any professional training… you can’t say anything, and you must be very careful and calm and... Yes. And even though there’s mutual respect… so I haven’t had any problems up to now, but... Yes, I must be careful.”



(Female, under formal training, Middle East, 34 y)





The management at the nursing homes stated that they could use the distribution of work shifts among substitute workers as a tool in managing their team. One way of phasing out unwanted substitute workers was to cease giving them shifts. In a similar way, the management could steer how long it would take a substitute to become a certified auxiliary nurse. In order to be certified as an auxiliary nurse/healthcare worker, the candidates needed 5000 h of work practice—and how long it took to obtain these hours was dependent on the numbers of shifts given.



A migrant worker, who had almost reached the number of hours required, was feeling frustrated about not getting enough shifts to get certified:




“I am not allowed to take the tests for getting certified before I have sufficient hours of work experience. I wish I was given more shifts so I could finalize… I think it is a bit unfair, as I won’t get a full-time job before I get certified. I wish the head of the unit considered this, but I do not know how she thinks.”



(Female, under formal training, Middle East, 41 y)





To summarize, this section brings attention to the fact that low-skilled immigrant workers could be reluctant to raise issues at their workplace and voice their opinions. Staff with immigrant backgrounds were often willing to take on extra shifts, and many also need extra hours to obtain formal qualifications.





10. Discussion


Immigrant care workers often presented themselves as feeling privileged when they got the chance for a better life in Norway after having escaped war, poverty or disadvantaged lives in their homelands. A good income, workers’ rights and feeling safe were appreciated values. However, this feeling of privilege among the immigrants had a flip side. Immigrant workers were concerned about not getting enough training and claimed it was difficult to raise questions at work and ask for clarifications. They often filled in at several wards, making it hard to stay updated on residents’ changing care needs. They also had to learn work procedures at different wards. Permanently employed staff holding high percentage positions argued that “everyday contact” was a prerequisite in providing good quality care. This implied seeing the same residents and receiving daily information, being updated and having a general overview of the ward. Substitute workers, workers with low percentage positions and immigrant workers with no formal care skills had less chance of obtaining this advantage, and it can be argued that these issues kept them in low-rank positions in the nursing home, reproducing their disadvantaged position. When being constantly ‘on the move’, it was more difficult to connect with the staff at the various wards and to be confident enough to ask questions about care and residents. It is obviously not the goal at these workplaces to keep certain groups of staff at the bottom of the hierarchy, but our findings shed light on unintentional effects of everyday workplace practices (such as staff being constantly on the move and filling gaps at various wards) which distribute advantages and disadvantages within a system [49,50]. Research on workplace discrimination shows the need for future studies to look at subtle forms of discrimination [52]. Less visible and unintentional acts, such as retaining the distribution of knowledge among a few nurses and structural process that legitimize forms of power, might be just as harmful as blatant discrimination.



Studies of intersectionality stress the interlocking of class, race and gender in understanding patterns of equality and social inequality [26]. Norwegian nursing homes are almost fully staffed by female workers, and care work is feminized [14,19]. Previous studies have documented that international care staff who have qualifications on arrival, strive to get this recognized in Norway [30,53]. For example, staff holding diplomas as registered nurses from abroad (especially outside of the European Union) are approved in Norway as auxiliary nurses, which is a lower qualification [53]. The empirical material in this study questions the negotiating power the group of immigrant care workers possess when striving to get qualifications. For example, low-skilled staff need a certain number of shifts to get enough hours to qualify as skilled workers. Unless they are skilled, they cannot get a permanent job. Previous research has also discussed the fact that employers see immigrant workers as more hard-working and committed [19]. For example, Van Riemsdijk [54] shows that care workers from Poland have a reputation for their better work ethic and being less demanding than Norwegian care staff. Likewise, our material shows that immigrant care workers are seen as more willing to work and that managers never get a “no” for an answer when asking an immigrant worker to step in and take an extra shift or fill gaps at units due to sick leave. To the managers, some of these employees turned out to be the ‘saviors’ of the nursing homes in times with many of the permanent staff being absent. Short shifts (5 h) were usually considered less attractive among staff, but managers reported that low-skilled migrant workers were generally willing to accept these shifts if asked. This indicates that immigrants, in a sense, are more ‘exploitable’ as workers, and that they, for this reason, end up in more precarious labor situations. We have aimed to reveal the ways ‘difference’ plays a role in labor experiences at these nursing homes: the ways difference is articulated, what kind of effects it has on labor trajectories, and as described above, we see the conjoining of gender and migrancy producing inequality and ‘oppression’.



In our study, immigrant assistant staff was in a precarious situation, where turning down shifts would mean that they would spend (even) longer time acquiring qualifications. Some staff collecting hours could complete the process in three years while others could take more than five years, all depending on the availability of shifts or how the management distributed the shifts among the staff. In the introduction, we discussed ‘flexibilization’ and the ongoing processes in employment that allow for increased use of temporary labor, part-time employment and zero-hour contracts [21,55]. The use of part-time and on-call labor is widespread in LTC, comprising both ethnic Norwegian and immigrant workers [23]. On the one hand, the LTC staff are protected by workers’ rights—rights that were mentioned by several of the participants in this study. On the other hand, the material in this study also shows that temporary workers lose out on continuity of care and updated information about residents when they are sent around in different units to fill care gaps. Moreover, immigrant workers tend to accept all shifts offered in trying to qualify for a permanent position—a lengthy process of qualification keeps them lowest in an employment hierarchy, filling a niche that resembles what is observed in the cleaning, fishing and hotel industries [19,23]. This indicates that the interlocking of gender and migrancy is also a mechanism in the emerging immigrant niche at the lower tiers of the healthcare sector, as the above illustrates. Dynamics at the workplace might restrict the immigrants’ mobility in the system.



Increased complexity of care tasks in long-term care as discussed in the introduction further fuels the need for more competence and in-depth knowledge about the residents and their needs. As shown above, familiarity with nursing home residents was held by the ethnic Norwegian workers as one of the key virtues of quality of care, and it thus represents something immigrant workers must strive to achieve in order for them to be able to deliver the same ‘quality’ of services as the majority workers. In a busy workday, when they were ‘just an assistant’, the immigrant workers found there was little time to acquire this information. This was perhaps also accentuated by the practice of ‘willful ignorance’ by majority staff which entailed that information and correction were not given, although it was recognized that it was needed. It can be argued that such practices, within a system that needs workers 24/7, maintain the relative advantages and disadvantages related to staff being permanently or temporary employed or in positions with high or low percentages, and reflect negatively on how immigrant staff are trained to assume a full role.



This leads us to argue that low-skilled staff can enter either positive or negative spirals at work depending on the management and the institutional culture at the nursing homes. Negative spirals at work may develop as workers with an immigrant background fare worse in several respects than those native to Scandinavia or other parts of Europe. This results in immigrant LTC workers who are less engaged and voice their thoughts to a lesser extent than those native to the country [56]. Management lacking multicultural knowledge and training in intercultural relations might be especially vulnerable in not being able to understand and ‘build’ their multicultural staff and assist them in acquiring formal qualifications. With this in mind, there are demands for courses, competence-raising measures or bridging programs for employees of immigrant backgrounds to facilitate an adaption to working life abroad [38,57]. Formal courses do exist in some countries, such as, for example, transition courses for internationally qualified registered nurses (IQRN) in Australia and New Zealand [38]. In Norway, the health authorities have aimed to increase the number of auxiliary nurses to prepare for the demographic change requiring more staff with better qualifications in the care services. The authorities offered the municipalities funding for 2014–2016, for projects helping low- skilled migrant staff to obtain formal qualifications, e.g., as auxiliary nurses. Several pilot projects concluded that a special approach was needed for this group, addressing particular cultural dimensions of care and communication more deeply [58].




11. Conclusions


In this article, we have described the increase of immigrant labor in nursing homes in Norway and discussed this as an emergent immigrant niche in the lower tiers of the long-term care ‘industry’. We have argued that this niche seems to be (re)produced through a complex range of processes, and discussed workplace practices such as the system of training at the NHs, access to information and ways of sharing information. We have also focused on the importance of intimate knowledge about residents for the quality of care, as related to immigrants’ workplace experiences. Such practices maintain advantages and disadvantages based on staff being permanently or temporary, employed or having full time or part time positions. The lengthy training for formal qualification as a healthcare worker, and majority employee practices of ‘willful ignorance’ further add to the reproduction of an employment hierarchy that puts immigrant workers and other employees in low FTE percentages in vulnerable labor situations. We have shown that the training of new staff and immigrant workers is limited to a few shifts. Subsequently, this depends on the management and the ‘culture’ for training new staff at the workplace. While much knowledge can be passed on by giving information and practical training, we also found that some knowledge is tacit and needs to be gained by spending enough time with residents. Permanent staff working full-time acquire this information by being employed at a certain ward while part time and substitute workers with little training circulate to cover absent staff.



Using an intersectional process approach, the article has examined work experience and structures of opportunity in the labor market through a focus on the intertwining of categories of difference that potentially can contribute to the production of inequality. This means that in our discussion of the formation of new divisions of labor and new employment hierarchies in the long-term care services, we have analyzed the intersection of gender and migrancy as it articulates in the nursing homes as workplaces, and found that this interlocking does position immigrant workers at the lower end of the hierarchy. ‘Difference’ is understood as being dynamically articulated, and the meaning of difference is context specific as, for example, the nursing home as a workplace located within the larger context of the long-term healthcare sector [26] (p. 714). Thus, we have aimed to show the ways “difference is enacted through performance norms, at… organizational level” [26] (s. 714) at the nursing homes. This enactment gives shape to different work experiences and thus, also to different labor trajectories that for some immigrant workers are precarious.



The current healthcare policy vision of creating sustainable care services by way of recruiting unskilled workers into the health sector by directing them towards care should be studied more carefully, also from ethical points of view. The recruitment initiatives stem from states that desperately need more care workers, and it can be called into question how this recruitment is able to take care of vulnerable workers and the equally vulnerable elderly in need of care. Increased focus needs to be placed on organizational conditions, diversity management and inclusive management styles [59], training for the wider workforce as well as migrant workers through the development of career pathways [2]. This might also help healthcare workers to thrive in their jobs and continue working and building competence in the long-term care sector.
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