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Abstract 

This thesis explores risk, peripheralisation and normalisation in the case of 

the maternity ward closure at Sollefteå Hospital, located inland in the 

Swedish region of Västernorrland. When the ward closed in 2017, it drew 

significant media attention and political discussions on the continuous cuts to 

Swedish maternity care and the growing economic gap between urban and 

rural areas – discussions that actualised questions of power and risk. This 

thesis, building on newspaper articles and interviews with expectant parents 

and midwives in Sollefteå, uses feminist risk theory to 1) investigate the 

experiences of those directly affected by the closure, i.e. expectant parents and 

midwives at the ward and 2) explore how the theoretical approach of ‘doing 

risk’ can be used to deepen our understanding of the processes of 

peripheralisation and normalisation. The two aims are addressed in four 

empirical studies and in the Discussion and Concluding remarks. I conclude 

that three peripheralisation processes were at work in the closure of BB 

Sollefteå: peripheralisation of women’s risks, periheralisation of people in 

rural municipalities from the welfare state and peripheralisation of small-

ward work practices in the healthcare discourse. I also found that the closure 

made Swedish norms on childbirth and discourses on family visible, 

predominantly manifested through the ‘gender-equal nuclear family’ norm, 

which repeated in the material. Further, addressing the thesis’ second aim, I 

conclude that normalisation and peripheralisation can be seen as regulatory 

practices, which in different ways are structured around risk and power. In 

this context, ‘doing risk’ helps to theorize how these concepts intersect, and 

relate to ideology, and thus contributes to a better understanding of 

ideological processes in contemporary societies.    





 

Summary in Swedish 

Avhandlingen tar avstamp i nedläggningen av BB Sollefteå som ägde rum i 

februari 2017. Nedläggningen kom att ge upphov till stora protester och 

debatter i svensk media, där frågor om risk och makt – till exempel risker 

förknippade med den längre körsträckan till BB och maktobalansen mellan 

stad och landsbygd – ofta var i fokus. I avhandlingen använder jag mig av 

feministisk riskteori för att 1) undersöka upplevelser av nedläggningen hos 

dem som drabbats av den, och 2) undersöka hur det teoretiska 

ramverket ’doing risk’ kan användas för att bättre förstå periferisering och 

normalisering. Analysen äger rum i fyra delstudier samt i avhandlingens 

avslutande diskussion.  

 

I delstudie I, som bygger på tidningsartiklar publicerade vid tidpunkten för 

nedläggningen, har jag utgått ifrån forskningsfrågan ”Hur görs risk, genus, 

klass och heteronormativitet i medierapporteringen om nedläggningen av BB 

Sollefteå?”. Resultat visar hur tidningsartiklarna hade olika fokus då de lyfte 

fram risker med nedläggningen – medan vissa beskrev nedläggningen som 

en risk som drabbade gravida kvinnor och familjer i Sollefteå, så beskrev 

andra den oro som uppståndelsen kring nedläggning antogs leda till som en 

risk. I det sistnämnda fallet användes naturalisering och avpolitisering för att 

frikoppla gravida kvinnors oro från beslutet om att lägga ner BB. Detta skedde 

genom att man betonade att föda barn är naturligt och något som kvinnor 

gjort i alla tider, eller att det är naturligt att oroa sig när man väntar barn. Inom 

alla dessa riskbeskrivningar fanns heteronormativa, genus- och klasskodade 

föreställningar om hur en graviditet borde vara (om den gravida inte behövde 

oroa sig), och det rådde en generell brist på riskbeskrivningar som fokuserade 

på medicinska risker för den gravida kvinnan. Då risker för gravida kvinnor 

nämndes i artiklarna, fokuserade de i stället nästan uteslutande på den oro 

som kvinnor (i och med nedläggningen eller uppståndelsen ikring den) 

behövde uppleva.  

 

I delstudie II, som bygger på intervjuer med blivande föräldrar, har jag utgått 

ifrån forskningsfrågorna ”Hur upplever blivande föräldrar det längre 
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avståndet till BB i termer av risk? Vilken roll spelar sociala kategorier såsom 

genus, plats och klass för hur föräldrarna upplever avstånd och risk?”. 

Studiens resultat visar hur tre olika typer av avstånd berördes i intervjuerna 

med föräldrar: ett geografiskt avstånd, ett socialt avstånd och ett politiskt 

avstånd. Då de blivande föräldrarna beskrev risker med det geografiskt 

längre avståndet till BB fokuserade de på risker såsom att föda i bilen eller 

tappa kontrollen (i männens fall över bilkörningen och i kvinnornas fall över 

situationen i stort). Med socialt avstånd avses i stället ett upplevt avstånd till 

det nya sjukhuset man hänvisades till efter nedläggningen, och vårdpersonal 

som man troligtvis aldrig träffat förr. Även om denna form av avstånd 

berördes av både blivande fäder och mödrar som deltog i studien så var det 

endast de blivande mödrarna som nämnde risker med detta avstånd, och de 

fokuserade då särskilt på risken att förlossningen skulle upplevas som otrygg 

och/eller traumatisk. Med politiskt avstånd åsyftas upplevelsen att befinna sig 

långt ifrån den politiska makten och att vara någon som beslutsfattare kan 

ignorera. Risker som förknippades med detta avstånd var känslor av 

förnedring och ovärdighet. Kvinnor och män oroade sig delvis för olika risker, 

där kvinnorna oftare fokuserade på risker med själva förlossningen och 

männen fokuserade på risker runt ikring. Materiella resurser, såsom att äga 

en bil och att ha råd att flytta närmare en tid innan förlossningen, samt 

familjesituation – såsom att bo med en partner som kunde köra en till BB – 

var faktorer som kunde underlätta situationen och minimera risker.   

 

I delstudie III, som bygger på intervjuer med barnmorskor, utgick jag ifrån 

forskningsfrågan ”Hur bidrar genus, klass, ras och plats till barnmorskors 

identitetsskapande?” Resultaten från studien visade att barnmorskorna 

upplevde att det låga antalet förlossningar på BB Sollefteå (i snitt en per dygn) 

fick en allt större plats i de politiska diskussionerna innan nedläggningen. 

Såsom de upplevde det, så användes förlossningstalet för att visa på att 

barnmorskor vid BB Sollefteå inte fick tillräcklig praktisk träning i att förlösa, 

och att det därför vore riskfyllt för patienter att ha kvar avdelningen. I 

intervjuerna med barnmorskor gjorde de på olika vis motstånd mot 

beskrivningen av deras arbete som riskfyllt, bland annat lyfte de fram positiva 

aspekter av att arbeta på en mindre BB-avdelning där all personal känner 
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varandra. De beskrev också hur de tagit fram statistik som visade att om man 

delar antalet förlossningar med antalet barnmorskor vid BB-avdelningarna på 

regionens sjukhus så är det ingen större skillnad vad gäller antal förlossningar 

per barnmorska. I båda dessa narrativ – det politiska narrativet som 

barnmorskorna beskrev, och det motståndsnarrativ som de själva förde fram 

– var maktstrukturer och ideologi närvarande. Medan barnmorskornas 

motstånd mot beskrivningen av BB Sollefteå som riskfyllt också utgjorde ett 

motstånd mot vissa maktordningar – såsom den urbant centrerade ordning 

som bidrar till att konstruera stora, specialiserade vårdavdelningar som 

självklart centrum i svensk sjukvård – så förstärkte det andra ordningar. 

Särskilt komplex var barnmorskornas positionering gentemot den nyliberala 

ideologi om effektivitet och mätbarhet som bidragit till nedläggningen av BB 

Sollefteå. Medan vissa utsagor, såsom att lyfta fram fördelar med den mindre 

BB-miljön, utgjorde ett motstånd mot denna ideologi så bidrog andra – såsom 

strategin att ta fram statistik som visade på att BB Sollefteå har samma antal 

förlossningar per barnmorska som övriga sjukhus i regionen – delvis till att 

legitimera en nyliberal logik.  

 

I delstudie IV, som bygger på intervjuer med blivande mödrar, utgick jag ifrån 

forskningsfrågan ”Hur reproduceras normer om barnafödande och familj i 

gravida kvinnors tankar kring förlossning?”. Resultatet från studien visar att 

en viktig del av att föda barn var att vara  tillsammans som en familj, och 

risker mot detta ideal upplevdes som närapå lika hotfulla som risker 

förknippade med det längre avståndet till BB. Flera av kvinnorna som 

intervjuades för studien hade sambos som arbetade långt hemifrån på 

dagarna eller under veckorna, och de behövde därför ha en Plan B som 

innefattade att ta sig till BB utan sin partner. Både att behöva åka till BB utan 

sin partner, och tanken på att behöva blanda in personer som upplevdes som 

utomstående (alla utanför den lilla kärnfamiljen) var för kvinnorna ett brott 

mot hur de ville att deras förlossningsupplevelse skulle vara. Då kvinnorna 

argumenterade för vikten av att åka tillsammans med sin partner till BB, 

återkom de till risken att partnern, som ju också skulle bli förälder, skulle  

missa förlossningen. I kvinnornas föreställningar om hur en förlossning ska 

vara fanns därmed både traditionella familjeideal kring kärnfamiljen och 
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jämställdhetsideal där pappans närvaro var viktig. Sammantaget kan denna 

kombination beskrivas som att kvinnorna konstruerade ett ideal om ”den 

jämställda kärnfamiljen” – ett ideal som uteslöt hbtq-familjer, ensamstående 

mödrar och kvinnor med andra föreställningar om familj än det traditionella 

svenska idealet om den lilla kärnfamiljen.  

 

Sammantaget visar avhandlingen på tre periferiseringsprocesser som ägde 

rum under stängningen av BB Sollefteå: en där risker för gravida kvinnor 

periferiserades, en där människor i glesbygdskommuner periferiserades från 

välfärdsstaten och en där arbetspraktiker som karaktäriserar små BB-

avdelningar periferiserades. Samtidigt normaliserades även vissa praktiker 

och ideal, såsom det om den jämställda kärnfamiljen. Teorin om ’doing risk’, 

där risker förstås som något som kontinuerligt görs och som samverkandes 

med maktstrukturer, bidrar i detta sammanhang till en förståelse av hur 

periferisering och normalisering kan ses som regulativa praktiker som både 

samverkar med varandra och är strukturerade kring samtida risker och 

maktstrukturer.  
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1. Introduction 

In February 2017, a small maternity ward – BB1 Sollefteå – located in the 

Swedish region of Västernorrland, closed after extensive political discussions. 

The closure has become a famous case in Sweden, not least because the ward 

was occupied by locals the day before the closure and remains occupied to 

this day. However, the protests were not carried out only by locals, even 

though they started that way. In many Swedish cities, solidarity 

manifestations were arranged, and a Facebook page supporting Sollefteå 

Hospital collected thousands of sympathisers. BB Sollefteå’s closure acquired 

a symbolic status because it mirrored some of the most frequently debated 

inequalities in Sweden: cutbacks in maternity care (resulting in few wards in 

sparsely populated areas and an insufficient number of beds at big-city wards) 

and a growing economic gap between urban and rural municipalities. 

 

Both perspectives actualise issues of risk, whether the objects exposed to risk 

are perceived as birthing women or small towns and rural areas in Sweden, 

and they connect to a context of neoliberal healthcare restructuring, where 

public healthcare is slimmed. However, disruptive life events reveal social 

and historical processes (Riessman 2001). From this viewpoint, although 

focusing on a smaller disruptive event – a disruption in the preferred way of 

giving birth (the normative birth setting) could also be seen as at risk as a 

consequence of the closure of BB Sollefteå. Either way, the doing of risk 

connects to power structures, such as gender and place, and social processes 

that are loaded with ideology. 

 

1.1. Research questions 

In this thesis, I draw on feminist risk theory to determine how risk in the 

context of the BB Sollefteå closure intersects with power structures and fuel 

social processes such as peripheralisation and normalisation. My aims are 

both empirical and theoretical. The first aim is to capture the experiences of 

 

1 BB is an abbreviation of ‘barnbördhus’ (approx. birthing house), an old Swedish word for maternity 

ward. 
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those who are directly affected by maternity ward closures – expectant 

parents and staff at the ward. The second aim is to explore how the ‘doing 

risk’ theory can help deepen our understanding of the social processes of 

peripheralisation and normalisation. To support this thesis’s aims, four 

research questions (explored in four papers) guided the work: 

 

 How are risk, gender, class and heteronormativity done in media 

articulations of the closure of Sollefteå’s maternity ward? (Paper I) 

 How do expectant parents experience the distance to maternity care 

in terms of risk? What role do social categories such as gender, place 

and class play in parents’ experiences of distance and risk? (Paper II) 

 How are gender, class, race and place at work in midwives’ 

negotiations of their work identities? (Paper III) 

 How are discourses on family reproduced in pregnant women’s 

constructions of childbirth? (Paper IV) 
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2. Background 

In this chapter, I describe the background to the closure of BB Sollefteå, with 

a focus on the power relations and ideological structures that are essential in 

the case. I begin by outlining the organisational context of the closure and then 

move to describe the town of Sollefteå and the political process of closing the 

ward. 

 

2.1. The restructuring of Sweden’s healthcare system 

Cuts and closures of healthcare units can partly be traced to new models of 

governance in the healthcare system, which are broadly known as New Public 

Management (NPM). The term NPM was coined by Cristopher Hood (1991) 

to conceptualise a trend in public sector governance in Western countries, 

which was characterised by the introduction of market logics to increase 

efficiency. Even though there is no template of requirements that governance 

models must meet to be labelled NPM, such models are characterized by an 

increased focus on measurement, control and competition among distributors. 

The ideals that dominate NPM have been called neoliberal, although Hans 

Hasselbladh and colleagues (2008) noted that some of the ideals that 

characterise NPM, such as measurability, should be labelled modernist. 

 

Several researchers have acknowledged connections between 

industrialisation in the Western world and NPM. Hasselbladh et al. (2008) 

noted that even though the increased focus on cost efficiency and competition 

was new when NPM models started to enter the public sector, demands on 

productivity and specialisation were familiar ideals in the Swedish industry. 

In addition, there has always been a strong link between the state and the 

private sector in Sweden. Researching NPM’s consequences for the healthcare 

sector, Heléne Strömberg (2004: 13) stressed that – given the ideals that came 

with NPM – ‘increased productivity, mechanisation, efficiency and 

rationalisation’, and their similarities with industrial logics, the introduction 

of NPM in Sweden’s healthcare system could be conceptualised as an 

industrialisation of healthcare. 
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In Sweden, ideals of productivity started to enter the healthcare sector rapidly 

after the publication of a major healthcare investigation in 1943. The 

investigation, which was ordered by the state, suggested a large number of 

Tayloristic rationalisations aimed at improving and making the sector more 

efficient. While in several other countries (the United Kingdom being the most 

significant example), the introduction of NPM aligned with distinctive 

neoliberal politics, this was not entirely the case in Sweden. Striving for 

modernisation and efficiency, NPM reforms have been carried out by social 

democratic as well as centre-right Swedish governments (Hasselbladh et al. 

2008). 

 

The reorganisation of the Swedish healthcare system was carried out in two 

steps: first, competitiveness between healthcare distributors was introduced 

in the end of the 1980s, followed by the introduction of private alternatives in 

the 1990s. The last period included the privatisation of some health centres 

and hospitals, as well as a reform allowing individuals to choose a personal 

doctor (Wingborg 2017). 

 

Even though ideals of productivity and specialisation guided Sweden’s 

healthcare system before the introduction of NPM and the benefits of big 

high-technological wards have long been pronounced, NPM had the effect of 

further increasing specialisation in healthcare, as the demands on cost 

efficiency made it harder for regions to economically motivate smaller, less 

productive wards. As a result, the centralisation of health units in urban areas 

and the closure of wards in more sparsely populated areas have increased 

since the restructuring. 

 

In the last 20 years, nine maternity wards have shut down. The majority of 

these closed wards were located in rural municipalities in Sweden’s inland. 

In northern Sweden, women living inland (which is less densely populated 

than the more urbanised coastline) sometimes are between 100-250 km away 

from the closest maternity ward (Måwe 2017). These kinds of distances are 

common around the world but less common in welfare states. While 

homebirth is included as an option in the healthcare systems of some welfare 
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states, for example the Netherlands (Wrede 2001), homebirths are only 

funded in two of Sweden’s 290 municipalities and giving birth at a hospital 

remains the absolute norm.2 Thus, long distances to maternity care also lead 

to long trips to give birth for women in sparsely populated areas. 

 

 

 

Figure 1. Locations of maternity wards in Sweden in April 2020 and closed maternity wards since 

1983. The darker area marks the region of Västernorrland. Illustration: Mats Johansson. 

 

2 Midwife-assisted home births are included in public healthcare in the municipality of Stockholm and 

the municipality of Umeå, none of them being a sparsely populated municipality. Approximately 1 in 

1000 births are planned homebirths in Sweden. There are no midwife-led units in Sweden (Lindgren, 

Nässén, & Lundgren, 2017). 
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The new maternity care situation has provoked new alternatives aimed at 

covering the gaps created by maternity ward closures, such as telephone lines 

where women can get advice on when to go to a hospital and a model 

whereby a local midwife follows women/couples to the closest maternity 

ward (Hildingsson 2018). However, such alternatives have not yet been fully 

established at any ward in Sweden. 

 

Many health unit closures have led to protests, with the occupation of the 

health centre in the northern municipality of Dorotea (which lasted for three 

years) and the ongoing occupation of BB Sollefteå being the most persistent 

ones. When studying the closures of night-time emergency wards, Jonas 

Larsson Taghizadeh and Anders Lindbom (2013) found that 13 out of 17 units 

that were under the threat of closure led to protests. Protests could be initiated 

by unions or political organisations; however, organisers could also be 

civilians living in the affected area. Independent of how the protests started, 

politicians frequently withdrew decisions on closures or, in other ways, 

adjusted their decisions according to protesters’ demands. This occurred in 

several of the cases that Larsson Taghizadeh and Lindbom studied and in the 

Dorotea case, where a local election led to a political decision to keep the 

health centre open (Lundgren & Nilsson 2018). 

 

As health unit closures are not an isolated problem but one that is shared by 

citizens in rural areas and small towns all over Sweden, closures have often 

led to solidarity protests in other towns that have also lost their wards. The 

pictures on the next page, showing two types of maternity bags – one that 

belongs to someone who expects to give birth at a maternity ward and one 

that belongs to someone who might not make it in time – which were made 

by the Kiruna artist Carina Kero Esberg and shown at an exhibition in 

Sollefteå, are examples of such solidarity. 
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2.2. Locating Sollefteå 

BB Sollefteå was the maternity ward at the hospital in Sollefteå, an inland 

town with 8,000 inhabitants in the region of Västernorrland in northern 

Sweden. Sollefteå is located in a valley, about 100 km from the Baltic coastline, 

and is crossed by the river Ångermanälven. It was declared a town in 1916 

but was already a trading hub in the medieval period and then a strong 

industrial centre in the 1600–1800s. There were several sawmills in the area in 

the 1600s, and in the 1700–1800s, there was an ironworks outside Sollefteå that 

attracted workers from around Sweden. In the 1900s, after the ironworks 

closed, the forestry industry became increasingly important (Rudehill 2017). 

Since the 1800s, lands in the northern Sollefteå municipality have been used 

for reindeer herding by the indigenous Sami people in the area. Even though 

many Sami men started working in established industries in the area, reindeer 

  

Figure 2. ‘Maternity bag for someone who counts on giving birth at a maternity ward’ and 

‘Maternity bag for someone who might not make it in time’ from the exhibition 

#vägenäringetBB (The road is not a maternity ward) at Sollefteå tourist center, June 2018. 

Artist: Carina Kero Esberg. Photos: Emelie Larsson 
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herding continued parallel to industrialisation. Today, lands in the 

municipality are used for herding during the winter season (Ljungdahl 2017). 

 

In the 1900s, Sollefteå was a garrison town with two military departments. 

The garrison was established in 1897 and was the main motivation behind 

Sollefteå getting its status as a town in the early 1900s. The military 

departments remained in town until 2001 and employed around 450 people 

at the time of closing. Just like the decision to close wards at Sollefteå Hospital, 

the closure of the two military departments sparked large protests (Jakobsson 

2010). In 2020, the Swedish government announced that the garrison in 

Sollefteå would be re-established in 2022 (Rudehill 2017). 

 

Sollefteå – as well as Ådalen, the area around Ångermanälven – has an 

important place in Sweden’s worker history because of a series of events in 

1931 referred to as ‘the Ådalen events’. After the 1920s, worldwide economic 

depression struck the industries in Sweden, resulting in vast unemployment, 

and major strikes arose as industrial workers protested poor working 

conditions and low salaries. In 1931, during a protest march outside Sollefteå, 

Swedish military troops – who were called there by the police – attacked the 

protesters and shot and killed five people (Johansson 2001). The events are 

still memorialised by the labour movement in Sweden. 

 

Even though Sollefteå’s municipality is rich in natural resources (there are 26 

water power plants located in the municipality and 111 windmills; 

Energidalen 2020a; ibid 2020b), the municipality largely lacks economic 

resources and is troubled by depopulation. In the 1950s and 1960s, the 

municipality of Sollefteå had 38,000 inhabitants – almost double compared to 

today – and the town had 10,000 inhabitants. It was also during this period 

that Sollefteå Hospital was built. Since then, closures in the area have led to 

fewer work opportunities, and thus, the population has decreased. On a 

national level, the lack of economic resources in sparsely populated Swedish 

municipalities can be traced to the fact that municipalities do not govern 

natural resources (which, by contrast, is the case in the neighbouring country 
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of Norway, for example). Instead, resources are, to a large extent, distributed 

in the administrative centres where companies’ headquarters are located. 

 

Today, the Sollefteå area is increasingly becoming a site of nature tourism, 

both because of the nature and cultural events in the area, such as Sweden’s 

biggest folk and world music festival. It is also known as the home of 

Sweden’s most prominent secondary school for skiing, from which many of 

Sweden’s skiing athletes have graduated. Although the town has been 

negatively affected by closures, the reopening of the garrison will offer new 

work opportunities. However, the locals in Sollefteå are still struggling for the 

hospital wards, or other healthcare alternatives that would cover their needs, 

to open. 

 

 

 Figure 3. Sollefteå Hospital seen from the mountain Hallstaberget, north of the town.  

 Photo: Emelie Larsson 
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2.3. The closure of BB Sollefteå 

The trend of closures and depopulation is, as has been noted, not just a matter 

of fact in Sollefteå and nearby areas. Many inland towns and other small 

towns have been affected, especially in Sweden’s northern regions. There 

have been several healthcare closures in Västernorrland’s small towns. In 1964, 

a new hospital, which was at the time considered one of Sweden’s most 

modern hospitals, opened in Backe and became the fifth hospital in 

Västernorrland. Sollefteå Hospital had opened only three years earlier. 

However, as a consequence of extensive municipal reformation, the hospital 

in Backe closed only ten years after the opening. As part of the reform, the 

municipality of Backe came to be included in the Jämtland region instead of 

the Västernorrland region, which had initiated the building of the hospital. 

Due to poor economic resources in the region of Jämtland, which could not 

cover the cost of the hospital, wards at the hospital were closed one by one 

following the reform.  

 

In 1984, the maternity ward at the hospital in Härnösand closed, and after 

several other wards closed, the hospital finally closed in 2005. In 2015, the 

region of Västernorrland presented a strategy to compensate for a financial 

deficit in the region, suggesting closures of units alongside an emphasis on 

budget discipline and efficiency (Landstinget i Västernorrland 2015). While 

maternity ward closures in both Sollefteå and Örnsköldsvik (a 33,000-

inhabitants coastal town in the northern part of the region) were discussed as 

part of the savings plan, the maternity ward at Örnsköldsvik Hospital was in 

the end not included. The centralisation of some services in Sundsvall has 

sparked discontent in the region and in the smaller towns that have seen their 

local wards close. This ‘conflict’ was sometimes apparent in the interviews 

that were carried out with expectant parents. 

 

After BB Sollefteå’s closure, women in Sollefteå had to travel 100 km to either 

Sundsvall Hospital or Örnsköldsvik Hospital to give birth. For women living 

in the opposite direction of Sundsvall and Örnsköldsvik, the distance could 

be up to 200 km. For some, the hospital in Östersund, located in the 

neighbouring region, is now the closest option. As previously mentioned, 
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wards at both Sollefteå Hospital and Örnsköldsvik Hospital have been under 

the threat of closure for years, and both left- and right-wing politicians in the 

region have stressed that three emergency wards in a region with a rather low 

population is too costly. In 2016, a social democratic led regional assembly 

decided to close the emergency ward at Sollefteå Hospital, despite having 

promised voters to keep the region’s three emergency wards prior to the 2014 

election. The closure of the emergency ward, which was followed by the 

closure of BB Sollefteå, caused widespread disappointment in the Sollefteå 

area, where the worker’s movement has been strong and support for the 

Social Democratic Party has been significant. 

 

 

Figure 4. Sign with the message ‘Do not touch!’ at the BB Sollefteå entrance after the closure. 

Photo: Hanna Sjöberg 

 

The decision to close BB Sollefteå (made on October 31, 2017) and the 

discontent it caused led to the creation of a Facebook group where locals 

discussed ways to protest the decision. The day before the maternity ward 

closed, on January 31, the hospital entrance was occupied by locals. A couple 

of weeks before, together with the Workers Educational Association (WEA) – 
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Sweden’s biggest educational association – midwives from Sollefteå Hospital 

had designed a course in which they, among other things, taught expectant 

parents how to give birth in a car. The course and the occupation both made 

big news and were reported on in national and some international media. As 

there was already broad national discontent about maternity care in Sweden, 

both in sparsely populated areas where wards are closing and in larger cities 

lacking beds, the occupation of BB Sollefteå received support from women’s 

rights organisations across the country. It also engaged organisations 

promoting the rights of people living in the countryside and smaller towns, 

which claimed that closure was one of many steps to depopulating the 

Swedish inland. The occupation also gained support from many other 

organisations and companies, including sports teams and local stores, which 

began to sponsor the occupation with food. Individuals around the country 

also supported the occupation by travelling to Sollefteå Hospital to join 

during an occupation shift. 
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Figure 5. An occupier sleeping in the entrance of Sollefteå Hospital. The occupation is manned 

by a minimum of five people per shift and has been ongoing, 24/7, since January 31, 2017. Photo: 

Hanna Sjöberg 

 

Three and a half years after the closure, the occupation of BB Sollefteå is still 

active. In many ways, the case has been central to discussions on inequalities 

in Sweden, and it has raised questions about risk (medical, economic, political 

and social), where ideological interests have determined which risk 

perspectives have been highlighted.    



 

30 

3. Pregnancy and maternity care from a 

feminist perspective 

Below, I present previous research that explores pregnancy, maternity care 

and health unit closures from a feminist perspective on risk, governance and 

normalisation. I begin by summarising the findings from rural studies with a 

focus on risks related to health unit closures in rural and sparsely populated 

areas and then give an overview of the findings in the field of feminist risk 

studies focusing on pregnancy and governance. I end by presenting research 

on normalisation processes within Swedish maternity care. 

 

3.1. Distance and risk: The effects of rural health unit 

closures 

Even though the town of Sollefteå is not rural, the municipality is 

predominantly sparsely populated, and the closure has significantly impacted 

people living in the inland countryside of the Västernorrland region. In 

addition, continuous closures in small towns lead to depopulation and, as a 

result, make areas more rural (Enlund 2020). Thus, there is knowledge to be 

gained from rural studies and research on locals’ experiences with health unit 

closures in rural areas. 

 

The majority of such research explores closures in rural Canada and Australia 

– contexts similar to that of Sweden, as both countries have undergone 

healthcare restructuring with the introduction of NPM guidelines and face 

similar challenges linked to vast distances and a vast countryside. In this 

research, I identified two main ‘directions’ – the first focusing on the medical 

implications of the closures and the second on social effects. When it comes to 

medical outcomes, researchers investigating the outcomes of closures in 

France found that a travel of 30 minutes or more proved to have negative 

effects for pregnant women and babies (Combier et al. 2013). 

 

As medical risks are not the focus of this thesis, I will not describe in detail 

findings that concern medical consequences after closing a health unit; 

however, it is important to note that medical risks are real and risks are not 
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only socially constructed. Regarding the social and emotional risks that 

previous studies have highlighted, researchers agree on the crucial roles of 

class and social position; i.e. who you are and what resources you possess 

affect how you will perceive a greater distance from healthcare services. For 

example, Rebecca Evans and colleagues (2011) noted that the economy was 

an important factor in how pregnant women in rural Australia perceived an 

increased distance to the nearest ward. The women mentioned the cost of 

travelling to the ward and accommodations for partners or other family 

members who accompanied them. Some women also brought up the fact that 

Australian authorities recommended that they travel to the town in which 

they planned to give birth some weeks before the expected date of birth. Such 

a recommendation was provoking to the women, who said they could not 

afford to go on leave weeks before giving birth or to pay for several weeks of 

hotel accommodations. 

 

When studying how pregnant women in the Canadian countryside 

experienced a longer distance after a maternity ward closure, Jude Kornelson 

and Stefan Grzybowski (2006) found similar results. Women mentioned the 

costs of accommodations and parking and the need for someone with a 

driver’s licence to drive them to the ward. In another study on closures’ effects 

on people living in rural Canada, Rebecca Sutherns and Lynn Bourgeault 

(2008) noted that besides having access to economic resources, access to 

information determined how much trouble women in rural areas faced when 

wards closed. For example, women without a strong social network may face 

difficulties in accessing information.  

 

However, women who had to travel longer to give birth as a consequence of 

the local ward closing also experienced the distance as an emotional burden, 

as they would not be close to relatives and friends when giving birth and thus 

could not count on their support. Women also mentioned the emotional stress 

of being away from older children and other family members during the time 

they spent at the hospital (Kornelson & Grzybowski 2006). 
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Sutherns and Bourgeault’s (2008) notion that access to healthcare is a question 

of resources – where marginalised women will face more obstacles when 

trying to receive care – indicates that distance to basic resources is not just a 

question of physical distance. Political scientist Diane E. Davis (1999) wrote 

about the entanglement of distance and power, noting that some citizens are 

more distant from the state. She divides distance into three aspects: distance 

to formal institutions in society, geographical distance to administrative 

centres (mirroring the power distance between urban and rural areas) and 

class/cultural distance. Focusing on distance to welfare institutions, one could 

say that the lack of (easy) access to maternity wards in rural and inland areas 

positions rural/inland women further from the state. Like Sutherns and 

Bourgeault’s (2008) study, Davis’s research proves that people who are 

already vulnerable (distant from society’s administration, working class and 

outside the majority culture) become even more distant from power when 

formal institutions in the area close. 

 

Finally, previous research has found that being distant from health 

institutions, such as hospitals and wards with specialised care, does not only 

theoretically locate individuals further from the state when a health unit 

closes. Heather Castleden and colleagues (2010) found that when palliative 

care was removed from the hospital in a Canadian rural area, where bad roads 

and weather conditions sometimes made travelling hard, relatives 

experienced feelings of isolation. This finding can be linked to Sutherns and 

Bourgeault’s (2008) study, where maternity wards are theorised as both 

sources of care and empowerment, and to Desirée Enlund’s (2020) research 

on the closures of BB Sollefteå and a health centre in a neighbouring region. 

Talking about the local health centre, her interviewees’ described it as more 

than a healthcare provider: the centre was also a meeting point, where they 

could chat with people from the area. In this sense, Enlund shows how 

institutions and places in small towns become a part of social life and are thus 

connected to a sense of community. In the same way, closures of basic services 

affect locals emotionally, as such services constitute the foundation of a town, 

which is commonly associated with a sense of home. Having healthcare in the 

https://www.tandfonline.com/author/Bourgeault%2C+Ivy+Lynn
https://www.tandfonline.com/author/Bourgeault%2C+Ivy+Lynn
https://www.tandfonline.com/author/Bourgeault%2C+Ivy+Lynn
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local area makes inhabitants feel as though they are part of society (the state, 

if you will) and not living in the periphery. 

 

3.2. Risk and governance of the pregnant body 

In feminist research, the pregnant body has regularly been the subject of 

analysis. Scholars have explored concepts such as the construction of the 

foetus and the foetus/woman division, governance and control over the 

pregnant body, and discourses on pregnancy and risk, among others. In 

feminist research on pregnancy and risk, the introduction of new technologies 

to maternity care has commonly been problematised. Researching the impact 

that ultrasound scans have had on the construction of pregnancy-related risks, 

Barbara Rothman (2014) noticed how risk concerns have moved from the 

pregnant woman to the foetus. Before the 1970s, Rothman noted that the 

foetus had a marginal role when treating pregnant women, as the medical 

staff did not have any opportunity to manage its health (Rothman 2014). The 

only health condition that could be controlled was the pregnant woman’s, so 

the focus was on keeping her healthy during the pregnancy. That is, the 

pregnant woman was the patient, but as modern technology has enabled 

more and more advanced control over the foetus’s development, the focus has 

shifted to foetal health. Deborah Lupton (2012) claimed that, during this 

period, the foetus received reproductive citizenship and was constructed as an 

individual with individual rights. This not only resulted in a care situation 

with two patients, but according to feminist risk scholars, it also changed the 

pregnant woman’s status. In Rayna Rapp’s words (1995), the woman becomes 

a risky subjectivity as soon as she gets pregnant; her body and habits turn into 

potential risks to the foetus and therefore need to be controlled. 

 

The transformation of the foetus into a patient and reproductive citizen calls 

for pregnant women to adjust to the foetus’s needs to minimise the risks to it. 

Studying discourses on pregnancy and risk, many feminist scholars have 

made sense of Foucault’s concept of governmentality to analyse how women’s 

bodies are governed during pregnancy. Pregnant women will receive advice 

on what they can eat and drink, what to avoid (in Sweden, the Swedish Food 

Agency provides such advice) and how much exercise is appropriate. In the 
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Nordic welfare states, women with alcohol and drug problems receive 

specific, sometimes compulsory, care to quit habits that are destructive to 

themselves and the foetus (Leppo 2011). Besides institutionalised risk 

governance, women are also informed about risks on social media and 

internet websites – sources that can be based on science as well as personal 

experience and beliefs (Löfmarck 2014). Anna Leppo (2012) noted that in 

Nordic countries, where the healthcare system has been reorganised from a 

welfare model to an NPM model, clear directives and control have been mixed 

with ideals on individual choice and responsibility, resulting in an 

expectation that pregnant women make conscious, risk-minimising decisions. 

Unintentionally, as pregnant women ‘safeguard the health of the wished-for 

baby’ (Bondas & Eriksson 2001: 828), they fuel a discourse in which risks to 

foetuses are seen as pregnant women’s personal responsibility (Browner & 

Press 1996). Foetuses becoming patients thus leads to pregnant women 

becoming both containers and safeguards. To a large extent, such a discourse 

intersects with discourses on femininity, particularly those on the good and 

responsible mother. Rothman (2014) noted how women in the United States 

are encouraged to perform this kind of ideal motherhood during their 

pregnancies, and in Sweden, Diana Mulinari (2011) found that women were 

expected to focus solely on the baby and not worry about matters concerning 

their own bodies, such as experiencing pain during birth. 

 

3.3. Maternity care and normalisation 

Besides contributing to the governance of pregnant women’s bodies, risk 

technologies and discourses also fuel normalisation processes in which 

certain behaviours and practices are constructed as normal and desirable, 

while others are constructed as abnormal. In feminist research, such processes 

have often been the object of study when analysing the neoliberal 

reorganisation of healthcare and its gendered effects. Returning to 

Strömberg’s (2004) conclusion that the 1990s introduction of NPM in the 

healthcare system could be seen as an industrialisation of healthcare, she also 

stressed that, just as in the industrialisation era, the reorganisation of 

healthcare has entailed the (re)organisation of gender. Healthcare is 

dominated by women, yet it is structured in tasks that can be labelled as 
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curing, nursing or caring, where curing (performed by doctors) is a masculine 

high-status practice, and nursing/caring are practices generally performed by 

women (Strömberg 2004: 15). Even though there are fewer men working in 

healthcare, they are still the norm in terms of status. Researchers Robyn 

Thomas and Annette Davies (2002) stressed that the neoliberalisation of 

healthcare also meant a masculinisation of the values that dominated the 

sector: competitiveness and calculability were emphasised, rather than, for 

example, care, a practice that tends to be labelled feminine. When researching 

femininity and nursing practices at a Swedish hospital, Rebecca Selberg (2012) 

explained how the professionalisation of healthcare and the ‘slimming’ of the 

sector – processes that Strömberg includes in her conceptualization of the 

industrialisation of care – resulted in medical practices being prioritised over 

nurturing practices. Thus, cuts often affect the caring and nurturing parts of 

healthcare. In maternity care, this becomes evident in recommendations on 

early homegoing (leaving the hospital as soon as possible after giving birth), 

where women cease to be seen as patients in need of care a few hours after the 

delivery. 

 

Analysing risk, (de)medicalisation and normalisation at a Swedish maternity 

ward, Mulinari (2011) found that the advanced risk monitoring that women 

were exposed to during pregnancy, and then the sudden expectation of a 

‘natural birth’ confused women. Interviewing midwives, she noted how pain 

during deliveries was normalised, while fear of giving birth was diagnosed 

as a psychological condition. As Mulinari noted, pain becomes a normal part 

of childbirth simply because it is felt by women, and not being able to cope 

with the pain was constructed as a consequence of being ‘too modern’ and not 

in touch with one’s body. Thus, medicalisation was not predominantly 

blamed on a patriarchal structuring of maternity care, which has been a 

common accusation from both midwives and the women’s movement in 

many Western welfare states, but on modernism and women themselves. 

Through the diagnostics of ‘fear of birth’, women’s fear was seen as an 

individual abnormality and was rarely traced back to the medical system, 

even if the fear they experienced was often related to a previous traumatic 

birth experience. 
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The way maternity care is organised also contributes to the reproduction of 

family norms. Both Mulinari (2011) and Kerstin Sandell (2012) have written 

about their notions of how certain birth and family practices were normalised 

at a maternity ward in a Swedish big-city hospital where they conducted field 

work. One example was the central role of the ‘supportive husband’ that was 

expected to be by the birthing woman’s side (Mulinari 2011: 24). This ideal 

was so strong that even a woman who was not currently in a stable 

relationship with the child’s father and would have preferred having her 

mother by her side in the delivery room was encouraged to instead bring the 

expectant father (Sandell 2012). The heteronormative idea of birth thus 

‘othered’ families that did not include a father, but also immigrant women 

who wished to bring female relatives to the delivery room – either to support 

them alongside their partner or instead of him (Mulinari 2011; Sandell 2012). 

A case of an adopted woman, who wished to bring her mother – who had not 

herself given birth and therefore wished to take part in the birth of her 

grandchild – was advised not to, as birth was not seen as an event where her 

mother had a natural place (Sandell 2012). Thus, normalisation processes in 

birth and family formation took place alongside the minoritising of people 

and practices that were not heteronormative or Swedish enough (Mulinari 

2011). 

 

The studies presented above illuminate how the closure of wards in rural 

areas is experienced by the affected people and how governance and 

normalisation permeated the organisation of maternity care. Research in both 

rural studies and feminist studies with a Foucauldian approach to pregnancy 

and maternity care suggests that the organisation and distribution of 

maternity care affects people differently based on power structures such as 

gender, class and ethnicity. However, this literature review also shows the 

need for research that combines these perspectives and integrates the 

concepts of peripheralisation and normalisation to reach a deeper 

understanding of the effects of maternity ward closures in small towns and 

rural areas. 
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4. Notes on positionality 

In this chapter, I discuss the methodological perspective that is this thesis’ 

starting point. To begin with, I agree with Donna Haraway’s (1988: 583) 

notion that we need a feminist objectivity – an opposite to the objectivity 

highlighted in positivist research, and one that ‘is about limited location and 

situated knowledge, not about transcendence and splitting of subject and 

object’. This feminist objectivity – making situated knowledge the centre of 

research – builds on transparency and claims that the researcher’s own 

position matters for the knowledge she produces. Following this approach to 

knowledge production, I will explain the methodological approach on which 

I have been relying in this project. I start by outlining what it means for me to 

conduct feminist research and then describe my theoretical position. 

 

4.1. Feminist curiosity as a guideline 

My feminist guideline has been that of feminist curiosity, developed by 

feminist and political scientist Cynthia Enloe (2004, 2014) in her work on 

international relations and gender. According to Enloe, being curious means 

opposing what makes social matters appear natural and unproblematic and 

instead asking questions about power. What power structures are at work 

behind the matters that seem natural at first glance and who benefits from 

things being a certain way? Even though curiosity might sound playful, 

allowing curiosity to guide research means resisting the ignorance and 

marginalisation of women and taking them seriously. In this thesis, I view the 

organisation of and distance from maternity care as an issue that primarily 

affects women. However, it does not only affect women and not solely in 

terms of gender; in fact, centre-periphery relations may be just as important 

for understanding the effects of a closed maternity ward.  

 

In feminist risk research, being curious means looking beyond the risks that 

first seem to be the most central. From an intersectional perspective, where 

the cutting point between several power structures is in focus, being curious 

may require asking the other question, as Kathy Davies (2008) suggested. For 

instance, when a case seems to be about gender, one should ask how class is 
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at work in it, and when an issue seems to be about class, one should ask how 

place and geography affect it, etc. For the feminist risk scholar, this means that 

whenever women’s risks seem to be what the case is all about, one should ask 

how class, heteronormativity, place, ethnicity and other power structures 

impact it. In this thesis, curiosity about how power is at work in what seems 

‘natural’, and what is to be found if we include more perspectives than that of 

gender, has been fundamental to my approach to the closure of BB Sollefteå. 

 

4.2. Bridging the actual and discursive 

This thesis largely focuses on discourse and the social construction of risk, 

distance and interrelated power structures. However, in order to grasp these 

discourses and constructions, my starting point has been in the actual: 

pregnancy and childbirth as bodily experiences, the actual dangers associated 

with carrying and giving birth to a child, specific political decisions leading 

to the closure of BB Sollefteå and the longer distance to care it has meant for 

women in the Sollefteå area. In the four empirical studies, I have labelled these 

as the actual, as materialities, or – with reference to Fairclough’s CDA – as 

objects outside of discourse. Distinguishing between the actual and the 

discursive, Dorothy Smith (1992: 88) wrote: ‘I want the term actual to be 

always directing us back to the “outside the text” in which living goes on and 

in which the text is being read’. Following Smith, I consider the aspect of 

actual life to be important to understanding social reality, as well as how it is 

constructed through language and text. 

 

According to Smith (1992), texts mediate between the actual and the 

discursive because texts and language are in themselves actualities, yet they 

become something more than themselves and the intentions behind them. I 

was inspired by this kind of approach to the connections between actual and 

discursive when thinking about the doings of risk, distance and power 

structures, which is this thesis’ theoretical basis. When thinking about the 

newspaper articles and interviews, I have seen them as doings – as actual 

practices – that produce and reproduce discourses. A text and its formulations 

are treated as much as actualities as actions and activities. In the case of risk, 

I have approached it as an actual danger that can be constructed as risk 
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through our doings: how we try to minimise or ignore risks, how we prioritise 

some risks over others or how we speak (or not speak) about risks. It is thus 

an abstraction from the actual danger. Such an approach – even though not 

addressing it as an abstraction – is to be found in anthropologist Mary 

Douglas’s (2002) theorisation of risk as a cultural matter. 

 

The combined discursive and materialist ambition in this thesis is also 

expressed in how I have approached social processes. While I have 

understood some processes, such as urbanisation and ruralisation, as 

predominantly material and political, processes such as normalisation take 

place on a purely discursive level. At the same time, the concept of 

peripheralisation integrates the material and discursive. Having its roots in 

Marxist theory and the notion that economic and political centres also create 

peripheries outside of centres (Wallerstein 1974), peripheralisation has come 

to be used in a variety of ways, including theorisations of discursive 

constructions of ‘centre’ and ‘periphery’. When addressing the consequences 

of closures such as that of BB Sollefteå, I have used the concept in both a 

materialist and discursive sense. 

 

The analytical work in this thesis has thus been predominantly constructivist, 

focusing on the construction of risk, distance and power structures through 

discourses. Still, I have used the space that critical discourse analysis (the 

analytical approach in two of the empirical studies) offers for the objects 

outside of discourse to allow for an understanding of how the material world, 

political decisions and relations affect and determine the formation of 

discourses. 
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5.  Feminist risk theory 

This thesis departs from feminist risk theory where the linkage between risk, 

power and (ideological) social processes are in focus. Like many feminist risk 

scholars researching risk before me, I have been interested in how risk 

connects to gender and other power structures (e.g. Hannah-Moffath & 

O’Malley 2007; Montelius 2020; Rothman 2014), and how it is located within 

and reproduces ideology (Giritli Nygren et al. 2020; Lupton 2012; Ruhl 1999). 

In exploring these connections, I have relied on a performative approach to 

risk, in which risk is seen as something that is continuously done (Giritli 

Nygren & Olofsson 2014; Giritli Nygren et al. 2020). 

 

The doing risk approach is a feminist theory of how risk is done through 

everyday actions and relates to the doing and undoing of power structures 

(Giritli Nygren et al. 2020). The theoretical heritage of ‘doing risk’ is the 

feminist notion that gender and other power structures are done through 

action and interaction in everyday life (West & Zimmerman 1987; West & 

Fenstermaker 1995), as well as intersectional feminist theory (e.g. Crenshaw 

1989; Hill Collins 1989; McCall 2005). While Candace West and Don 

Zimmerman address how gender is a performance that we engage in – 

consciously or not – Katarina Giritli Nygren and Anna Olofsson (2014) use the 

same approach to risk, viewing it as something that is done through social 

practices. Furthermore, it intersects with power on multiple levels: national 

governments around the globe are increasingly addressing societal problems 

in terms of risk, and economic budgets commonly use the terminology of risk. 

Risk is therefore to be understood as a powerful tool for governance – 

something I return to later in this chapter (see Section 5.2). Whether risk is 

done in political speech, policies, budgets or on an individual level, it marks 

out scenarios to avoid (and parallel to this: preferred scenarios) and thus 

comes to reflect societal taboos and norms (Douglas 2002; Douglas & 

Wildavsky 1983). Because norms and taboos are loaded with power, the fact 

that risk reproduces such values means that it intersects with power 

structures such as gender, class, heteronormativity, ethnicity and place. As in 

intersectional feminist theory, the theory of ‘doing risk’ puts forward the idea 
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that power structures – manifested in privilege and oppression – intersect 

with one another, and that risk can be understood as a concept that intersects 

with other intersecting power structures. 

 

In this thesis, I have thus used the doing risk approach to capture how risk is 

done3 in connection with power and ideologically loaded social processes. 

The theoretical framework, constructed around the doing risk theory, has 

been useful for analysing both how risk can be used as a tool for power and 

how it can be used to resist certain power regimes. The doing of risk, therefore, 

does not automatically intersect with the doing of power but can also come 

with an undoing of power regimes (Giritli Nygren & Olofsson 2014). Likewise, 

a neutralisation of some risks (undoing risk) can also result in either 

weakening or fueling power structures. Below, I describe how I have 

combined the doing risk approach with feminist theories on peripheralisation 

(of risks and reproductive labour) and normalisation to meet this thesis’s aim 

of exploring risk and power within these two processes. 

 

5.1. Risk, space and peripheralisation 

The doing of risk in relation to place and space plays a key role in this thesis. 

I have used the concept of centre–periphery to theorise how both places and 

work practices can be constructed as periphery in relation to urban spaces, 

especially urban areas and work practices at urban hospital wards. As was 

touched upon in the chapter Notes on positionality, the analytical pairing of 

centre–periphery was developed to create an understanding of how the 

creation of economic ‘core regions’ results in a parallel construction of spaces 

and people that become peripheral in both a geographic and an economic 

sense (Wallerstein 1974). In Sweden, centre–periphery has, for example, been 

used to explain how northern Sweden is constructed as peripheral in relation 

to the rest of Sweden (Eriksson 2010), and how rural men in northern Sweden 

understand their identities in terms narratives on peripheral places (Ridzén 

 

3 As noted in Chapter 4 on Positionality, I consider text – e.g. newspaper articles and transcribed 

interviews – to be performances on the same level as other human activities. 
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2020). The concept of peripheralisation is also increasingly used to theorise the 

process of making places, people and discourses peripheral. 

 

Coming from a geographic perspective, Woods (2016: 29) notes that places are 

‘incorporated into social, economic and political structure’. This has become 

prominent in the urban–rural divide: urban areas are prioritised in terms of 

economic resources, and rural areas and small towns are peripheralised. 

However, Enlund (2020) stressed that the dichotomy is strengthened as a 

result of the current organisation of welfare services, and closures in small 

towns can be labelled neoliberal ruralisation. Thus, while urban areas are 

expanding, so is the countryside, as small towns lose health centres and 

schools and, as a result, their status as a town. Ruralisation thus becomes a 

direct consequence of the peripheralisation of small towns in the neoliberal 

organisation of the public sector. Recently, intersectional feminist scholars 

researching place-bound inequalities have highlighted the benefits of 

combining the concepts of intersectionality and peripheralisation. For 

example, Sjöstedt et al. (2021) noted that the combination of the concepts can 

facilitate an understanding of the spatial aspects of inequalities. Viewed from 

the ‘doing risk’ perspective, the doing of small wards as economically risky 

can be understood to intersect with processes such as peripheralisation and 

ruralisation. 

 

5.1.1. Peripheralisation of reproductive labour 

This thesis engages with work and organisation in several ways. For example, 

I analyse midwives’ work identities in Paper III, and in all the papers, I 

address the Swedish (re)organisation of healthcare. In the two papers that 

centre on parents’ experience, I also address the reproductive work performed 

by expectant parents in their attempts to manoeuvre the new situation 

without a maternity ward in town, even if I do not explicitly label it as work, 

but rather as planning and preparations. In all of these examples, work and 

organisation are linked to risk, power structures and ideology. 

 

The closure of small wards, resulting from economic cuts, not only mirrors 

the peripheralisation of small towns but also reflects the peripheralisation of 
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certain kinds of work. As has commonly been highlighted in feminist research, 

productive (paid) work is prioritised over reproductive work in general, and 

in work organisations, feminised work – such as care work—tends to be 

peripheralised (Sjöstedt et al. 2021). Midwifery as a profession is to a large 

extent characterised by nurturing, even if midwives – being specialist nurses 

– are also labelled high-skilled workers (Granberg 2016; Selberg 2012). 

Integrated into the nursery profession is also the emotional labour of 

supporting and navigating the feelings of patients and their close ones and 

giving a positive impression (Elfer 2012). Following Enloe’s (2014) outlining 

of how feminised work – work that is made to appear as if it was naturally 

performed by women – is commonly labelled unskilled, the professions of 

nursery and midwifery are, because of their both medical and nurturing 

character, viewed as partly skilled, partly unskilled. Women who to some 

extent perform work that is constructed as if it was performed naturally by 

women, with no professional training needed, will suffer from relatively low 

wages as a consequence of their work not being fully recognised as skilled. 

 

The peripheralisation of work is, just like the peripheralisation of places, 

determined by political decision making and ideology. Following Joan Acker 

(2006) in her theorisation of inequality regimes, work organisations – 

especially within the public sector – are ideological in their character, and thus 

ideological values permeate organisations and determine to what extent 

power structures are produced and reproduced. Furthermore, the 

organisation of work is to be seen as geographically determined and linked to 

economic decision making, which has different local and regional outcomes. 

In the case of the organisation of healthcare in the Västernorrland region, the 

closure of hospital wards in sparsely populated municipalities leaves 

midwives in urban and rural areas and small towns with very different work 

opportunities, which increases the differentiation between work practices in 

large urban wards and small-town wards. Together with the hierarchical 

structuring of positions within healthcare at large, this affects midwives’ 

subjectivities. As Leslie Salzinger (2003) states, worker subjectivities are to a 

large extent constructed alongside the performance of work tasks and in 

relation to colleagues and managers; just as midwives are constructed as 
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feminine subjects, their worker identities are formed through interactions 

with colleagues at the hospital and other hospitals in the region, as well as 

through managerial and political naming. Tracing the ruling relations of 

elderly care in rural areas, Giritli Nygren and Sara Nyhlén (2017: 337) showed 

how the workers had started to feel as if they were merely a cost, a ‘drain on 

the public purse’. This illustrates how small public sector distributors and the 

work performed in these units become economically risky in the neoliberal 

organisation of healthcare. Rural worker identities are thus formed alongside 

geographic, ideological and organisational structures. 

 

5.2. Risk and normalisation in birth practices 

Feminist risk scholars have commonly made use of Michel Foucault’s (2008) 

concepts of ‘governance’ and ‘governmentality’ to theorise risk in terms of 

power and control. Giritli Nygren et al. (2020: 62) noted that risk can be seen 

as ‘a component of diverse forms of calculative rationality in governing the 

conduct of individuals’. In his work on risk, power and reproduction, 

Foucault used the concept of biopolitics, which refers to various political 

arrangements meant to control the population. The use of risk, risk calculation 

and risk prevention is in this context seen as a form of normalising politics 

that connects human bodies with policy issues and constitutive power. 

Among other things, feminist risk researchers have used ‘governance’ and 

‘normalisation’ to explore how risk contributes to the governing of pregnant 

bodies in both an institutional sense and through self-policing (or 

governmentality). 

 

Understanding pregnancy-related risk in the context of healthcare institutions 

and public guidelines is linked to an understanding of these risks as situated 

in the context of political ideology and structural organisation. By stating that 

‘in all places and all times, the universe is moralised and politicised’, Douglas 

(2013: 5) draws attention to the political and geographic character of risk. 

Many feminist researchers have been interested in exploring both the impacts 

of welfare ideals and NPM on how the pregnant body is governed. 

Pregnancy-related risks have moved from being seen as personal concerns, 

before maternity care was institutionalised as one in a row of welfare reforms 
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(Wisselgren 2005), to being acknowledged as a hazard to women and then 

developing into primarily concerning the foetus (Rothman 2014). 

 

The increased focus on the foetus can be explained in terms of governance of 

the population, as new technology made it possible to intervene and affect the 

quality of the population at a very early stage. Simultaneously, the pregnant 

body was constructed as potentially risky to the foetus, which resulted in 

increased control over pregnant women’s behaviours and habits (Ruhl 1999; 

Rothman 2014). The welfare state has thus historically had a strong legitimacy 

in terms of regulating and intervening in family life and reproduction, 

predominantly through detailed advice and regular check-ups, scans, risk 

estimations and the hospitalisation of childbirth (Nelson & Popenoe 2001; 

Leppo 2012). 

 

However, the introduction of NPM models in welfare states’ healthcare 

systems has come to change the terms for how the pregnant body can be 

governed. Many feminist scholars have noted an individualisation of risks 

that does not seem to come with decreased government; instead, the 

government over the pregnant body has moved from being regulated and 

strictly institutionalised to being transformed into self-government. Thus, 

pregnant women are being informed about risks in the maternity clinic or 

hospital but are then (to a larger extent than before) expected to individually 

navigate risks and make conscious decisions to minimise them (Leppo 2012). 

In this process, women not only do risk by confirming it but – by making 

lifestyle choices and choices out of caution – they also do gender, class and 

other structures (Montelius 2020). Pregnancy can therefore, as noted by 

Lupton (2012), be related to the normalisation apparatus of biopolitics, where 

women’s behaviour is both self-policed (through morality and emotions such 

as shame) and policed according to expert advice, increasingly becoming 

subject to risk regulation and prevention. 

 

The navigation of pregnancy-related risks, which manifests as self-policing or 

institutional advice and guidelines, is thus linked to normative assumptions 

about what can be considered ‘good’ behaviour for a pregnant woman, and 
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pregnancy therefore becomes an ethical practice that sets the boundaries for 

the pregnant body (Weir 1996). The structuring of public maternity care also 

has a normalising function in determining which birth practices – for example, 

having a vaginal birth or a caesarean section, using anaesthetics or not and 

which family members or close ones to invite to be present at birth – are to be 

seen as ‘normal’ (Mulinari 2011). In this thesis, risk and normalisation – seen 

as tools for governance – have been used both to understand the increased 

individual risk navigation that the closure of BB Sollefteå has meant and how 

the new situation, with a longer distance to care, displays contemporary 

norms on both birth and family. 

 

5.3. Central concepts of this thesis 

The theoretical framework is meant to provide insight into the perspectives 

that have dominated the four empirical studies and this thesis’ discussion in 

Chapter 8. While risk is a central concept in all four studies, other concepts 

are visible in some of the studies and not to the same extent in the others. In 

the first study, in which newspaper articles were analysed, governmentality 

and naturalisation are central concepts. Naturalisation is to be understood as 

a form of normalisation with a biological rather than a social focus. In the 

second study, which centres on expectant parents’ experiences, distance and 

peripheralisation were used to connect the relationship between distance to 

societal services and distance to the state and power. In the third study, which 

centres on midwives’ narratives, the peripheralisation of (reproductive) work 

practices and worker subjectivities are the focus. In the last article, the central 

topic is the normalisation of certain birth practices and family constellations. 

In the concluding discussion, all these concepts are highlighted, with a focus 

on peripheralisation and normalisation. 
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6. Method 

In this chapter, I present the methods that were used in the four empirical 

studies. I begin by presenting the data collection method, material used and 

interviewees who participated in the project. I then present the analytical 

approaches I used and end by summarising the ethical considerations that this 

thesis actualises. 

 

6.1. Data collection 

The data consist of newspaper articles and interviews with expectant parents 

in Sollefteå and midwives who previously worked at Sollefteå Hospital. 

Below, I present the data in detail, as well as the decisions made in the data 

collection process. 

 

6.1.1. Newspaper articles 

For this thesis’s first empirical study, I used newspaper articles from three 

Swedish newspapers: Dagens Nyheter (Sweden’s biggest nationally 

distributed newspaper), Sundsvalls Tidning (the local newspaper in 

Sundsvall) and Örnsköldsviks Allehanda (distributed in the town of 

Örnsköldsvik, located along the coast, about 1.5 hours from Sundsvall). I 

chose these newspapers to cover different perspectives: a national perspective, 

a regional perspective and a semi-local perspective – I write ‘semi-local’ 

because the newspaper Örnsköldsviks Allehanda is distributed in 

Örnsköldsvik and not Sollefteå, but it often publishes debate articles and 

letters to the editor written by citizens who either live or work in Sollefteå. By 

choosing articles from Örnsköldsviks Allehanda (and not a smaller local 

newspaper distributed in Sollefteå), I could get a perspective covering voices 

in both Sollefteå, and voices in Örnsköldsvik, where the maternity ward has 

also been under the threat of closing. In terms of political colour, all three 

newspapers label themselves liberal, which in the Swedish context means 

centre-right. 

 

The articles were all published between November 1, 2016 and March 1, 2017. 

I selected the articles using the media tool Retriever, searching for articles 
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including the words ‘risk’ and ‘BB Sollefteå’. I ended up with a total of 163 

articles, of which seven were published in Dagens Nyheter, 53 were published 

in Sundsvalls Tidning and 103 were published in Örnsköldsviks Allehanda. 

As a next step, I removed articles that did not focus on risks related to the 

closure (articles that just happened to mention the two words) and articles 

that focused on risks that were not pregnancy-related. For example, some 

articles discussed the political risks that the decision to close provoked, such 

as risks for the Social Democratic Party (who made the decision to close the 

ward) and risks for the area’s political identity given the strong position that 

the Social Democratic Party has had. It was also common for articles to focus 

on the risks that the closure entails for the town of Sollefteå and that closures 

in general entail for the northern inland or the countryside all together. 

Naturally, this was particularly common in the two regional newspapers. As 

pregnancy-related risks were not mentioned in these articles, they were not 

included in the material. After removing these kinds of articles, I ended up 

with 63 articles that concerned risks related to pregnancy and childbirth. 

 

The period during which the articles were published stretches from the day 

after the decision to close BB Sollefteå was made to one month after the closure. 

As BB Sollefteå had been under the threat of closing for years, articles focusing 

on risks associated with the closure were also published before the decision 

to close was made public. Discussions about closing BB Sollefteå generated 

articles, as did closures of other wards,4 which resulted in speculation about 

BB Sollefteå’s future. However, in order to sharpen the focus, I chose to 

include only articles concerning the actual (planned or implemented) closure 

and not articles concerned with the consequences of a potential closure. The 

latest publication date that an article could have and still be included in this 

thesis’ material was set with regard to when I started writing the first 

empirical study. In 2021, when this dissertation was published, the occupation 

of BB Sollefteå was still active, and articles concerning the closure and its 

consequences were still being published in Örnsköldsviks Allehanda and 

Sundsvalls Tidning every now and then. Consequently, the articles included 

 

4 For example, the maternity wards in Kiruna, Sweden’s northernmost town, and Falun.  
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in my media analysis were all published during a time when the closure of BB 

Sollefteå was very actual, which may have affected the articles’ contents in the 

sense that many drew on a strong argument against or in favour of the closure.  

 

6.1.2. Interviews with expectant parents 

Two of the empirical studies build on interviews that I conducted with 

expectant parents in 2017, 2018 and 2019. All the interviews but one were 

conducted in 2017 and 2018. The interview that took place in 2019 was a 

follow-up interview that was delayed upon the interviewee’s request. I used 

various sampling strategies. The first interviews took place in the spring of 

2017 after I received contact information of pregnant women from a front 

person in the occupation of BB Sollefteå. I also interviewed the person from 

the occupation but in the end, interviews with occupiers were not included in 

the material. One of the women from the list I received agreed to be 

interviewed, and I interviewed her and her boyfriend in March. I interviewed 

the couple together but later decided to do the interviewees individually 

because I wanted the interviews to be less general and more personal.  

 

I found three interviewees via an announcement in a large Facebook group in 

support of the hospitals in Sollefteå and Örnsköldsvik. I did this in two steps: 

first, I made a general post in which I asked for participation from both 

expectant mothers and fathers, and then – as I did not receive any responses 

from men – I made a post specifically requesting male interviewees. After a 

woman tagged her boyfriend in a comment, I finally got to interview an 

expectant father. Before reaching out exclusively to men, I contacted a 

midwife at the local health centre who agreed to hand out information about 

my study to her patients, and I recruited three more interviewees. I also 

recruited an interviewee via a friend, and I found a final interviewee by 

approaching her at a restaurant in Sollefteå, telling her about the study and 

asking her if she would like to participate. She and her friend were sitting one 

table away from me and I overheard their conversation about travelling to the 

hospital (her friend was worried about her and asked questions about how 

she was feeling and how she had prepared). 
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Given the sampling strategies that were used, it is possible that the parents I 

interviewed were more political than the average expectant parent in Sollefteå. 

The parents who were contacted via a Facebook group supporting the 

region’s two smaller hospitals had actively taken a stance against further 

closures at the hospital, and the couple I was recommended from a person in 

the occupation had connections to the protest movement. Moreover, the 

women who contacted me after receiving information about the study from 

their midwife were likely to be more engaged in the issue than women in 

Sollefteå were in general, as they needed to take the time to email me. All the 

participants expressed a preference for giving birth (or their partner giving 

birth) at BB Sollefteå. However, only one of the interviewees said that they 

had been taking part in the protests against the closure. Notably, the closure 

of BB Sollefteå had very little (if any) support in Sollefteå, and the vast 

majority supported the occupation of the ward. 

 

There were groups I was unable to reach with the sampling methods I used, 

such as refugees who had recently arrived in Sweden and Sollefteå. The 

methods I used were also somewhat unsuccessful in recruiting expectant 

fathers, as pregnant women are more likely to attend check-ups with a 

midwife. Further, given that men’s involvement in prenatal activities is still 

much lower than women’s, it is likely that more women than men feel obliged 

to talk about their experience with expecting a child. The difficulties of 

recruiting men for studies on gender, pregnancy and childbirth are well 

known, and like Alan Dolan and Christine Coe (2011), I found that even when 

I reached out to expectant fathers personally (by emailing them or having one 

of the men I interviewed ask his friends to participate), they did not feel 

comfortable participating in the study. 

 

In total, I conducted 11 interviews with 10 expectant mothers and fathers – 

eight women and two men. As mentioned, I interviewed one couple together, 

and I interviewed two women twice. The first of these women was happy and 

calm at our first meeting but kept repeating that she thought she would start 

worrying later in the pregnancy. It was almost as though she felt something 

was wrong with her feelings and reactions, and she said apologetically: 
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‘Maybe it’s the calm before the storm’. We decided to meet a second time, and 

I interviewed her again right before she was expected to give birth. Even 

though she said that she worried a bit about her longer trip to the hospital, 

she was still mostly calm. I asked the second woman for a second interview 

because I felt that there was more to cover than what we had time for during 

the first interview (which lasted 1.5 hours). She gave birth shortly after the 

first interview and had a traumatic birth experience, not making it to the 

hospital in time. We met for a second interview about 1.5 years after the first 

interview. She was the only woman I interviewed after she gave birth. The 

degree to which the interviewees worried about the longer travel ranged from 

saying they were a little worried to telling me they had received special 

consultation at the hospital because of their fear of travelling. 

 

I conducted the final interview on June 29, 2018, (excluding the interview I 

conducted over a year later), which means that the weather conditions for the 

interviewees’ planned travel to the ward varied. Naturally, the interviewees 

who needed to travel in winter conditions talked more about their worries 

about weather conditions than did the interviewees I met in spring and early 

summer (who instead often said they were lucky not to be expecting a child 

in the winter). Otherwise, there was no clear trend in the parents’ level of 

worry: the woman in the couple I interviewed right after the closure was very 

stressed, but her boyfriend was not. The last woman I interviewed was quite 

calm, whereas the woman I interviewed before her suffered from severe 

anxiety. Nor were there any significant similarities between the two fathers, 

as the second man I interviewed said he was more stressed than his girlfriend 

was. 

 

All the interviews, besides one, were conducted at local cafes in the town of 

Sollefteå. The interview that did not take place at a cafe was conducted over 

the telephone, as the interviewee had trouble coming to Sollefteå (she lived 

about 100 km from the town) and preferred not to be interviewed at home. 

The interviews lasted between 40 and 90 minutes, depending on how long the 

interviewees were comfortable talking about their experiences. I used a semi-

structured approach to plan and conduct the interviews and followed a model 
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of four themes. The first focused on the interviewee’s life situation, the second 

on the pregnancy more generally (e.g. ‘How has the pregnancy been so far?’, 

‘What are your feelings about expecting a child?’, etc.), the third on risk (e.g. 

‘Is there anything that you worry about?’, ‘Has anything been tough/hard?’, 

etc.) and the fourth on the interviewee’s plans and thoughts about the future. 

As the fieldwork proceeded, I eventually added a fifth theme, which I called 

‘What I like about living here’ – something I did because I noticed the 

interviewees were eager to talk about the place they lived and why it was 

important for them to stay. In the end, I did not use any of the quotes related 

to the latter theme in this dissertation but used them in a separate study 

(Larsson 2020). 

 

6.1.3. Interviews with midwives 

In late March 2017, I contacted a midwife who had been active in the protests 

of the closure. As she did not answer when I called, I sent her a text message 

and explained my purpose for calling. She answered: ‘I would very much like 

to participate in a study about this, for me, very important issue’. We talked 

later and decided on a time for the interview, and she said she would ask the 

other midwives at the ward if they wanted to participate. A few days later, 

she got back to me with four more midwives who were interested and wished 

to be contacted. I called them and informed them of the study, and we 

scheduled interviews. Yet, just before the interviews, it turned out that 

another research project – the caseload project ‘Midwife all the way’ – was 

working together with the midwives at the ward. To avoid overwhelming the 

midwives during an already stressful time, we decided to postpone my 

interviews. I kept in touch with the other project, and in spring 2019, we 

agreed that I should contact midwives who were not involved in their project. 

My contact from the other project sent me the email address of the ward 

executive, and after getting in touch with her, she emailed my information 

letter to some midwives who were not involved in the other research project 

or who had quit their employment at Sollefteå Hospital. As no one contacted 

me, I emailed the midwives on the email-list and received varied responses. 

One of the midwives with whom I had booked an interview in 2017 wrote: 
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I read your email and the attached information, and I understand that you 

are eager to get an interview. My problem is just that I work 50% and have 

a full calendar, so it feels difficult to find a time; also, I don’t know what 

the employer would think about me doing this during work hours. 

 

Another midwife wrote: 

 

I just feel that I’ve lived in this chaos for several years and it has drained 

me. 

 

Two years of anger, insecurity and disappointment had passed, and what had 

been an urgent and important issue was now a lost cause. The majority of 

midwives I contacted refused the interview, did not reply or explained that 

they simply did not have the time or energy to participate. In the end, I got 

two interviews with midwives who no longer worked at BB Sollefteå. After 

posting in the same Facebook group in which I had previously sought 

expectant parents, I was contacted by a third midwife who had also left her 

employment at the hospital. I also conducted an interview with a manager at 

the hospital, which focused on the steps in the process prior to closing. While 

the midwives I contacted in 2017 said they wanted to participate ‘to 

contribute’, the midwives I finally interviewed in 2019 claimed that they did 

it to help and ‘for therapeutic reasons’. The three midwives I ended up 

interviewing about their experiences all claimed their experiences had been 

traumatic (I will return to this in the ethics section) and that they felt 

emotional recalling the period before and after the closure. 

 

The interviews took place at the midwives’ new workplace or at a local cafe, 

according to their requests. With one of the midwives, I conducted a shorter 

follow-up interview on the telephone, as I found things in the recording that 

I wanted her to clarify. The initial interviews with the midwives all lasted 

around an hour, and the follow-up interview I conducted with one of the 

midwives lasted 16 minutes. The interviews were conducted between January 

31 (the first interview was with the midwife who contacted me after I posted 

in the Facebook group) and May 3, 2019. The more informative interview I 



 

54 

did with a hospital manager lasted approximately 20 minutes and was 

conducted on August 28, 2019. 

 

6.2. The interviewees 

Below, I provide more information about the expectant parents I interviewed 

for two of the empirical studies. I have decided not to provide any further 

information about the three midwives I interviewed, as it would be too easy 

to identify them given the relatively few midwives who worked at Sollefteå 

Hospital at the time the decision to close the ward was made. The expectant 

parents I interviewed were all in their 20s; half of them already had children, 

and half of them were expecting their first child. Most of them had blue-collar 

jobs and a degree from secondary school, but one woman had taken courses 

at a university in another country, and one had a three-year university degree. 

The most common civil status was unmarried and living with a partner, but 

one interviewee was married, and one was single. The majority of 

interviewees were white, but two were not. Most of the interviewees had 

grown up in the area, but two were not originally from northern Sweden. 

None of the interviewees had played a leading role in the occupation or any 

other protests, but they all expressed support for the protests – although some 

also highlighted problems with the protests (such as fuelling parents’ 

anxieties) and the protesters’ strategies. All but one (who was from a country 

outside Europe) had grown up in Sweden, and (even though Sollefteå has had 

several refugee camps) none of the interviewees had come to Sweden as a 

refugee. 

 

Josefine 

I contacted Josefine after I received her email from one of the initiators of the 

occupation, and we met for an interview in March 2017, only a month after 

the maternity ward had closed. She was six months pregnant at the time. She 

lived in a house just outside Sollefteå with her boyfriend Erik, who also 

participated in the study. She already had one child. Josefine worked in 

healthcare and was apprehensive about travelling to the maternity ward; she 

often mentioned medical risks, primarily for the baby but also for herself. She 

also worried about what the closure would mean for Sollefteå’s future. 
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Erik 

I interviewed Erik in March 2017 with his girlfriend Josefine. He lived with 

Josefine in a house outside Sollefteå and was expecting his second child. Erik 

worked in the transport industry and was used to driving the route to 

Sundsvall; however, he worried about not being able to stay calm and focused 

in the car. He did not worry so much about not making it to the hospital in 

time but focused more on the stress that driving to the hospital would 

provoke and the stress of driving back with a newborn baby. He also 

highlighted the closure as part of a political agenda to ‘close down’ the town. 

 

Jenny 

I got in touch with Jenny via the Facebook group supporting the region’s two 

smaller hospitals and met her for an interview at a cafe in Sollefteå in 

December 2017. Jenny was expecting her second child and was at the end of 

the seventh month of her pregnancy. She lived with her boyfriend in a house 

in Sollefteå and had grown up in Sollefteå, but she had also spent some years 

in other parts of Sweden and abroad. She had started studying medicine but 

‘had a crisis and quit’. At the time of the interview, she worked in healthcare. 

Jenny worried about travelling to the hospital and that her partner, who 

worked away during the day, would not make it back home or to the hospital 

in time. She had other relatives who could drive her but did not want her 

boyfriend to miss the birth. 

 

Moa 

I got in touch with Moa after a friend of mine asked her to participate in the 

study. After she agreed, we met on two occasions, the first in January 2018. 

Moa was expecting her first child and lived with her boyfriend in an 

apartment in Sollefteå but wanted to move to a house in the near future. Moa 

had a bachelor’s degree and worked in an office for an employer in the town. 

She said she would have preferred to have the maternity ward closer but was 

not particularly worried about the longer travel to the ward.  
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Hanna 

Hanna and I met for a first interview in April 2018 after her midwife told her 

about the study. She lived in an apartment in Sollefteå and was expecting her 

first child. She was single at the time and was the interviewee who had to plan 

the most for her trip to the hospital, as all her relatives lived in her hometown 

(another town in the region). She worked in healthcare and was active in the 

union. Hanna worried about the route to the hospital and the risks associated 

with expecting a child alone, including economic difficulties. I interviewed 

Hanna on two occasions. 

 

Sofie 

I found Sofie via Facebook, as she contacted me after I made an announcement 

seeking interviewees in the group supporting the hospitals in Sollefteå and 

Örnsköldsvik. We met for an interview at a cafe in Sollefteå in May 2018. Sofie 

lived with her boyfriend in a house outside Sollefteå and was expecting her 

second child. She had grown up in Sollefteå and worked in childcare in the 

area. Sofie was expected to give birth presently when we met and said that 

she suffered from deep anxiety. She worried a lot about travelling to the 

hospital, as her first delivery had been fast. 

 

Niklas 

I found Niklas via the Facebook group supporting the two smaller hospitals 

in the region and met him for an interview at a cafe in Sollefteå in June 2018. 

He was expecting his second child and lived with his girlfriend in a house 

outside Sollefteå. Niklas had grown up in a village 14 km outside Sollefteå, 

and he worked in construction in the Sollefteå area but planned to change jobs 

in the near future. When we met, his girlfriend was expected to give birth in 

a month, and Niklas said he felt anxious, especially about driving to the 

hospital. Overall, he felt that he was more stressed about travelling to the 

hospital than his girlfriend was. 
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Isabelle 

Isabelle contacted me after being informed about the study by her midwife, 

and we met for an interview at a cafe in Sollefteå in June 2018. She was 

expecting her first child and lived with her boyfriend in a house. At the time 

we met, she had a little more than a month left of the pregnancy. Isabelle was 

originally from a village in southern Sweden and had grown up in the 

countryside. She told me that she was used to a life in which facilities such as 

the maternity ward were not located nearby. She worked in childcare, and her 

boyfriend often worked in another town (about two hours from Sollefteå) 

during the week. She worried about travelling to the hospital, and although 

she had someone else who could drive her, she worried that her boyfriend 

would not make it back in time. 

 

Amina 

I met Amina at a restaurant in Sollefteå, where I heard her talking to a friend 

about her planned trip to the hospital. She agreed to participate in the study, 

and I interviewed her at a cafe in town the next day in June 2018. Amina lived 

with her husband in a house outside Sollefteå and was expecting her second 

child. She had one remaining month to the date she was expected to give birth. 

Amina had grown up in a big town in the Middle East and said she was not 

used to having to travel to get to healthcare facilities. She told me that she 

worried about the trip but that her family back in her hometown worried 

more. 

 

Tina 

Tina contacted me after her midwife informed her about the study, and I 

interviewed her over the telephone in June 2018. She lived with her boyfriend 

in a house in a village about 100 km outside Sollefteå, in the opposite direction 

from the maternity ward. Tina was expecting her first child and was eight 

months pregnant. Growing up outside Sollefteå, she had always had to travel 

to the closest maternity ward, and she said she was used to the idea of 

travelling. She had been living in another Swedish town and abroad, and until 

recently, she had worked with newly arrived refugees. Because travelling to 

healthcare was familiar to her, she said that she did not worry too much but 
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that she worried a little. She mostly worried about how the closures would 

impact the area’s future. 

 

6.3. Analytical approaches 

When analysing the material, I roughly coded all the text – the newspaper 

articles and transcribed interviews – in themes and then organised it and 

sorted it more carefully. However, I started by reading the articles/listening 

to the interviews without coding, making notes about things I reacted to, and 

that repeated in the text. After sorting out the main themes, I conducted a 

more detailed coding using either CDA or narrative analysis. 

 

When using CDA, I structured the analysis in three phases, as recommended 

by Norman Fairclough (2013), the method’s originator. A CDA analysis 

usually involves a descriptive, processual and explanatory phase, in which 

the material is analysed from a micro, meso and macro perspective. The initial 

identification of themes described above took place at the descriptive level. 

Developing a manual on how to practically apply Fairclough’s CDA, Hillary 

Janks (1997) stressed that identifying themes is a way to identify the main 

discourses in the material. In Fairclough’s words, sorting themes (or 

discourses) is a way to outline the text’s ‘body’. What (discourses) is it about? 

In this phase, I first wrote down every theme that was present in the material 

and then focused specifically on the sequences about risk.  

 

CDA’s second (processual) phase focuses on context in terms of time and 

place. I made sense of this phase by identifying the contexts of power. When 

thinking about time and place, I include contemporary and historic contexts 

of power, such as colonialism, heteronormativity, the city/countryside 

division, patriarchy, neoliberalism and capitalism. According to Janks (1997), 

it is important to recognise hybridity – the overlapping of discourses – and thus 

I introduced an intersectional approach, in which such overlapping is in focus, 

to the analysis. In Fairclough’s third (explanatory) phase, ideology is central. 

I approached ideology both by identifying ideological discourses (e.g. welfare 

discourses, neoliberal discourses, consumerist discourses and traditionalist 

discourses) and by exploring how bodies are governed within different 
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ideological discourses. Although Fairclough’s (2013) CDA appears to be 

linear in character, I did not follow the order of the steps strictly. Instead, after 

conducting the initial descriptive analysis, I treated the remaining analyses as 

parallel processes. 

 

When using a narrative approach, I looked for themes associated with 

different stages. In the material that the interviews with midwives generated, 

I identified three periods – before, during and after the closure – that were all 

associated with risk in different ways. Similarly, when I analysed the 

interviews with expectant parents, I distinguished between a time 

characterised by planning for giving birth, giving birth and the time after giving 

birth. Besides identifying stages that the interviewees discussed, I identified 

narratives that were repeated in the interviews and looked for familiar 

narratives (or discourses) that I recognised from outside the interviews. 

Inspired by Riessman (1993), I paid attention to the similarities in the 

interviewees’ stories, and – as I am also interested in how social position 

determines experiences – the differences. Based on the similarities and 

differences, I tried to distinguish the ‘core’ outcome of the interviews as well 

as the aspects that made the interviewees’ narratives differ. When searching 

for familiar narratives in the interviews with expectant parents, I focused on 

narratives on femininity, motherhood and pregnancy (some of these 

narratives I recognised from analysing newspaper articles) and how the 

interviewees either fuelled or resisted normative narratives/discourses. In 

some aspects, the narrative approach I used when analysing the interview 

material was similar to the CDA approach: basically, the analysis took place 

at CDA’s first two (descriptive and processual) phases but did not go as 

deeply into ideology. Still, identifying themes and analysing how such themes 

– linked to certain stages – were connected to power played a key role in all 

the articles. 

 

6.4. Ethical considerations 

Inspired by Enloe’s (2004) call for feminist research guided by curiosity about 

women’s lives and realities, this thesis predominantly focuses on the effects 

of maternity ward closures on women. Although men’s perspectives are to 
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some extent included in Paper II, more research is needed to provide better 

insight into fathers’ experiences. I thus want to underline that I do not 

consider my contribution to be satisfying in terms of reflecting fathers’ 

experiences, but rather as a first step in doing so. 

 

This thesis includes interviews with people who are experiencing events that 

make them vulnerable in different ways. It is known that people expecting a 

child, especially pregnant women, worry and are sensitive to risk discourses 

(Rudolfsdottir 2000). External changes, such as the closure of the local 

maternity ward, can be understood as something that is likely to increase 

stress and worry. Some of the women I interviewed also suffered from anxiety; 

therefore, the interview may have been stressful for these women, as it centred 

on issues that made them stressed and worried. 

 

The situation for midwives working at Sollefteå Hospital in 2017 and 2018 

became so stressful that none of them felt that they had the energy to 

participate in an interview in 2019. The midwives I eventually interviewed 

were no longer working at BB Sollefteå, but all of them expressed that the 

period before, during and after the closure had been stressful and (for some) 

traumatic. I tried to handle these aspects by carefully informing the midwives 

and expectant parents I interviewed about the study and letting them know 

that they could stop the interview at any time. When the interviews touched 

upon heavy subjects, I sometimes informed the interviewees again that they 

could let me know if they needed a break or if they wanted to stop the 

interview. As expecting a child may be a period that includes a spectrum of 

emotions – not only the positive ones that pregnancies are commonly 

associated with – some interviews became emotionally heavy for reasons 

other than the distance to maternity care. One of the interviews was also 

physically hard for the woman I interviewed, as she was expected to give birth 

any day. We thus planned for a water break in the middle of the interview 

(which, in the end, was not necessary) and I tried to make it clear that there 

was no pressure and that we could pause the interview if needed. 
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Besides these issues resolvable with common sense, I followed the Swedish 

Research Council’s ethical guidelines for social research (Vetenskapsrådet 

2017). The participants who took part in the studies were kept anonymous, 

and the names they were assigned in Section 6.2 are fictive. As for the 

midwives, quotes that contained information that could be traced to them 

have been modified slightly – either by removing such information or making 

it less specific. The interviews were recorded and transcribed but were not 

shared with anyone other than my two supervisors. The participants were 

informed of the study’s purpose and what it meant to participate before the 

interview; in almost all cases (except the first interview with an expectant 

couple and the unplanned interview I conducted with a woman I met at a 

restaurant), I emailed the information some days before the interview. The 

interviewees and I signed an information sheet about their rights, and the 

interviewees also signed a consent form. The study was approved by the 

ethical vetting in Umeå.  
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7. Results from the empirical studies  

Included in the thesis are four empirical studies of risk, power and social 

processes. Three of these studies are journal articles (Papers I, II and IV) and 

one is a book chapter (Paper III). Three of the papers are published, and one 

paper (Paper IV) is in the process of being reviewed at the time of writing.  

Below I summarize the studies’ results.    

7.1. Depolitisation of pregnancy-related risk   

Paper I – (De)politicising pregnancy-related risk: Gender and power in media 

reporting of a maternity ward closure – centres on the thesis’ first research 

question: “How is risk, gender, class and heteronormativity done in media 

articulations of the closure of Sollefteå’s maternity ward?”  

 

The study builds on newspaper articles from three Swedish newspapers – 

Dagens Nyheter, Sundsvalls Tidning and Örnsköldsviks Allehanda – which 

were published during a four-month period, starting three months before the 

closure of BB Sollefteå, and ending one month after the closure. A sample of 

63 articles were selected based on topic, with the requirements being that they 

addressed the closure of BB Sollefteå and health-related risks. Analysing the 

newspaper articles, I was inspired by Fairclough’s (2013) three-step approach 

to CDA, where the text is analysed in descriptive, explorative and explanative 

steps. First, I analysed what was described as a risk, what was described as 

having caused the risk and who was described as the main victim of this risk. 

In the next step, I used the intersectional theory ‘doing risk’ – where the 

parallel doing of risk and power structures are in focus – (Giritli Nygren et al. 

2020) to explore how risk articulations in the newspapers intersected with 

gender, class and heteronormativity. In a third and final step, I used feminist 

readings of Foucauldian concepts of ideology, governmentality and 

normalization (e.g. Leppo 2012; Lupton 2012; Ruhl 1999) to explain the risk 

articulations at a higher level.   

 

The findings revealed that risks could be articulated in a variety of ways and 

drew on different ideological discourses. Most prominent were the discourses 



 

63 

that I have decided to call a welfare discourse, a traditionalist discourse and a 

neoliberal discourse. In risk articulations within the welfare discourse, which 

was characterized by an emphasis on the importance of equal access to 

healthcare, the closure of the ward was described as a risk, and the most 

common ‘risk victim’ was the family. Family-centred risk articulations were 

characterized by a focus on the negative effects of the closure for families, 

typically mentioning several family members or a general worry for families. 

Some risk articulations that drew on a welfare discourse instead focused on 

the pregnant woman’s experience, but generally focusing on worry or trauma 

and rarely on physical risks that a long distance to the delivery ward can pose 

to the expectant mother.  

 

In traditionalist ideological discourses, which could be seen in some letters to 

the editor, the closure was not described as a risk, but the worry (which was 

described as being caused by the protesters and the risks they highlighted) 

was sometimes seen as a risk to expectant mothers’ wellbeing. Childbirth was 

described as natural and something that women have done at all times, a 

statement that ignores the risks that have always been associated with giving 

birth. In neoliberal discourses, characterized by a focus on individual 

responsibility, worry was sometimes also described as a risk, yet it was not 

linked to the closure but described as a natural part of expecting a child, and 

something that many parents experience. The solution to the worry, as 

suggested by the author of the mentioned article, was to seek help from a 

midwife. While risk articulations within the traditionalist discourse were 

family-centred in the sense that they could highlight how birthing women had 

historically been assisted by family members or people from the community, 

risk articulations that drew on a neoliberal discourse instead (as in the above-

mentioned example) stressed the individual’s responsibility for managing 

risks. Yet, what the discourses had in common is that they used naturalisation 

as a tool to depoliticise women’s worry.  

 

In the discourses, norms on how pregnancy should be was woven into the 

description of women’s worry. Within risk articulations of women’s worry in 

both welfare and traditionalist discourses, pregnancy was described as a time 
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that should be harmonious and peaceful, and when the woman looked 

forward to caring for her baby. Because of the worry that women in Sollefteå 

experienced (which was described as being caused by either the closure or the 

risk narrative around it), this state was interrupted. Being in a heterosexual 

relationship and owning a car was largely taken for granted in the articles, 

which – independent of the ideological discourse – often seemed to assume a 

middle-class nuclear-family lifestyle. However, one of the study’s most 

interesting findings was the fact that few articles focused particularly on 

physical risks to women: while the articles could mention risks to babies, risks 

to women were abstracted to be articulated as ‘worry’ – a risk that indirectly 

focused on the baby’s physical condition. Thus, there was a general lack of a 

feminist perspective on the consequences of closures in the article, as the 

longer distances to maternity care were never highlighted as a women’s issue.   

7.2. A parallel doing of risk and distance  

In paper II – Doing distance: Expectant parents’ experiences of risk following 

a maternity ward closure – I address the thesis’ second research question: 

“How do expectant parents experience the distance to maternity care in terms 

of risk? What role do social categories such as gender, place and class play in 

the parents’ experience of distance and risk?”.   

  

The study builds on interviews with ten expectant parents (eight expectant 

mothers and two expectant fathers) in the Sollefteå area. Most of the expectant 

parents were interviewed once, but two of the women were interviewed twice. 

The interviews took place in 2017 and 2018, except for one follow-up 

interview that took place in 2019.  Following a thematic narrative approach 

(Riessman 1993), I analysed the interviews with a focus on recurring narrative 

themes related to distance. Inspired by Massey’s (1995) notion that geography 

is connected to social relations and Davis’s (1999) theorization of distance to 

the state – where an institutional and cultural distance are addressed 

alongside a geographical one – I paid attention both to how the interviewees 

addressed the longer geographic distance to the ward, and if/how they talked 

about other, more abstract forms of distance. Within each narrative of distance, 

I also looked for how risks were constructed, including what was described as 
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a risk and which interviewees talked about what risks. Relying on Giritli 

Nygren and Olofsson’s (2014) theorization of how the doing of risk 

reproduces power structures, I also looked for how risk constructions related 

to power, especially focusing on gender and class.   

 

The findings revealed that the interviews revolved around three narratives, 

which in the study I refer to as a geographic, a social and a political narrative. 

The geographic narrative centred on the longer physical distance to the closest 

hospital with a maternity ward, the social distance referred to a perceived 

distance to the staff and unfamiliar environment at the ‘new’ hospital, and the 

political distance focused on distance to regional decision-makers and 

political power. In the geographic narrative – which was, not so surprisingly, 

present in all the interviews I did with expectant parents – the two most 

common risks that the interviewees focused on were losing control and giving 

birth in the car. In the case of ‘losing control’, expectant mothers experienced 

fear of being in a situation they had little control over, and expectant fathers 

described a fear of losing control (e.g. not being able to drive the car properly) 

in a situation that depended on them. One of the expectant mothers, who was 

single, also expressed that the distance to the ward meant that she could no 

longer manage the situation by herself, which she had wanted to. The scenario 

that this woman found herself in could also be theorized as losing control, yet 

in a sense that referred to integrity.  

 

When it comes to ‘giving birth in the car’, expectant mothers highlighted 

worst-case scenarios when everything went wrong, and their own and their 

baby’s lives were at stake. When asking the interviewees if they would 

consider staying at a hotel or renting a place sometime before birth to avoid 

travelling, the majority said that they preferred being at home but also that 

they could not afford to do such a thing. Only the woman who was single 

ended up moving closer, as she decided to stay at her mothers’ place a couple 

of weeks before giving birth. This illustrates how gender, class and life 

situation determined how the parents experienced risks with the longer travel, 

and the possibilities they had to navigate them.   
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While geographic and political distance were present in all the interviews, 

social distance appeared in half of the interviews. Geographic and political 

distances referred to an actual space or experience, but social distance could 

refer either to a lived experience (e.g. from having visited the ‘new’ hospital 

due to complications during the pregnancy) or to an imagined scenario on 

how birth in the new hospital would be. Both expectant fathers and mothers 

feared that they would feel distant from the hospital staff or ‘not at home’ in 

the hospital, but only women mentioned the risks that this kind of distance 

could cause. The risks that the women mentioned included trauma or simply 

having a bad birth experience. These risks were connected to a feeling of 

unsafety provoked by the distance to the staff and hospital environment.  

 

Finally, risks within a narrative of political distance included feelings of 

humiliation and unworthiness, resulting from the insight of being someone that 

decision-makers can ignore. In this narrative, the expectant parents 

commonly highlighted power inequalities, exemplified by a woman who 

stressed that, as a woman in Sollefteå, she lacked rights and was someone that 

decision-makers did not need to care about. Thus, in the interviewees’ 

narrating of distance, power structures could both be implicitly ‘done’ in the 

interviewees’ prioritizing and navigating of risks and explicitly pointed out 

by the interviewees themselves.      

7.3. Small-ward midwives as risky subjectivities    

Paper III – Risky subjectivities: Peripheralization and appropriation of small-

ward midwives’ work practices in the closure of a rural area’s maternity ward 

– centres on the third research question: “How are gender, class, race and 

place at work in midwives’ negotiations of their work identities?”.   

  

The study builds on interviews with three midwives and one hospital 

manager who previously worked at BB Sollefteå. The hospital manager and 

two of the midwives were interviewed once, and one of the midwives was 

interviewed twice. All the interviews took place in 2019. When analysing the 

interviews, I used a thematic narrative approach (Riessman 1993) to explore 

narratives of midwives’ subjectivities. In this analysis, I was inspired by 
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feminist theories of reproductive (care) work, where identities are understood 

to be formed through both managerial naming and relations with patients 

(Williams 2006; Selberg 2012). In the narratives, I used the ‘doing risk’ 

approach (Giritli Nygren et al. 2017) to investigate how risk and several power 

structures – gender, class, race and place – were at work in the narratives.  

 

The first narrative was a political narrative that the midwives’ recalled taking 

place in the political discussions before closing BB Sollefteå. Even though the 

closure was part of a savings plan in the region, the low number of deliveries 

at BB Sollefteå (approximately 1/day) started to be used as an argument for 

closing the ward. Given the low number, midwives at BB Sollefteå did not get 

as much training in deliveries as midwives at bigger wards, and this was said 

to have negative effects on patient safety.  The narrative, in which patient 

safety is determined through the number of deliveries, follows a neoliberal 

logic on measurability and constructs big and specialized urban wards as the 

natural centre of healthcare. Within such a narrative, small ward-midwives’ 

work subjectivities became ideologically risky and work practices at smaller 

wards – characterized by a “do-a-little-of-everything-approach”, as one 

midwife described it – were deemed as risky to patients.  

 

Interestingly, after the closure of BB Sollefteå, a holistic approach to 

midwifery was adopted into a project – ‘Midwife all the way’ – at Sollefteå 

Hospital, aimed at supporting first-time mothers and women with birth 

anxiety. The project was research-led and regionally funded and was meant 

to provide continuity and safety for the women, who were assigned a midwife 

that would both follow their pregnancies and (if she was available at the time) 

follow them to the new hospital and deliver the baby. Thus, non-specialized 

work practices were deemed as risky before the closure, yet were used in a 

risk-prevention program after the closure. While the new project focused on 

some vulnerable women, it excluded other forms of vulnerabilities, such as 

facing obstacles due to lack of resources such as a car and/or knowledge of the 

Swedish language. In the interviews with midwives, they highlighted how 

newly arrived immigrant women, who commonly lack access to sufficient 

information, were at the utmost risk. Thus, the way that risk was constructed 
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in political discussions and initiatives before and after the closure fueled two 

peripheralisation processes: one where small-ward work practices were 

peripheralised and one where certain patients were peripheralised.  

 

The second narrative, which could be called a counter-narrative, appeared in 

the interviews with midwives as they resisted the political narration of their 

work as risky due to insufficient skills and renegotiated their work and work 

identities. This resistance included highlighting the benefits of working in a 

smaller ward. For example, midwives’ could highlight that the fact that they 

all knew each other in the team contributed to good care. They also 

emphasized that work practices at the ward were efficient, yet not so efficient 

that there was no time to care for the women. In general, the midwives 

highlighted the reproductive, caring practices that were close to invisible in 

the political narrative. Another counteraction was to prepare statistics 

comparing the number of deliveries per midwife at the region’s wards, in 

order to prove that when divided by the number of midwives, the BB Sollefteå 

statistics were not lower than those of the other wards. Thus, the midwives’ 

strategies to undo risk and defend their work identities intersected with an 

undoing of centre-periphery power relations, yet simultaneously adjusted to 

and thus, to some extent, reproduced neoliberal ideologies.    

7.4. The gender-equal nuclear family   

Paper IV – Birth of the gender-equal nuclear family: Normalization, power 

and ideology in Sweden – addresses the thesis’ fourth and last research 

question: “How are norms on birth and family reproduced in pregnant 

women’s outlining of birth?”.   

  

The thesis’ final study builds on interviews with eight pregnant women in the 

Sollefteå area (the same interviews with women that paper II is based on). The 

interviews took place in 2017 and 2018, and one follow-up interview was 

conducted in 2019. Analysing the interviews, I used CDA and Fairclough’s 

(2003) theorization of elements of events to investigate how the women 

visualized the  birth setting they wished for and what components they 

wanted to be part of that setting. Thus, as a first step, I analysed birth 
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descriptions that appeared in the interviews, treating birth as an event and 

noting whom the women wished would participate in the event (be present 

during birth) and what participants were associated with which activities 

(who should do what). Commonly, the women’s desired birth settings 

became apparent as they talked about the risk that the new situation posed to 

how they would have wanted their birth to be. Thus, I paid attention to 

descriptions of both birth settings that were wished for and those that were 

not. In the second step of the analysis, I explored how the birth descriptions 

reproduced discourses on family and – using feminist theorizations of 

normalcy (Fahlgren et al. 2011) and queer theory (Butler 1993) – how certain 

family constellations could be either normalized or queered. Finally, I focused 

on ideology (Lazar 2007) and how the construction of childbirth and family 

were ideological to their character.   

 

For the women I interviewed, an important part of birth was to be together as 

a family – during birth and before birth. With the new longer distance to 

maternity care, going to the ward together also became an activity that was 

included in birth as an event and, as such, going together was of importance. 

Some of the women I interviewed had partners who worked away during the 

weeks or days (e.g. as truck drivers or as forest workers), and could therefore 

not guarantee that they would be close enough to drive their partner when 

the time came. Thus, the women needed to be prepared for going to the 

hospital with someone else, in case their partner would not be able to make it 

back home in time. This was not a scenario the women wished for, and some 

of them – treating such a scenario as a risk to their preferred birth setting – 

tried to make arrangements to avoid it. One woman considered staying with 

her partner in his work trailer in the forest during the weeks, even if it would 

further increase the distance to the closest maternity ward, yet in the end she 

followed the recommendations from her midwife not to do so. In any case, 

this illustrates how being together with their partner was considered to be 

close to equally important as avoiding the risks of a longer distance. When 

explaining why going together to the hospital was so important, women 

expressed fear of their partner missing the event. Commonly, the women 

drew on discourses of gender equality, arguing that their partner – just like 
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them – was about to become a parent. Following Swedish discourses on 

shared parenting, where being present during birth is seen as a first step, these 

findings suggest that in the new situation, travelling together to the hospital 

became part of the rituals surrounding birth.   

 

Although most of the women I interviewed were in heterosexual relationships 

and lived together with their partner, one woman was single and needed to 

stay at her mother’s place in another town a couple of weeks before the 

planned date of birth in order to ensure that she would have someone to drive 

her. Except for this woman, the majority of women I interviewed said they 

would not consider staying with relatives, even though it would mean that 

they were closer to the maternity ward. Another exception was a woman 

whose parents and siblings would arrive from another country and stay with 

her and her husband to be able to help with the baby. The reason why most 

of the women did not want to stay with relatives was that they wished to be 

together in the small nuclear family. This illustrates how it was not only the 

father’s absence that could constitute a risk to the women’s desired birth 

setting, but also how the presence of unwanted participants was a potential 

risk to their desired birth experience. Taken together, the central part that the 

(formation of) the nuclear family posed in birth had the effect of queering 

anyone positioned outside of it. The narrow, Swedish ideal for family, 

drawing on heteronormative and racialised norms, excludes not only rainbow 

families, but also single parents and intergenerational families. With the 

longer distances to healthcare, these norms are made remarkably visible.    

 

 

 

 

 

 

 



 

71 

8. Discussion of the results 

This thesis has had two aims: to capture the experiences with maternity ward 

closures of those directly affected by them and to explore how the ‘doing risk’ 

theory can help deepen our understanding of the social processes of 

peripheralisation and normalisation. The first aim has been addressed in the 

four empirical studies, and the second will be addressed below and in the 

Concluding remarks. The discussion will be divided into four sections that 

focus on naturalisation and depolitisation of risks related to women, 

peripheralisation from the welfare state, peripheralisation of small-ward 

work practices, and normalisation of the gender-equal nuclear family. As can 

be seen from these topics, the sections represent the four studies in this thesis; 

however, I will not stick strictly to each paper in the various sections but will 

include relevant findings from several papers. 

 

8.1. Naturalisation and depolitisation of risks related to 

women 

One of this thesis’ central findings is the peripheralisation of risks related to 

women in media reporting and debates on the closure of BB Sollefteå. In Paper 

I, I explored newspapers’ reporting on health-related risk in the case of the 

closure, highlighting different ways of approaching risks to women and 

families. In the discussion that follows, I focus specifically on risks related to 

women, and address two ways that these risks were peripheralised in media 

coverage.  

 

Before I describe these two ways in detail, I want to linger on what I mean by 

the peripheralisation of risk. In Giritli Nygren et al.’s (2020: 81) account of how 

risks can be both done and undone, the undoing of risk is described as a 

process that includes disrupting or rearticulating risk, and thus making it 

appear irrelevant. The process can take place deliberately or not, and it can be 

a political strategy, a strategy to navigate everyday life, or the undeliberate 

result of an action. In this context, the peripheralisation of risks related to 

women can be seen as a process of making these risks appear irrelevant. The 

two ways of peripheralising risks to women in the newspaper articles were 1) 
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shifting focus from risks of the longer travel to women’s worry, and 2) 

excluding women from risk descriptions. 

 

In the first case, the peripheralisation of risks related to women included 

processes of naturalisation and depolitisation. Transferring Enloe’s (2014) 

analysis of how women’s work is commonly feminised, naturalised, and 

depoliticised5 to the area of risk, I found that pregnancy-related risks can be 

similarly feminised, naturalised, and finally depoliticised. In the newspaper 

articles covered in Paper I, the risk that women faced after the closure was 

most frequently described as ‘worry’. While many articles stressed that the 

political decision to close the ward caused the worry that women experienced, 

other articles disconnected worry from the actual closure, offering different 

explanations. As I highlighted in the previous chapter, such explanations 

were that worry was caused by the risk rhetoric that the protesters in the 

occupation of BB Sollefteå used, or that worry is a natural state for someone 

expecting a child, independent of the circumstances.  

 

In articles that claimed women’s worry was caused by the protests and that 

giving birth is natural, the authors commonly referred to ‘old times’ when 

women gave birth without medical assistance. For example, one author retold 

her own birth story – she was born in a sofa bed in the countryside, and her 

mother was assisted by an older woman from the village – to highlight that 

today’s women have nothing to worry about. In the article that instead 

claimed that worrying is natural, the author (a regional politician) highlighted 

how parents who worry can get professional help. She wrote: 

 

It is natural that giving birth, especially for the first time, is a very 

overwhelming and dramatic experience in the lives of future parents, and 

I understand that one may experience worry and fear. However, there are 

many occasions during the pregnancy when one can talk about their worry 

 

5 In Enloe’s (2014) example, female textile workers suffered from low wages as sewing was labelled as 

naturally performed by women (unskilled work), and the issue of low wages in the industry could 

therefore be depoliticised and made to appear as unproblematic.    
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and fear [with a midwife] and get information about when to go to the 

hospital, etc. 

 

By stating that it is natural to be overwhelmed by the experience of childbirth, 

and that those who worry about giving birth can receive support from their 

midwife, the article’s author both naturalises and individualises parents’ 

worry.        

 

Similar to Mulinari’s (2011: 21) conclusions from researching a Swedish 

maternity ward, my findings reflect both a discourse in which women 

experiencing fear of giving birth were constructed as ‘too modern’, and a 

psychological shift in maternity care wherein conditions of fear become 

psychological and individual problems, rather than problems traced to the 

organisation of maternity care. By stressing the natural character of childbirth 

or worry, the authors of these newspaper articles depoliticised the experience 

of worry. 

 

The psychologisation and individualisation of fear was also apparent in 

interviews with expectant parents and midwives, quoted in paper II, III and 

IV. One midwife noted that previously, the midwives treated women for birth 

anxiety but now women were afraid of travelling to the maternity ward. To a 

greater extent than birth anxiety, ‘travel anxiety’ was related to the structural 

organisation of healthcare. However, midwives and expectant mothers still 

needed to find strategies to deal with it on an individual basis. This was 

illustrated in an interview with a woman who suffered from birth/travel 

anxiety who spoke openly about her fear. The woman, quoted in Paper II, 

explained that her first delivery was fast (she gave birth to her first child at BB 

Sollefteå), and she would not have made it to the maternity ward in time if 

she would have needed to travel to another town. As she had heard that the 

second delivery is often faster than the first one, she feared that she would not 

make it to the ward in time after BB Sollefteå had closed. However, she did 

not only relate her fear to the longer distance and her previous experience, but 

also highlighted her character as another reason why she was worried. She 

expressed herself in the following way:  
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I guess I’m a bit of a helicopter mom too. I’m a bit worried about things. I 

think, like, ‘I can’t expect everything to go well. What if something goes 

wrong? What if the baby gets stuck or something?’ 

 

Even though it is possible that this woman did in fact worry easily, 

positioning herself as a ‘helicopter mom’ has the effect of shifting focus from 

the longer distance to her personality. Using the feminised label ‘helicopter 

mom’, the woman draws on a similarly gendered and individualised 

discourse on pregnancy as the newspaper articles that stressed worry to be a 

natural part of expecting a child. Even though in this case drawing on  such a 

discourse may be a coping strategy, and a way to ‘do away’ with risks (Giritli 

Nygren et al. 2020), linking worry to motherhood in the context of maternity 

ward closures serves to depoliticise it.  

 

However, following Enloe (2014) in her notion that it is important to reflect 

on who benefits from the naturalisation and depolitisation of social matters, 

the politician who drew on these processes in a newspaper article had more 

to gain than the woman who suffered from travel anxiety. While expectant 

mothers could draw on processes of naturalisation and depolitisation to feel 

better in a situation where political efforts had evidently failed, the article 

written by a regional politician rather used it as a political strategy to 

legitimise the closure. When used as a political strategy, naturalising and 

individualising women’s worry, as if it was not structurally and 

geographically situated, contributes to a peripheralisation of the particular 

risks that maternity ward closures pose to women in sparsely populated 

inland municipalities, where distances to the closest ward can be up to 250 

km.  

 

In the previous chapter, I highlighted how the general absence of articles that 

address physical risks to women was one of Paper I’s most interesting results. 

Articles commonly focused on ‘families’, as if maternity ward closures were 

not a gendered issue, and when highlighting risks to women the focus was on 

women’s worry (for the baby) or psychological conditions such as trauma. 

Although the women that I interviewed for Paper II and Paper IV expressed 

worry for their own health, this risk perspective was rare in the newspaper 
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articles. The peripheralisation of women in medical risk discourses, and the 

redoing of risks related to women as ‘worry’, follows a historical pattern of 

not taking women’s medical risks seriously (e.g. Hirdman 2003). In order for 

childbirth to be a safe experience for women, women’s medical risks need to 

be in centre of political and public discussions on maternity care.    

 

8.2. Peripheralisation from the welfare state 

In this section, I address peripheralisation from healthcare services as a form 

of peripheralisation from the welfare state, stressing that less access to 

services increases distance from the state. Davis’s (1999) theorisation of how 

geographic place, class and culture contribute to how distant a citizen is from 

the state has been crucial to this argument. While Davis pays attention to 

institutions of governance, I (given that I am particularly interested in the 

neoliberalised welfare state) focus on welfare institutions in my analysis of 

peripheralisation from the state. One of the foundations of any welfare state 

is predominantly tax-funded healthcare that is accessible and affordable to all 

citizens. When healthcare and other services become increasingly distant for 

some people, especially those living in rural municipalities, this foundation is 

partly jeopardised. 

 

However, in Paper II and Paper III, where expectant parents and midwives’ 

experiences were in focus, I highlighted that although all inhabitants in 

municipalities where services are closing down are affected, some are affected 

more than others. In the specific case of maternity ward closures, women are 

affected more than men are, and women who lack the resources that would 

improve the situation are more affected than women who possess those 

resources. As Davis (1999) stated, class and place determine women’s distance 

from the state. Thus, women living in rural areas where maternity care close 

down, and who lack resources such as a car and a partner or other close one 

who can drive them, can be understood to be peripheralised from the welfare 

state in terms of facing multiple obstacles in accessing services.     

 

Among the expectant parents I interviewed, minimising the risks associated 

with longer travel was part of the preparations for birth. As was described in 
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the Methods chapter and in the previous chapter on results, all of my 

interviewees owned a car and most of them were in a relationship and 

planned to go together to the hospital. However, some of the women I 

interviewed had partners who worked away during the week and thus 

needed a Plan B, involving a ‘standby driver’. Further, one woman I 

interviewed was single and did not have any close relatives in town and thus 

chose to stay at her mother’s place in another town a couple of weeks before 

giving birth. Finding strategies to avoid risks is a way to live with risks, yet it 

simultaneously contributes to the doing of risk, as navigating risks inevitably 

confirms their existence (Giritli Nygren et al. 2020). Thus, while attempting to 

minimise risks, the parents were confirming risks related to long distances to 

maternity care. Therefore, although not intentionally, their actions also 

rejected the undoing of risk that appeared in some of the newspaper articles 

quoted in Paper I, such as the statement that protesters (falsely) constructed 

the distance to maternity care as risky.  

 

Peripheralisation from the welfare state has actual consequences for people, 

which was illustrated in my studies by the fact that one of the women I 

interviewed did not make it to the hospital in time. Having to travel far to 

access a maternity ward also provoked specific feelings among the women I 

interviewed in Sollefteå: feelings of humiliation resulting from the impression 

that they were somebody politicians can ignore. This relates to previous 

research in which closures were found to affect people emotionally, for 

example, as feelings of isolation (Castleden et al. 2010). The feelings that the 

closure caused also made the individuals I interviewed intentionally 

dissociate themselves from what they perceived as the political power in the 

region, for example by referring to politicians as ‘them’, not specifying whom 

they were talking about. For example, one woman said: 

 

Why make cuts in something that is needed?… They think they will profit 

if they just save, save, save, but it just gets more and more and more 

expensive. They should have noticed that it doesn’t work. 

 

Even though the woman does not specify whom she is talking about, it is 

obvious that ‘they’ in this case refers to political decision makers, who she 
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claims care more about profits than the needs of the women in the region. 

Dissociation from decision makers was also found in Lundgren and Nilsson’s 

(2018) study on the protests of the decision to close the health centre in 

Dorotea, about 160 km from Sollefteå, where local activists dissociated 

themselves from responsible decision makers by describing them as ignorant 

and immoral. Thus, together with the results from previous studies on 

closures, my findings show that this kind of distancing from political power 

causes general distrust among people in rural municipalities and thus a 

symbolic distance between rural areas and urban areas. 

 

8.3. Peripheralisation of small-ward work practices 

Apart from naturalising parents’ worries, another strategy to politically 

legitimise the closure of BB Sollefteå and make it appear as though it was 

justified was to construct the routines and work practices at BB Sollefteå as 

risky to birthing women. In Paper III, I focused on midwives’ experience of 

how their work was constructed in the political process before closing the 

ward. As Selberg (2012) noted in her dissertation on gender and nursery work 

in a hospital ward twenty years after the 1990s restructuring of healthcare, 

NPM fueled ideals of professionalisation and, consequently, medical practices 

were prioritised over caring practices. For maternity care, one consequence 

has been an increased focus on the measurable parts of the profession, such 

as the number of deliveries that take place at a ward compared to the costs of 

running it. In political discussions before the closure of BB Sollefteå, as 

recalled by the midwives, the low number of births at BB Sollefteå was 

emphasised as both an economic risk and a risk to patients. Thus, in this case, 

the doing of risk intersected with a peripheralisation of small-ward midwives’ 

work practices and a normalisation of work practices at large, specialised 

wards.  

 

In this context, it is interesting to note that the more holistic ‘do-a-little-of-

everything’ approach was highlighted in a research-led and regionally 

financed project that was initiated at Sollefteå Hospital shortly after the 

maternity ward had closed. Midwives I interviewed noted that deliveries are 

an important part of many midwives’ identities, as the delivery room is 
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entirely the midwives’ playfield. Even though midwives initially felt that 

joining the project would be a ‘betrayal against the fight’ for BB Sollefteå, and 

positions were hard to fill – as reported by the hospital manager I interviewed 

– five midwives at the hospital agreed to be part of the project to be able to 

keep working at Sollefteå Hospital and delivering babies.  

 

The construction of small wards as risky demonstrates how giving birth in a 

medical and high-technological hospital environment is largely normalised in 

Sweden. Unlike other welfare countries, such as in the United Kingdom and 

the Netherlands (Wrede 2001), homebirth is not regionally funded in the vast 

majority of Sweden’s municipalities, and in none of the sparsely populated 

municipalities. When I asked the expectant mothers that I interviewed if they 

would consider homebirth if it was available as an option, most seemed 

surprised by the question, and they all said no. However, there is an ideal 

according to which birth should be ‘natural’ and caesarean sections and other 

interventions should be avoided when possible. Two women mentioned the 

possibility of getting permission to have a planned caesarean section or to 

book a date for medically inducing labour, but such procedures not being 

elective in Sweden made it more complicated for the women to have them. 

The combined medicalised and demedicalised approach within Swedish 

maternity care (Mulinari 2011) – normalising birth at a hospital but not 

allowing one to plan the date for birth – means that in Sweden, maternity 

ward closures result in women travelling long distances when in labour, 

unlike in countries with different regulations around birth. 

 

However, it is important to note that the midwives and the pregnant women 

I interviewed rejected the idea of small maternity wards as unsafe 

environments. Some of the women said that the size of the maternity ward 

did not matter to them, and they trusted all wards in the region to provide 

good care. As illustrated in Paper II, some women also stressed that the small 

maternity ward environment, with staff that they knew, made them feel 

comfortable and safe. One woman, who had given birth to her first child at 

BB Sollefteå and planned to give birth to her second child at Sundsvall 

Hospital, compared her experiences at the two wards as follows: 
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I knew that when the pain starts, I will go there [to the hospital], and it is 

calm, and they will take care of it…. I have met all the midwives, and that 

is really important. This time, when I travelled to the maternity ward [in 

Sundsvall], because they needed to check me, I got to meet some people 

there, but it was not the same: I felt a bit excluded. I didn’t know them; it 

didn’t feel so safe there. 

 

The quote illustrates how the woman highly valued the calmness and 

familiarity of the ward. The support for smaller wards made some women 

make the decision to give birth at the smaller of the two remaining hospitals 

in the region, Örnsköldsvik Hospital, where the maternity ward had also been 

under the threat of closing (Larsson 2020). Following Giritli Nygren et al.’s 

(2020) notion that the intentional undoing of risk can contribute to undoing 

power structures, the fact that the women distanced themselves from the idea 

of smaller wards as risky also contributed to destabilising the construction of 

large urban wards as the centre of Swedish maternity care discourse. Thus, in 

this case, the undoing of risk intersected with the undoing of centre–periphery 

divides in healthcare discourses. 

 

As was touched upon in the Results chapter, midwives also used strategies to 

resist the political narrative in which their work was constructed as risky. Like 

the pregnant women, they highlighted the benefits of smaller wards. For 

example, one midwife compared her experience of working at a large ward to 

working at BB Sollefteå as follows: 

 

Then [at the bigger ward] you didn’t have time to be with the women all 

the time, as you might have wished; you had to run between them. It was 

very efficient. In Sollefteå you had that time. But that is a luxury today. You 

should not be allowed to have that, it seems. 

 

The midwife associated the work environment at the bigger ward with 

efficiency, which sometimes resulted in not having enough time for the caring 

work tasks. At the smaller BB Sollefteå, where there were fewer deliveries, 

there was time for them. However, one midwife emphasised that the work 



 

80 

routines at BB Sollefteå were efficient, and another midwife claimed that the 

region’s three maternity wards have the same number of deliveries per 

midwife.  Thus, midwives’ strategies for undoing risk also contributed to 

destabilising the central position of big-ward efficiency in healthcare; 

however, in order to prove their point, they drew on the same neoliberal 

logics that was part of legitimising the closure and that are at the centre when 

it comes to defining what good care is. 

  

8.4. Normalisation of the gender-equal nuclear family 

The last finding I will discuss concerns norms on (the becoming of) family that 

were apparent in the newspaper articles and interviews with expectant 

parents. In both Paper I, building on newspaper articles, and Paper IV, 

building on interviews with expectant parents, I found assumptions about 

what pregnancy and childbirth should be like, which reflected gendered 

discourses on motherhood and normative discourses on family. In the 

newspaper articles in Paper I, the closure’s effect on mothers’ wellbeing was 

occasionally contrasted with an outlining of how pregnancy should instead 

be – an experience that the women in Sollefteå was cheated on. In these cases, 

worry was contrasted with harmony, and anxiety over the travel to the 

hospital was contrasted with looking forward to “soon having a loved little 

homemade one”, as described by one of the articles’ authors. Using a gender 

lens on the construction of risk (Hannah-Moffath & O’Malley 2007), this 

shows how the new situation could also be perceived as a risk to normative 

pregnancy, an idealised state of feminine purposefulness, joy and care. 

 

In the newspaper articles, the setting for travelling to the hospital always 

appeared to include a heterosexual couple (mother and father) who were 

going together to the hospital in their car. Thus, the newspapers portrayed 

nuclear families that are well established in Sollefteå and who own a car as 

the central victims of the closure, while peripheralising single mothers, newly 

arrived immigrants and others who could be even more affected by the 

closure. The nuclear family norm of going together to the hospital was further 

strengthened by some of the expectant mothers I interviewed, who 

highlighted the risk that their partners, who worked away during the week 
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or day, would not make it home in time to drive them to the hospital. 

Motivating the importance of going together to the hospital, the women 

emphasised that the father was also about to become a parent, echoing the 

results of Sandell’s (2012) study from a Swedish maternity ward, where 

fathers presence was a strong norm. Thus, in the mothers’ ideas of how they 

wanted childbirth to be, welfare discourses on gender-equality and 

traditionalist discourses on the nuclear family intersected – a tendency I also 

found in newspaper articles analysed in paper I, where articles drawing on 

welfare discourses were often family-centred.  

 

Being positioned outside the ‘gender-equal nuclear family’ norm offered a site 

of resistance against its dominance, yet people in peripheral (or queered, as I 

label it in Paper IV) positions could also fuel this norm. The single woman I 

interviewed emphasized that a family does not need to include a father, but 

she still moaned the fact that the baby’s biological father did not want to be 

present in their life. When telling me her mother was the one who would drive 

her to the maternity ward and support her during birth, she jokingly stressed 

that they might end up having ‘a disagreement or start a fight’. Even though 

the woman’s joke might be based on a regularity in her relationship with her 

mother, none of the other parents joked about starting a fight (even though 

couples obviously also fight). Thus, the woman’s way of talking about 

bringing her mother to the delivery room strengthened the impression that 

such a constellation was not how birth should take place. After giving birth, 

the same woman reflected on the fact that her mother did not get to stay with 

her in the ward – something she would have preferred – and used the 

following argument for why an extra person should be able to stay at the 

hospital: 

 

I was still in pain after the delivery and had to go get food by myself and 

bring the baby. It wasn’t like I could share; …one gets food and the other – 

there’s no recovery. And I think it’s very strange that only the mother gets 

to stay at the ward, because it’s two people who have become parents, of 

which one has gone through a big bodily experience and worked with the 

body maybe during a long time or a short time – and then this person 
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becomes solely responsible for a new born child. The man should stay and 

take care of the child. 

 

Even though the woman was single, she used a heterosexual two-parent 

constellation to argue why an extra person should be allowed to stay at the 

hospital. The fact that all the parents I interviewed, even the woman who was 

single, talked about the birth event in heteronormative terms illustrates how 

deeply rooted this norm was.  

 

The interviews with the woman that was quoted above also illustrated that 

the norm could be destructive, as she expressed in the first interview that she 

did not only worry about the longer travel to the maternity ward, but also 

about not conforming to norms on what pregnancy and childbirth should be 

like and about people’s opinions. These were risks that none of the other 

parents I interviewed mentioned. Following Giritli Nygren and colleagues’ 

(2017) notion that the heterosexual norm poses a risk to those located outside 

of it, this woman needed to both navigate the stigma of being a single mother, 

and a system that takes for granted that mothers have someone that will drive 

them to the hospital. 

 

The single woman I interviewed was the only one who actually moved closer 

to a maternity ward before birth, simply because she did not have any close 

relatives in Sollefteå who could drive her. This illustrates how help from 

relatives and friends becomes crucial as welfare services become more distant. 

Returning to Foucault’s (2008) concept of biopolitics, this shows that as 

biopolitics change, so do the boundaries and importance of family and local 

community. As Sandell’s (2012) study from a Swedish maternity ward 

showed, the normative birth setting in Sweden only includes the birthing 

woman and her (male) partner. Such norms regarding how birth should take 

place were apparent in the interviews with expectant parents, as most resisted 

involvement from anyone outside the nuclear family. As one woman 

expressed it when I asked why she did not stay with her mother, who lived 

in a neighbouring town with a hospital, she wanted birth to ‘be between the 

two of us’ – i.e. her partner and herself. The fact that the parents highlighted 

risks to the experience of becoming a family alongside risks with the longer 
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distance meant that they were part of upholding the norm of the nuclear 

family. Combined with the welfare state’s retirement, this norm contributed 

to peripheralising those not conforming to it and/or having views on birth and 

family that diverged from the norm. 
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9. Concluding remarks  
In addressing several risky distances – distances to care, the growing 

economic gap between the urban and rural, and growing distances for some 

people to the welfare state – this thesis has sought to explore the doing of risk, 

periphery and normalcy in the context of healthcare centralisation. I have 

been inspired by Enloe’s (2014) urge to always ask questions about how 

power is at work in a given issue and what politics has to do with it. In this 

spirit, distance can be thought of as the space between the normative centre 

and the periphery – a space that is political and both reflects and upholds 

power inequalities in society. 

 

The thesis has had a double aim, where the first part has focused on exploring 

the consequences that closures and the distances they result in have for people 

who are directly affected by them. Again, I turned to Enloe (2014) and her 

feminist curiosity, as I was particularly curious about the effects of maternity 

ward closures on women. In the previous chapter, where I discussed the 

findings from the four empirical studies, I highlighted how continuous 

closures in rural municipalities peripheralises people from the welfare state, 

and – in case of maternity ward closures – women in rural areas in particular. 

Furthermore, people’s opportunities to act in a risk-minimising manner and 

prepare for longer travel times vary across the population, as single women, 

newly immigrated women, and women who lack crucial resources (e.g. a car) 

become utterly vulnerable. This vulnerability is not a given but a part of a 

peripheralisation process whereby women who do not conform to Swedish 

norms of family are made vulnerable in a system that builds on these norms. 

These findings thus add to previous studies of maternity ward closures and 

risk in which class and life situation proved to be important factors in 

determining how a longer distance to care is experienced (Evans et al. 2011; 

Kornelson & Grzybowski 2006). 

 

The second part of the aim has been theoretically oriented, focusing on how 

the ‘doing risk’ theory can help deepening our understanding of processes of 

peripheralisation and normalisation. While the connection between risk and 
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normalisation is well-researched in feminist scholarship on risk and power 

(Giritli Nygren & Olofsson 2014; Lupton 2012; Mulinari 2011), the link 

between risk and peripheralisation may seem less obvious. Further, while 

researchers have explored social norms and ‘taboo’ (Douglas 2002), and 

normalisaton and ‘outsiderhood’ (Fahlgren et al. 2011), the pairing of 

normalisation and peripheralisation has not been as common so far. I thus 

want to begin by highlighting the benefits of combining the concept of 

peripheralisation with theorisations of risk and normalisation. Like 

normalisation, peripheralisation can be seen as a regulatory practice, 

determining what is considered a risk, and thus worth our attention and 

actions. Using the concept of peripheralisation (and not for example 

outsiderhood or marginalisation) further allows us to study norms and its 

effects as geographically situated.   

 

The strength of the theory of ‘doing risk’ is that it offers an understanding of 

risk as performative, and as intersecting with power structures (which are also 

seen as performative). The performative approach to risk, where it is theorised 

as something that is continuously being done, suggests that risk is in itself 

processual – a matter that illustrate why this approach to risk is suitable for 

analyses targeting social processes. The doing of risk encompasses both the 

labelling of risk and the actions undertaken to minimise risk (Giritli Nygren 

et al. 2020). In this thesis, we have seen how the labelling of BB Sollefteå as 

medically risky in the political discussions before the closure served to 

legitimise the closure and construct it as though it was not economically 

motivated. In this case, the labelling of risk was connected to processes of 

normalisation – where big, specialised wards were constructed as the 

normative centre of Swedish healthcare – and to processes of 

peripheralisation, as small-ward work practices were simultaneously 

peripheralised from the same discourse. Giritli Nygren et al. (2020: 66) further 

noted that acting on risks can relate to processes of normalisation, as people 

often try to make ‘the right choice’ based on normative expectations. In this 

thesis’ results, this became evident as pregnant women in heterosexual 

relationships sometimes struggled to choose which risks they should 

prioritize to act upon when preparing for birth: risks of the longer distance to 
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the maternity ward or risks of not being together as a family at the time of 

birth.  

 

 ‘Doing risk’ also helps in understanding how practices and sometimes 

groups of people can – as a result of contemporary societal norms and moral 

– be defined as ‘at risk’ in a sense that constructs them as a problem (Giritli 

Nygren et al. 2020). In medical and reproductive discourses, lgbtq+ people, 

single women and minority women are groups that have historically been 

constructed as ‘at risk’. However, feminist scholarship on risk and pregnancy, 

which covered how the risk focus in maternity care shifted from the pregnant 

woman to the foetus (e.g. Lupton 2012; Rothman 2014), suggests that ignoring 

or neglecting risks (as if there was no problem) is also a process contributing 

to upholding norms and power regimes. With these insights in mind, I have 

contributed with a perspective on how doing risk relates to processes of 

peripheralisation. As the thesis’ results illustrate, peripheralising risks to 

some people (in this case: women in sparsely populated areas) serves to 

peripheralise them from the state. The doing of periphery also relates to a 

parallel doing of a normative centre, built around ideological currents. Thus, 

‘doing risk’ can help understanding peripheralisation and normalisation as 

intersecting processes, which are in different ways organised around risk, 

power and ideology.  

 

9.1. Directions for future research 

Finally, I want to highlight some of the limitations of this thesis and 

possibilities for future research. The material that this thesis built on consisted 

of newspaper articles and interviews with expectant parents and midwives. 

Given the few male participants in the sample of expectant parents, it is 

impossible to say that this thesis gives a satisfying insight into fathers’ 

perspectives – rather, it gives an insight into parents’ experiences of a longer 

distance to maternity care and a glimpse into fathers’ specific experiences. 

This aspect is important in relation to this thesis’ academic contribution, and 

I want to be clear that, even though I highlight differences between mothers’ 

and fathers’ perspectives in Paper II, I do not consider this to be a final result. 

Instead, it should be seen as a starting point and an invitation for other 
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scholars to continue the work that needs to be done to illuminate fathers’ 

experiences of longer distances to maternity care. In addition, as there were 

few midwives at BB Sollefteå and they were all exhausted after the closure, I 

was unable to interview many. Therefore, more research on midwives’ 

experiences would also be valuable for developing a fuller understanding of 

the effects of maternity ward closure. 

 

There are also categories of women whose experiences this thesis has not 

covered. The difficulties that maternity ward closures cause for newly arrived 

immigrant women were addressed by one of the midwives I interviewed, but 

none of my interviewees had immigrated to Sweden recently. At the time of 

writing, there is also a growing call for decolonised healthcare in Sweden, as 

Sami activists and organisations are speaking up for closeness to care and the 

inclusion of Sami life views (e.g. Kunskapsnätverket för samisk hälsa 2019 and 

Labba 2021). There is thus a gap in the research exploring the perspective of 

newly arrived immigrants and the Sami communities that must be filled to 

provide a broader understanding of the effects of maternity ward closures.  
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