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I själva verket är det utpressning att analysera den hungriges politiska inställning utan att 

samtidigt analysera hungern. 
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Abstract 

The broader aim of this thesis is to contribute to the understanding of the 

production and reproduction of spatial inequalities following from the 

restructuring of the public healthcare system. More specifically, by analyzing the 

contention around healthcare restructuring related to two cases spanning a 

longer period in northern Sweden, I aim to investigate the changing conditions 

for healthcare provision in rural and sparsely populated areas, and I explore the 

forms of collective action that local people engage in to sustain the access to 

healthcare, as well as how state authorities’ attitudes towards such collective 

action have shifted. In the context of larger public healthcare restructuring in 

contemporary Sweden, where the marketization and privatization of healthcare 

since the 1990s have impacted the provision of healthcare across the country, 

rural areas are experiencing deteriorating accessibility to both primary healthcare 

as well as emergency healthcare. This development is increasingly contentious, 

and is frequently met with resistance from rural populations as well as various 

strategies to rework these uneven conditions. The first case concerns the 

preceding protests as well as the occupation and opening of a citizen cooperative 

primary care center in Sollefteå, Västernorrland, in response to cutbacks at the 

local hospital. The second case follows the worker-cum-citizen cooperative 

primary and occupational healthcare centers in Offerdal, Jämtland. Through 

these two cases I explore people’s experiences of public healthcare restructuring, 

their motivations for engaging in contention around it, their experiences of self-

organizing cooperative healthcare, as well as their visions and desires for a future 

healthcare. 

As shown throughout this thesis, healthcare restructuring is highly contentious 

and comes in many forms, ranging from protests, demonstrations, and 

occupations of healthcare facilities to the self-organization of healthcare services 

through worker and citizen cooperatives. Healthcare restructuring marked by 

spatial concentration and withdrawal has thus given rise to a number of drawn-

out and spectacular collective actions in contemporary Sweden, but responses 

can also take the form of low-key efforts to maintain healthcare provision. The 

healthcare authorities’ attitude towards such low-key efforts by not-for-profit 

healthcare providers has shifted from a favorable approach in the 1990s to 

emphasizing their role in safeguarding fair market conditions in the healthcare 

market. This shift has created a more hostile welfare state landscape for not-for-

profit healthcare providers in rural areas, which exacerbates the already 

unfavorable conditions they operate under. Rural populations’ efforts to remedy 

the withdrawal of public healthcare are thus highly precarious. While reworking 

uneven healthcare provision, they operate in this increasingly hostile welfare 

state landscape, which is not adapted to either rural areas or not-for-profit 
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healthcare. In practice, public healthcare restructuring and withdrawal amount 

to a cutback in healthcare provision for rural populations. This transfers the work 

of sustaining social reproduction to the private sphere, in this case not-for-profits 

healthcare providers. The public healthcare restructuring and withdrawal 

outlined in this thesis thus present an example of a form of ‘rural neoliberalism’, 

whereby rural populations are dispossessed of welfare services that instead 

accumulate in urban areas, which both increases and is connected to larger 

questions around spatial (in)equalities and the restructuring of the public sector 

in contemporary Sweden. Nevertheless, those engaged in contention around and 

the self-organization of healthcare nurture visions and desires for a future 

healthcare system that would take a holistic approach to the patient and make 

possible a more equitable access to healthcare. 
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Upproriska landsbygder – Sociala 

rörelsers omarbetande och motstånd mot 

sjukvårdens omvandling i svensk glesbygd 

Offerdal och Sollefteå – lokalt engagemang och motstånd mot 

sjukvårdens omstrukturering 

Denna studie tar sin utgångspunkt i två fall av konflikter runt sjukvårdens 

omvandling på olika platser i norra Sverige för att studera de erfarenheter som 

finns av denna omvandling och dess effekter. Det första fallet är protesterna kring 

nedskärningarna på Sollefteå sjukhus som började 2015. Dessa protester har 

utvecklat sig från demonstrationer under 2015-2016, till en ockupation av 

sjukhusentrén i januari 2017, till att öppna en medborgarägd kooperativ 

vårdcentral i december 2017. Medan ockupationen fortfarande pågår när detta 

skrivs, så gick den medborgarkooperativa vårdcentralen som ägdes av 200 

medlemmar i konkurs inom ett år, i november 2018. Det andra fallet är den 

kooperativa vårdcentralen Hälsorum Offerdal i Änge, Jämtland som har existerat 

sedan 1992 då arbetarna tog över vårdcentralen efter att regionen beslutat att 

stänga vårdcentralen. Under 2010-2011 omvandlades vårdcentralen från att vara 

ett arbetarkooperativ till att bli ett medborgarkooperativ ägt av 600 medlemmar 

i bygden och 2012 öppnade kooperativet också en företagshälsovård.  

I dessa två fall finns erfarenheter från nedskärningar och fråndragande av 

sjukvård i lands- och glesbygd. Dessa erfarenheter skiljer sig dock åt. Medan det 

i Sollefteås fall handlade om akutsjukvården och BB som lades ner, så var det i 

Offerdals fall primärvården som skulle stängas. Hur medborgarna har agerat 

skiljer sig också åt. I Offerdal bestämde sig arbetarna på den landstingsdrivna 

vårdcentralen att ta över driften när landstinget ville lägga ner den i början av 

1990-talet. Både landstinget och kommunen var väldigt intresserade av att 

utforska möjligheterna med en annan driftsform och att de tog över 

vårdcentralen som just ett arbetarkooperativ var en av förutsättningarna för att 

landstinget skulle gå med på omvandlingen. De drev vårdcentralen tillsammans 

under många år där de förnyade olika aspekter av arbetet, bl.a. genom att tidigt 

digitalisera journalerna. Under årens lopp har de vid ett flertal tillfällen varit 

nedläggningshotade, men har varje gång lyckats avvärja hoten genom att visa på 

vilka bra resultat de gjort i jämförelser mellan landstingets egna vårdcentraler 

och kooperativet. Under 2000-talet började det dock bli svårare att driva 

vårdcentralen, dels eftersom flera medlemmar och personal började gå i pension, 

dels för att dessa var svåra att ersätta, speciellt de pensionerade läkarna. Att 

rekrytera läkare utanför städerna började bli svårare och det var under den här 

tiden som stafettläkarna som fenomen började växa. När den nya Lagen om 
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vårdvalssystem (LOV) kom runt 2010 behövde kooperativet tänka om eftersom 

det skulle innebära mer ansträngande ekonomiska villkor för dem. De kontaktade 

Offerdals befolkning för att se om de var intresserade av att engagera sig i 

vårdcentralens överlevnad. På ett stormöte i Kaxås bestämdes det att 

kooperativet skulle omvandlas till ett medborgarkooperativ och när den 

omvandlingen var klar några månader senare hade kooperativet gått från att ha 

tre kvarvarande medlemmar till att ha mellan 600-650 medlemmar, nästan en i 

varje hushåll i Offerdalsbygden. Trots detta var bekymren inte över, utan de 

behövde på något sätt hitta en stabilare bas för att klara av de nya ekonomiska 

villkoren. Samtidigt planerade Krokoms kommun för att förnya sin 

företagshälsovård och upphandla den genom en kvalitetsupphandling som 

fokuserade på att förbättra de anställdas hälsa. Där föddes idén att starta en 

företagshälsovård som skulle kunna fungera som ett andra ben att stå på för 

kooperativet. Hälsorum Offerdal vann upphandlingen och började 2012 bygga 

upp en företagshälsovård. Genom denna unika kombination av kooperativ 

vårdcentral och företagshälsovård har de lyckats behålla primärvård i glesbygd 

under snart tre årtionden. 

Sollefteå’s historia är en annan. När regionen under 2015 annonserar ett 

sparförslag som innebär att de ska skära ner på sjukvården och speciellt BB i 

Sollefteå och Örnsköldsvik, men också akutsjukvården i Sollefteå ska läggas ner 

börjar både befolkningen i stort men också arbetarna på Sollefteå sjukhus att 

mobilisera sig. Den första demonstrationen sker ganska spontant i Örnsköldsvik 

i september 2015 samtidigt som nedläggningen av BB där tas bort från 

sparförslaget. Några veckor senare följs demonstrationen upp av en andra 

demonstration i Kramfors som samlar uppåt 14000 deltagare. Efter denna 

massiva mobilisering ersätts regiondirektören och den styrande majoriteten 

lovar ett omtag; de ska skicka tillbaka sparförslaget för vidare utredning. När lite 

verkar hända med omtaget anordnas en tredje demonstration i Härnösand i april 

2016 för att pressa politikerna att stoppa nedskärningarna. Trots dessa 

demonstrationer fortsatte nedskärningarna av de olika delarna att ske stegvis, 

först akutortopedi innan sommaren, sen BB som beslutades att stängas sista 

januari 2017, och sist akutkirurgi strax efteråt. Stängningen av BB var det som 

orsakade mest missnöje eftersom det symboliserade livet och möjligheterna att 

födas, leva och bo i glesbygd. Några veckor innan stängningen av BB organiserade 

ABF i Sollefteå en studiecirkel i bilbarnfödslar, hur man ska agera om man 

behöver föda på vägen till BB. Detta skapade stora rubriker och medias fokus 

hamnade på nedskärningarna på Sollefteå sjukhus. Dagen innan nedläggningen 

av BB gick en grupp medborgare in och ockuperade entrén till sjukhuset för att 

tvinga politikerna att lyssna på protesterna. Ockupanterna var ovana att ockupera 

och organiserade sig allt eftersom och byttes av i olika pass. Ännu i mars 2020 

pågår ockupationen av Sollefteå sjukhus och är på väg att bli Sveriges längsta 

ockupation och genom åren har den fungerat som en samlingsplats för både 
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politiker och medborgare att samlas och diskutera välfärdsfrågor. Ungefär 

samtidigt som ockupationen startade, började en annan grupp att planera för att 

starta en kooperativ vårdcentral. Först fanns planer på att ta över sjukhuset i 

kooperativ form men dessa omvandlades till att handla om primärvården. Efter 

mycket arbete öppnade en medborgarkooperativ vårdcentral i Sollefteå i 

december 2017. Denna vårdcentral fick tidigt många anställda läkare och annan 

personal och många patienter listade sig där. Trots detta fick vårdcentralen efter 

en tid ekonomiska bekymmer, då ersättningssystemet inte ersatte dem tillräckligt 

för de utgifter de hade för de många äldre och multisjuka patienterna. När detta 

blev känt under hösten 2018 började en insamling av pengar för att möjliggöra 

för kooperativet att dels kunna hantera en akut ekonomisk kris men också att 

kunna fortsätta driva vårdcentralen på en stabilare ekonomisk grund. Trots dessa 

insatser gick den medborgarkooperativa vårdcentralen i konkurs i november 

2018, mindre än ett år efter att den öppnade. 

Vårdens och välfärdens förändrade villkor 

Sedan 1990-talet har den svenska välfärdsstaten genomgått en omvandling som 

har inneburit att relationen mellan stat, näringsliv och civilsamhället har 

förändrats. Detta har betytt att civilsamhällets organisationer har gått från att 

vara en röst åt folket, till att i allt större utsträckning producera välfärdstjänster 

själva. Denna förändring är del av en större omvandling som har lett till 

förändringar i hur och vem som producerar välfärdstjänster, från att dessa 

tidigare i hög utsträckning producerades inom det offentligas ramar, till att allt 

fler av dessa välfärdstjänster produceras av privata aktörer på en marknad, eller 

av det offentliga enligt marknadsliknande principer. Detta är del av en större 

trend mot marknadisering av välfärdstjänster i Europa, där också tankar om 

aktivt medborgarskap ingår. Dessa idéer går ut på att ett större ansvar för 

välfärden läggs på medborgarna som ett sätt att täcka upp för välfärdsstatens 

fråndragande när staten inte längre anser sig ha råd med välfärd på lika villkor 

som tidigare. Dessa förändringar har omvandlat också den offentliga sjukvården 

i Sverige. Medan den svenska sjukvården fortsatt är offentligt finansierad, så har 

sjukvården i stort genomgått en marknadisering. Samtidigt har främst 

primärvården genomgått en snabb privatisering, speciellt efter införandet av 

lagen om vårdvalssystem (LOV) 2010. Denna privatisering har lett till en stor 

andel vinstdrivande privata aktörer för individen att välja mellan på 

primärvårdsmarknaden. Samtidigt har resultaten av denna privatisering varit 

ökande geografiska skillnader mellan stad och landsbygd, men också mellan olika 

klasser i samma område. 

Det finns få icke-vinstdrivande företag inom den svenska sjukvården, där de två 

kooperativ inom primärvården som studeras här utgör hälften av den kooperativa 

primärvård som finns. Dessa två fall ger insyn i hur regionernas syn på icke-
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vinstdrivande vårdcentraler har förändrats över tid. Från en vilja att 

experimentera och stötta alternativa organisationer under början av 1990-talet, 

har den gått mot 2010-talets fokus på att skapa en sjukvårdsmarknad. Detta blir 

speciellt tydligt genom Offerdals erfarenheter av att gå in i det nya 

vårdvalssystemet 2010, då de inte längre kunde räkna med någon support från 

regionen för att kunna hantera detta, trots att de hade levererat primärvård i 

Offerdalsområdet i nästan två årtionden. När vi sen några år senare kommer fram 

till Sollefteå medborgarkooperativs grundande och senare ekonomiska problem 

så framstår denna attitydförändring ännu tydligare, det nya välfärdslandskapet 

var oerhört svårt att navigera som icke-vinstdrivande kooperativ vårdcentral och 

de ogynnsamma villkoren ledde till slut till medborgarkooperativets konkurs. 

Dessa ogynnsamma villkor för icke-vinstdrivande företag inom vårdsektorn blir 

extra prekära i situationer när den offentliga sjukvården drar sig tillbaka, vilket 

till stor del sker i svensk land- och glesbygd. När medborgarna då själva tar över 

produktionen av sin egen sjukvård faller en tung börda på kooperativa 

organisationer och dess medlemmar och anställda för att försöka hantera och 

navigera dessa villkor. Detta innebär i praktiken en privatisering av ansvaret för 

att bibehålla sjukvård på landsbygden, där staten frånsäger sig ansvaret och 

lämnar över det på individer, familjer och olika typer av icke-vinstdrivande 

organisationer. Denna privatisering är ett fråndragande av sjukvård från vissa 

områden av landet vilket möjliggör en koncentration av dessa sjukvårdsresurser 

i andra områden och en ackumulation av resurser i privata vinstdrivande företags 

händer. 

Framtidens sjukvård? 

Deltagarna i denna studie har många tankar och idéer om hur de skulle vilja att 

framtidens sjukvård såg ut. Dessa önskningar och idéer rör hur patienterna ses 

som en helhet, en hel människa som är mer än sin diagnos eller sjukdom, där 

olika aspekter av hälsa beaktas och patienter inte skickas mellan olika delar av 

sjukvården. Dessutom ser de också möjligheter för att organisera sjukvården på 

olika nivåer som skulle kunna möjliggöra en mer jämlik sjukvård. Dessa idéer och 

önskningar handlar om var ansvaret för olika typer av vård ska ligga; på statlig, 

regional eller kommunal nivå. Medan det finns olika idéer om lösningar är fokus 

på hur jämlikhet kan skapas. 
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1. Introduction 

Clara: Really good healthcare in Sweden, I guess that’s healthcare that’s 

accessible and close to everyone, that you can live and work wherever you want 

in Sweden. […] That there’s enough competence so that I can choose to live in the 

countryside and there will be healthcare for me. The form it comes in isn’t that 

interesting, but it needs to be accessible for everyone. […] Healthcare in Sweden, 

in a welfare state, should be accessible for everyone […] with what’s necessary 

to offer good healthcare. 

How do people experience and react to the restructuring of public healthcare 

services in rural and sparsely populated areas? What does the withdrawal of 

healthcare services from small towns and rural areas say about a society? How 

would people want healthcare services to be organized? These questions were 

prompted by my observation of a growing contention around public healthcare 

restructuring in contemporary Sweden, contention concerning the provision of 

and accessibility to different types of public healthcare. I understand this 

contention as one conflict arising from the broader issues at stake in what 

international research often refers to as the ‘crisis of care’ (Ehrenreich & 

Hochschild, 2003; Fraser, 2016; Isaksen, Devi, & Hochschild, 2008). This crisis 

concerns the aspects of who, where, and under what conditions when it comes 

to the performance of socially necessary tasks such as birthing and raising 

children, caring for families and community, maintaining households, cooking 

for elderly, and many more tasks. While these tasks have to be performed by every 

society in order to sustain itself, the conditions for doing so have shifted over 

time. They are increasingly being squeezed in as care, as well as social 

reproduction at large, and are being commodified, marketized, and privatized, 

transforming welfare states and welfare provision and giving rise to phenomena 

such as global care chains, as women from the Global South leave their families 

to take up jobs caring for children, elderly, and families in the Global North to fill 

the growing need for care (Addati, Cattaneo, Esquivel, & Valarino, 2018; 

Ehrenreich & Hochschild, 2003; Hess & Hegewisch, 2019; Isaksen et al., 2008). 

However, the contexts of many of these studies differ from the Swedish ‘universal’ 

welfare state landscape. In Anglo-Saxon countries the difficulties related to 

increasingly strained conditions for sustaining social reproduction, discussed in 

terms of time poverty or work-life balance, are well established (Cameron & 

Gibson-Graham, 2003; Green & Lawson, 2011; Hess & Hegewisch, 2019; Katz, 

2001b, 2004; McDonald, Williams, Stewart, Oliver, & Mayes, 2019). These 

conditions are also undergoing change in Europe, and welfare states are turning 

to activating citizens with the intention that they in different ways can fill this care 

gap by assuming responsibility for the sustainability of communities or by 

providing the care that the welfare state can no longer afford (Bennett, 
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Langmead, & Archer, 2015; Lambie‐Mumford & Green, 2017; Lyon & 

Glucksmann, 2008; McDowell, 2004; Newman & Tonkens, 2011; Taylor-Gooby, 

Leruth, & Chung, 2017). These developments are increasingly affecting the 

welfare states that have traditionally had a strong component of public provision 

of welfare and care, such as Sweden (Blomqvist, 2020; Brennan, Cass, 

Himmelweit, & Szebehely, 2012; Farrants & Bambra, 2018; I. Jonsson & Nyberg, 

2009; Meagher & Szebehely, 2019; Nordgren, 2003; Szebehely, 1999; Wingborg, 

2017). Fraser (2016) suggests that this crisis of care is one articulation of a larger 

crisis in contemporary capitalist society that spans economic, ecological, and 

political issues, and that as “no society that systematically undermines social 

reproduction can endure for long” (Fraser, 2016, p. 99), it is important to study 

the particular expressions social reproduction takes at different times and places. 

This thesis investigates one particular aspect of the changing conditions for social 

reproduction in contemporary society: the restructuring of public healthcare in 

Sweden and its effects in rural places and communities, influencing the 

possibilities to deliver babies and seek emergency care, as well as the everyday 

accessibility to primary healthcare in many rural areas. 

Feminist scholarship has long highlighted and conceptualized issues of social 

reproduction, the centrality of care work and health provision, and their gendered 

structures. I draw on this scholarship, and particularly on feminist geographers 

who have studied the spatialities of caring and care work in shifting economic 

conditions. Feminist economic geographers have also been important for my 

work, offering an understanding of the economy and its reliance on gendered 

divisions of labor as well as the responsibility for social reproduction that befalls 

some groups more heavily than others (Cameron & Gibson-Graham, 2003; 

Gibson-Graham, 1996, 2006, 2008). Furthermore, the proposal by Katz (2004) 

to distinguish between different kinds of ‘resistance’ has been important, offering 

an entry point into studying two simultaneously both similar and dissimilar cases. 

Katz suggests that different socio-material practices have varying purposes and 

effects in and across different situations of restructuring economic relations and 

people’s life-worlds. Whereas some practices aim to make do with a given 

situation, others try to rework situations by creating more favorable conditions, 

while yet others present direct opposition to oppressive and exploitative 

conditions. These practices of resilience, reworking, and resistance are not 

mutually exclusive but rather overlap, support, and build on each other. In order 

to understand resilience, reworking, and resistance to welfare retrenchment in 

the public healthcare sector, it has been important to follow the development 

process of these practices. In order to follow these processes, I have adopted the 

concept of openings from Gibson-Graham (2008). An opening is a situation in 

which a range of possibilities for something beyond the status quo opens up and 

the actors decide to follow one of these trajectories, giving rise to various practices 

of resilience, reworking, or resistance. While Gibson-Graham apply this in the 
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context of investigating and giving rise to alternative economies, I have used it to 

trace the processes of resilience, reworking, and resisting welfare retrenchment 

across both political and economic openings to safeguard access to healthcare. 

This thesis takes its starting point in experiences of welfare state retrenchment in 

rural and sparsely populated areas and the people’s will to defend the right to live 

anywhere, expressed through both criticism of the withdrawal of services and an 

envisioning of livable rural places. To explore this tension between criticism and 

vision, I have analyzed two cases of protests and self-organization of healthcare 

services. The first case concerns the closure of the emergency and delivery wards 

at Sollefteå Hospital, where the cutbacks announced by the region in the early 

autumn of 2015 were met by massive resistance: demonstrations; an occupation 

of the hospital; and the opening of a community-owned cooperative primary care 

center, a citizen cooperative. The second case is Hälsorum Offerdal in Region 

Jämtland, with a longer history of self-organized healthcare through a 

cooperative primary care center that opened in 1992 when the Region wanted to 

close the public primary care center. This cooperative primary care remains fully 

active today, though it has been transformed from a worker cooperative into a 

citizen cooperative. In these two cases I have conducted interviews with 

experienced actors with in-depth knowledge of the public healthcare system and 

its ongoing restructuring. These interviews constitute the bulk of my empirical 

material and form the basis of my analysis of public healthcare restructuring in 

rural Sweden. These cases are different from each other, while they 

simultaneously share commonalities. They provoke the question of how to 

understand ‘protests’ and ‘resistance’ as the actors in the two cases across time 

and space take different actions in response to changes in the provision of public 

healthcare. The changes are different – the closure of primary healthcare vs. the 

closure of emergency (and delivery) capacity at the hospital; but the actors 

nevertheless find similar solutions to the problem of withdrawing healthcare 

services: the collective ownership of healthcare in the form of cooperatives. 

Cooperatives are “jointly owned and democratically controlled enterprises” and 

are estimated to provide over 279 million jobs worldwide (ILO, n.d.). The 

International Labour Organization (ILO) views cooperatives as important in 

“making essential infrastructure and services available even in areas neglected by 

the state and investor-driven enterprises” (ILO, n.d.). Cooperatives can hold 

symbolic meaning as institutions that care for the needs of workers, communities, 

and the environment (Monzon & Chaves, 2008; Whyte & Whyte, 1991; Vieta, 

2010). Beyond their symbolic meaning, they can also provide arenas for 

experiencing democratic decision-making that empowers workers, not only as 

workers but also as citizens (Estey, 2011). In the two cases studied here, in the 

midst of resistance against restructuring, self-organization through cooperatives 

arises as a common solution to similar problems across time and space, 

prompting an exploration of the interconnections between protests and the 



 

4 

formation of cooperative enterprises in order to understand how they function 

together and separately in changing welfare state landscapes. 

In order to analyze the actors’ own understandings of protests and the self-

organization of healthcare in rural areas, I have used the concept of framing, 

developed by Snow (2013); Snow and Benford (1988, 1992); and Snow, Rochford 

Jr, Worden, and Benford (1986). These authors use the concept of framing to 

explore social movements’ understanding of their actions within a certain context 

and how the development of frame resonance impacts social movement 

outcomes. More specifically, I have used Martin’s (2013) adaptation of frame 

analysis for the purposes of understanding people’s framing of place, which she 

calls place frames, to study the protests and self-organization that developed 

around the public healthcare restructuring in the two cases and the actors’ own 

understandings of the reactions to this. In addition to allowing for the exploration 

of the actors’ own understandings of these processes, the two cases offer valuable 

insights for understanding the long process of restructuring in the public 

healthcare sector. To explore this, I draw inspiration from studies of urban social 

movements, which often employ macro-structural analysis and approach “the 

study of movements as an entry point into social […] phenomena more generally” 

(Mayer, Thörn, & Thörn, 2016a, p. 25). This builds on the idea that studying 

conflicts in society provides a way to study “the production and reproduction of 

social relations and their material manifestations” (Mayer et al., 2016a, p. 25). 

One starting point for this thesis is thus that contention around public healthcare 

restructuring provides a lens for studying conflicts over the production of society 

and for understanding the larger changes to the Swedish welfare state. In 

exploring these changes I have been inspired by Blomley’s call for critical thinking 

that goes beyond merely mapping dystopias, to instead be “animated by both 

anger and hope” (2007, p. 62). This study is therefore an effort to move beyond 

merely exploring welfare retrenchment as such, to also analyze the hope to 

develop welfare that the actors involved in these two cases themselves hold. 

Recent years have seen a global proliferation of protests with increasing numbers 

of participants worldwide (Carothers & Youngs, 2015; Ortiz, Burke, Berrada, & 

Cortés, 2013). Analyzing 843 protest events in 84 countries comprising 90% of 

the world’s population between 2006 and 2013, Ortiz et al. (2013) find that the 

majority of protest events (some 488 of them) concern grievances regarding 

economic justice and anti-austerity, including reforms of public services, 

inequality, and housing. This is followed by what they call the failure of political 

representation and political systems, garnering 376 protest events, including 

protests against the lack of real democracy and against deregulation and 

privatization. Nevertheless, public healthcare restructuring has largely been 

overlooked in studies of reactions to capitalist restructuring and neoliberal 

governance, particularly in Sweden. Similarly, studies of contentious politics and 
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social movements have not paid attention to the oftentimes sporadic outbursts of 

protests against hospital closures and changes in healthcare provision. This thesis 

is thus an attempt to bridge fields that rarely communicate, as healthcare 

restructuring is highly contentious (see for example Althén, 2016; U. Andersson, 

2006; Fridolfsson, 2005; Larsson Taghizadeh & Lindbom, 2014; Lundgren & 

Nilsson, 2018; Stewart, 2016). Fredriksson, Gustafsson, and Winblad (2019) 

outline how politicians go to great lengths to avoid conflict around decisions of 

healthcare cutbacks. Healthcare restructuring and the discontent it can generate 

form an important issue to study, concerning the very foundation for our 

possibilities to live long and healthy lives. How we as a society decide to organize 

the provision of healthcare, for whom and provided and financed by whom, 

reflects classed, gendered, and other inequalities in society (Acker, 2006). It 

indicates how we view others as deserving (or not) of accessible healthcare and 

ultimately equity in health. Even though care needs should guide the planning 

and provision of healthcare, as stipulated in the Swedish Health and Medical 

Service Act ("SFS 2017:30 Hälso- och sjukvårdslagen,"), studies have long raised 

the issue that the restructuring of the public healthcare system is a move away 

from the solidary financing of healthcare for all (Blomqvist, 2016; Burström et 

al., 2017; Dahlgren, 1994, 2008, 2014, 2018; Rothstein & Blomqvist, 2000) 

towards a privatized and divided healthcare provision (Lapidus, 2017, 2018). 

Healthcare restructuring thus reflects a shift in the power balance between 

different groups, whereby the responsibility for issues such as the provision of 

healthcare is increasingly privatized and placed on the individual, as part of a 

global trend towards the commodification, marketization, and privatization of 

care and social reproduction (Addati et al., 2018; Crespy, 2016; Dahl, 2012; 

Fraser, 2016; Green & Lawson, 2011; Isaksen et al., 2008; I. Jonsson & Nyberg, 

2009; Katz, 2001b; Lawson, 2007; Lyon & Glucksmann, 2008; Mitchell, 

Marston, & Katz, 2003; Newman & Tonkens, 2011; Szebehely, 1999). 

1.1. Aim and research questions 

The broader aim of this study is to analyze the production and reproduction of 

spatial inequalities following from welfare retrenchment in general, and the 

restructuring of the public healthcare system in particular. Focusing on two cases 

of contention around healthcare restructuring in northern Sweden, the more 

precise aim is to investigate the changing conditions for healthcare provision in 

Swedish rural and sparsely populated areas and explore the forms of collective 

action that people engage in to sustain access to healthcare provisions. The 

specific research questions are: 

 How do people experience and make sense of public healthcare 

restructuring? 
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 What different forms of contention take place and how are they 

motivated? 

 What are the experiences of operating cooperative healthcare and how 

have these changed over time? 

 How do people involved in contention and/or cooperative healthcare 

envision a future healthcare? 

In order to answer these questions I analyze collective action and resistance to 

healthcare cutbacks in two Swedish contexts, Sollefteå and Offerdal. I have 

conducted a total of 20 in-depth interviews with people involved in different 

forms of contention around healthcare restructuring in the two cases. Additional 

material consists of media materials, such as newspaper articles, and in one of 

the cases an extensive period of social media ethnography using Facebook. While 

the interviews make up the core of the analysis, the media material and the social 

media ethnography were important for understanding the development of 

contention. A thematic analysis was conducted, organized to allow for an analysis 

of the process of contention and of how contention can shift over the course of 

time in relation to shifts in the context. 

This thesis contributes to a critical explanation and understanding of the 

importance of social reproduction to people’s health and well-being. More 

specifically, it adds to the literature on the lived experiences of welfare 

retrenchment by exploring rural people’s experiences of and responses to 

healthcare restructuring. In this vein, it adds to the fields of contentious politics, 

social movements, and civil society studies by exploring the forms of collective 

action that people engage in order to secure the right to live in the place they have 

chosen. Through the inclusion of two simultaneously similar and dissimilar cases, 

the thesis expands the confinements of each field and follows the wide range of 

actions, spanning protests to self-organizing through cooperatives, which people 

take in order to make do and survive the ravages of capitalist restructuring. 

1.2. Disposition 

The thesis is structured into eight chapters. After this introductory chapter, 

Chapter 2 offers a short history of the Swedish welfare state and the development 

of the public healthcare system. In this second chapter, I also expand on the 

context of the two cases and briefly outline the main events in both cases. In 

Chapter 3 I outline the theoretical framework, starting with the epistemological 

foundation for the thesis. After this follows the theoretical basis in feminists’ use 

of social reproduction as a theoretical tool, and feminist approaches to studying 

the relationship between social reproduction and economy. The chapter closes by 

outlining social movement theory, contentious politics, and civil society studies, 

describing in more detail the relationship between social movement theory and 
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framing analysis, and particularly its application in geography. Chapter 4 

presents previous studies of civil society and contentious politics in relation to 

welfare retrenchment generally, and around healthcare restructuring 

particularly. It then moves to address the particularities of Swedish civil society 

in times of welfare retrenchment, and especially in relation to the public 

healthcare. In Chapter 5 I describe the methodology and methods for data 

collection and analysis, as well as ethical choices and reflexivity in the research 

process. 

Following this are the analytical chapters. Starting with the Sollefteå case in 

Chapter 6, I first analyze the beginning of the contention around the cutbacks at 

Sollefteå Hospital and the role of place and history in the mobilization. I then 

continue by describing the process and motivations leading up to the occupation 

of the hospital. In the third section, I follow the interviewees’ decision to open a 

cooperative primary care center owned by the community. Lastly, I end with an 

analysis of their visions and desires for a different healthcare system. Chapter 7 

follows the case of Hälsorum Offerdal, starting with an analysis of their long 

history of providing primary healthcare, first as a worker cooperative and the 

later transformation into a citizen cooperative. In the second section, I analyze 

their development of a second pillar, an occupational healthcare center, to survive 

in a changing welfare state landscape. Lastly, I explore their visions for other ways 

of providing healthcare and the ideas they want to realize through the citizen 

cooperative. In Chapter 8, I conclude by discussing what these two cases of 

contention around healthcare restructuring can tell us about the changes to the 

public healthcare system in Sweden, and draw out the larger implications the 

study has for the contention around welfare retrenchment and what it can 

contribute to feminist geographical analysis of changing responsibilities for social 

reproduction under capitalist restructuring. 
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2. The Swedish welfare state 

The decades after the Second World War are often called ‘the golden years’, both 

internationally and in Sweden, as this was a period of economic growth and 

improving standards of living across the Western hemisphere (Östberg & 

Andersson, 2013). The role of the state and capital in securing social reproduction 

increased, and the period was characterized by expanding welfare states across 

Europe. Esping-Andersen (1998) suggests three different types of welfare state 

regimes that developed, with Sweden belonging to the cluster of ‘social-

democratic’ welfare states. These “promoted an equality of the highest standards” 

(Esping-Andersen, 1998, p. 27), and mixed a high degree of de-commodification 

of social rights with universalistic programs whereby benefits and services were 

based on citizenship, which crowded out the market. Fundamental to this 

‘Swedish model’ was not ownership of the means of production but rather a form 

of welfare socialism: a mixed economy, planning, regulation, and redistribution 

(Östberg & Andersson, 2013). 

While large parts of the Swedish public sector existed prior to the development of 

the welfare state – e.g. the bureaucracy, police, military, and infrastructure such 

as railways, telecommunications and electricity – it was not until the middle of 

the 20th century that the welfare functions developed. Issues concerning social 

reproduction were becoming increasingly important, starting in the 1950s with 

expanding the school system; the state later also developed the healthcare in the 

1960s with a huge expansion of hospitals, elderly care, and social services, and in 

the 1970s the childcare provision was expanded. However, early on the welfare 

state came under criticism, a criticism that has shifted over the decades but 

mainly has revolved around the welfare state being overly bureaucratic and 

paternalistic combined with issues of economic inefficiency (Hasselbladh, 

Bejerot, & Gustafsson, 2008; B. Larsson, Letell, & Thörn, 2012a; Rothstein & 

Blomqvist, 2000). Many scholars have also pointed out the limitations to the 

proclaimed ‘universalism’ which did not and still do not extend to various 

disadvantages groups such as women, the mentally ill and immigrants 

(Arvidsson, 2016; Björkman, 1998; Broberg & Tydén, 1991; Eduards, 2007; 

Hübinette & Lundström, 2011; D. Mulinari & Neergaard, 2010; Runcis, 1998; 

Spektorowski & Mizrachi, 2004). 

The expansion of welfare services changed both economic and social conditions. 

This expansion, along with the labor deficit during the 1960s, enabled women in 

Sweden to enter the labor market. Many women started working in the public 

welfare sector, becoming paid laborers performing work that had previously been 

unpaid work in the home. Even though there are variations between different 

welfare state regimes in the degree of de-commodification of social rights, the 
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gender division of labor did not change significantly with women’s entry into the 

paid labor market across Western countries (Cameron & Gibson-Graham, 2003; 

Federici, 2012; Glucksmann, 1995, 2005; Katz, 2001b; Mitchell et al., 2003). 

While men worked in production, women continued performing reproductive 

work, however now increasingly as paid laborers. The gender segregation of the 

labor market thus remained, and is still today more prevalent in Sweden than in 

many comparable countries (Hirdman, 1992; Östberg & Andersson, 2013). Figure 

1 below shows gender division of labour by mapping the gender dimension of 

employment in the public sector across Sweden. 

 

Figure 1: Women dominate the public sector. This map shows the number of women per 100 men 

employed in the public sector. Source: Nordisk information för kunskap om kön (2016a). 
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The provision of many of the new public welfare services came under the 

responsibility of the municipalities and county councils, now regions (Östberg & 

Andersson, 2013). This made geography an important matter in the development 

of the welfare state, including policies to counteract the population concentration 

that developed during the 20th century (Westholm, 2013). In the 1950s, a regional 

politics developed whereby the state promoted social and spatial evenness 

through a redistribution of resources to weak regions, sectors, companies, and 

households. In practice, this was a redistribution from the urban areas towards 

the rural and sparsely populated regions. Westholm (2013) locates the shift away 

from this focus in the 1970s, when the continuous growth of the economy could 

no longer be sustained or counted on. Three shifts in perspective took place. First, 

a shift in focus occurred from the national to the international arena, in practice 

meaning that the concern moved from rural Sweden being disadvantaged in 

relation to the urban to Sweden being marginalized in a global economy. Second, 

the view of welfare shifted, whereby welfare was disconnected from economic 

growth and the two were no longer viewed as mutually interdependent, but 

welfare depended on economic growth. The third shift involved the role of the 

state in regional politics, with the focus moving away from the demand side, 

where the households’ consumption was at the center, to the supply side, whereby 

the state should stimulate the economy’s strong sectors to keep Sweden 

competitive. Westholm (2013) suggests that these combined to form a shift away 

from a Keynesian welfare state towards a competitive state. Consequently, the 

regions are viewed and marketed as products on a global market. This stands in 

stark contrast to their democratic functions as elected assemblies whose main 

tasks are to provide various welfare services. Along the way of this shift, the ideal 

of equal conditions across the national territory was abandoned, and there are 

increasing differences in living conditions between different parts of the country 

(Westholm, 2013). 

The idea that different interest groups should be represented in governing the 

public sector has been a guiding principle in Swedish politics throughout most of 

the 20th century (Rothstein, 1992; Rothstein & Bergström, 1999). This 

‘corporative state’ established a special relationship between the state, private 

businesses, and civil society, whereby civil society organizations and social 

(popular) movements played the role of conveying the opinions of the people to 

the politicians through consultations and the recruitment of individuals involved 

in private businesses and movements to government bodies (H. Thörn, 2006). 

Lundström and Wijkström (1995) have characterized this relationship as civil 

society providing ‘voice’ to different interest groups. This was particularly 

influential during the period from the 1950s until the early 1980s, termed by 

Östberg (2008) as ‘the long 1968’, when a variety of movements and 

organizations drove reforms. One example of these is the women’s movement, 

which was pivotal in the development of the de-commodification of childcare and 



 

11 

other welfare services that enabled women’s entry into the labor market, but 

many other movements were also important in the development of domestic and 

foreign politics (see for example Peterson, Thörn, & Wahlström, 2018). From the 

1980s onward this ‘corporatist model’ was increasingly dismantled, changing 

from civil society organizations being the ‘voice’ of the people in a corporatist 

model (Rothstein, 1992; Rothstein & Bergström, 1999) to civil society 

organizations increasingly providing a variety of welfare services (Lundström & 

Wijkström, 1995, 2012; Trägårdh, 1995; Wijkström, 2012b, 2012c; Wijkström & 

Zimmer, 2011). This change has meant that Swedish civil society has become 

more like civil society in the rest of Europe. Lately, there has been a push across 

Western Europe towards ‘active citizenship’ (Newman & Tonkens, 2011), 

whereby citizens are ‘active’ and no longer dependent on the welfare state.  

Newman and Tonkens (2011) focus on how ‘active citizenship’ plays out through 

ideas of ‘choice’ in the welfare market, and ‘responsibility’ and ‘participation’ in 

service delivery, policy-making, etc. This activation has taken different 

expressions across Europe, but in the wake of the Great Recession and austerity 

there are increasing numbers of people who depend on civil society and non-

profit and volunteer organizations for their sustenance (Bennett et al., 2015; 

Kousis & Paschou, 2017; Lambie‐Mumford & Green, 2017; Lowndes & Pratchett, 

2012; Manzi, 2015). 

2.1. Welfare state retrenchment and challenges to welfare 

European welfare states have faced new challenges in the past four decades. The 

main lines of these challenges, Taylor-Gooby et al. (2017) suggest, flow from post-

industrialization related to globalization and technological change, demographic 

changes, e.g. an aging population but also shifts in family patterns, growing 

inequalities and immigration, and populist nationalism. These issues are also 

highly relevant to the Swedish welfare state’s development in recent decades. The 

economic crisis of the early 1990s changed the Swedish politics in many respects. 

Since then, Sweden’s tax revenue to GDP ratio has gone down by 6.5% at the same 

time as the dependency ratio has gone up, which would rather imply the opposite 

trend (Scocco, Andersson, & Borggren, 2018). Scocco et al. (2018) suggest that 

the aftermath of the economic crisis created a ‘welfare debt’, signifying the gap 

between resources and needs, a gap that built up during the 1990s but that still 

exists. Welfare provision in Sweden faces challenges related to these aspects of 

financing and projected demographic developments with an aging population 

(L.-F. Andersson, 2019; Lilljegren, 2019; Scocco et al., 2018), and these 

challenges will foremost affect the regions and municipalities that provide the 

bulk of the welfare services. This is problematic, as there are great variations in 

taxes and demographic development between different parts of Sweden (L.-F. 

Andersson, 2019). Lilljegren (2019) shows how the effects of these challenges will 

thus differ across regions and municipalities. Calculating the projected 
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demographic dependency ratio across the country, Lilljegren suggests that a 

fourth of the country will have dependency ratios of 1.04 by 2030, meaning that 

there will be fewer people of working age as compared to those not of working 

age. This will particularly affect many of the northern municipalities and regions, 

including those studied here, but also several areas in southern Sweden (see 

figure 4, p. 15 in Lilljegren, 2019). Lilljegren (2019) contends that while these 

demographic pressures will not have any greater effects in the already rich 

municipalities, the welfare services in the third of the municipalities with the 

worst demographic conditions will fall short of the needs. The projected old-age 

dependency ratio for the Nordic countries is mapped in Figure 2, showing 

differences between the north and the south (Grunfelder, Rispling, & Norlén, 

2018). L.-F. Andersson (2019) suggests that these pressures on the welfare 

provision demand strengthened financing of welfare, or the public welfare 

provision will be undermined. 
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Figure 2: Old-age dependency ratio 2030. Source: Nordic Council of Ministers, State of the Nordic 

Region 2018. 

Many of these challenges, however, have been met with an increased 

marketization and privatization of public services, in both Europe and Sweden, a 

trend that over the past three decades has changed the relationship between 

capitalism, welfare, and democracy (Crespy, 2016). Harvey (2007) sees this drive 

for marketization as part of a “theory of political economic practices” that 

proposes that human well-being is best served by “liberating individual 

entrepreneurial freedoms and skills within an institutional framework 
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characterized by strong private property rights, free markets, and free trade” 

(Harvey, 2007, p. 2). The role of the state in this theory is small, and focuses on 

guaranteeing the above-mentioned rights. One of the state’s more active roles 

entails creating markets where they previously did not exist (Harvey, 2007). In a 

similar vein, W. Brown (2015) describes this as a “governing rationality that 

disseminates market values and metrics to every sphere of life” (2015, p. 176). In 

their book reviewing European welfare state transformations after the Great 

Recession of 2007-2008, Taylor-Gooby et al. (2017) find that changes have been 

taking place across Europe, showing both differences and convergences between 

European countries. They suggest that these changes signify a consolidation and 

acceleration of the renegotiation of class solidarities and divides that guided the 

post-war welfare state development (that have been described by e.g. Esping-

Andersen, 1998; Hirdman, 1989; Korpi, 1983). In Sweden, such transformations 

of the welfare state started in the early 1990s with the ‘system shift’ announced 

by the conservative government in the wake of the economic crisis. This shift 

came with what H. Thörn and Larsson (2012) call “a process of re-engineering 

society in a move from ‘social’ to ‘advanced liberal engineering’” (H. Thörn & 

Larsson, 2012, p. 263, emphasis in original). This had four features, which 

according to Thörn and Larsson are: (1) marketization principles in the de- and 

re-regulation of public services; (2) responsibilization; (3) new tools of sovereign 

and disciplinary power; and (4) new governance measures that shape the 

collaboration between public, private, and volunteer organizations. These 

developments in the welfare state have prompted Baeten, Berg, and Lund Hansen 

(2015) to call the Nordic countries, and Sweden among them, ‘post-welfare 

states’. By this they do not mean to imply the end of the welfare state, but rather 

a “decentralization of welfare provision to lower government echelons […] and to 

the private market” (Baeten et al., 2015, p. 209) combined with a will to organize 

state welfare provision in line with market principles. It is important to 

remember, however, that in Scandinavia the welfare state is still strong – 

inequality and poverty are relatively low while the social spending remains high 

– but Sweden is moving away from the other Scandinavian countries, enacting 

more targeted welfare and noticeable cutbacks on overall spending (Andersen, 

Schoyen, & Hvinden, 2017). Taylor-Gooby et al. (2017) also point out that in the 

Scandinavian countries the state still plays an important role as the provider of 

welfare services, even though this is shifting towards a role more of regulator and 

funder for services provided by others. 

These shifts have profoundly changed the conditions for securing social 

reproduction for people in many Western countries, the responsibility for which 

is increasingly leaving the public sector and becoming a matter for the private 

sphere, either in a public service market or in the household (Cameron & Gibson-

Graham, 2003; Collyer & Willis, 2020; Crespy, 2016; Green & Lawson, 2011; 

Katz, 2001a, 2001b; Milligan & Wiles, 2010; Mitchell et al., 2003). In the US, this 
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has occurred through the privatization and legitimization of cutbacks in the care 

sector (Lawson, 2007) and an intensification of capital accumulation in this 

sector, resulting in a reconfiguration of the spatiality of inequality (Katz, 2001b), 

in terms of both access to care and who performs care work, further devaluing 

such reproductive work that is already marginalized in the public discourse 

(Lawson, 2007). The privatization of social reproduction has also either resulted 

in situations in which care is displaced, or generated conditions whereby 

individuals cease to care for their loved ones (Green & Lawson, 2011). The 

(gendered) outcomes of these processes in the Nordic context are still under 

development (Dahl, 2012). Already visible, however, are profound changes 

among professionals and professional care workers (Ahlbäck Öberg, Bull, 

Hasselberg, & Stenlås, 2016; Selberg, 2012) and in the gender order of the public 

healthcare sector overall and the devaluation of working-class women’s jobs (I. 

Jonsson & Nyberg, 2009; Odeberg, 2018; E. Sundin, 2011a, 2011b; E. Sundin & 

Thörnquist, 2006b). 

One way through which the marketization of public services and their 

administration has been understood is the concept of New Public Management 

(NPM) that developed in the late 1980s. While there are variations  across 

countries and places in how this marketization has played out, Hood (1995) 

identifies seven main traits of NPM. These include (1) a decentralized 

responsibility for budgets and costs, which leads to division into smaller, 

corporatized units, and (2) contract-based competitive provision, with internal 

markets where these units ‘buy’ and ‘sell’ services. Further, there is (3) an 

increased focus on discipline and frugality in resource use, ‘cost efficiency’ and 

the constant rationalization to become more cost-efficient, in combination with 

(4) the application of private sector styles of management. Additionally, Hood 

finds that this has meant (5) an increased freedom of action and responsibility for 

managers, (6) that there are explicit formal measurable standards that measure 

performance and success, and (7) that there is a greater emphasis on ‘customers’ 

and results (Hasselbladh et al., 2008; Hood, 1995). W. Brown (2015) connects 

several of these aspects of NPM to devolution as a governing rationality that 

functions through incentivization rather than mandate. In the Swedish context, 

Hasselbladh et al. (2008) state that the implementation of NPM in the public 

healthcare system has had unexpected outcomes that go well beyond the standard 

formulations of NPM, and that these should rather be seen as nothing less than 

an ‘institutional transformation’. In an overview of previous research on the 

effects of NPM on the governing of the Swedish public sector, Molander (2017) 

finds problems with de-professionalization and the conflation of market and 

public good logics. 
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2.2. The public healthcare system 

The cornerstone of the Swedish public sector has been the public healthcare 

system that began developing in the 1960s (Anell, 2011b; Hasselbladh et al., 

2008). Until the late 1960s, the Swedish healthcare system was largely in private 

hands (Anell, 2011b). Several Official Government Reports investigated the 

organization and structure of the healthcare system already in the 1940s (Anell, 

2011b; Hasselbladh et al., 2008), but the policies promoted in these 

investigations were not well received by healthcare professionals. Hospitals 

dominated healthcare, and the medical doctors employed there provided primary 

healthcare on the side (Anell, 2011b). Several reforms changed this condition, 

starting with the seven-crown reform (Swe. sjukronorsreformen) in 1969, which 

set a fixed patient fee for doctor visits. This reform also turned primary care visits 

into one of the regular duties of medical doctors employed at hospitals. In 1971, 

the pharmacies were nationalized to form a national public chain. Together, these 

reforms transformed a highly privately owned healthcare system into a public 

system, with primary care facilities outside the hospitals (Anell, 2011b). These 

reforms were part of the expansion of the Swedish public sector that was 

occurring at an extraordinary pace, with particularly the municipalities and 

Regions taking responsibility for sectors and services that had previously not 

been seen as public responsibilities (Hasselbladh et al., 2008). However, the 

welfare state expansion and these reforms were not a harmonious process; 

instead, it was ridden with criticism of the shifting power structures and 

formulations of various problems with the welfare state and the public healthcare 

system (for a discussion on this, see Den stora offentliga tillväxtens år, pp. 49-53 

in Hasselbladh et al., 2008). 

The Regions became responsible for the provision of healthcare, and continue to 

govern the public healthcare system today. The Regions correspond to an 

administrative division between the national parliament and the municipalities, 

and are independent entities with elected parliaments with sovereignty over their 

areas of responsibility in their territories, similar to the municipalities. The 

Regions govern the public services that are too expensive to provide on a local 

municipal scale, including healthcare and dental care, public transport in 

collaboration with the municipalities, and regional development. Their governing 

autonomy gives them the right to collect taxes and make autonomous decisions, 

within the framework of the laws and regulations outlined by the national 

parliament. Taxes makes up around 70% of the Regions’ income, while the rest 

comes from the national government and fees, for example patient fees (Swedish 

Association of Local Authorities and Regions, SKR, 2018b). There are 21 Regions, 

which together consist of almost 4,600 elected politicians, 94% of whom are 

‘hobby’ politicians (i.e. they are politicians on the side of their regular job or 

studies) and employ around  280,000 people (SKR, 2019b). 
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A short history of public healthcare restructuring 

The early 1990s saw a period of change in the public healthcare system. This 

followed two decades of rapid expansion of the function and responsibilities of 

the municipalities and Regions. Anell (2011b) describes a shift away from the goal 

of equal distribution of healthcare resources that had dominated until the end of 

the 1980s, whereby goals such as cost control, productivity, and comparability of 

results and quality began competing with that of “good health and healthcare on 

equal conditions for the whole population” stipulated in the Health and Medical 

Service Act  ("SFS 2017:30 Hälso- och sjukvårdslagen,", author's translation). 

Initial shifts from public towards private healthcare provision started with a new 

law in 1994 that allowed doctors to establish private clinics with remuneration 

according to a national tariff. At the same time, the ‘House Doctor’ law (Swe. 

Husläkarlagen) was introduced, with an obligation for the Regions to remunerate 

private ‘house doctor’ clinics according to local tariffs that the Regions set (Anell, 

2011b). Within a year, the law of free establishment of private clinics was revoked 

by the incoming Social Democrat government and the revocation of the ‘House 

Doctor’ law followed soon thereafter (Anell, 2011b). One of the results of these 

new laws was that the supply of private healthcare became unevenly spread 

between the regions, with the three urban regions of Stockholm, Gothenburg, and 

Malmö accounting for two-thirds of the private doctors (Anell, 2011b). Although 

these laws were revoked, the number of private providers continued to increase 

in the following decades. This was due to the different Regions’ attitudes towards 

private healthcare provision. Some were more positive to private alternatives 

than others, and started experimenting with a patient choice system for primary 

healthcare beginning in 2007. This system was intended to provide patients with 

a choice over which primary care center to register with, and the Region would 

remunerate the primary care centers per listed patient. 

The largest shift towards the private provision of healthcare came in 2010 with 

the passing of new legislation, the Patient Choice Care Reform (PCCR) (Swe. Lag 

om valfrihetssystem) ("SFS 2008:962 Lag om valfrihetssystem,"). This new law 

made the implementation of a patient choice system within primary healthcare 

compulsory in all Regions. In practice, this meant that the earlier experiments 

with private healthcare provision in some Regions became obligatory for all. The 

regional governments were forced to implement a set of regulations allowing 

private providers to compete with the public for the provision of healthcare 

services. The Regions stipulated the criteria, and if the private providers fulfilled 

these they were entitled to enter the patient choice system. Several aspects of the 

PCCR are binding for the Regions, such as the admittance of private healthcare 

providers into the system if they fulfil the requirements, as well as the right to 

establishment (Swe. etableringsrätt). This right allows private healthcare 

providers to decide where to open a new primary care center, regardless of any 

over- or undersupply of primary healthcare in that location. Molander (2017) 
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asserts that, in practice, this overrules the autonomy of the Regions and the 

municipalities. Furthermore, this right to establishment impedes the Regions’ 

possibilities to fulfill their legal obligation to provide healthcare according to 

need, which in practice would mean redistributing healthcare resources to 

undersupplied areas in the region (Dahlgren, 2018; Kullberg, Blomqvist, & 

Winblad, 2018). 

Conceptualizing healthcare restructuring in Sweden 

How should we understand the past decades of public healthcare restructuring in 

Sweden? Two lines of research concerned with this development focus on slightly 

different aspects of this process. One is concerned with the governing of and 

within the public healthcare system, something that is not visible in the above 

outline of reforms, and the other is concerned with the increasing privatization. 

These provide two vantage points with different views on the development of the 

public healthcare system over the past three decades. Molander (2017), for 

example, finds that the deregulation and privatization of the public healthcare 

system started late and has been moderate in relation to other public sectors, such 

as the school system. Nevertheless, Hasselbladh et al. (2008) call the public 

healthcare restructuring nothing less than an “institutional transformation”. 

Dahlgren (2018) contends that these two trends are part of the same long-term 

transformation. Already in 1994, Dahlgren (1994) suggested that the 

transformation towards a privatization of the public healthcare system would 

follow four phases. The first phase was a healthcare system that is publicly funded 

with public healthcare providers, while in the second phase competition and 

purchaser-provider models are introduced along with market steering 

mechanisms. The third phase is marked by a rapid increase in private providers 

with profit motives, who increasingly influence the overall healthcare politics. 

The fourth phase entails increased private financing of the healthcare offered at 

private providers. Twenty-four years on, Dahlgren (2018) contends that this is 

largely how the privatization process in Sweden has looked. The process is not 

uniform, however, and while Region Stockholm is in Phase 3 with some offshoots 

into Phase 4, Dahlgren suggests that the Regions in the north, including the two 

studied here, are still in Phase 2 with some tendencies towards entering Phase 3. 

Seeing the public healthcare’s restructuring through these phases helps us 

understand the differences between research that focus their attention of 

different aspects of this larger transformation. The first line of research into the 

process of healthcare restructuring has concerned the introduction of managerial 

structures and governance inspired by private business life. These combined with 

ideas that units should function according to market principles, i.e. the 

introduction of NPM and a marketization of the public healthcare (see Blomqvist, 

2002, 2016, 2020; Dahlgren, 2018; Hasselbladh et al., 2008; Magnussen, 
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Vrangbaek, & Saltman, 2009; Molander, 2017; Rothstein & Blomqvist, 2000). 

This fits into Dahlgren’s (2018) second phase of increased marketization. Various 

changes to the public healthcare system have been studied in this vein. 

Hasselbladh et al. (2008) take a long perspective on the development of the 

public healthcare, investigating the debates that followed the period of expansion 

of the public healthcare system. As this expansion shifted the power balance 

between different groups, it gave rise to debates around democracy and the 

relations between particularly three groups in the public sector: the politicians 

representing the citizens, the higher bureaucrats, and the employees. During the 

1970s, these debates were founded in ideals of radical democracy combined with 

a criticism of scale and the increasing power of the bureaucrats and professions 

over citizens in the everyday practices of healthcare provision. These were 

common issues in that period; bureaucracy, alienation, the rule of experts, and 

the medicine-industrial complex were hotly debated (Hasselbladh et al., 2008, 

pp. 49-50). Hasselbladh et al. (2008) write that a variety of these debates 

regarding “steering, democracy, quality, the power of the professionals and the 

users’ influence”  (p. 53, author's translation) conveyed into a formulation of the 

public sector’s problem being the lacking citizen influence and a need to fight 

bureaucracy during the 1980s. Over the course of the 1980s, this 

problematization stabilized around the issue of economic efficiency. While setting 

out from a will to study the implementation of NPM in the public healthcare 

system, Hasselbladh et al. conclude that the transformations in the governance 

and management of the public healthcare are far more thoroughgoing than 

merely concerning the implementation of NPM mechanisms. They suggest that 

through the type of management mechanisms prevalent today, the capabilities of 

the employees themselves are put in the service of management, resulting in “the 

employee her/himself continuously surveilling, judging and correcting her/his 

own actions” (Hasselbladh et al., 2008, p. 31). The danger they see with this form 

of management is how it exploits the individual’s own capacities as a productive 

force, posing a threat to both the individual and open society through the 

totalizing exertion of power as it leaves the employee with ever-fewer possibilities 

to reflect by their own account on the work performed and its value.  

In this sense, the public healthcare system has become incorporated into the 

‘audit society’ (Lindgren, 2014; Power, 1997) whereby auditing risks becoming an 

end in itself rather than a means to something else, which the workers themselves 

can understand the importance of. Studies have looked at the effects of the 

introduction of NPM on the employees in various public sectors. Selberg (2012, 

2013), studying the changes in work environment and working conditions for 

healthcare personnel, notes the experiences of work intensification among nurses 

and assistant nurses, which has led these groups to report among the highest 

number of work-related illnesses and accidents (Selberg, 2012).  
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Another trend that is not unique to Sweden but has taken place across Europe is 

that the citizen has been redefined as a customer (Crespy, 2016). Nordgren 

(2003) explores how, in a Swedish context, the introduction of market logics in 

the public healthcare has transformed the patient’s role into that of a customer. 

This creates the image of the patient/customer as an individual who wants to and 

is capable of making choices concerning her or his own healthcare, which has 

later been the impetus for various reforms to provide patients with more freedom 

of choice. 

The second line of research concerns how the public healthcare system has been 

opened up for competition from private healthcare providers, i.e. a privatization 

of the provision of healthcare (Anell, 2011b; Dahlgren, 2018; Isaksson, 2018; 

Isaksson, Blomqvist, & Winblad, 2016; Kullberg et al., 2018; Magnussen et al., 

2009; Molander, 2017). This research delves more deeply into what Dahlgren 

(2018) suggests is the third phase of a transformation towards an increasingly 

private healthcare system, with increasing numbers of private healthcare 

providers within the healthcare system. There are varying views on how 

thoroughgoing the privatization trend has been. While Molander (2017) provides 

an overview of changes in the steering of the public sector, he suggests that the 

changes to and privatization of the public healthcare system have been less 

profound than in other sectors, partly because they started relatively late. Primary 

healthcare has undergone a rapid increase in private provision, however, 

paralleled only by the deregulated pharmacy market and the increasing market 

for private healthcare insurance policies (Anell, 2011b). 

Data from 2009, before the implementation of the PCCR, shows that almost half 

of the Regions’ total purchase of private healthcare comprised primary healthcare 

(Anell, 2011b, p. 185). However, there are still huge variations between the 

Regions, with Region Stockholm having the largest proportion of private 

healthcare provision. The same data from 2009 shows that in Region Stockholm 

private healthcare stood for 22.9% of their net costs, while in some Regions this 

figure is around 3%. Regarding the Regions in this study, in 2009 the total 

purchase of private healthcare in Region Västernorrland was 5.3% and in Region 

Jämtland 3.5%. For primary healthcare it was higher: 17.3% in Region 

Västernorrland and 8.9% in Region Jämtland. In the first two years after the 

implementation of the PCCR, the number of primary care centers rose by 19%, or 

258 private and nine public centers (Dahlgren, 2018). During the same time 60 

private and 17 public primary care centers closed, lowering the net increase. The 

number of primary care centers has since remained rather stable. Between 2006 

and 2016 the private primary care centers’ share of the total publicly financed 

primary healthcare increased from 26% to 42%, while the not-for-profit providers 

did not expand their share (Dahlgren, 2018). Dahlgren contends that this rapid 

expansion of private for-profit primary care centers is due to the fact that it is an 
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ideal market with stable demand, secure financing, and often good profitability 

(Dahlgren, 2018). The private primary care centers established post-PCCR are 

highly geographically concentrated to densely populated and urban areas (Anell, 

2011b; Dahlgren, 2018; Molander, 2017). There is also a concentration of 

ownership of the newly established primary care facilities, with the three national 

companies Praktikertjänst, Capio, and Carema together owning 20%. 

Considering the total stock of private primary healthcare, the concentration is 

larger, with one in three owned by the above-mentioned companies (Anell, 

2011b). Venture capitalist companies own several of the large private healthcare 

companies that are publicly financed, and a number of them have been launched 

on the stock market (Dahlgren, 2018). 

Dahlgren (2018) describes the main forms of remuneration for primary care 

centers within the varying implementations of Patient Choice Care systems across 

the Regions. These are all income-based and remuneration can be structured, 

first, through annual allotments (Swe. ramanslag); i.e. a politically decided 

budget, which was the normal way before market steering mechanisms were 

introduced. Second is performance-based remuneration, e.g. number of visits to 

the doctor, which makes up only a small portion of the remuneration (2-10%) in 

most Regions except Stockholm. Third is a type of fixed compensation (Swe. 

kapitation eller kapitering), for example based on listed patients at a primary care 

center. The majority of the remuneration to healthcare providers in the different 

Regions is structured like this (70-100%), except in Stockholm. Lastly, goal-

oriented compensation is based on the achievement of different goals. This makes 

up a small portion (1-6%) of the remuneration in all Regions (Dahlgren, 2018). 

All Regions except Stockholm have developed the fixed compensation system to 

relate to expected care needs, i.e. related to age, education and income, and 

earlier illness/health history. This can follow different models for calculating the 

expected care need, but in practice it gives a weighted remuneration per patient 

based on several of these factors that influence health among populations. When 

it comes to socio-economic factors, the degree to which the remuneration is based 

on these (Dahlgren, 2018) varies across Regions; however, all Regions have such 

a system in place (SKR, 2019c). 

An important distinction regarding privatization, that Anell (2011b) points out, 

lies between privatization of the provision of the healthcare and private financing 

of the same. One of the arguments for privatization of the provider side in the 

Swedish public debate has been that it would not significantly change the public 

healthcare system since the financing would remain public. It is also mainly the 

provision side that has been privatized in Sweden. Private financing is rising, 

however, with the number of private health insurance policies having increased 

from estimations of 450,000 persons with such in 2005 (Magnussen et al., 2009, 

p. 192) to 650,000 in 2018 (Lapidus, 2018, p. 22). These two aspects of 



 

22 

privatization are nevertheless inextricably linked to each other, and Lapidus 

(2018) argues that the increase in private health insurance policies is connected 

to the increase in private providers. Without private providers to which the 

insurance companies can send their customers, there would be no private health 

insurance policies to sell. Lapidus (2018) cautions that public financing is being 

undermined by a growing degree of privately financed healthcare (Lapidus, 2017, 

2018). Similarly, Rothstein and Blomqvist (2000) long ago argued that the 

growing gap between supply and demand constitutes a fundamental problem for 

maintaining equality in access to healthcare resources, and they are unsure 

whether this gap can be bridged without abandoning the solidary financing of the 

public healthcare. 

Outcomes of healthcare restructuring 

Even though the restructuring of the public healthcare, and particularly its 

privatization, is relatively recent, the effects are becoming increasingly visible. In 

light of the longer period of this restructuring of the public healthcare system 

from the early 1990s onward, the extent of these changes and their effects are 

making themselves felt. When seen through the lens of a longer perspective, it 

becomes apparent how these changes together are profoundly changing the 

Swedish public healthcare system. Here, I will outline some of the main outcomes 

of these changes. 

The PCCR has improved access to primary care centers in socio-economically 

well-off areas, while accessibility has deteriorated in socio-economically 

disadvantaged areas (Isaksson, 2018), for example rural areas (Kullberg et al., 

2018) and urban areas with poor populations (Dahlgren, 2008). The benefits of 

improved accessibility to primary healthcare has largely been cancelled out by 

increased numbers of visits to primary care centers by patients with less care need 

and higher socio-economic status (Molander, 2017). Newly established private 

primary care centers have a lower degree of patients with a high care need, which 

is not necessarily a problem, depending on the remuneration system of the region 

in question (Molander, 2017). The closure of primary care centers has foremost 

affected places with a higher care need, i.e. where one would expect the need for 

a nearby primary care center to be higher (Molander, 2017). Dahlgren (2018) 

points to the difficulty of maintaining rural healthcare. He suggests that one of 

the effects of the PCCR and the right to free establishment stipulated in this law 

is its contribution to “increasing differences in already large and unnecessary 

differences in geographical accessibility between larger cities and an 

undersupplied countryside” (Dahlgren, 2018, p. 119, author's translation). In 

many places people now have worse access to primary healthcare, affecting 

some 126,000 inhabitants who have seen their primary care centers close rather 

than new ones opening up. This development has taken place mainly in areas 
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where people already had a long way to access primary healthcare, in 

combination with these populations having low incomes and a high need for 

healthcare (Dahlgren, 2018). In effect, there is thus both an increased sorting of 

patients and a total expansion of the healthcare budget, while the healthcare 

resources are concentrated in densely populated areas and among groups with 

better health (Molander, 2017). This leads Kullberg et al. (2018) to conclude that 

market-oriented reforms are not well suited to rural areas because of their 

potential to undermine the goals of equity in access to healthcare stipulated in 

Swedish law. Others have said that the growing inequalities in health among 

groups of the Swedish population cannot be solved by increased choice but rather 

need preemptive measures (Rothstein & Blomqvist, 2000). At both a local and a 

national scale, the privatization of particularly primary healthcare has thus led to 

increased inequities in access to healthcare (Anell, 2011b; Beckman & Anell, 

2013; Burström et al., 2017; Dahlgren, 2018; Glenngård, Anell, & Beckman, 2011; 

Isaksson, 2018; Isaksson et al., 2016; Kullberg et al., 2018; Lapidus, 2017; 

Molander, 2017; San Sebastián, Mosquera, Ng, & Gustafsson, 2017) as well as in 

health outcomes (F. Jonsson, Goicolea, & San Sebastian, 2019). 

Another trend is a reduction in the number of hospital beds across Sweden, one-

tenth of which have been decommissioned (N. Forsberg, Holmin, & Olofsson, 

2016). This is reinforcing the existing socio-economic inequalities in geographical 

access to healthcare (Dahlgren, 2008) and causing the access to healthcare to 

become more variegated across the country. Figure 3 from the OECD Sweden 

Country Health Report shows some of the disparities between regions in queues 

to accessing specialist consultation and treatment. These indicate that 

particularly rural and sparsely populated areas, which are largely located in the 

northern regions of Jämtland, Västernorrland, Västerbotten and Norrbotten, but 

also Värmland, have longer waiting times (OECD/European Observatory on 

Health Systems and Policies, 2019). 
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Figure 3: Waiting times for specialist consultation and treatment are longer in some regions, 

particularly rural and northern ones. Source: OECD Country Health Profile 2019 (OECD/European 

Observatory on Health Systems and Policies, 2019). 

Another important aspect is the access to emergency wards at emergency 

hospitals. Emergency hospitals with 24-hour service numbered 115 in 1970. Since 

then many have closed. Around 40% of the emergency hospitals with emergency 

wards closed between 1994, when there were 90, and 2016, when only 70 

remained (Vårdanalys, 2018b). Emergency capacity is important in keeping 

delivery wards open. The map in Figure 4 provides an overview of the distribution 

of hospitals with birth clinics in 2016. It shows that in the northern inland, but 

also in the south, there are large areas with no delivery wards. This map shows 

the situation before Sollefteå Hospital closed its delivery ward in February 2017. 
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Figure 4: This map shows all the municipalities with at least one hospital or birth clinic where 

women delivered during 2016. Additionally, it portrays how large a share of the women in each 

municipality are of fertile age (15-49). Source: Nordisk information för kunskap om kön (2016b). 

Private provision of healthcare – for-profit or not-for-profit? 

Private healthcare provision can take different forms, both for-profit 

shareholders companies as well as not-for-profit private healthcare providers. 

The second category can have different forms of organizational setup, for example 

Ersta Hospital, operated by Ersta Diakoni, with its long history of not-for-profit 
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healthcare; or in cooperative form, for instance Akka worker cooperative primary 

care center in Stockholm or the two citizen cooperative primary care centers in 

this study. There are difficulties involved with finding information on how many 

healthcare and/or primary care providers are not-for-profit, due to a number of 

problems with the statistics that do not distinguish between for-profit and not-

for-profit (Einarsson, 2017). That more healthcare production and provision is in 

private hands today than previously is clear, however. According to Anell (2011b), 

there were 450 private primary care centers in August 2010, just a few months 

after the PCCR came into effect. Dahlgren (2018) states that 1,228 primary care 

centers existed in 2014, 512 of which were private. How many of these that are 

not-for-profit is however difficult to say. The 2017 annual report of the Co-

operative Employers’ Association (Swe. Arbetsgivarföreningen KFO) 

(Arbetsgivarföreningen KFO, 2018) provides some information on their member 

cooperatives. These account for 163 member companies in the category “health, 

healthcare and other care” (Swe. “hälsa, vård och övrig omsorg”), with 9,896 

employees. Cooperatives providing personal assistance are counted separately, 

and are excluded from the above category. This is because it is the most common 

form of cooperative providing care, with 493 member companies in 2017. 

According to Dahlgren (2018), one motive for introducing the PCCR was that it 

would enable not-for-profit healthcare providers to establish themselves. The 

opposite happened, however, and Dahlgren finds that the number of not-for-

profit healthcare providers decreased in the period 2006-2013. He suggests that 

there are two main reasons for this: firstly, that private, not-for-profit healthcare 

providers do not have “enough administrative and juridical expertise to 

participate in public procurements on equal terms as other actors” (Dahlgren, 

2018, pp. 109-110, author's translation); and secondly, that they lack capital and 

have difficulties securing loans to set up such a capital-intensive business as 

healthcare. Contributing to the difficulties for not-for-profit healthcare providers, 

Dahlgren notes, is that the existing private, not-for-profit healthcare providers 

have not developed a common political platform to highlight and promote their 

role as a third alternative between the private and public providers. At times, they 

have rather aligned with the private for-profit healthcare providers instead of 

pointing out what is unique to not-for-profit healthcare providers. 

While the civil society production of healthcare is extremely dependent on public 

financing (87%), healthcare’s share of the total state financing of civil society 

organizations is only 2.7% (Wijkström, 2010 in Trägårdh, 2012). In 2017, the total 

expenditure for healthcare outside public financing and households was just over 

1%. This includes healthcare costs financed by private health insurance policies, 

companies, and non-profit organizations such as sports associations, trade 

unions and religious congregations (SCB, 2019a).  
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2.3. Placing the cases in context 

The two cases are located in two separate, neighboring regions in Norrland in 

northern Sweden: Västernorrland and Jämtland (see Figure 5). Norrland is one 

of the most sparsely populated areas of Europe. Rich in natural resources, the 

area played an important role in the industrialization of Sweden, and its forestry 

industry was pivotal for the growth of the country’s economy at the same time as 

the area’s population doubled during the second half of the 19th century (Axelsson 

Lantz, 2018). During the 20th century, a structural transformation of the forest 

and mining industries led to the rationalization, dismantling, and relocation of 

industries (Bylund, 1966, 1969; Sörlin, 1988). The result has been a continuous 

depopulation of the northern inland and an uneven development that cut across 

different spatialities and scales of Sweden and Norrland, whereby the northern 

part of the country is disadvantaged in relation to the south, and the northern 

coast is more densely populated and urbanized than the northern inland. These 

developments give rise to problems related to the provision of welfare services as 

the demographic dependency rate in certain regions and municipalities is higher 

than average, and cause these areas particular difficulties in delivering welfare 

services to an aging population (L.-F. Andersson, 2019; Lilljegren, 2019; Scocco 

et al., 2018). As both welfare and private services are increasingly dismantled, 

Müller’s (2017) mapping of available services shows large areas that can be 

characterized as ‘service deserts’, lacking schools, healthcare provision, grocery 

stores and more, in both northern and southern Sweden. 

In this section, I describe the context of the two cases and outline the main events 

playing out in them. The outline of the events is necessarily reductive, but the 

analysis will provide further details of these events. 
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Figure 5: Map of the location of the two cases, Offerdal in Krokom municipality and Sollefteå, and 

their respective regions. Map design: Guilherme Kenjy Chihaya Da Silva 
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While Region Jämtland is larger than Region Västernorrland, their populations 

are the opposite. Region Västernorrland previously had twice the population of 

Jämtland, but the depopulation of certain parts of Västernorrland has changed 

this and it has decreased from almost 270,000 in 1968 to 245,000 in 2018. At the 

same time Jämtland’s population has remained rather stable since the end of the 

1960s with around 130,000 (see Figure 6). 

 

Figure 6: Population development 1968-2018 in Regions Västernorrland and Jämtland. Source: 

SCB (2020), author’s calculations. 

When looking at the population development at the municipal level, however, the 

picture is different from the regional trends. Figure 7 shows that both Kramfors 

and Sollefteå municipalities in Region Västernorrland have lost a large part of 

their population since the late 1960s. Kramfors has lost over one-third of its 

population, going from almost 30,000 inhabitants to just over 18,000, while 

Sollefteå went from almost 29,000 to 19,000. Krokom municipality in Region 

Jämtland does not show such a clear trend, though, remaining rather stable at 

around 14-15,000 inhabitants. 
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Figure 7: Population development in the three municipalities studied, 1968-2018. Source: SCB 

(2020), author’s calculations. 

As we could see in Figure 2, the municipalities studied here have an aging 

population, resulting in the high projected dependency ratios that are shown. For 

Sollefteå and Kramfors municipalities these are 60-80% in 2030, while Krokom 

is doing slightly better with 40-60% the same year (Grunfelder et al., 2018). In 

the projections by Lilljegren (2019), both Sollefteå and Kramfors municipalities 

are in the fourth of the municipalities with the highest dependency ratio in 2030. 

This means that a shrinking working population is expected to provide for a larger 

number of non-working population, e.g. old-age pensioners. Since most of the 

welfare services are supplied by the regions and municipalities, which collect 

their own taxes, welfare services in each municipality and region depend on the 

tax revenues in that specific place. This poses challenges for the northern regions 

studied here, and challenges that are particularly affecting municipalities such as 

Sollefteå and Kramfors, while Krokom fares slightly better. 

Sollefteå Hospital cutbacks and its discontent 

Region Västernorrland is the sixth largest by area, and the sixth smallest by 

population, of Sweden’s 21 regions. It comprises two historical provinces, 

Ångermanland and Medelpad, that no longer hold administrative or political 

importance but that retain cultural and historical value. Medelpad holds the 

largest city in the region: Sundsvall (58,000 inhabitants), the third largest city in 

northern Sweden. Sollefteå (7,500 inhabitants) is the central town of Sollefteå 

municipality (20,000 inhabitants) in Ångermanland. While the southern 

province of Medelpad is smaller it has a larger population, whereas the northern 

0

10000

20000

30000

40000

1
9

6
9

1
9

7
2

1
9

7
5

1
9

7
8

1
9

8
1

1
9

8
4

1
9

8
7

1
9

9
0

1
9

9
3

1
9

9
6

1
9

9
9

2
0

0
2

2
0

0
5

2
0

0
8

2
0

1
1

2
0

1
4

2
0

1
7N
u

m
b

er
 o

f 
p

er
so

n
s

Year

Figure 7: Population by year, for selected 
municipalities

Kramfors Sollefteå Krokom



 

31 

province of Ångermanland is larger but with a smaller population, creating longer 

distances between smaller towns in the north of the region than in the south. 

Sollefteå lies along the Ångermanälven river valley, historically called Ådalen. The 

Ådalen area was important during the industrialization in the 19th century, with 

economic growth based on sawmills and pulp and paper industries. Sollefteå had 

been an important trading town since medieval times, and was an important 

garrison town. The economic boom based in industrialization through forestry, 

sawmills, and pulp and paper industries caused the regional population to rise 

from 100,000 to nearly 290,000 between 1850 and 1950. 

Because of the important industries in Ådalen and the region during the late 19th 

and early 20th centuries, the area played an important role in the labor movement. 

Sweden’s first strike took place in Sundsvall in 1879, and strikes were frequent 

both in the area and in Sweden overall, which had some of the highest labor 

militancy and conflict rates in Europe at this time (Johansson, 2001, 2002). One 

of these strikes came to be particularly important: the strike, demonstration, and 

military intervention in the sawmill communities in Ådalen in 1931, in which the 

military shot and killed four striking workers and one bystander. These events 

came to be hugely important for the labor movement, and the following year the 

Social Democrats won the general election and started laying the foundation for 

the future welfare state. These events have continued to influence Swedish 

politics over the years, and were particularly controversial in the Ådalen area 

itself. The monument to the dead took five years to erect, and an inscription on 

the grave commemorating the 25-year memorial in 1956 had to be done secretly 

at night (Johansson, 2001, p. 203). Johansson, who has studied how the image of 

the 1931 Ådalen events have shifted over time, says that their importance lies in 

their role as “an important building block when we have explained how modern 

Sweden developed” (Johansson, 2001, pp. 23-24, author's translation). 

Later rationalizations of these industries have followed trends similar to other 

areas experiencing deindustrialization in Western Europe and the US and the 

consequent depopulation, turning it into a sort of ‘rustbelt’ area. Plans to remedy 

this took shape in the 1970s, when tourism was identified as a potential growth 

industry, and the area has developed into a tourist destination (Sandell, 2002). 

In 2000, the area became a UNESCO World Heritage Site, named the High Coast 

(Swe. Höga Kusten). The High Coast is a successful tourist destination, and broke 

a new record in number of guest nights in 2019 (Höga Kusten 

Destinationsutveckling AB, 2020). 

Region Västernorrland has three hospitals, located in Sundsvall, Örnsköldsvik, 

and Sollefteå. Sollefteå Hospital has a catchment area of over 38,000 inhabitants 

in the municipalities of Sollefteå and Kramfors (Wikipedia, 2019c). At the end of 
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summer 2015 it was announced that the region was launching a savings plan, 

which meant cutbacks at the hospitals in Sollefteå and Örnsköldsvik in order to 

save 250 million Swedish crowns (SEK) to get the budget deficit under control. 

Initially, the plan was to close the emergency surgery and orthopedics wards and 

the delivery ward at Sollefteå Hospital, the delivery ward at Örnsköldsvik 

Hospital, and the rehabilitation unit in Härnösand. 

 

Figure 8: Timeline Sollefteå Hospital contention 

This initiated a wave of contention among the population, beginning with three 

demonstrations in the towns of Örnsköldsvik, Kramfors, and later Härnösand. In 

connection to the first demonstration in Örnsköldsvik, the savings plan was 

revised to exempt Örnsköldsvik Hospital from the cutbacks. In April 2016, the 

largest demonstration was held at the central square in Härnösand, where 

according to the organizers more than 20,000 people gathered (Svahn, 2016)1. 

Parallel to the protests, scandals plagued the Region: bureaucrats were fired but 

still got bonuses, Social Democrat politicians had acted against the party line on 

both regional and municipal levels, and the Left party was thrown out of the 

incumbent coalition of Social Democrats and the Green Party. 

After these demonstrations, the contention took a new turn when an occupation 

of Sollefteå Hospital entrance began in January 2017 (and is still ongoing, having 

celebrated three years on 30 January 2020). The Region has proceeded with the 

                                                             
1 This figure was later criticized for being an overestimation (Sveriges Medierna, 2016; Öst, 2016). 
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savings plan and closed the proposed wards at Sollefteå Hospital; thus, the 

emergency and delivery wards are no longer in operation there. 

At the same time as the occupation started, another group was planning to open 

a primary care center owned by the community. On 20 December 2017, the 

citizen cooperative primary care center in Sollefteå opened with some 200 

members. By April 2018, it had some 7,000 registered patients. During autumn 

2018, the economy of the citizen cooperative reached a critical point and a 

fundraiser was held to gather money to save the cooperative from imminent 

bankruptcy. Despite this effort, the cooperative declared bankruptcy in 

November 2018. 

In September 2018, general elections were held at national, regional, and 

municipal levels. Several organizations mobilized ahead of the elections to inform 

voters of the different parties’ standpoints on the hospital and the closed wards. 

While the incumbents, the Social Democrats and the Green Party, lost many votes 

in the area around Sollefteå, at the regional level they were successful enough to 

remain in government, this time with the Conservatives (Swe. Moderaterna). 

Hälsorum Offerdal – a worker cooperative turned citizen 

cooperative 

Region Jämtland is the second largest region in Sweden, but has a population of 

only 114,000. Östersund (50,000 inhabitants), a university town, is the fourth 

largest city in northern Sweden, together with the area around the lake Storsjön 

it forms the most densely populated part of the region. Jämtland has both Saami 

history and a heritage of its own, with South Saami, spoken in the northern parts, 

as well as their own language, jämtska. Located 50 kilometers from Östersund is 

Krokom municipality (15,000 inhabitants), which contains Offerdal parish (Swe. 

socken) (2,000 inhabitants). The main town of Änge (300 inhabitants) is where 

the citizen cooperative primary care center Hälsorum Offerdal is located. 

Jämtland’s economy is dominated by small and medium-sized businesses, and 

Östersund is traditionally a trading city. Larger businesses are within industry as 

well as information and communication technology. The region is one of the most 

business-dense in Sweden, with 16 businesses per 100 inhabitants, and Krokom 

municipality is particularly entrepreneurial (Wikipedia, 2019a). Ski tourism is 

important in several towns in the region, although not in Offerdal due to its 

location at some distance from the mountains. Economic life in Offerdal has 

traditionally been based in farming, forestry, and mining; today there is a small-

scale tourism industry, but a large proportion of its population work within the 

public sector (Wikipedia, 2019b). 
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Jämtland has a history of popular movement ranging from movements involving 

evangelicals to youth, temperance, local heritage and workers, as well as the 

women’s movement, but it particularly has a strong cooperative movement. 

Lorendahl (1996) asserts that both ‘traditional’ and ‘new cooperatives’2 have a 

strong position in Jämtland, and in 1993 there were more than 100 cooperatives. 

In the early 1990s Sweden’s first cooperative primary care center, Hälsorum 

Offerdal, opened in response to the Region’s wish to close down the public 

primary care center. The workers were interested in taking over the primary care 

center as a worker cooperative, and an economic association (Swe. ekonomisk 

förening) was formed. All the 13 former employees joined in taking over the 

operations of the formerly public primary care center as a cooperative. 

 

Figure 9: Timeline Hälsorum Offerdal 

With the PCCR in 2010, the worker cooperative was at risk. To find a solution, 

the village was called to a meeting along with the local resident associations 

Offerdalsbygden i Samverkan (a coalition of 17-19 resident associations) to 

discuss the future of the primary care center. The 250 people attending the 

meeting decided to try to save the cooperative by converting it into a citizen 

cooperative (Swe. medborgarkooperativ). As a citizen cooperative with some 650 

members, the primary care center joined the Primary Care Choice system in 

Region Jämtland in 2011. A year later the cooperative competed in the public 

                                                             
2 Traditional cooperatives started as part of the labor movement’s development, while the new 
cooperatives often refer to those established since the 1960s, which often have a slightly different 
focus from that of earlier ones and many operate in areas traditionally thought of as the public sector 
(Lorendahl, 1996). 
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procurement to provide occupational healthcare to a municipality, which they 

won and in 2012, they opened an occupational healthcare center. Since then the 

cooperative has consisted of two pillars: primary healthcare and occupational 

healthcare. The occupational healthcare is located separate from the primary care 

center, in the municipal center of Krokom. 

Hälsorum Offerdal has often been unique, being the first worker cooperative 

primary care center in Sweden, closely followed by Akka in Stockholm. After its 

transformation into a citizen cooperative, the only similar organization was the 

citizen cooperative primary care center Fjällhälsan in Härjedalen. Today’s 

combination of primary and occupational healthcare, operated cooperatively and 

owned by the community, is unique in Sweden. In 2018 it had around 600 

members, consisting of a large portion of the population in Offerdal parish. 
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3. Theoretical framework 

Contemporary critical geographers, however, are better at mapping current dystopias than 

imagining utopic alternatives. 

Nicholas Blomley, (2007, p. 57) 

 

This chapter outlines the theoretical concepts on which this thesis builds. I start 

by outlining my epistemological starting points, based in Lefebvre and Massey. 

In the second section I outline some of the core concepts and contributions from 

feminist geography in understanding issues of social reproduction. Two of the 

other core analytical tools are described: Katz’s concepts of resilience, reworking, 

and resistance; and Gibson-Graham’s concept of openings, and I outline how I 

use these concepts throughout the thesis. In the third section, I delve into the 

fields of social movement studies and contentious politics, and their applications 

in geography. I outline the main ideas of social movement theory and its 

development into the field of contentious politics studies. While this is an 

enormous field of study, the main contributions of relevance to this thesis are 

discussed. Furthermore, it will develop the engagement by geographers with 

social movement theory, contentious politics and resistance, and the lessons 

learned from this concerning how different spatialities become important during 

contention. The fourth section deals with the concept of framing within social 

movement studies and its application in geography. Collective action frames is 

one of the core analytical tools in this thesis, and I will discuss how I apply it. 

By combining these fields, I hope to contribute to a deepened understanding of 

contentious processes around healthcare restructuring in rural areas by exploring 

how people involved in movements and the self-organization of welfare services 

experience and make sense of large-scale changes in the welfare state. Combining 

the frame analysis focus on the individuals’ motivations for engaging in 

contention with the macro-structural approach of the urban movement studies 

that locate contention in its societal context to highlight larger struggles over the 

production of space will help in the exploration of these issues.  
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3.1. Epistemological starting points 

The starting points for the thesis are found in Massey’s (2005) and Lefebvre’s 

(1991) conceptualizations of space and the combinations of how representations 

and the materiality of social relations in space contribute to our understanding of 

social and spatial processes. 

Massey’s (2005) basic propositions of how to understand space that have 

animated this study rely on three premises. First, we should recognize that it is 

the product of interrelations: space is constituted through interactions. Second, 

she suggests that we see “space as the sphere of possibility of the existence of 

multiplicity in the sense of contemporaneous plurality” (p. 9). This means that 

space is a sphere where different trajectories coexist, and therefore space always 

harbors a coexisting heterogeneity. Third, space is always under construction. 

Massey states that “perhaps we could imagine space as a simultaneity of stories-

so-far” (p. 9). These three propositions have resonated with me as they allow for 

an anti-essentialism in relation to the formation of identities and how they are 

co-constitutive of space, at the same time as space cannot exist prior to identities 

and relations. Further, it allows for a deflection from the historical determinism 

of some grand narratives. While the fallacies of grand narratives have been dealt 

with extensively, their prevalence nevertheless continues in current dystopic 

visions of the future. Following Blomley’s (2007) exhortation to develop critical 

geographies of hope, Massey’s idea of the radical openness of the future has been 

a guiding light for me. It is only the future that needs to be open but also space – 

where all interconnections are not yet made and all places are not already linked 

with each other – which is rather full of loose ends and missing links. 

I have found Massey’s idea of ‘place trajectories’ particularly useful. By trajectory 

Massey intends to emphasize the temporality, “the process of change in a 

phenomenon” (2005, p. 12), while trajectories are at the same time necessarily 

spatial. The phenomenon can be a geological formation as well as a living thing 

or an attitude or collectivity. A trajectory is always positioned in relation to other 

trajectories or ‘stories-so-far’. This is connected to her second proposition above, 

concerning difference, heterogeneity, multiplicity, and plurality. Trajectories are 

different and multiple, while existing simultaneously with other trajectories. A 

place trajectory is thus not only a process in time, a trajectory, but this process is 

also spatial, a process in time that has taken place in a certain space, and as such 

is affected by this place while affecting the place. Place trajectories are 

simultaneous to other place trajectories, forming a coexisting heterogeneity, as 

Sollefteå and Örnsköldsvik are both coexisting similar changes in time, in close 

proximity to each other and with trajectories that depend on previous decisions 

and actions as they continue to develop through unfolding events. 
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Lefebvre’s importance for my understanding and analysis comes from his 

thinking around how social space, or society, is produced. Lefebvre’s focus is on 

understanding not only the dialectic analysis of history (time) as developed by 

Marx, but also the way geography (space) is produced in what he finds to be a 

‘trialectic’ manner. This triad is composed firstly of ‘spatial practices’, the 

practices of everyday life that make up our daily reality and routine in and 

through the spaces we inhabit. These practices need to have a certain 

cohesiveness, but they need not be coherent or logical. Secondly, ‘representations 

of space’ are those images and signs as conceived by specialists in different 

senses: planners, scientists, social engineers, etc. The representations of space 

these conceive and plan are the dominant space in society. Third is the 

‘representational spaces’, the spaces that are directly lived by their inhabitants 

and users. These lived spaces comprise actions but also experiences and 

emotions; it is the dominated space being appropriated and changed by our 

imagination. It is both a concrete and a subjective space, in that it comprises the 

built environment as well as the social life that blends into a sense of place, of 

closeness, community, and isolation (Lefebvre, 1991; Rönnlund & Tollefsen, 

2016). This trialectic produces social space through a dialectic relationship 

whereby material and representational aspects come into play and constitute 

each other. Similarly to Massey (2005), Lefebvre sees no totalizing space, no 

space without fractions and frictions; space (and time) harbors a radical openness 

to the future, creating ‘moments’ in the conjunctures of the three aspects of space 

where the possibility of change lies within the alternative ideas and actions these 

‘moments’ open up (Lefebvre, 1991). Together, these two thinkers have helped me 

keep the production of space in sight while not losing sight of the openness and 

heterogeneity of spatial processes and their interconnections across time and 

place. This study borrows ideas and theoretical tools from both as it outlines how 

representations and material conditions influenced the process of contention in 

the two cases. 

To analyze in more depth the studies’ processes of contention around public 

healthcare restructuring I have used other theoretical concepts, which I will 

present in the following. These spring from two theoretical traditions, the first 

consists of theories on social reproduction developed mainly, but not exclusively, 

by feminist geographers. The second is the cluster of social movement theory and 

contentious politics, and particularly their use within geography. 
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3.2. Social reproduction and geographies of care 

If capitalism is the death wish of modernity, these practices are the best hope we have that it won’t 

succeed. 

Cindi Katz (2004, p. 243) 

 

In this section, I will outline some main traits of how feminists and feminist 

geographers have conceptualized issues of social reproduction, care, and 

geographies of care and their gendered structures. Additionally, feminist 

economic geography has contributed to some important understandings of the 

economy and its reliance on gendered divisions of labor and the responsibility for 

social reproduction that befalls some groups more heavily than others. I will 

outline how these come into play in the study of contentious politics by extending 

ideas from feminist economic geography to political geography. 

Feminists and gender scholars have long explored questions of social 

reproduction. Fraser (2016) define social reproduction as those “activities of 

provisioning, care-giving and interaction that produce and maintain social 

bonds” such as the “work of birthing and socializing the young […] caring for the 

old, maintaining households, building communities and sustaining the shared 

meanings, affective dispositions and horizons of value that underpin social 

cooperation” (2016, p. 101). The general tenet in much feminist analysis is that 

the separation between the spheres of production and reproduction is flawed. 

Rather, these spheres are co-constitutive of human life, society, and the economy 

(Cameron & Gibson-Graham, 2003; Federici, 2012; Fraser, 2016; Gimenez, 2019; 

Glucksmann, 1995, 2005). They are also co-constitutive in the formation of class, 

gender, and racial inequalities (Acker, 2006). Efforts have been made to allow for 

a study of these two spheres together, for example in Glucksmann’s (1995, 2005) 

development of the ‘total social organization of labour’. Geographers have studied 

the spatialities of caring and care work in shifting economic conditions. Milligan 

and Wiles suggest that transformations in the healthcare sector are changing 

landscapes of care; for example, “deinstitutionalization, extitutionalization, shifts 

to community-based care, policies focused around aging in place, and the growth 

of remote care technologies all have implications for who cares, where, and the 

nature of the care-work they undertake” (Milligan & Wiles, 2010, p. 747). These 

processes, Green and Lawson find, can lead to both a displacement of care as well 

as situations in which care is no longer on offer – ceasing to care – both part of 

an ongoing commodification of care (Green & Lawson, 2011). 
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Resilience, reworking and resistance 

In her study of everyday social material practices of making life come together, 

Katz (2004) finds myriad ways that people act to sustain their lives and social 

reproduction in the face of changing economic and social conditions. These 

actions are often impelled by various forms of capitalist restructuring that, 

following Smith (1996), Katz calls the social, cultural, and political-economic 

practices of revanchism. Smith suggests that revanchism is the “manifestation of 

class, gender, sexuality, race, and nation terror experienced by those in power 

who sense they are facing an ‘other’ out of (their) control” (Smith, 1996, p. 211, 

cited in Katz, 2004, p. 243). In Katz’s view, revanchism is “a recuperative 

response on the part of dominant groups to the enactments of resistance and 

other forms of opposition by oppressed peoples” (2004, p. 244). This revanchism, 

Katz suggests, has given rise to a variety of responses across time and space. These 

responses range from acceptance, to reconfigurations, to resistance. Katz 

nevertheless suggests that there are reasons to be wary of all-encompassing terms 

such as ‘resistance’. In her view, not all social practices that aim to sustain our 

livelihoods through oppositional responses can be conceptualized as resistance, 

but we need to be more precise in our terminology and disentangle intertwined 

social practices. Katz’s critique is directed towards the tendency to call every 

autonomous discursive or cultural practice resistance and she develops a 

framework for differentiating people’s everyday social material practices when 

dealing with the impact of ever-changing developments of contemporary 

capitalism. Employing a differentiation between resilience, reworking, and 

resistance, Katz aims to disentangle the different possibilities people have to 

adapt or try to change the conditions of their lives through everyday actions at 

different points in time. These possibilities do not always entail outright 

opposition to a given situation, but might also be directed towards an effort to 

adapt and be resilient, or to rework a situation to better cope with it, and 

sometimes these three practices combine in different ways (Katz, 2004). Coe and 

Jordhus-Lier (2011) point out that it is unclear whether Katz is referring to the 

intentions or the consequences of these practices in her categorization; while 

practices can be experienced and described as resistance, they can be categorized 

as resilience or reworking. Is it thus what actors attempt or actually accomplish 

that distinguishes one act from the other? In this thesis I have focused on their 

accomplishments, but when the interviewees’ intentions have been known to me 

I have nevertheless tried to analyze their interconnections. 

Resilience comprises those innumerable everyday acts by which people get by 

each day. One such practice that Katz identified was the time-space expansion of 

rural livelihood strategies; i.e., migration to the city in search of work was 

supplemented with rural practices, the two together complementing and 

sustaining each other, with both rural and urban living in the same family. 

Nevertheless, this practice was pivotal in maintaining and even advancing capital 
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accumulation in other places, by enabling the general development trajectory that 

had made these acts of resilience necessary in the first place (Katz, 2004). In this 

way, practices of resilience can be double-edged, as they also establish forms of 

autonomous initiative and recuperation on which other practices of reworking 

and resistance can be built. 

Practices of reworking, Katz states, can alter conditions of people’s lives, making 

them more workable and fruitful terrains for trying out different actions. 

Reworking often identifies a specific problematic issue and finds focused and 

pragmatic responses or solutions to it. In a way they operate at the same scale as 

the identified problem, but their effects can nevertheless go far beyond it, both as 

practical outcomes and in terms of consciousness. Reworking practices do not 

challenge hegemonic social relations head-on by questioning or dismantling 

them, but rather try to change them through efforts to reconfigure power 

relations and/or redistribute resources. According to Katz, this could be seen as 

a way to undermine hegemonic powers on the ground rather than openly 

challenging them. Katz finds two different types of reworking, one aimed at 

redirecting available resources and the other focused on people’s efforts at 

changing themselves as political subjects and social actors. Practices of reworking 

can thus vary from community education efforts to making neighborhood 

schoolyards safer and more pleasurable for children to play in (Katz, 2004). 

Concerning resistance, Katz asserts that it has been less frequently identified in 

her studies, compared to practices of resilience and reworking. If reworking 

undermines structures to make life livable and create space for alternative 

practices, resistance starts from that space and opposes these structural 

constraints. Resistance both uses and produces critical consciousness and 

confronts “historically and geographically specific conditions of oppression and 

exploitation at various scales” (Katz, 2004, p. 251). Katz suggests that resistance 

takes place when people understand a practice to be a way to redirect flows of 

resources that deliberately undermine hegemonic structures. In order to achieve 

resistance that is more durable and effective, to build something larger, there 

needs to be a vision for an alternative, an idea of how it could look different (Katz, 

2004). 

While these practices are overlapping, Katz conceives them as interwoven and 

mutually sustaining, whereby practices of resilience and reworking can build 

towards stronger responses, such as resistance. Resistance, for example through 

organized movements, can also lay the groundwork and offer opportunities for 

autonomous initiatives (Katz, 2004, pp. 241-243). I have found it useful to think 

along the lines of these three terms when analyzing the two cases, particularly 

when putting them next to each other to see how social material practices of 

resilience, reworking, and resistance shift over time, and their possible 
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connections to changes in political opportunity structures (Tarrow, 2005), and 

what role this has played in the interviewees’ possibilities to resist and/or adapt 

to shifting circumstances. This has also provided a way to study two cases 

together that otherwise would not be seen as being connected, but would rather 

be studied by the different fields of contentious politics and civil society studies. 

Feminist economic geography and alternative economies 

What if we were to accept that the goal of theory is not to extend knowledge by confirming what we 

already know, that the world is a place of domination and oppression? What if we asked theory 

instead to help us see openings, to provide a space of freedom and possibility? 

 Gibson-Graham (2008, p. 619) 

 

Over a number of years and books, Gibson-Graham’s work has revolved around 

rethinking economy, liberating the economy from the yoke of capitalocentric 

thinking (Cameron & Gibson-Graham, 2003; Gibson-Graham, 1996, 2006, 

2008; Gibson-Graham, Cameron, & Healy, 2013). What they have termed 

capitalocentrism is the hegemonic discourse of capitalism, portraying it as all-

encompassing. This renders other forms of economic activity that are not based 

on capital relations invisible and less important. Drawing on feminist and post-

structural thinking, Gibson-Graham have “tried to open a space for thinking 

about ‘non-capitalism’ and called for the development of a discourse of economic 

difference that was not capitalocentric” (Gibson-Graham, 2006, p. xxxiv, 

emphasis in original). This has meant implementing a politics of economic 

possibility by changing the language of how we talk about economy, i.e. a politics 

of language, as well as a different politics of the subject and of collective action 

(Gibson-Graham, 2006). 

Through different techniques of rethinking and rereading, Gibson-Graham urge 

us to discover the possibilities that are inherent in the already existing diverse 

economies but are blocked from sight. To do this, they suggest that we need to 

retrain ourselves as academic subjects. They write that “we are trained to be 

discerning, detached and critical” (Gibson-Graham, 2008, p. 618), which leads to 

a theorizing colored by “skepticism and negativity” (ibid). This way of thinking 

closes down the world and the possibility to find and observe any alternative 

economic practices that may exist. This is where my inspiration from Gibson-

Graham derives. By being open to the socio-material practices that the 

interviewees describe and discuss, I have attempted to spot the possibilities they 

open up, rather than critically foreseeing where these practices might go wrong. 

Rather than assuming that social movements are co-opted by authorities, I have 

attempted to listen to how the interviewees describe their choices and what they 

see as possibilities and threats to their practices, and in this way Gibson-
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Graham’s idea of using theory to spot openings has been useful. Gibson-Graham 

have outlined how this can be done through techniques of ‘doing thinking’. Some 

of these techniques that they have refined over the years involve ontological 

reframing in order to produce the grounds for possibility, re-reading to uncover 

the possible, and creativity to generate possibilities where there previously were 

none (Gibson-Graham, 2008, pp. 620-626). Among these techniques I draw 

mainly from the second, re-reading for difference and to uncover the possible 

throughout this research process. The concept of openings has been a fruitful way 

to think around the possible, and to trace openings has functioned on different 

levels in the analysis. First, it has influenced the choice of study object, which is 

rarely highlighted in studies on public healthcare restructuring or social 

movements in Sweden. Cooperative and not-for-profit healthcare provision is 

almost invisible in the public debate regarding the public healthcare system. In 

line with Gibson-Graham’s idea of mapping as a first step to making visible 

alternatives to capitalist economic practices, I have chosen to study and make 

visible the few cooperative primary care centers that exist in Sweden. In this 

sense, the thesis itself is an opening to think around what is possible to imagine 

in the Swedish public healthcare and welfare systems. Second, openings have 

functioned as a tool when listening, transcribing, and coding the interviews, as a 

way to spot and follow the stories when interviewees tell of choices that made a 

difference and created an opening for continued struggle. In this way, I have 

taken the idea of mapping and tracing openings from the study of diverse 

economies and applied it in the study of the intersections of diverse economic 

practices and political opportunities to reshape the healthcare situation locally. 

Thinking with openings have offered both a theoretical entry point into the socio-

material practices of resilience, reworking, and resistance as well as a 

methodological tool for following the cases and pointing to important moments 

in the trajectories when different paths were open to the interviewees, and to 

show how their choices at such moments opened new paths as well as closed 

others. 
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3.3. Social movement theory, contentious politics and 

geography 

In a review of social movement studies, Edelman (2001) notes that “one of the 

most striking features of the collective action field is its continuing intellectual 

compartmentalization” along disciplinary boundaries (Edelman, 2001, p. 286). 

Even though efforts have been made to bridge some of these over the two decades 

since Edelman wrote this, this is still noticeable. The area of social movement 

studies focusing on urban social movements has had a particular lure throughout 

my work with this thesis, despite working with movements operating in rural or 

sparsely populated areas. The fields of mainstream social movement research and 

urban social movement studies lead parallel lives, which according to Pickvance 

(2003) has both advantages and disadvantages for the field of urban movement 

studies. Mayer et al. (2016a) suggest that this is due to urban movement studies 

applying a macro-structural analysis, from which mainstream social movement 

scholars distance themselves. Social movement scholars are largely interested in 

the internal dynamics of social movements, while the urban social movement 

scholars rather take the study of social movements as an entry point into studying 

social (urban) phenomena more generally (Mayer, Thörn, & Thörn, 2016b). This 

springs from the foundation of urban movement studies in the Marxist approach 

of Castells, who suggests that “the production of cities by societies is most evident 

in the case of social revolt” (Castells, 1983, p. xvi). My inspiration comes from this 

latter perspective, and I take my starting point from this approach in the study of 

the movements and contention in this thesis. Here I will present the areas within 

the broad field of social movement studies, contentious politics, and its 

application within geography that has influenced me particularly. 

Social movements and contentious politics 

Social movement theory traces its origin in the study of protests by sociologists 

and political scientists, where several different strands of analyzing social 

movements have developed. From being a marginal area of study, accused of 

being both too descriptive and lacking theory, and being little emphasized in the 

1940s to 1960s, the societal changes during the 1960s and 1970s that necessitated 

study turned social movement studies into one of the most vibrant areas of 

sociology (della Porta & Diani, 2006). The theoretical development of social 

movement theory is substantial, and too broad to account for exhaustively. Some 

main ideas that have been recurrent, however, are important to remember. della 

Porta and Diani (2006) write that what triggered the massive increase in social 

movement theory from the 1960s onward was the upsurge of different types of 

movements. Previous studies had either leaned on a Marxist model, especially in 

Europe where the conflict between capital and labor was central, while in the US 

a structural-functionalist model understanding collective action as crisis behavior 

was hegemonic (della Porta & Diani, 2006). These models came under heavy 
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criticism and were largely rejected in the face of the new movements observed in 

the 1960s. 

The way to study these new movements continued to differ between the US and 

Europe (della Porta & Diani, 2006; Miller & Martin, 2000). In Europe, the New 

Social Movement (NSM) approach developed based in the observation that the 

social movements developing were less interested in class issues and rather 

concerned issues of environment, peace, religion, sexuality, or women’s 

emancipation (Miller & Martin, 2000). In this sense, the focus of movements was 

seen as shifting from class and redistributive issues towards culture, though 

several have argued that they are middle-class rather than classless movements 

and Miller and Martin (2000) contend that the dichotomy between class and 

culture is flawed, since social actors occupy positions of class and culture 

simultaneously. della Porta and Diani (2006) highlight some of the merits of the 

NSM theory, including its ability to draw “attention to the structural 

determinants of protest, reevaluating the importance of conflict” (della Porta & 

Diani, 2006, pp. 9-10) at the same time as it made the actors central to the 

analysis and was able to capture the innovative traits of the movements. On the 

other side of the Atlantic, Resource Mobilization Theory (RMT) provided the 

main framework for understanding social movements from the 1960s onward. 

Characteristic of RMT is that it focused on the internal attributes of social 

movement organizations and saw “the primary determinant of collective action 

in the availability of resources for protest” (Miller & Martin, 2000, p. 19). Its basis 

in neoclassical economic theory results in a rational choice framework being 

either implicit or explicit, seeing the “social movement participants as rational, 

self-interested, purposive actors who participate in collective action when 

benefits outweigh costs” (Miller & Martin, 2000, p. 19). Relative to the NSM 

theory drawing attention to the structural determinants of protests, the RMT 

contends that the existence of structural tensions or conflicts is not enough, but 

that there is rather a need to study under which conditions discontent can be 

transformed into mobilization (della Porta & Diani, 2006). While della Porta and 

Diani (2006) maintain that the introduction of a definition of social movements 

as “conscious actors making rational choices” (della Porta & Diani, 2006, p. 15) is 

one of RMT’s most important contributions, it has also received criticism on a 

number of points. These include its disinterest in structural issues, 

overemphasizing a few individuals controlling resources and thus overlooking the 

self-organization of dispossessed groups, and its focus on rationality that loses 

track of the importance of emotions in collective action. In addition to the RMT 

framework, and sometimes conflated with it, is the political process approach, 

sometimes also called ‘Political Opportunity Structure’ (della Porta & Diani, 

2006). While sharing RMT’s basis in rational choice theory, it pays more 

attention to the political and institutional environment within which social 

movements operate (della Porta & Diani, 2006) and the relationship between the 
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internal organizational attributes and the external political environment (Miller 

& Martin, 2000). The main contribution of this approach has been to draw 

attention to the interactions between both new and traditional actors, as well as 

institutionalized systems of interest representation and less conventional forms 

of action (della Porta & Diani, 2006). However, one of the main drawbacks that 

della Porta and Diani (2006) see has been that ‘political opportunities’ has turned 

into an all-encompassing concept as an increasing amount of studies find more 

‘opportunities’ and it thus risks meaning little at all. Further, the possibilities are 

small for researchers to distinguish between ‘objective’ changes in the openings 

and closings of opportunities for social movements on the one hand, and the need 

for social movements to perceive these changes as important enough to influence 

the movement itself on the other. Thus, it has become important to analyze the 

activists’ own understandings of opportunities (della Porta & Diani, 2006). 

Recent developments of social movement theory take into account the shifting 

contexts in which movements operate. The global financial crisis of 2007-2008 

and the discontents following from it have provided fertile ground for studying 

social movements. Donatella della Porta has contributed to the writing and 

editing of a number of books dealing with the new development of social 

movements after the crisis and how to interpret them. Concerns have ranged from 

how movements spread in times of crisis (della Porta & Mattoni, 2015), to the 

resurgence of class issues in the recent contention (della Porta, 2015), to social 

movements and neoliberalism (della Porta et al., 2016), to the development of 

social movements into parties participating in electoral politics, bridging the old 

divide between social movement and political party studies (della Porta, 

Fernández, Kouki, & Mosca, 2017). There thus seems to be an opening up to more 

diverse views on what constitutes social movements based on shifts in the 

empirical reality where social movements do not let themselves be categorized so 

neatly but rather identify opportunities and use them. 

Other recent theoretical development has attempted to synthesize different 

approaches into a more comprehensive social movement theory also connected 

to broader sociological theories. The Dynamics of Contention approach proposed 

by McAdam, Tarrow, and Tilly (2001) is one of the most ambitious (della Porta & 

Diani, 2006). Brink Pinto, Ericsson, and Nyzell (2015) review the recent interest 

within Nordic academia in this synthesized approach, which they call Contentious 

Politics Studies (CPS). Charles Tilly, Sidney Tarrow, and Doug McAdam are 

generally regarded as being among the main contributors to the political process 

approach within social movement theory, and Brink Pinto et al. (2015) assert that 

they are also the main developers of the CPS field. This field formed as a reaction 

to the tendency among social movement scholars to distinguish between 

collective actions and the political field, and in turn proposed the idea that it is 

impossible to separate collective contentious actions from the institutionalized 



 

47 

political sphere. The term ‘contentious politics’ is thus an effort to bridge such 

divisions and instead establish a relational perspective on collective action (Brink 

Pinto et al., 2015). Even though Brink Pinto et al. (2015) views contentious 

politics as a reaction to deficits in social movement theory, today it is hard to find 

a definite distinction between the two. Rather the opposite; a few recent book 

titles indicate that these terms are used interchangeably, e.g. Tarrow (2005) 

“Power in Movement: Social Movements and Contentious Politics” and Nicholls, 

Beaumont, and Miller (2013) “Spaces of Contention: Spatialities and Social 

Movements”. Leitner, Sheppard, and Sziarto (2008) claim that by now the former 

has replaced ‘social movements’ as the term denoting organized social resistance. 

There is thus a need to dig more deeply into both movements’ own perceptions of 

their opportunities and how they make use of them, at the same time as 

movement actions are not easily defined or distinguishable from ‘traditional 

politics’ but rather flow over such academic boundaries in the development of 

new strategies. I will therefore draw on theoretical contributions from both fields 

and use both terms, as the objects of study are not such clear-cut cases of social 

movements or contentious politics, though insights from these theories’ 

theoretical contributions will help in understanding the two cases. 

Contention and movements in space and time 

Two decades ago, in a chapter called ‘Missing geography’, Miller and Martin 

(2000) wrote that the “geographic constitution of social movements – and its role 

in shaping mobilization processes and their interaction – has received little 

attention” (Miller & Martin, 2000, p. 36). Despite discussions about the ‘spatial 

turn’ in social sciences, they saw that the use of geographic concepts such as 

space, place, and scale remained underdeveloped in social movement theory. 

Miller and Martin (2000) identify one reason for this disconnection between the 

geographers and the sociologists and political scientists studying social 

movements to be geographers persistence of using resistance to denote social 

movements and contentious politics, making it difficult to bridge the disciplinary 

boundaries between many social movement scholars and geographers. Routledge 

(2015) contends that while the discipline of geography began investigating socio-

spatial inequalities in the 1970s, it was not until the 1990s that they started paying 

attention to the geographies of social movements. Going through the above-

outlined theories on social movements, Miller and Martin (2000) address how 

spatial thinking could further develop the analyses of collective action, social 

movements, and contentious politics. According to Routledge (2015), when 

geographers have taken up this challenge and started studying social movements, 

they have engaged with the resource mobilization and political process traditions, 

or with the new social movement approach. Mostly, however, geographers have 

dealt with the lack of geographic inquiry from the social movement scholars 

(Routledge, 2015). Geography is no longer missing today, however, with both a 
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large number of geographers engaging in research on social movements as well 

as social movement scholars exploring the insights geographical concepts can 

contribute (e.g. Tilly, 2000, 2003). 

A tendency among geographers studying contentious politics has been to 

privilege one particular spatiality along the shifting fashions of socio-spatial 

theory (Leitner et al., 2008). In a similar vein, Routledge (2015) writes that many 

geographers’ encounters with social movements have involved either studying it 

within territorially bounded, and often local, contexts, or studying it from a 

relational and networked perspective. Nicholls (2007) suggests that this needs to 

be complicated by looking at different spatialities – mainly space, scale, and place 

– in relation to the established field of social movement studies to cross-inform 

conceptual developments across the fields. Leitner et al. (2008) agree that 

deciding beforehand which spatiality matters in which context and for which 

movement impoverishes the analysis, and that it is important to focus on both 

how particular spatialities play out in particular contexts and how at the same 

time they are co-implicated in contentious politics. Beyond co-existence, they also 

shape each other and the development of social movements and contentious 

politics (Leitner et al., 2008). For their purposes of showing how different 

spatialities co-exist and co-implicate each other in such developments, they 

outline five common spatialities and show how they interact with each other in a 

particular case of social movement. These spatialities are politics of scale, place, 

networking, socio-spatial positionality, and mobility. Partially overlapping, 

Routledge (2015) suggests also considering spatial inequalities and assemblage 

thinking in the analysis of social movements. 

One of the contributions of the contentious politics field is the study of 

movements and contention over time, which Brink Pinto et al. (2015) call a 

macro-historic perspective of change over long cycles of time, and which Tilly has 

established through several books (e.g. Tilly, 2004). In the Scandinavian context 

this aspect of the CPS field has not been followed; it has rather been the 

theoretical than the methodological aspects that have served as inspiration (with 

a few notable exceptions, e.g. Mikkelsen, Kjeldstadli, & Nyzell, 2017). In this vein, 

Tarrow has developed the concept of cycles of contention, which denotes “a phase 

of heightened conflict across the social system” (Tarrow, 2005, p. 142). Others, 

however, suggest moving away from the focus on the heights or outbursts of 

contention (e.g. Egerton, 1995; Hall, 2005; Nelson, 2003; Panelli, 2007; Zibechi, 

2012). Panelli suggests that taking a longer time perspective can help to unsettle 

assumptions about where and when activism takes place. In this vein, Nelson 

(2003) proposes to ‘decenter’ the movement and instead adopt an approach that 

focuses on place and the ‘sedimentation’ of political contention in place rather 

than how the movement itself fares. Such an approach, Nelson suggests, could 

aid in understanding complex and possibly contradictory effects of collective 
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action over time and across different arenas (Nelson, 2003). In this vein, I have 

approached the two cases from a longer time perspective. This offers a possibility 

to study contention outside ‘peak’ moments, and rather see the ordinariness that 

contention around social reproduction can take on and spot connections between 

different types of movement actions that might not readily be seen as 

interconnected. This approach has helped in the understanding of the long period 

of public healthcare restructuring and the different opportunities and constraints 

that existed in the contention at different times. 

Another noticeable division in social movement studies from a geographer’s 

perspective is that between which geographical areas are studied. The field of 

urban social movements, as mentioned above, has largely developed parallel to 

that of social movement studies (Pickvance, 2003). Mayer et al. (2016a) attribute 

this to their difference in focus, with urban movement studies’ interest lying in 

macro-structural analysis. At the same time, there is another field of rural social 

movement studies (e.g. Borras Jr, Edelman, & Kay, 2008, 2009; Edelman, 2001, 

2012; Scoones et al., 2018; Wolford, 2003, 2010; Woods, 1998, 2003, 2008) that 

is rarely engaged from the urban movement side. Nevertheless, both approach 

the study of social movements similarly: through what Mayer et al. (2016a) calls 

macro-structural analysis whereby movements are studied in their context, 

providing a lens for understanding larger societal shifts. Rural social movement 

studies nevertheless engage in issues more related to the land, such as land and 

water grabbing and resource extractivism. People engaged in rural movements 

include a wide range of groups, such as “smallholders, pastoralists, tenant 

farmers, sharecroppers, squatters, fisher folk, forest dwellers, indigenous 

peoples, landless labourers, large landowners and agro-industrial entrepreneurs” 

(Edelman, 2012, p. 431). Particularly the growth of transnational agrarian 

movements engaged in “global trade policy, genetically modified organisms 

(GMOs), agrarian reform, food sovereignty, environmental crises, and the human 

rights of activists and the rural poor” (Edelman, 2012, p. 432) over the past 

decades has been of interest to many scholars. My interest has nevertheless been 

drawn towards the urban movement studies, despite the case studies being 

located in rural and sparsely populated areas, largely due to the issues the 

movements studied engage in. While being rural, they are involved in struggles 

similar to those of urban movements who protest the withdrawal and cutbacks of 

welfare services. 

A particularly popular call to arms by urban movements has been Lefebvre’s 

(2000) articulation of ‘the right to the city’, which has also been picked up by 

many movement scholars. In Lefebvre’s view, the right to the city is not “a simple 

visiting right” but rather a “right to urban life” (2000, p. 158). Lefebvre sees the 

urban as a “place of encounter, priority of use value, inscription in space of a time 

promoted to the rank of a supreme resource” that “gathers the interests […] of the 
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whole society and firstly of all those who inhabit” (Lefebvre, 2000, p. 158). The 

right to the city has been a fruitful concept used by many movements to mobilize 

resistance in urban contexts over the decades. The idea of a right not only to visit 

but also inhabit and to exert control over the place one lives in is easy to grasp, 

but Barraclough (2013) asks if there is also a right to the countryside. Starting 

from Barraclough’s question, Landy and Moreau (2015) wonder if this slogan, 

which has been so fruitful in understanding (urban) struggles and rights, could 

be transposed to the village. If so, could it help us understand concerns around 

space and socio-political claims, and perhaps even the right to the city itself? In 

Barraclough’s (2013) reading of Lefebvre, the city is not prioritized; it might not 

even be urban, in the sense that Lefebvre understands the city as a place of use 

value rather than exchange value. For Lefebvre the city is a place of the meeting, 

confrontation, and acknowledgement of differences and ways of living – the 

urban as a mental and social form rather than a physical place. Indeed, the urban 

and the rural are tightly intertwined, “because rural transformation is an integral 

part of urban restructuring, capitalism and industrialization endanger rural and 

urban areas simultaneously” (Barraclough, 2013, p. 1048). This intertwining of 

urban and rural development becomes clear in the case of healthcare 

restructuring, whereby one place accumulates what is withdrawn from the other. 

In this context, it thus becomes important to ask under what conditions people 

can claim a right to the countryside (Barraclough, 2013); not only as a visiting 

right to the countryside as a recreational area, but as a right to inhabit and decide 

over its development. 
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3.4. Social movements and frame analysis 

…social mentalities are far too diffuse, too detached from actual historical agents, and too distant 

from collective action situations to use effectively in understanding how movements construct 

meaning. We will never understand, on the basis of generic constructs such as the ‘moral economy’, 

‘popular culture’, and ‘resistance’, how and in what circumstances collective action arises. We must 

turn, as movement organizers do, to the values embedded in and the points of conflict between social 

actors revealed in actual social situations. 

Sidney Tarrow (1992, p. 196) 

 

While inspired by studies of urban movement in their efforts to understand 

societal change through social movement actions, I have found the theoretical 

concepts of framing and frame analysis particularly useful. Frame analysis, 

originally developed by Goffman (1974), refers to “how individuals organize 

experiences or make sense of events” (Martin, 2013, p. 88). The concept springs 

from Goffman’s interest in understanding how individuals interact with one 

another to create symbolic worlds and how these in return shape individual 

behaviors, based in the concept of ‘the definition of the situation’ within the field 

of symbolic interactionism (Mešić, 2017). Goffman defines frames as follows: 

“definitions of a situation are built up in accordance with principles of 

organization which govern events – at least social ones – and our subjective 

involvement in them; frame is the word I use to refer to such of these basic 

elements […]. My phrase ‘frame analysis’ is a slogan to refer to the examination 

in these terms of the organization of experience” (Goffman, 1974, pp. 10-11). 

Within social movement studies the study of collective action frames has 

proliferated, making it one of the central conceptualizations for understanding 

social movements, alongside resource mobilization and political opportunity 

processes (Benford & Snow, 2000). Snow and Benford’s gradual development of 

frame analysis within social movement studies has been driven by a will to get at 

the role of beliefs, values, and meanings in mobilizing collective action. Where 

other theoretical frameworks took ideas and meanings as a given or treated them 

descriptively, Snow and Benford found that meanings were produced in the 

interactions between people and objects, and thus need to be taken into analytical 

consideration to explain the reasons why people engage in political mobilization 

and social movements (Snow & Benford, 1988). A frame is a “schemata of 

interpretations” (Goffmann, 1974: p. 21 cited in Snow et al., 1986, p. 464) by 

which individuals “render events or occurrences meaningful”, and that 

“function[s] to organize experiences and guide action, whether individual or 

collective” (Snow et al., 1986, p. 464). Collective action frames “make sense of 

events in ways that highlight a collective set of values, beliefs, and goals for some 

sort of change” (Martin, 2003, p. 733). Studying social movements’ framing is to 
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see the movements as “signifying agents actively involved […] in the production 

of meanings and ideas” (Snow & Benford, 1988, p. 213). 

Place-based collective action frames 

Developing Snow and Benford’s conceptualization of framing, Martin (2003, 

2013) introduced collective action frame analysis to the field of geography. As I 

elaborated on earlier, the question of the connection between social movements 

and their spatialities has received a great deal of attention in the past three 

decades. Martin states, however, that the question of the connection between 

place and community is not “whether the local context structures common 

interests and goals, but how” (Martin, 2003, pp. 730, emphasis in original). Much 

geographic analysis of social movements and contention “seeks to spatially 

analyse contention, rather than to understand the geographies – or geographical 

awareness – within contention” (Martin, 2013, p. 85). Martin (2013) follows 

Moore (2008) in distinguishing between analysis and practice. While theorizing 

social movement spatialities as analytical categories can contribute to developing 

our understanding of geographical concepts and how they explain social 

movements, Martin suggests studying the socio-spatial dynamics in the practice 

of social movements. This means listening to and analyzing how the participants 

themselves frame their spatial experiences and understandings of the movement 

in which they are participants. To this end, Martin develops Snow and Benford’s 

three core framings through the concept of place-based collective action frames, 

or place frames in order for the self-understanding of activists and how they 

relate to places in contentious politics to be foregrounded. What place framing 

can add to the vast body of literature studying social movements’ spatialities is an 

explanation of how spatial positions are taken and their effects. The issue is thus 

not to analyze what spatialities the analyst sees in the mobilization, but how the 

“activists respond to, shape, and alter the socio-spatial relations that produce 

grievances, the identities, and the strategies […] of contentious politics” (Martin, 

2013, p. 88). This is to study how the activists make place and other spatialities 

in their mobilizing. Place frames can thus “highlight the potential relationship 

between activism based on an idea of [place] and the material experiences of that 

place” (Martin, 2003, p. 733). 

For Martin, frames are collective organizational narratives that spring from 

negotiations between the movement with its ideas and values and the 

surrounding society and socio-cultural structures, and deliberate choices by 

movement leaders, oriented towards collective action. Martin’s adaptation of 

frame analysis to geography thus highlights the connection between activism 

place (Martin, 2003). Place frames should not, however, be understood as an 

epistemological foregrounding of place in relation to other spatialities, but rather 

as a way to peek into the multiple geographical processes that motivate activisms 
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(Martin, 2013). It can thus provide a fruitful way to explore activists’ and social 

movements’ own understandings of place in the interstices of what Lefebvre calls 

representations of space, and their lived material experiences of living in a certain 

place. Martin sees that place frames thus not only describe a common experience 

of people in place, Lefebvre’s (1991) lived space, but also that they imagine how 

an ideal place ought to be (Martin, 2003). Place frames thus relate to both existing 

conditions and experiences, as they have the potential to be forward-looking by 

framing what could be. To distinguish between these, both Snow and Benford as 

well as Martin, following in their footsteps, divide frames into different 

categories: motivational, diagnostic, and prognostic. 

Central to social movements’ framing processes is to construct an injustice frame 

that movement actors become aware of and recognize themselves in (Mešić, 2017; 

Snow & Benford, 1992), but this alone does not give rise to collective action. Snow 

and Benford (1988) outline three core framing tasks that are pivotal to social 

movements’ possibilities to mobilize people. First, they need to frame an issue as 

problematic and in need of change; i.e., a diagnosis. Second, there needs to be a 

proposed solution to this diagnosed problem, outlining what should be done; i.e., 

a prognosis. Third, a motivation to act in order to ameliorate or change this 

condition needs to be developed. These three aspects are intertwined, and the 

better developed they are the greater the chance the mobilization will be 

successful. The diagnostic frame, as stated, involves identifying the problem and 

assigning blame for this problem. Commonly, there is consensus within a 

movement about the problem, with possibly differing views on what its cause is, 

e.g. political or economic reasons. Often, but not always, the diagnostic frame 

leads to a prognostic frame; i.e., a solution corresponding to the problem and 

what is causing it. Prognostic frames not only involve finding solutions to the 

problem, but also identify strategies, tactics, and targets. The suggested solution 

together with proposed strategies and targets thus direct the movement’s line of 

action. While these two framings are important, Snow and Benford contend that 

they do not automatically lead to action, exemplifying with a framing of the 

problem and solution in such a way that it appears almost impossible to act on it, 

producing a sense of fatalism. The three framings are thus interlinked, but for 

mobilization to happen there is a need for a motivational frame, a call to arms, 

and a reason to take action. The ways the frames are able to mobilize people 

depend on the frame resonance, or how well the framings fit within their context. 

The frame resonance is dependent on both facilitating and constraining 

circumstances. 

In Martin’s geographical development, motivational place frames relate to the 

physical and social elements that make people come together around a set of 

concerns. The everyday experiences of persons living in a place are used to foster 

a sense of recognition of what they have in common, their place-based 
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commonalities (Martin, 2003). While Martin finds that the place-framing 

constructs a neighborhood identity and the neighborhood as a political place for 

action, it does so on partial accounts of the neighborhood. Thus, the 

neighborhood organizations she studies emphasize some characteristics of the 

residents and the landscape while downplaying others in order to support their 

activities (Martin, 2003). The framing thus promotes certain axes to mobilize 

while other axes, based on other social identities or territorial scales, are 

diminished (Martin, 2003). Motivational place frames spring from the 

imaginaries and meanings they attribute to place, based on their everyday 

experiences and how these foster a recognition of a common concern oriented 

around a particular location (Martin, 2013). In her investigation of neighborhood 

organizations, Martin finds that the most explicit motivational frames are those 

that call for people to get involved in neighborhood activism, while the most 

obvious motivational place frames are those that address the physical condition 

of the neighborhood, its landscape or physical infrastructure (Martin, 2003). 

Diagnostic frames are those that describe problems and assign blame (Martin, 

2003), and in the case of diagnostic place frames this is related to identified 

problems in relation to imagined or constructed territories or places (Martin, 

2013). Besides identifying a problem, diagnostic frames should also involve “a 

normative spatial imaginary” (Martin, 2013, p. 89) of what the place could be 

without the problem and what it should be like. They thus articulate tensions 

between what is and what could be – the geographical ideals that could be 

achieved and grievances about the failure to reach them. In the same study, 

Martin identified diagnostic place frames as relating to the lack of public space 

and the degradation and decay of the neighborhood, with some organizations 

attributing this to structural forces while others saw it as a problem of individual 

behaviors (Martin, 2003). Prognostic frames outline actions that could and 

should be taken to improve the diagnosed situation. In the case Martin describes 

of the neighborhood organizations, the actions that should be taken to remedy 

the diagnosed situation related very much to place, both advocating and taking 

action to improve the physical landscape of the neighborhood by coming together 

to clean and maintain it. Another prognostic place frame was to create a better 

community identity that could foster shared neighborhood commitments 

(Martin, 2003).  

Despite the difficulties in separating the different frames from each other, it has 

proven fruitful to follow Snow and Benford’s and Martin’s development of frame 

analysis and how different spatialities are invoked by social movements in 

framing processes. Martin’s place frames thus provide a useful starting point for 

exploring the activists’ own understandings of public healthcare restructuring 

and how this translated into the collective actions the interviewees describe as 

responses to their experience of the situation.  
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4. Previous studies 

This chapter outlines in broad strokes previous research on civil society, 

contentious politics, and welfare state restructuring. In the first section I explore 

these issues in a larger perspective, starting by delving into recent research on the 

changing relationship between the state and its citizens, particularly the changes 

in civil society and its relation to welfare state retrenchment. Then I move to 

explore how contention around healthcare restructuring has been studied across 

the globe. After this I describe self-organization of healthcare provision as part of 

the larger social economy. Self-organization can be seen as a response to 

healthcare restructuring and how this can function as a continuation of protest 

against healthcare cutbacks and welfare retrenchment. In the second part, I zoom 

into the Swedish context and discuss changes in civil society over the past 

decades, particularly the development of a social economy and the phenomenon 

of civil society taking over welfare service provision. After this I outline the main 

trends of contentious politics in Sweden over the past 70 years. Lastly, I discuss 

the literature on contention around healthcare restructuring in the Swedish 

context, with some recent examples of collective action to defend healthcare 

provision. 
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4.1. Citizens and welfare state retrenchment 

The relationship between the citizens and the state is under renegotiation. 

Newman and Tonkens (2011) explore this renegotiation through the lens of 

‘active citizenship’ in relation to ‘choice’, ‘responsibility’, and ‘participation’ in 

welfare service markets, service delivery, policy-making, and governance. They 

suggest that the rise of policies aiming to ‘activate’ citizens and the idea of the 

‘active citizen’ is Janus-faced. One the one hand, it is the result of the struggles of 

new social movements in the late 20th century claiming more citizens’ rights in 

the forms of redistribution of power and resources as well as recognition and 

voice. These movements – the women’s movement, gay liberation, and 

movements of patients, carers, and people with disabilities – demanded 

participation in politics and policy-making, recognition of the political 

importance of previously ‘private’ issues, and autonomy and choice to shape one’s 

own life. On the other hand, it could be said that the gains from these movements 

have been devoured by policy-makers and adapted for different purposes 

(Newman & Tonkens, 2011). In this second view, ‘active citizenship’ has been 

turned from a liberating and empowering tool to a disciplining mechanism 

(Cruikshank, 1999; Newman & Tonkens, 2011). Their exploration through 

different cases leads them to the conclusion that ‘active citizenship’ can “both 

reduce and reproduce (in)equalities and inclusions/exclusions” (Newman & 

Tonkens, 2011, p. 200). 

This renegotiated relationship influence the sphere of civil society, the societal 

sphere that exists between the state and the market. Recent research has looked 

into processes of globalization, individualization, and new information 

technology and their effects on civil society (Lilja, 2015a). Lilja contends that this 

means a transformation in both theory and practice, leading to a ‘new ecology’ of 

civil society studies, which needs to address two issues: civil society as a 

“discursive field and processes on new public arenas and […] civil society as a 

problem of social organization in a globalized network society” (Lilja, 2015a, p. 

117). In two special issues of the Journal of Civil Society (Volume 11, No. 2 & 4), 

criticism is directed towards the Western European- and US-centric concept of 

civil society as formal organizations working within clear-cut boundaries. 

Instead, Lilja (2015a, 2015b) suggests that the contributions highlight a move 

towards seeing civil society as process rather than structure, focusing on civil 

society’s practices and the ‘doing’ of civil societies (Lilja, 2015b). In their study, 

Räthzel, Uzzell, Lundström, and Leandro (2015) show how the conceptualization 

of civil society as a distinct entity from the state disregards an important question 

regarding the relationship between state and civil society, namely how civil 

society organizations “relate to the dominant values and worldviews which 

constitute the hegemony of a nation state” (2015, p. 158). They show how civil 

society organizations can be simultaneously seen and experienced by citizens 
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both as part of resistance to the state and as part of the state. This idea is 

important in this study, as it bridges resistances and organizations that are both 

part of the extended welfare state service provision as well as resistance to the 

withdrawal of welfare state services, and I will show how one does not necessarily 

preclude the other. I thus follow Lilja’s (2015a) suggestion of studying civil society 

as process, which allows me to look at different reactions to the ongoing changes 

in the Swedish welfare state and particularly the restructuring of the public 

healthcare, reactions spanning the fields of social movement, contentious politics 

and civil society studies. 

Contention around healthcare restructuring 

Healthcare restructuring is a phenomenon affecting places across the world. In 

places that have experienced large shifts in the provision of healthcare, responses 

to these shifts have been varied. Here I will present some studies of responses to 

healthcare restructuring that have bearing on the cases in this thesis. These 

studies come from various contexts, and indicate some of the ways healthcare 

restructuring across different contexts is experienced and countered. 

Discussing a range of different forms of participation in healthcare from 

administration through committee work, to elections through representative 

democracies, to playing the system through subversive service use, she is 

particularly interested in participation as protests. The aspect of protest has been 

omitted from debates about participation in healthcare because of its contentious 

and oppositional character (Stewart, 2016). Among the most politicized decisions 

in healthcare, however, are hospital closures, which sit at the intersection of three 

trends: disinvestment, evidence-based policy, and citizen participation (Stewart, 

2016). At this intersection, closing hospitals becomes complicated, as it is often 

unpopular and comes into conflict with the public’s possibility to exert influence 

over their service provision. Reviewing a range of international studies of protests 

against hospital closures, Stewart (2016) finds that in academic literature 

resistance to such developments is often framed as an emotional, and sometimes 

irrational, reaction to the inevitable progress of medical science and evidence-

based rationality to centralize services, or the budget cuts when fiscal reality 

proposes closures. Further, Stewart (2016) notes that there are remarkably few 

studies that pay attention to public attitudes regarding and protests against 

hospital closures. Even in those claiming to engage with public opinion, the 

“public is more often an imagined than a researched actor” (Stewart, 2016, p. 91). 

To distinguish analytically between different types of responses to hospital 

closures, Stewart makes a distinction between oppositional responses to 

invitations to participate and protests. Fitting in the latter category, she finds a 

range of uninvited actions in the surveyed studies, dividing them into three 

categories: ‘procedural’, ‘confrontational’, and ‘disruptive’ tactics. The first 
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category takes place outside invited participation but is still respectful of “the 

official process of decision-making, and acknowledge[s] the legitimacy of those 

in authority by appealing directly to them” (Stewart, 2016, p. 92). The 

confrontational tactics challenge the legitimacy of the decision-making process 

from the outside, and the last category of disruptive tactics attempts to challenge 

and disrupt the everyday workings of the organization and may be outside the 

legal framework. This last type of tactics is rare in the international literature on 

protests to hospital closures. Figure 10 shows some examples of how Stewart 

categorizes different actions into these three tactical frameworks, several of which 

were also identified in the cases studied here. 

 

Figure 10: Three categories of tactics in hospital closure protests (Stewart, 2016, p. 93). 

Despite healthcare restructuring in different places being a salient research topic, 

it is less so in terms of studies of collective actions by those affected by such 

restructuring. However, several studies conducted in the UK, Australia, and New 

Zealand shed light on contention and the experiences of processes of 

restructuring and privatization of the public healthcare in these countries, which 

predate similar processes in Sweden. Some studies have delved into how 

restructuring is experienced by affected populations, and suggest that hospital 

closures can be devastating events in small communities (Muus, Ludtke, & 

Gibbens, 1995). Surveying the perceptions of the closure among the local 

population some six months after a hospital closure in rural North Dakota, USA, 
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Muus et al. (1995) find that they were concerned with the impaired access to 

emergency medical care. In addition to this, they also feared that the closure 

would lead to a loss of local jobs and a decline in the local economy, problems 

with transport, the suffering of elderly and children, and a resultant out-

migration due to these increased difficulties in accessing healthcare. 

Interestingly, Muus et al. (1995) find that, rather than blaming others for the 

closure, the residents were motivated to think of solutions to the problems caused 

by the closed hospital. 

Similar developments are visible in New Zealand, where studies have investigated 

the healthcare restructuring in rural communities and the response from these 

communities. Kearns and Joseph (1997) find that it is important to consider rural 

healthcare services within the framework of the place and cultural fabric they are 

in, where healthcare services can function as symbols. Factors they suggest taking 

into account include the type of healthcare facility that is closing as well as the 

perception of health in the local community. In a comparison of two communities 

affected by healthcare facility closures, one did not manage to mount any 

considerable protests whereas the other was rather successful in their 

mobilization. The authors attribute this failure to mobilize to the facility being a 

psychiatric hospital, caring for patients from elsewhere during a period when 

institutionalized mental healthcare was under criticism. The case, they argue, 

represents a collision between two major processes, that of deinstitutionalization 

and restructuring. Although many in the community risked losing their jobs at 

the hospital, what they call “the affective link between people, place and 

institution” (Kearns & Joseph, 1997, p. 26) was lacking and the closure did not 

lead to protests. In the other community facing closure of the hospital, already 

the first announcement of shifts in the fee structure precipitated protests, as the 

people saw this as a precursor to larger shifts. These events led to the 

establishment of a community trust dedicated to ensuring free access to 

healthcare for the community. When fees for hospital care were instituted at the 

national level, the trust took on the responsibility for these fees for local citizens. 

A study by Moon and Brown (2001) of representations of place in the discourses 

concerned with the closing of a hospital in London provides some insights into 

the spatial aspects of contention around healthcare restructuring. They find that 

four different representations of St Bartholomew’s Hospital arose in media 

discussions and among the groups struggling to keep the hospital. These 

representations revolved around the hospital as a community resource, as a site 

of expertise, as a heritage symbol, and as an important site for the identity of 

London and Londoners. All these discourses of opposition to the hospital’s 

closure were to some extent flawed, in the sense that they did not address the 

regional and national planning of healthcare provision. Nevertheless, the hospital 

was not closed. Moon and Brown (2001) locate the reasons for this within a 
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broader context of symbolism and imagery where competing discourses around 

locality, belonging, and community played out. Together with the material 

services provided at the hospital, these discourses provided a focus around which 

the contention could unite. 

In an effort to develop a framework for understanding local protests against 

hospital closures, T. Brown (2003) suggests that two aspects are particularly 

important: firstly, how different spatialities are deployed in the language of 

healthcare reform and restructuring; and secondly, the symbolism of hospitals to 

the communities affected by their closures. T. Brown (2003) concludes that it is 

important to move between the micro- and macro-level to understand the 

“complex interweaving of social, cultural and political processes that occurs 

between them” (2003, p. 503). He suggests that hospitals play a symbolic role in 

communities, and suggests that studying protests against hospital closures 

requires a framework that takes into account both the context in which protests 

emerge as well as the tactics employed by the actors involved, the actors 

themselves, and the national policy arena.  

More recently, Stewart and Aitken (2015) have argued for the need to investigate 

and understand the perceptions of local communities facing hospital closures 

beyond the technocratic views of hospital closures as a necessary part of health 

systems’ adaptation to shifting technological and financial contexts. Rather than 

seeing opposition to hospital closures as an obstacle to change, measures could 

be taken to increase the trust between communities and authorities (and 

developers). Stewart and Aitken (2015) argue that paying more attention to local 

communities’ views on changes in the healthcare system and their accessibility to 

services can help transformations of the healthcare system in a more democratic 

fashion. 

Participation and self-organizing of rural healthcare 

There are increasing pushes towards participation by citizens in the provision of 

public services in several European countries. The welfare states are turning to 

activating citizens so that they can fill the care gap by assuming responsibility for 

providing the care that the welfare state can no longer afford (Newman & 

Tonkens, 2011). These discourses have grown stronger in recent years: in the 

Netherlands the national government has highlighted participation as 

fundamental to citizenship (Schinkel, 2010; Van Houdt, Suvarierol, & Schinkel, 

2011), and along similar lines the participation society (Dutch: 

participatiesamenleving) has been announced as a new form of welfare state 

whereby citizens “cooperate, participate and assume responsibility for their own 

well-being” (Koster, 2014, p. 49). Similar discourses has been prevalent in the UK 

after the Great Recession in 2007-08, where the ‘Big Society’ was presented as a 
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solution to the ‘Big Government’ of the welfare state, signifying a society where 

communities would be “more involved in the organization and delivery of 

previously public services” (Dowling & Harvie, 2014, p. 871). At another scale also 

healthcare has seen a trend of participation, with the World Health Organization 

(WHO) states that participation in healthcare is both ‘a right and a duty’ for 

citizens (cited in Stewart, 2016, pp. 2-3). Stewart (2016) studies this and finds 

that systematic reviews of participation in healthcare have come to broadly 

similar conclusions: firstly, there is a lack of evidence regarding the outcomes of 

such participation; and secondly, there has been minimal attention to the 

conceptual basis of participation. This second issue has led to a blurred 

terminology in addition to a wide range of concepts such as the ‘participation’, 

‘engagement’, and ‘involvement’ of different groups such as ‘public’, ‘patient’, 

‘citizen’, and ‘user’, (Stewart, 2016). A consequence of these two factors, Stewart 

suggests, is that the discussion of participation in healthcare mostly concerns how 

to “operationalize and […] document evidence of participation” (Stewart, 2016, p. 

12) rather than trying to understand “the perspectives of citizens both outside, 

and inside, these processes” (Stewart, 2016, p. 12). 

This trend of participation coincides with the development and increasing 

interest in social enterprise, social entrepreneurs, and the social and solidarity 

economy. The idea of the social economy spans charities, self-help organizations, 

and larger businesses (Amin, 2009; Gidron & Hasenfeld, 2012), while the 

solidarity economy is a concept from the Global South that more narrowly 

revolves around “worker-owned and -managed” organizations (Williams, 2013, 

p. 2). Social entrepreneurship is described as “an innovative initiative that 

develops socially necessary functions” (Gawell, Johannisson, & Lundqvist, 2009, 

p. 8, author's translation) and social enterprises are recognized as key new 

welfare actors in several EU countries (Borzaga, Fazzi, & Galera, 2016). As part of 

the recent development of the social economy, cooperatives are seen as caring for 

the needs of not only workers but also communities (Monzon & Chaves, 2008; 

Whyte & Whyte, 1991; Vieta, 2010). Cooperatives which were traditionally part of 

the labor movements, alongside the trade unions and workers’ parties (Van der 

Linden, 2016). Van der Linden (2016) finds that, while these are all in decline, 

cooperatives are nevertheless estimated to provide at least 279 million jobs 

worldwide (ILO, n.d.).  

In a study of social cooperatives taking over healthcare functions from the welfare 

state, Borzaga and Fazzi (2014) showed that, when cooperatives were set to 

function within institutional frameworks of “a competitive public or private 

healthcare market” (2014, p. 241), they organized in a way similar to for-profit 

companies but in cooperative form. This indicates that it is too simplistic to say 

that cooperatives, and other organizations within the ecosystem of the social 

economy, are inherently caring. How can we conceptualize the social economy, 
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and particularly cooperatives, providing welfare services previously provided by 

the state? In the introduction to a special issue on social enterprises, Borzaga et 

al. (2016) suggest that an important factor in the case studies across the different 

articles was that, preceding the start of a social enterprises, there were bottom-

up mobilization and links with civil society organizations. Social enterprises can 

thus take their start as bottom-up initiatives in response to unmet needs, beyond 

merely being the outcome of processes of welfare services being contracted out 

(Borzaga & Galera, 2016). This has a longer history, however. One of the first 

studies of the self-organization of healthcare provision as a social movement 

comes from the Southern Cone countries in the early 1990s, just as they were 

transitioning from dictatorship to democracy (Scarpaci, 1991). Studying primary 

healthcare provision by voluntary and non-governmental organizations in the 

shantytowns of Argentina, Chile, and Uruguay, Scarpaci (1991) found that the 

cutbacks in healthcare spending by the military dictatorships had resulted in 

what he saw as a new social movement of healthcare providers in the 

neighborhoods of the urban poor. 

The connection between mobilization, protest and self-organization can be found 

in other contexts as communities’ taking control over their own healthcare 

provision is part of a wider phenomenon. The restructuring of the public 

healthcare in New Zealand warranted a number of studies (J. R. Barnett, 1999, 

2000a, 2000b; P. Barnett & Barnett, 2001). Interestingly, the studies found that 

this restructuring gave rise to an increase in the self-organization of healthcare 

services, particularly in rural areas that were mostly affected by withdrawing 

healthcare services. In the cases studied by Kearns & Joseph mentioned above, a 

community trust was born out of protests against the closure of a particular 

healthcare facility. The struggle to keep the existing healthcare facilities operating 

eventually resulted in the community taking over the operation. This case 

“illustrates the transformation of a community protest against the locally felt 

implications of the national health reforms in New Zealand into a situation in 

which a community group now runs its own healthcare service” (Kearns & 

Joseph, 1997, p. 28). Another study from New Zealand shows that the community 

response to threats of hospital closures, in the form of protest meetings and 

marches locally or regionally, was instrumental in the later formation of rural 

community health trusts that took over and operated healthcare services during 

the 1990s (R. Barnett & Barnett, 2003). R. Barnett and Barnett (2003) examine 

nine community trusts as solutions to the problems of maintaining healthcare 

services in rural New Zealand. Starting from the idea of a ‘hollowed out’ state, 

they suggest it might be a case of more complex interaction between agency (local 

communities resisting the centralizing tendencies of market-driven reform) and 

structure (as the reforms create their own contradictions that the state needed to 

intervene in and regulate to minimize electoral damage). This healthcare 

retrenchment forced communities to form community trusts that either tried to 
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take over existing services or tried to open alternative ones. This is not unique. J. 

R. Barnett (2000b) calls the local response to this restructuring the rise of “do it 

yourself care” (2000b, p. 14). While community actions were somewhat 

successful in retaining healthcare services in some areas, they failed in others. 

The opposition to closures also appeared to cause healthcare officials to avoid 

public participation in decision-making. Nevertheless, J. R. Barnett (2000b) find 

that, though these community trusts have the potential to be empowering for the 

community, operating one’s own healthcare services also comes with a heavy 

administrative and financial burden imposed on the community when the welfare 

state withdraws. Adding to this, decreases in funding made the community trusts 

dependent on voluntary and often unpaid labor to manage the administration. 

Another factor influencing the possibilities for community trusts to be 

empowering for the community was that the power over policy, regulation, and 

funding remained centralized. While the establishment of community trusts 

ameliorated the effects of healthcare restructuring, they were also implicated in 

pushing a further neoliberalization of the welfare state as their lobbying pushed 

for the flexibilization of labor regulation (R. Barnett & Barnett, 2003). This and 

other government interventions helped pave the way for these community trusts, 

which otherwise would likely not have survived, as they fitted well within the ‘self-

reliance’ vision of the government’s neoliberal reform agenda. At the same time, 

R. Barnett and Barnett (2003) conclude that the community trusts represent a 

new organizational form in the rural healthcare landscape that was a product of 

the 1990s healthcare restructuring and were important in the resistance to the 

neoliberalization of healthcare, at the same time as they developed within a 

neoliberal framing of community ‘self-reliance’ (R. Barnett & Barnett, 2003, pp. 

69-70). 
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4.2. Swedish civil society 

Sweden was long a ‘corporative state’ (Rothstein, 1992; Rothstein & Bergström, 

1999), where representatives from both the private business sphere and the 

popular movements were involved in the development of policy and politics in 

various ways. Over the years, a number of studies have analyzed the changes in 

this ‘corporative state’ and the renegotiated Swedish social contract. Lundström 

and Wijkström (1995, 2012) early on identified the move from the popular 

movement tradition in Swedish civil society to one of increasing service provision, 

which they termed a shift ‘from voice to service’. This shift can be seen against the 

background of a larger renegotiation of what citizenship means and how the 

citizens should be active and participate (Newman & Tonkens, 2011). Wijkström 

(2012b) asserts that this is a shift away from a civil society based on membership 

in the popular movements that gave voice to popular opinions and demands, i.e. 

setting the direction for societal development and/or placing demands on the 

public or private sector (Wijkström, 2012b). The direction the new role of civil 

society is taking is towards a more performing role, whereby civil society 

organizations take over the provision of services from the public sector 

(Wijkström, 2012b). Wijkström (2012b) suggests that this development has also 

shifted towards private businesses becoming increasingly involved in aspects of 

welfare service delivery (see e.g. Hartman, 2011; Lundström & Wijkström, 2012). 

This is however not solely a case of the surrounding society influencing civil 

society organizations; the difficulties organizations on the ‘voice’ side have in 

making their opinions heard and influencing decision-making also affect the 

space and possibilities for the organizations on the ‘service’ side (Wijkström, 

2012b). 

The Swedish social economy and cooperatives in the welfare sector 

Cooperatives have had an important role to play in Swedish society. A few large 

cooperatives have dominated, and have had both economic and political 

importance (Wijkström & Lundström, 2002, p. 95). With the restructuring of the 

welfare state, the state as the dominant provider of welfare services has 

diminished. Hansson and Wijkström (2001) find that an array of alternative care 

and healthcare production has flourished since the 1970s. This has entailed an 

expansion mainly of childcare, but also of elderly care, psychiatry, and addiction 

care and rehabilitation (Hansson & Wijkström, 2001). During the 1980-90s, the 

‘new cooperatives’ (Swe. nykooperation) expanded into the field of schooling, 

rehabilitation, and healthcare, which has traditionally not been a cooperative area 

in Sweden (Wijkström & Lundström, 2002). In order to register as the legal 

business type of ‘economic association’ in Sweden, an organization needs to be 

operated as a cooperative (Wijkström & Lundström, 2002, p. 82). As the Swedish 

welfare state withdraws, an increasing number of civil society organizations are 

taking over parts of the welfare provision that the state previously provided 
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(Wijkström, 2012c; Wijkström & Zimmer, 2011). At the same time, Wijkström 

(2012a) finds that a discursive hybrid merging components of business and 

philanthropy has developed, describing this with the term ‘social enterprise’. This 

idea and organization significantly differ from the previous popular movements, 

in short through being a move away from an idea of “half movement, half state” 

to “half charity, half business” (Wijkström, 2012a, p. 95, author's translation). 

But what drives this change towards private welfare service provision at the 

individual level? Surveying the field of private healthcare providers in the largely 

urban Stockholm and Uppsala regions, Hedberg and Pettersson (2006) find that 

important motives for starting a company in the care and healthcare sector 

include the will to develop one’s own idea and to become independent. The 

entrepreneurs’ drive involves a will to innovate their services, and they do so 

continuously in order to improve the ways they can help people. Especially among 

entrepreneurs who have previously worked in public sector employment, the lure 

of creating space for their own idea or way of working is an important driver for 

starting their own company. The possibility to make a profit by providing 

healthcare in private form, the interviewed entrepreneurs state, is of lesser 

importance than their will to help and care for others. Hedberg and Pettersson 

(2006) conclude that private healthcare companies should not be seen as a 

substitute for the public healthcare but rather as a complement to it. 

At the same time, E. Sundin and Thörnquist (2006a), studying the reactions of 

workers to the closure of their workplaces, find that particularly in rural areas 

with few employment opportunities, especially employees in public sector 

employment tend to take over their workplaces, albeit reluctantly, in order to 

keep their jobs. E. Sundin and Thörnquist (2006a) thus suggest that there are 

high numbers of involuntary self-employed and that they do this as a way to save 

their own jobs and livelihoods. In cases when it is the welfare state that is 

withdrawing, the women who dominate the public sector are often encouraged to 

take over their workplaces in cooperative form, as this is regarded as particularly 

well suited to both rural places as well as to women’s service work (E. Sundin & 

Thörnquist, 2006a). In a report a few years later, Sundin follows up on the 

question of whether women should start companies in the care and healthcare 

sector, though here not particularly in cooperative form. E. Sundin and Tillmar 

(2010) find that the answers differ depending on the question of ‘for whom’ the 

women should do this. If it is for their own sake, they suggest, they should not do 

it for economic reasons, since the economic situation is likely to be equally harsh 

for private as for public sector service providers. Whether the women should start 

companies for the patients’, other women’s, or society’s sake demands a rather 

complex set of considerations. For example, should one expose fragile patients to 

potential shifts in their service? Another consideration is how much the salary 

gap between women and men depends on women’s employment in the public 
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sector or deeper structural gender inequalities, and whether this can be remedied 

by women becoming self-employed (E. Sundin & Tillmar, 2010). The answer to 

the question the report sets out to respond to is not clear-cut, but in all cases small 

private companies in the care and healthcare sector are at a disadvantage 

regarding the technological advances and economies of scale to which larger 

organizations have access (E. Sundin & Tillmar, 2010). 

Contentious politics in Sweden 

In a recent overview of contentious politics in Sweden since 1950, Peterson et al. 

(2018) identify four protest waves. These waves are characterized by national and 

local articulations at the same time as they follow transnational developments of 

contention. The first wave started in the 1950s era of youth revolts and developed 

into the 1968-1970 culmination of student activism and the New Left, new social 

movements, and occupations of public spaces. In a similar overview of squatting 

in Sweden, Polanska (2019) notes a similar trend, as the first squatting attempts 

occurred in the late 1960s simultaneously with similar developments in Northern 

and Western Europe. The second wave started in the late 1970s and focused on 

peace, environmental issues, and the second wave of feminist movements 

(Peterson et al., 2018). From a different point of view, Östberg (2008) sees the 

period from the late 1950s to the end of the 1980s as one long period of 

contention: ‘the long 1968’. The third wave that Peterson et al. (2018) identify 

starts in the 1990s around anti-racism, anti-austerity protests and global justice 

struggles, and finally, the fourth wave they see appearing in the 2010s revolves 

around climate and justice issues as well as new urban movements, the anti-racist 

movement, and possibly a resurgence in the anti-austerity movement. This rising 

wave of movements addressing issues of justice, including anti-austerity protests 

and urban movements in the poor suburbs of Sweden’s larger cities, takes place 

against the background of the large-scale changes the Swedish welfare state has 

been undergoing in the past decades (Andersen et al., 2017; Baeten et al., 2015; 

B. Larsson, Letell, & Thörn, 2012b; Therborn, 2017, 2018). 

Many studies have paid important attention to contentious politics and social 

movements resisting the changes to and restructuring of the Swedish welfare 

state. One of the most proliferating fields of critical research on the contention 

around welfare state restructuring concerns housing and gentrification in 

Swedish cities. Studies have shown that the Swedish housing system has 

undergone an enormous transformation through two waves of retrenchment 

since the 1990s (Borg, 2018), which has resulted in the creation of a ‘monstrous 

hybrid’ between old regulations and new market solutions (Christophers, 2013). 

Additionally, local politicians have stepped down from their responsibility of 

managing cities in the best interest of the population and are embracing 

entrepreneurialism in the urban management (Harvey, 1989; Holgersson, Thörn, 
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Thörn, & Wahlström, 2010) and local authorities are creating the conditions for 

urban renewal and gentrification, i.e. state-led gentrification (C. Thörn & 

Holgersson, 2016). Peterson et al. (2018) find a recent surge in urban movements 

since the 2010s with their basis in the high-rise suburbs from the 1960s that are 

now housing a poor population. These movements are responses to these changes 

in urban politics with the most spectacular outbursts of this contention being the 

riots in several Swedish cities in 2009 and more famously in 2013 (Hörnqvist, 

2016; Schierup, Ålund, & Kings, 2014; Sernhede, Thörn, & Thörn, 2016). While 

Peterson et al. (2018) contend that these uprisings cannot be seen as social 

movement actions in themselves, they point to several studies that argue that the 

riots have to be seen in their context of the emergence of urban justice movements 

organizing around issues of poverty, segregation, and gentrification (Mayer et al., 

2016b; Schierup et al., 2014; Sernhede et al., 2016). Other studies show that the 

civil society of poor suburbs is often overlooked (Kings, 2011) and sometimes 

even suppressed (Lundström, 2018). Not all contention around urban issues is as 

dramatic, though; some studies show the everyday resistances that tenants and 

tenant organizations put up against urban renewal and displacement (Polanska 

& Richard, 2018, 2019). 

Regarding changes in the labor market and working life, particularly among 

public employees, studies have shown that the effects of introducing NPM include 

a devaluation of the professions and their knowledge as well as a shift of power 

away from the professions towards management (Ahlbäck Öberg et al., 2016; 

Molander, 2017; G. Olofsson, 2018). Additionally, this shift has meant a work 

intensification for some groups in the labor market, for example nurses and 

assistant nurses (Selberg, 2012, 2013). NPM and work intensification have given 

rise to contention in the workplace, which sometimes takes unexpected 

expressions. For example, collective resignations among nurses have become a 

means of collective action when striking is not an option. Several studies have 

shown that this can be a highly effective collective action, both in Sweden 

(Granberg, 2014, 2016, 2017) and abroad (Briskin, 2011). However, it involves a 

complex negotiation of caring versus collective action that is permeated with 

reproductions and challenges of gendered discourses (Granberg & Nygren, 2017).  

In rural areas, particularly school closures have been contentious. Studies of 

protests against school closures have identified around 655 such protests between 

1991 and 2009 (Uba, 2016b). In a study comparing the outcomes of disruptive 

and deliberative actions against school closures, Uba (2016a) indicates that well-

reasoned arguments against school closures formulated in protests letters are 

well poised to convince politicians and keep schools open. Nevertheless, 

disruptive actions such as demonstrations appeared to provide more political 

leverage against school closures. She concludes that we should therefore not see 

protests and deliberation as opposed; rather, they can inform each other (Uba, 
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2016a). Taghizadeh’s (2016) study around social movements and informal 

interest groups indicates that protests around school closures under certain 

conditions are successful, these conditions often include managing to mobilize 

groups of core voters. Protests against school closures can therefore prolong the 

lives of threatened schools (Uba, 2014, in Uba, 2016b). 

Contention around healthcare restructuring in Sweden 

Following these critical studies, I contribute to the less studied field of contention 

around the public healthcare’s restructuring and increasing withdrawal from 

rural and sparsely populated areas. There are, however, a few notable exceptions 

to the relative lack of attention to contention around public healthcare 

restructuring, which I will outline first. Contention around the public healthcare 

is not new. Peterson et al. (2018) find the earliest peak in protests around 

healthcare already in 1982 (with later peaks in 1997 and 2011), related to the 

proposed neoliberal reforms of the sick leave legislation. Overall, however, 

healthcare appears to have caused relatively little contention, partly explaining 

the few existing studies. This has shifted recently, though, and a number of 

protests and mobilizations around various healthcare issues have started taking 

place. In a study of how electorates respond to welfare retrenchment, Lindbom 

(2014) finds that hospital closures can generate electoral punishment; that is, 

those in power who have decided on such welfare retrenchment under certain 

conditions being punished in the next elections. These conditions included that 

the welfare retrenchment was transparent and of a certain scale, and that there 

were viable alternatives to vote for, e.g. healthcare parties. In another study 

Larsson Taghizadeh and Lindbom (2014) survey 17 emergency surgery wards at 

hospitals threatened with closure in 2003-04, and find that in 13 of these cases 

there were significant protests. They find that, in nine cases, the plans to close 

emergency wards were withdrawn or partially withdrawn before the next election, 

and all the interviewed politicians and regional employees stated that the protests 

played an important role in these withdrawals. 

From the opposite perspective, Fredriksson et al. (2019) studied why cutbacks in 

healthcare can take place without contention. Interviewing local politicians and 

public servants, they find that they employed political strategies to avoid the 

usually contentious reactions from the public when cutting back on healthcare 

provision. Because of the severity of the budget deficits in combination with a 

shared understanding among the politicians of the region’s problems, the crisis 

discourse that developed depoliticized the restructuring and functioned as a 

justification for the cutbacks. This way the cutbacks were framed as necessary in 

order to save and improve the quality of the healthcare. The strategies that were 

used focused on this type of redefinition of the restructuring and blame-sharing, 
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which paved the way for the restructuring to proceed without much contention 

(Fredriksson et al., 2019). 

Case studies of individual cutbacks and healthcare facility closures reveal the 

dynamics within the protests. Fridolfsson (2005) studied the action group Rädda 

Mariestads sjukhus (Save Mariestad’s Hospital), which occupied the local 

hospital in Mariestad in 2000. The aim was to keep the surgery ward open, in 

opposition to the Region’s decision to close it. Despite occupation being viewed 

as a rather extreme form of political protest in Sweden, Fridolfsson (2005) finds 

that the goal was achieved through a process of legitimization of the action. In 

addition, it appears to be one of the first of a rare but increasing trend in the 

2000s, that Polanska (2017, 2019) traces, of occupations to save public services. 

Polanska conceptualizes occupations in Sweden as contentious politics, as they 

are a “tool […] of disruptive actions used by collective actors and social 

movements” (2017, p. 37). 

The next time contention around closure of public healthcare services garnered 

academic attention was when the occupation of the cottage hospital in the small 

town of Dorotea started. The hospital was occupied by the population in response 

to its proposed closure and withdrawal of the ambulance. This is likely the longest 

occupation in Swedish history, lasting three years and three months between 

2012 and 2015 (Polanska, 2017, 2019). Lundgren and Nilsson’s (2018) interviews 

with occupants show the complexity of legitimization of the form of the protest, 

the occupation itself. Similarly to Fridolfsson’s (2005) findings from Mariestad, 

the occupants in Dorotea dissociated themselves from disorderly activists and 

made their grievances legitimate through posing them as respectable protests 

conducted by respectable citizens (Lundgren & Nilsson, 2018). They were thus 

performing a ‘respectable citizenship’ by toning down the activist associations 

and reformulating an idea of citizenship, on the one hand focusing on a hollowed-

out citizenship characteristic of the countryside and a withdrawal of the welfare 

state, and on the other hand conducting a thorough democratic organization and 

laying claims to a citizen’s right to equal care. This legitimization has to be seen 

in relation to the wider feeling of an emotional and moral geography of deprived 

citizenship that is connected to Dorotea and the wider area of northern Sweden. 

Another example of an occupation in recent years was the short occupation of the 

delivery ward BB Sophia in Stockholm in May 2016, which lasted around a week 

before the occupants had a meeting with the politicians and left the ward. 
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5. Methodology and methods 

In this chapter I first outline the methodological starting points for this study, 

and propose what analyzing these two cases together can contribute to our 

understanding of public healthcare restructuring and its discontent. I then 

describe the different methods used and the materials collected through these, as 

well as discuss ethical issues and reflexivity in the research process. Lastly, I 

discuss how my analytical strategies developed along with the processes of events 

in the two cases, the difficulties analyzing processes come with, and how I 

developed the frame analysis around the collective action frames into a useful tool 

for analyzing and presenting the findings throughout this thesis. 
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5.1. Methodological starting points 

Studying contention around healthcare restructuring has been an abductive 

process of moving forward through the interaction between theoretical readings 

and empirical material. Yanow and Schwartz-Shea (2006) describe an abductive 

process as taking place when the reasoning and will to explain a phenomenon has 

been ‘abducted’, carried away by the unfolding of the research process. Schwartz-

Shea and Yanov (2012) suggest that the process of knowing is intertwined and 

that, starting from one place, the search for knowledge moves outward in ever-

widening circles in a spiraling hermeneutic circle as “learning always departs 

from what one already knows” (Schwartz-Shea & Yanov, 2012, p. 30). Starting 

from an interest in social movements, this abductive process led me to study two 

cases of healthcare restructuring and their discontent. Case studies involve “the 

study of a single instance or a small number of instances of a phenomenon in 

order to explore in-depth nuances of the phenomenon and the contextual 

influences on and explanations of that phenomenon” (Baxter, 2016, p. 130). 

According to Baxter (2016), case studies should be seen as a methodology in itself 

rather than a method, and as such, case studies are guided by the assumption that 

in-depth understanding about one case, one manifestation of a phenomenon, is 

valuable and that such in-depth understanding can contribute to broadened 

theoretical conceptualizations of the phenomenon in question. By combining the 

two cases in this study, I attempt to achieve such in-depth understanding of a 

changing welfare state landscape in rural areas by exploring two cases of 

healthcare restructuring and their discontents. 

My starting points when studying these two cases, and the methodological 

choices I have made, are informed by an ethnographic sensibility. Here I refer to 

ethnography in the broad definition proposed by Schatz (2013) (see also 

Gustafsson & Johannesson, 2016) to describe political ethnographies. Schatz 

suggests that two core principles underlie ethnographic thinking: firstly an 

immersion in a community, place, or cohort; and secondly an ethnographic 

sensibility. The second is a contested concept, but Schatz (2013) suggests that 

what is at the core of the classic equation of ethnography with participant 

observations is that participant observations provide a form of sensibility that 

goes beyond any certain method to “glean the meanings that the people under 

study attribute to their social and political reality” (Schatz, 2013, p. 5). My use of 

ethnography in this broad sense is combined with the theory of collective action 

frames and place framing, which offers a way to “focus on practice and discourses 

of activists, emphasizing the self-understandings of those engaged in contentious 

politics” (Martin, 2013, p. 87). This ethnographic sensibility has developed 

through studying media and social media along the research process in order to 

understand the interviewees’ “social and political reality” (Schatz, 2013, p. 5).  
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5.2. Two cases of contention 

In this study, I follow Katz’s countertopography as a methodological tool to draw 

out the contour lines of “particular relations to a process” (Katz, 2001a, p. 1229). 

I thus attempt to draw out the analytical contour lines of the process of public 

healthcare restructuring through the contention against it. By producing 

topographies, Katz asserts, places are put in their “broader context and in relation 

to other areas or geographic scales” (Katz, 2001a), which provides a means to 

understanding both structure and process. This has meant that I have studied two 

places connected by the contour line of struggles around healthcare restructuring, 

affecting the places at different times but linking them by their commonalities in 

the resilience around, reworking of, and resistance to this process of healthcare 

restructuring. The two cases in this study would not typically be studied together. 

They are both unique cases, each interesting in its own right. My reasons for 

studying them together is that I hope to contribute to a deeper understanding of 

the consequences of healthcare restructuring and the reactions to these 

consequences.  

The first case is the citizen cooperative Hälsorum Offerdal, which operates a 

primary healthcare center and an occupational healthcare center. When it opened 

in 1992, it was the first worker cooperative primary care center in Sweden. Today, 

while healthcare personnel run the day-to-day operations, the community, i.e., 

the people living in the Offerdal area have chosen to become members and owners 

of their local primary care center. This is one of three currently existing 

cooperatives operating a primary healthcare center in Sweden. One of these 

cooperatives is a worker cooperative in Stockholm, and another is a citizen 

cooperative in Härjedalen. For a short period there were four, when the 

cooperative primary care center in Sollefteå was open. There was also previously 

a primary care center owned by the community in Jörn in Region Västerbotten, 

operated as a shareholder company, which is now closed. Hälsorum Offerdal 

operates the only cooperative primary healthcare center in combination with an 

occupational healthcare center, making it unique. 

The second case is the contention around the cutbacks at Sollefteå Hospital, 

which is a unique case of resistance to healthcare restructuring in Sweden. It is 

the second large-scale protest against cutbacks in the past decade, but with 

qualities that set it apart from the other occupation, that of the cottage hospital 

in Dorotea in Region Västerbotten between 2012 and 2015. The Dorotea 

occupation is unique in being the longest occupation in Sweden (Polanska, 2017, 

2019), lasting three years and three months. The Sollefteå protests differ in many 

ways from those in Dorotea, firstly in that Sollefteå is significantly larger than 

Dorotea and the cutbacks target different aspects of healthcare provision, but also 

because in Sollefteå they have used various forms of resistance, ranging from 
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demonstrations to occupation to opening a cooperative primary healthcare 

center. The occupation in Sollefteå has now lasted over three years and is 

approaching Dorotea’s record. The contention around Sollefteå Hospital is one of 

few protests against the nationwide trend of closing down emergency hospitals 

and moving emergency healthcare provision to larger units in larger cities 

(Vårdanalys, 2018b). This has resulted in a decrease in the number of emergency 

hospitals from 115 in 1970 to 90 in 1994 and 70 in 2016, a decrease of 40% 

(Vårdanalys, 2018b, p. 26). 

Studying these two cases is important as they provide insights into how public 

healthcare restructuring is experienced in rural places. Connecting them is the 

fact that people in both places have looked to a similar solution to their both 

similar and dissimilar problems: starting cooperative primary healthcare. This 

link provides an opportunity to sketch an image of the variety of responses to 

healthcare restructuring, connected to contemporary discussions about the 

transformation of European and Swedish civil society and social movements. 

Discussing definitions of social movements, della Porta and Diani (2006) 

highlight that while some scholars maintain that it is their unconventional styles 

of politics, with public protest replacing ‘conventional’ voting and lobbying, other 

scholars contest this view, suggesting that protest plays a marginal role within 

most movements. della Porta and Diani favor a definition that highlights what 

tends to characterize social movement actors; i.e., that they “occupy a peripheral 

position in decision-making processes” and “need to mobilize public opinion to 

maintain their pressure capacity” (2006, p. 28). Following from this, studying 

these cases together contributes to an exploration of different approaches to resist 

public healthcare restructuring. I argue that these cases provide insights into the 

transformation of the welfare state through their similarities. While Sollefteå 

Hospital fits within social movement studies, on various occasions Hälsorum 

Offerdal has also had to mobilize public opinion in order to sustain the 

cooperative when it has been left out of decision-making processes. Offerdal 

rather fits within civil society studies, with ongoing transformations in both 

welfare states and civil society increasingly leading organizations to take over the 

welfare provision previously provided by the state (Farmer, Taylor, Stewart, & 

Kenny, 2017; Milewa, Valentine, & Calnan, 1999; Newman & Tonkens, 2011; 

Wijkström, 2012c; Wijkström & Zimmer, 2011). In Sollefteå, however, the 

contention transformed into such welfare provision as the protests were one of 

the driving forces behind starting the citizen cooperative. Contentious politics, 

social movements, and civil society span a wide variety of collective actions, i.e. 

actors coming together to achieve a certain goal, and these two cases show that 

these actions are hard to separate but rather intermingle in conventional and 

unconventional ways that deserve to be studied together, as I attempt to do here. 
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5.3. Data collection 

This thesis is based on semi-structured interviews in combination with various 

other materials. The relationship between these has shifted over time. While the 

initial focus was on the social media material, the interviews later came to form 

the basis of the analysis. 

Ethnography’s attempt to “gleaning the meanings” (Schatz, 2013, p. 5) people 

give their life-worlds has involved an extended period of participant observations 

both online and at specific events, as well as interviews with different activists 

and workers in the two cases. The interviews make up the bulk of the material 

and are the basis for analyzing the meaning-making of healthcare restructuring 

and its discontent. However, the impetus to conduct the interviews, whom to 

interview, the questions asked, and which cases to study took its starting point in 

ethnographic work conducted by following social media discussions about public 

healthcare restructuring and observations during events and meetings, and these 

types of observations started before the actual interviews were conducted. In 

Sollefteå I attended some demonstrations and meetings early on in the 

contention around Sollefteå Hospital. During these events, I wrote field notes on 

the discussions and my impressions. In Offerdal, I observed and wrote field notes 

on the workings of the cooperative during my two weeklong stays. These notes 

included my impressions from the interviews and of discussions and events 

taking place in the cooperative when I was there, e.g. discussions during breaks 

in the lunchroom. Both these notes and photographs I have taken as well as 

photos and videos the participants have posted on social media have been useful 

to return to during the analysis in order to remember feelings and discussions at 

different times, messages on placards and banners during demonstrations, etc. 

Observations were also conducted online in the Sollefteå case, in a form of social 

media ethnography (Postill & Pink, 2012). Social media was integral to the 

mobilization, and following the contention through social media has offered 

insight into participants’ views on various aspects of healthcare restructuring as 

well as links to a large amount of traditional media material. 

Semi-structured interviews 

Twenty semi-structured interviews were conducted with persons who in different 

ways have been involved in contention in the two cases. Through the interviews I 

wanted to explore the experiences of healthcare restructuring as well as the 

motivations for engaging in collective actions against it among the interviewees. 

Interviewing people has certain strengths, such as the possibility to gain insight 

into participants’ experiences and motivations in these two unique cases that 

have rarely been studied, meaning that little is known in previous research. 

Interviewing provides a way to “investigate complex behaviours and motivations” 

(Dunn, 2016, p. 150), and in these cases it provided an opportunity to go behind 
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the scenes and understand the perspectives of those affected by healthcare 

restructuring. 

The interviews followed a similar interview guide in both cases, covering themes 

of the history, present, and future of the organization and/or movement and their 

experiences of public healthcare restructuring. The semi-structured format 

allowed the interviewees to bring in their own perspectives. The themes covered: 

 the history and start of the organization and their own engagement in it, 

 a regular day in the organization/movement, 

 motivations for engagement, 

 why the organization is located where it is, 

 how they work with providing healthcare, 

 their experience of the public debate around profits in the welfare sector, 

and 

 the future of developing healthcare in the area and in Sweden at large. 

These overarching themes contained a number of questions that guided me 

during the interviews. Because the interviews covered the same themes in the two 

cases, it was possible to trace similarities and differences across time and between 

the places, which enables comparison between the two cases. In addition to the 

themes, at times the interviewees addressed other issues. For instance, their 

experiences with media came up in the Sollefteå case. 

All interviews were recorded and transcribed, and the quotes used in the text were 

translated from Swedish to English. All interviewees received written information 

about the study beforehand, including its purpose, themes to be addressed, how 

the material would be used and presented, the intention to record the interviews, 

and the storage of recordings. Additional information about my supervisors and 

my contact details, the handling of personal information at Umeå University, and 

the right to withdraw from the study. The information letter was submitted for 

ethical review with the regional Ethical Review Board (Swe. Regional 

Etikprövningsnämnd) in Umeå. This information was repeated ahead of the 

interviews before consent and permission to record were requested. All 

interviewees’ names are fictional, and I have tried to leave out information that 

could identify the individuals in the study, in an attempt to safeguard the 

interviewees’ confidentiality. For information on the interviewees, see Appendix 

1: Description of interviewees. 

I transcribed half of the interviews, while the transcription of the other half was 

outsourced. To ease the work during the analysis phase, I developed a 

transcription key to allow for some uniformity in the transcriptions done by 
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others. Three transcribers helped me, one transcribing eight interviews and the 

other two transcribing one each. Afterwards I listened to all 20 interviews and 

corrected any mistakes, e.g. missing specialist language. 

Hälsorum Offerdal interviews 

My first visit to and meeting with Hälsorum Offerdal was in December 2017, 

when I presented the study and my interests to two people in the cooperative and 

discussed their potential participation in the study. They told me the history of 

the cooperative and provided a great deal of background information regarding 

its development over the past three decades, which I developed into a timeline to 

aid the reader as well as my own analysis. Interview material later informed this 

timeline, which was sent for member checking to correct misunderstandings and 

provide additional information. The timeline has been useful both in describing 

the cooperative’s development and in analyzing the case. A simplified version of 

the timeline can be found in 2.3 Placing the cases in context. 

They invited me back, and I conducted the interviews at the workplace during 

working hours. The manager arranged interviews with employees in the two 

pillars (the primary healthcare center and the occupational healthcare center) 

and with board members representing the community. The interviewees ranged 

from people in leading positions to physiotherapists, nurses, and assistant 

nurses. I conducted 11 interviews in Offerdal in February-March 2018 during two 

weeklong visits to the centers. Ten interviews were conducted face-to-face, and 

the eleventh over the telephone. While talking on the phone comes with 

challenges, I had briefly met the person at one of my visits. The shortest interview 

lasted 20 minutes, but the majority lasted around an hour and the longest almost 

two hours. There was no difference in length between the telephone interview and 

most of the others. 

Sollefteå Hospital interviews 

In Sollefteå, I contacted potential interviewees based on whom I had seen 

participating in social media throughout my observations there, assuming that 

those who were active on social media were to some extent also active in the 

group’s and organization’s mobilization. Some of them had also represented the 

movement in various traditional media. The interviewees were approached 

through Facebook, and not everyone who was contacted agreed to an interview. 

Some interviewees were recommended through other interviewees, in a 

snowballing fashion, which revealed that my assumption about the overlap 

between online and offline activism was partially flawed and through this 

‘snowballing’ I reached some interviewees who were not visible on social media 

and whom I would not have found otherwise, pointing to the benefits of studying 

both online and offline spaces (Fuchs, 2012; Morrow, Hawkins, & Kern, 2015). I 

also attended meetings where I had the opportunity to present my research, e.g. 
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when I was invited to talk at a meeting organized for the International Women’s 

Day on 8 March 2018. This was before the interviews were conducted, so I invited 

those interested in participating to contact me, which one person did during the 

meeting. Another such opportunity arose when I was able to present my 

intentions with the research at a meeting with Sollefteå Framtidens Akutsjukhus 

(SFA) (Sollefteå – the Emergency Hospital of the Future) at the end of April the 

same year. 

I conducted nine interviews in April-May 2018 at various locations in Sollefteå: 

the hospital café, a hotel lobby, workplaces, and the public library. For practical 

reasons, two interviews were conducted over the telephone. I had not previously 

met these persons face-to-face, but this did not appear to influence the interviews 

considerably. The interviews in Sollefteå lasted one to two hours, and the 

telephone interviews were also within this span. 

Reflexive interviewing 

Interviews are influenced both by what happens in the actual interview situation 

and, as in this case, external factors such as broader issues taking place in society 

during the period the interviews are conducted. During my two visits to Offerdal, 

the process of interviewing was smooth as the manager granted me time during 

working hours. This was efficient, but meant that I lost control over whom to 

interview as the manager arranged this. One advantage was the manager’s deeper 

knowledge about the cooperative, providing a broad range of interviewees. A 

disadvantage was that the manager potentially influenced the results by choosing 

the interviewees, although I consider this risk rather small as I interviewed 

virtually all employees and some board members. Another disadvantage is the 

question of whether the interviewees felt obliged to participate in the interviews 

as they were asked by their manager. Different employees were comfortable to 

varying degrees during the interviews. However, before starting the interviews I 

stated the purpose and informed them of their possibility to withdraw, and many 

said they recognized the information and agreed to participate. Some 

interviewees became more relaxed as the interview proceeded. 

My previous immersion in the field proved useful during the interviews in 

Sollefteå, creating mutual trust and building rapport. The story of the contention 

was often recounted, but when the interviewees realized I already knew a great 

deal about it we could go more deeply and talk about the motivations and 

strategies. When conducting the interviews in Sollefteå, it became apparent that 

some events during the contention could potentially influence the interviews as 

well as my position as researcher. First was the need to break out of what they 

experienced as a media shadow to tell their version of the contention. Despite the 

large demonstrations, there was little mention of it in the press beyond the local 
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newspapers, giving a feeling of being ignored by the regional and national press, 

and it was a long time before the national media started reporting about the 

contention. To break out of this media shadow, there were calls on social media 

for two national investigative journalism TV programs, Uppdrag Granskning on 

public television and Kalla Fakta on one of the private television channels, to 

investigate the healthcare restructuring in the region. When this happened in 

January 2018, Uppdrag Granskning aired a show on the Sollefteå Hospital 

contention (Alamaa & Lunneborg, 2016), focusing on threats against the regional 

politicians and connecting this to the mobilization. This created a feeling of 

betrayal and the program was criticized, leading representatives of the 

movements in Sollefteå to be invited to a television debate the next day to debate 

the intentions and methods of the journalists producing the investigation and to 

give their own view on the issue. 

These experiences of being ignored and then misrepresented influenced the 

interviews in two ways. Firstly, the interviewees saw me as a sort of chronicler of 

the contention who would be able to both rectify the misrepresentations and 

break through the media shadow in order to convey their story to a larger 

audience, expectations that have been difficult to handle at times. Secondly, these 

experiences made it difficult for some interviewees to trust me as just another 

interviewer. Once, when describing the study and the possibility to withdraw 

from it, I was asked how this person would know if s/he wanted to withdraw. How 

would s/he be able to follow the research process and then realize that now s/he 

no longer wanted to participate? This is a complicated matter, and while this 

study is not collaborative, I have tried to be transparent throughout the research 

process by talking with interviewees and providing texts to those who have been 

interested in reading. The participant’s question also made me reflect on the 

power I have when writing about other people’s experiences and the difficulties 

and dilemmas this carries, a reflection I have tried to keep with me along the way. 

Concerning the transcriptions, employing others to transcribe is not without its 

problems. The process of transcribing is largely a reliving of the interview 

situation, an initial analysis in which I remember moods and other indications of 

meaning that go beyond the spoken language. By listening through and correcting 

the transcriptions I tried to relive these memories, despite not transcribing all the 

interviews myself. To some extent, this allowed me to compensate for the 

differences in transcription among the three transcribers. 

Newspapers  

Media material has been important through its contribution of background 

knowledge in both cases, as well as a general understanding of the Swedish public 

healthcare system and its restructuring. Following and reading the media reports 
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on the contention in Sollefteå and the reporting on the cooperative in Offerdal 

have served as a way to explore the developments in the two cases, and 

contributed to a deeper understanding. As both cases are continuously 

developing, how the media describe these developments speaks not only about 

the events themselves but also about their portrayal and how the perceptions of 

them change over time.  

Concerning Hälsorum Offerdal, my strategy for gathering media material was to 

conduct media searches using the Mediaarkivet/Retriever database with certain 

keywords. I performed the search in November 2017 using search words 

including ‘Offerdal’ in combination with the name Hälsorum, as well as primary 

healthcare center (Swe. hälsocentral, vårdcentral) and cooperative. This resulted 

in a total of 327 articles, not all of which related to the actual cooperative. The 

articles spanned from the start of the cooperative in the 1990s to the most recent 

article published, just a few days before the search. Increasing interest around the 

cooperative in the media could be seen during the last decade. Overall, there had 

been some ten articles published each year since the early 2000s, with some 

peaks of around 30 articles in 2004, 2008, 2010 (over 50 articles), 2012, 2013, 

and 2017. The cooperative has thus received plenty of media attention throughout 

the years, with peak periods during turbulent times in the cooperative, e.g. 2010-

2013 when it underwent large-scale transformations (see Figure 11). Lacking 

social media to explore the cooperative, and the workers’ and members’ 

understanding of it, media reports were important in understanding the 

cooperative’s background, and these articles provided an overview of the 

development of the cooperative from the start. 
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Figure 11: Media search around Hälsorum Offerdal. Number of articles published over time from 

1990 to the end of 2017. 

In Sollefteå, local media served from the start as an important forum for 

discussing the cutbacks at the hospital, with both articles and letters to the editor 

reporting on the cutbacks and the contention. Studies have shown that local 

media offer the most important channel for accessing local news in Sweden 

(Nygren & Leckner, 2016), and the local news was important in the research 

process. The local newspapers provided context and history, as cutbacks at 

various hospitals in the region had been reoccurring during the previous two 

decades and were often contentious. The local newspapers also provided a forum 

for the population to discuss the cutbacks, through the many letters to the editor 

that were published. The local newspapers and social media intertwined as both 

letters to the editor and Facebook posts tried to mobilize the public and capture 

politicians’ attention. Later, national media – newspapers, magazines, radio and 

television programs – also became interested, particularly following the course 

on car delivery and the occupation of the hospital in January 2017. During the 

same period, the public healthcare system became an issue of national 

importance and a number of articles, public television documentaries, and other 

types of media addressed the topic. 

In the Sollefteå case, newspaper material was initially gathered through media 

searches using the Mediaarkivet/Retriever database with search words. The 

search took place in October 2016, with search words including Sollefteå, 

Västernorrland, healthcare, hospital, protest, demonstration, bidding stick, 

action, and manifestation, i.e. different actions that had happened. This resulted 
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in 48 articles reporting on the current restructuring, mainly local and regional 

ones alongside two from magazines with nationwide distribution. Since the 

1990s, when healthcare restructuring in Region Västernorrland was discussed, 

there are two peak periods in the newspaper reports on the matter, 29 in 2010 

and 48 in 2015-16 (until mid-October), dealing not only with the party politics 

around the restructuring but also mentioning the contention around it. This can 

be compared to the whole of the 1990s, when the restructuring of healthcare in 

the region started being discussed, and for which 13 articles were retrieved, 

indicating that healthcare issues are becoming a more pressing issue. This 

provided historical context of the long period of healthcare restructuring in the 

region. Later, I only followed the media material that arose through the social 

media ethnography as it provided better insights into the contention. This 

material sprang from what was shared and commented about on social media, 

providing an insider’s perspective. Social media thus functioned as a filter, 

delimiting the media material used in the case of Sollefteå and contributing to 

immersion as I was reading the same articles the activists were. 

Social media ethnography 

While media has historically been important in fomenting collective identities in 

social movements, Milan (2015) suggests that social movements increasingly 

create meaning through social media, a result of the increased embeddedness of 

Internet and social media platforms3 in everyday life (Hine, 2017). This means 

that we need to take into account both online and offline spaces in understanding 

social phenomena (Ash, Kitchin, & Leszczynski, 2018; Fuchs, 2012; Morrow et 

al., 2015; Orgad, 2005, 2009), including the practices of activism and political 

mobilization. Social media provided insight into participants’ experiences of 

healthcare restructuring and understandings of their social and political reality. 

The activists’ use of social media also enabled me to reach other types of material, 

such as newspaper articles and documentaries.  

Discussing the development of Internet ethnographies, Hine suggests that one of 

the main changes over time is “the constitution of the fieldsite” (2017, p. 24). 

Early studies focused on defined online groups, but cultural and technological 

developments have embedded the Internet in our everyday lives, making it 

difficult to delimit ethnographic studies to single online spaces. Rather the 

opposite: field sites can no longer be easily located either online or offline (Garcia, 

Standlee, Bechkoff, & Yan, 2009; Hine, 2017) but are rather made up of networks 

of connections through online and offline spaces (Hine, 2017; Leander & McKim, 

                                                             
3 Facebook was the platform where mobilization was happening. A recent study also shows that a 
majority of people under 50 use Facebook as a source of local news and 37% of those over 50 also use 
it for this purpose, while very few (5%) use Twitter to keep up with local news (Nygren & Leckner, 
2016). 
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2003; Postill & Pink, 2012). Postill and Pink (2012) suggest Internet-related 

ethnography as an ethnography that encompasses “internet practices and content 

directly, but not exclusively” (2012, p. 125). Using social media as part of the field 

can be seen as a process of open-ended ethnographic place-making defined 

around clusters, through the practices of gathering, accumulating, sharing, 

linking, following, and ‘liking’ (Postill & Pink, 2012). In the case of Sollefteå I have 

used social media in this way, which has been part of delimiting the field of study. 

Particularly the crisscrossing between social media and traditional media has 

been important in constituting a field I have accessed and where I have developed 

my understanding of the contention around Sollefteå Hospital.  

My ethnographic fieldwork started in the few Facebook groups that early on 

contained much of the protests in the Sollefteå case. Initially, I experimented with 

gathering Facebook material using the Facebook application Netvizz (Rieder, 

2013). Rather quickly, however, I abandoned this strategy in favor of an 

ethnographic approach. I followed the contention through the online 

mobilization, which moved from two Facebook groups and the demonstrations in 

2015-2016 to adding another Facebook group when the occupation started in 

2017. Social media thus mainly provided me with an immersion into the field that 

proved to be important at later stages of the fieldwork. In this sense, I have 

followed a version of what Ess and af Segerstad (2020) call a data-minimization 

strategy, whereby I stopped gathering data and instead used social media as an 

entry point in order to understand the contention by following the threads, 

hyperlinks, discussions, and references to activities in offline spaces that shaped 

it and those engaging in it. Social media has therefore been important in my 

understanding of the contention and for identifying questions. The extensive time 

I have spent conducting ethnographic observations has contributed both to the 

identification of questions and to following how they have shifted over time. 

The field has thus been an active process that I have brought into being, rather 

than something preexisting, differentiating it from how we normally 

conceptualize the field as a bounded place that one can access and leave. An 

ongoing discussion involves how to handle the ease with which one can 

‘participate’ online, and whether such participation should be equated with 

participatory observations and interviews, where permission needs to be granted 

beforehand – or is participating online something else? Holm (2016) argues that 

this requires sensitivity to the specific context and, like a debate piece in a 

newspaper that is easily accessed, some types of online spaces should be possible 

to handle similarly. I agree with Holm that access needs to be considered in 

relation to the context, and I consider the groups I studied to be in the public 

domain, as their stated intention was to engage in a public debate around the 

healthcare restructuring and they were open and public. 
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When studying these types of groups, which in this case included 4,000-15,000 

members, a parallel problem concerns informed consent. Markham and 

Buchanan (2012) suggest that “ethical issues may arise and need to be addressed 

during all steps of the research process, from planning to publication and 

dissemination” (2012, p. 4). The latest recommendations regarding informed 

consent from the Association of Internet Researchers suggest “reserving the 

acquisition of informed consent to the dissemination stage of a project, i.e. by 

asking for informed consent from specific subjects for the publication of a quote 

or other data that might make them and their personal information identifiable” 

(franzke, Bechmann, Zimmer, Ess, & and the Association of Internet Researchers, 

2020, p. 10). Following this recommendation, I have asked (and received) 

permission to quote the Facebook posts. 

While these online worlds, as Holm (2016) points out, can be accessed with great 

ease, the question is how and when one leaves the field. I have been immersed in 

the field of these Facebook groups throughout the past three and a half to four 

years, and have often used my phone to read new posts in the different groups at 

all times of the day and in many different places. In this sense, the field is not 

traditional in the sense that the researcher can move in and out of it at will, but 

at times I have been swept away by the events. The everyday life of social media 

ethnographers involves keeping up to date with and participating in social media 

discussions, i.e. living partly on the Internet (Postill & Pink, 2012). Thus, rather 

than accessing the field, it has been difficult to ‘leave’ it. 

The social media ethnography, together with media material, has been most 

important in the development of a timeline of the main events, including my 

comments on when discussions on social media have shifted. This has helped me 

navigate the development over the years and remember where important shifts 

in the contention took place. 

Additional materials 

Through the social media ethnography, I have also accessed other types of 

material. These have provided background and contextual knowledge of the 

developments in Sollefteå as well as larger trends in the public healthcare system, 

and insights into the experiences and understandings of public healthcare 

restructuring by those affected by and involved in the contention around it. In 

Figure 13 I include a comic strip about the October 2015 demonstration in 

Kramfors, published by Mats Jonsson, a well-known comic creator and editor 

from Västernorrland (M. Jonsson, 2015). Other materials include the television 

productions about the contention around Sollefteå Hospital, such as Riket, a 

program broadcasted in 2016, which generated some discussions on social media 

about how the countryside and the contention were portrayed. In spring 2017, 
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around a hundred days into the occupation, a live debate between local politicians 

and activists in Sollefteå was broadcasted on public television. In January 2018 

Uppdrag Granskning, an investigative journalism program on public television, 

aired an investigation of threats to politicians in connection to the contention in 

Sollefteå. This program generated plenty of discussion, and the next day the 

activists were invited to Opinion Live, a debate show on the same public television 

channel, to debate the investigation. Around the same time, in January 2018, a 

series of three documentaries on welfare retrenchment in Sweden was 

broadcasted on public television. They did not specifically address the contention 

in Sollefteå, but short videos from the occupation of the hospital were shown. 

Later, in May 2018, two documentaries on the centralization of the public 

healthcare aired on public television, giving rise to discussion around 

centralization. Public radio has also paid attention to the issue of healthcare in 

rural areas, e.g. through a radio documentary on a person’s need to travel long 

distances to undergo dialysis. 

The activists themselves have developed other video material, such as a video on 

YouTube providing a longer history of the healthcare restructuring in Sollefteå 

and discussing the consequences of the cutbacks. 
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5.4. Analytical strategies 

In research aiming to understand contextualized meaning-making, the 

researcher commonly learns from the field and concepts develop bottom-up from 

this context (Schwartz-Shea & Yanov, 2012). Similarly, I have learnt along the 

way, the strategies for analysis have developed over time, and I have incorporated 

theoretical tools to aid me in teasing out meanings from the field. Over time, some 

core theoretical concepts have proven useful as aids for analyzing these processes, 

and have guided my efforts to make sense of both the contention and the 

restructuring of the healthcare system. Particularly important has been the 

concept of frame analysis, as developed by Snow and Benford, and later Martin 

(Benford & Snow, 2000; Martin, 2003, 2013; Snow & Benford, 1988, 1992; Snow 

et al., 1986), in analyzing how collective action frames mobilize (or do not 

mobilize) people into collective actions. While collective action frames have been 

outlined in the theory chapter, I will revisit them here in order to describe how I 

have used them and how this has been a useful analytical strategy. First, however, 

I will explain how I have approached analyzing a process in the making. 

Analyzing openings 

In this thesis, I have analyzed developing processes of contention. In some sense 

this involves studying a moving target, and the study started in one case to branch 

into a second one as the developments in the first case took unexpected turns. 

Describing how this development started and has progressed can highlight some 

of the issues involved with analyzing ongoing processes and the challenges posed 

by following the twists and turns in ongoing contention. As this has also been 

highly influential for my process of analysis, I will try to elaborate on what it has 

meant. 

The concept of openings (Gibson-Graham, 1996, 2006) came to be important in 

analyzing these processes. As I was following the contention around Sollefteå 

Hospital through the social media ethnography and participation in meetings and 

demonstrations, and then incorporated the Offerdal case, the idea of following 

the openings for doing something differently became a fruitful way of thinking 

along with the cases. Tracing openings thus developed into an analytical tool after 

the first meeting in Offerdal, when I heard the history of the cooperative. Gibson-

Graham (1996, 2006) suggest seeing openings as opportunities to (re)construct 

the world and the economy differently. They analyze how hegemonic discourses 

serve to reify structures, for example the economy, closing down imaginations of 

other ways of organizing the economy. If we instead saw the world as a patchwork 

of different practices, we could start seeing when some practices provide openings 

and how these openings make different practices possible. Here I have taken this 

idea and reapplied it to the study of political contention in order to trace the 

political openings that appear at different times, how interviewees have identified 
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and used such openings, and what grabbing openings has led to in these cases. In 

this way, openings became a tool to understand how the interviewees themselves 

saw their opportunities to (re)construct the world differently at different 

moments along the processes of public healthcare restructuring. 

Throughout the chapters, I have attempted to write out these openings by 

describing the processes of contention and how the interviewees identify 

openings and decide whether to use them, and how openings can lead to a new 

range of other openings. These parts are thus rather descriptive, but they contain 

analytical threads following the openings. This is done for two reasons. Firstly, 

contention around public healthcare restructuring has been under-researched in 

general, but particularly in a Swedish context. In order to do justice to the two 

cases, I think it is only fair to describe their struggles over time. The second reason 

is that this approach enables me to draw out some important points that only 

become visible when approaching healthcare restructuring as a slow-moving 

process, the effects of which are only starting to become visible. This also enables 

me to analyze how opportunities arise at different points in time, and how people 

make use of opportunities at different points depending on contextual conditions. 

Other parts of the chapters follow analytical themes following from the analysis 

of collective action frames, described in the following. 

Doing frame analysis 

Frame analysis has been important for analyzing and organizing the material and 

presenting it. The analysis was shaped by some initial themes that came out 

through the social media ethnography, which informed the interviews and their 

later analysis. 

Analyzing the interviews started with a familiarization with the material through 

transcribing it. When transcribing and listening through the interviews, I wrote 

down ideas and analytical threads. As Braun and Clarke (2006) suggest, the 

intense period of interaction with the data through the process of transcribing 

should be recognized as an interpretive act of creating meaning. Following from 

this, I started generating initial codes from the interviews, using the MaxQDA 

software to organize and sort among the many topics the interviews covered. Each 

case was coded separately, and this coding gave rise to a large number of initial 

codes. These covered a range of topics, and the coding helped me disentangle 

topics as well as start seeing connections between them. Through these 

connections, I started grouping codes together into themes. The codes and 

themes were empirics-driven, and stayed close to the interview material. While 

many themes differed between the two cases, some also overlapped. The workers 

at Hälsorum Offerdal focused on the day-to-day understanding of their 

cooperative and the role it fills. They talked about their workdays and the 
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practices they have implemented to organize the work. In Sollefteå this was not 

as common, partly because of the wider variety of interviewees but also because 

those involved in the cooperative were less focused on the day-to-day as they were 

still in the startup phase and were still developing their ways of working together. 

Many of the interviewees in Sollefteå, on the other hand, talked about their 

perceptions of the problems with the public healthcare system and its 

organization, and had ideas about how to organize healthcare differently, which 

was not as common in Offerdal. Some of the most common themes that developed 

related to how to organize work, aspects of living in the countryside, starting and 

operating healthcare cooperatives, and the start of protests and their 

development. When these themes started forming from the interviews, I saw that 

some of the early themes I had identified in the social media analysis were 

reappearing. This indicated that the early social media analysis had functioned 

partly as a pilot study and guided the following research towards what 

interviewees experienced as important. 

I returned to the concept of framing and collective action frames, which provided 

a fruitful way to organize the many themes that had evolved from people’s 

experiences of healthcare restructuring and its discontent. What came out of the 

interview guide’s structure into past, present, and future was possible to explore 

through the frame analysis, as it was able to present these experiences through 

the framework of motivational, diagnostic, and prognostic frames. Combining the 

time perspective in the interviews with the collective action frames’ focus on 

understanding the activists’ motivations to engage in contention, their 

understanding of problems and the blame for these, and actions that should be 

taken to remedy these problems helped me in refining the themes. 

The framework of collective action frames (Snow & Benford, 1988; Snow et al., 

1986), and especially Martin’s adaptation of collective action frames for 

geographical analysis, therefore became a productive way to organize the 

material. In line with Martin, I recognize that it is somewhat artificial to separate 

integrated and dynamic processes into different frames, but the analytical value 

has been the exploration of how the interviewees’ own views and experiences have 

developed in and through their collective actions. This made it possible to 

analytically distinguish between their motivations, their experiences and analysis 

of current problems, and their visions, but also to see how these influenced each 

other and guided the actions taken throughout the processes of contention that 

were playing out while the research was being conducted. 

Martin (2003) suggests that motivational place frames can describe how people 

come together around a set of concerns based in the physical and social elements 

of a place or other spatiality. Recognition of groups’ place-based commonalities 

can spring from the everyday experiences of living in a place and the imaginaries 
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and meanings people attribute to that place. Motivational place frames can thus 

promote certain axes of social identities or territorial scales around which to 

mobilize, while other axes are diminished. Motivational frames thus define and 

describe a community and exhort actions (Martin, 2003). These definitions of 

community and exhortations to action arose in the interviews, as the interviewees 

described experiences of living in places with a certain relation to the state and 

the welfare state, and motivations sprung from such spatial relations between 

places. Examples were the long history of resistance in Sollefteå as well as the 

cooperative spirit in Offerdal, which provided ways to describe and define not 

only who they were but also what they should do. These experiences that defined 

the interviewees and exhorted actions from them were developed into 

motivational place frames. 

The interviewees also addressed the problems they saw affecting their 

communities at the time of the interviews, particularly in relation to the 

organization of the public healthcare system and its effects on the place they 

inhabit. Snow and Benford (1988) call descriptions of problems and the assigning 

of cause or blame diagnostic frames, and diagnostic place frames refer to 

identified problems in relation to imagined or constructed territories and/or 

places (Martin, 2013). I identified diagnostic frames when the interviewees told 

of their experiences with the closure of various services and facilities in the area, 

e.g. the withdrawal of healthcare, but also the public healthcare system generally 

and democratic problems they saw in connection to public healthcare 

restructuring. Besides identifying a problem, diagnostic frames should also 

involve “a normative spatial imaginary” (Martin, 2013, p. 89) of what a place 

could and should be like without the problem. Diagnostic place frames thus 

articulate tensions between what is and what could be, the geographical ideals 

that could be achieved, and grievances about the failure to reach them (Martin, 

2003). This was articulated in the interviews in relation to the ‘death’ of the 

countryside and the right to live in the countryside, a ‘living’ countryside. 

Prognostic frames outline actions that should be taken and propose solutions to 

problems (Martin, 2013), and also include identifying strategies, tactics, and 

targets (Snow & Benford, 1988). In the two cases, the prognostic frames have to 

be seen through the processes I was analyzing. This meant that the participants 

were acting on some prognostic frames, through the protests, the occupation, and 

starting the cooperative in Sollefteå or the meetings and assemblies, as well as 

starting the occupational healthcare center in Offerdal. In different ways, these 

were solutions to one or several of the problems identified through the diagnostic 

frames. In addition to these solutions the interviewees had acted on, other themes 

they talked about could also be seen as prognostic frames. These were not 

solutions they had (yet) acted on, however; or, they lay beyond their reach. These 

prognostic frames related to how to develop the community in the future, or how 
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to create a better public healthcare system. I grouped this type of prognostic 

frames separately. Thus, the interviewees focus on pressing issues at the time of 

the interviews related to not only diagnosing problems but also finding and acting 

on solutions to them. At the same time, the prognostic frames related both to the 

present, what they were doing during the period I was conducting the interviews, 

as well as future-oriented ideas about how they would want their communities to 

develop and the actions needed to achieve this. 

In sum, systematically analyzing the processes, at the same time as the research 

itself has been a process of going between the cases, has been a fruitful approach. 

Observations in one case have led to questions in the other, and vice versa. This 

abductive circling following two cases of healthcare restructuring and their 

discontents has deepened the understanding of changing conditions for rural 

areas in a shifting welfare state landscape. 
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6. Sollefteå and the cutbacks at the 

emergency hospital 

This chapter follows the development of the contention around the cutbacks at 

Sollefteå Hospital that I started studying in 2015 and that are still ongoing at the 

time of finalizing this thesis in early 2020. This contention was a process that 

went through several phases and shifts in focus, and I follow these through the 

experiences of the actors involved and their framings of this process. I divide 

them into motivational, diagnostic, and prognostic frames, following Snow and 

Benford’s (Benford & Snow, 2000; Snow, 2013; Snow & Benford, 1988, 1992) 

development of the concept of framing, and later developed in geography by 

Martin (2003, 2013). Each section focuses on one particular framing, but as 

Martin contends, this is partly an artificial division of the framings for analytical 

purposes, which means that some intermingling of different frames in each 

section is unavoidable. 

This chapter outlines the motivational frames that define and describe the 

community affected by the cutbacks at Sollefteå Hospital and larger changes in 

the healthcare system. Motivational framings additionally exhort actions that this 

community can and should take to achieve certain goals (Martin, 2003). 

Throughout the process of contention, these motivational frames exhort actions 

that translate into prognostic frames as solutions to the identified problems, the 

diagnostic frames, with the public healthcare in the region (Benford & Snow, 

2000; Martin, 2003, 2013; Snow & Benford, 1988, 1992). These are often acted 

upon in different ways. To distinguish between the different strategies and tactics 

the activists employ in these specific actions, I use Katz’s (2004) concept of 

practices of resilience, reworking, and resisting of the healthcare restructuring 

and its uneven outcomes. While I highlight how these different practices 

intermingle and together provide the means for continued struggle, Sollefteå 

should foremost be seen as a case of resistance against healthcare restructuring 

In order to follow this intermingling of Katz’s three practices, I have found the 

concept of openings (Gibson-Graham, 1996, 2006) useful to highlight when an 

opportunity arises to employ a specific strategy and the activists make use of it. 

The openings offer opportunities to achieve certain goals that can make these 

practices easier, reworking opening up opportunities for resistance and 

resistance creating a wider space in which to accommodate practices of resilience. 

This makes it possible to follow how the practices of resistance provide openings 

in certain times and situations while at other points it is the reworking or 

resilience practices that do so, and how they are thus always interconnected. In 

this way, I hope to shed light on the relationship between practices of resistance 
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against healthcare restructuring and those of self-organizing healthcare in rural 

areas. 

This chapter starts with a section outlining the start of the contention around 

Sollefteå Hospital, with marches and demonstrations, and the framing of a 

collective identity around place during the initial contention. The second section 

follows the occupation of the hospital entrance and how closures of the hospital 

wards were framed as a threat to the community. The third section follows the 

simultaneous development and start of the citizen cooperative primary care 

center, which opened in Sollefteå a few years after the contention started. In the 

last section, based on the different empirical materials, I identify and analyze the 

emergent prognostic framings that move beyond the protests and the self-

organization of healthcare to instead suggest solutions to the larger problems of 

healthcare restructuring within the shifting welfare state.  
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6.1. Sollefteå’s place trajectories 

Carl: The aim when we started in 2015 was to make sure we’d have good and 

fair healthcare in Ådalen as well; we should have care that’s equal to what 

everybody else has. 

In this section, I outline and analyze the start of the contention around the 

cutbacks at Sollefteå Hospital and other hospitals in Region Västernorrland. 

Starting in autumn 2015, this section follows the process for some 18 months until 

the end of 2016, when the contention took a new turn and the occupation of 

Sollefteå Hospital started, which will be the subject of the next section. I will 

develop how the framing of the community affected by the cutbacks formed 

around ideas of place, and how this influenced the exhortations of the initial 

actions. Here I use Martin (2003, 2013) motivational place frames in order to 

draw out the process of framing the contention around what Massey (2005) calls 

place trajectories. Through the concept of place trajectories, I analyze the role that 

place and time played in the mobilization phase. This combination of 

motivational place framing in relation to place trajectories provides a fruitful 

entry point into analyzing how the activists make sense of their actions and their 

invocation of time and place in the mobilization. 

This mobilization phase (Tarrow, 2005) was a period of multiple places and scales 

intersecting, coming into and going out of focus in a mishmash of different social 

movement spatialities (Leitner et al., 2008). The process of how these spatialities 

over time took shape and crystalized into a politics of place spanned a variety of 

online and offline spaces. I thus follow the many scholars who have pointed out 

the necessity of studying the interconnections between online and offline spaces 

(Fuchs, 2012; Hine, 2017; Morrow et al., 2015; Postill & Pink, 2012) by tracing 

the intermingling of the social media mobilization, the (local) media’s reporting 

on the mobilization, and the actors’ own recollections of their mobilizing efforts. 

The framing that formed in this period proved important in the continuation of 

the contention. Similarly, this early mobilization, which Katz (2004) would call 

resistance, shaped the later development of practices of resilience and reworking, 

as I will show throughout the chapter. 

I start this section by briefly outlining the main events playing out during the 

mobilization phase. I then move on to describe in more detail the process of 

framing the contention, and show how this process was contested with alternative 

motivational place frames, at times competing with each other. After this I 

describe the end of this mobilization phase, which was followed by the occupation 

of Sollefteå Hospital, which is described in the next section. Finally, I conclude by 

drawing out the main findings from this period of contention. 
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Mobilizing against the cutbacks 

During autumn and winter 2015-2016, three large demonstrations took place 

across Region Västernorrland. After a summer buzzing with rumors and 

speculations about possible cutbacks and restructuring within the regional 

healthcare system, in August the announcement by the regional politicians that a 

savings plan was due in order to deal with the Region’s budget deficit confirmed 

the rumors (Leffler, 2015). This plan meant that several wards at two of the 

Region’s three hospitals would close. At Sollefteå Hospital the wards that were 

closing were emergency orthopedics, emergency surgery, and women’s care, 

including the delivery ward. Similarly, Örnsköldsvik Hospital was going to see its 

women’s care ward, including delivery, closed. The third and largest hospital in 

Sundsvall, the regional capital, would mainly be affected through a need to 

increase their capacity in order to take in patients from the other two hospitals. 

To compensate for the loss of emergency capacity, Sollefteå Hospital would 

instead take on a larger share of and responsibility for treatments such as pain 

relief, rehabilitation, medicine, geriatrics, and oncology (Alamaa, 2017). 

Struggling with an aging population and its effects on the regional economy, as 

outlined in Section 2.1, the challenges for the Region to maintain healthcare 

provision are mounting. Centralizing and concentrating the diagnosis and 

treatment of different illnesses would help the Region save money and get the 

budget deficit in order. This was also the politicians main argument – the need 

for a balanced budget, in combination with the consequence analyses of the 

effects of the ward closures suggesting that patient security would not be affected 

(Beijron, 2017; Ragnehag, 2017). The regional politicians, however, struggled 

with communicating why this was necessary (Jacobsson & Lunneborg, 2017). 

Many of the citizens in the towns of Sollefteå, Kramfors, and Örnsköldsvik who 

were living in and around the two hospitals affected by the cutbacks did not 

appreciate the savings plan. The increased distances to emergency and delivery 

care particularly worried people, distances that for those in remote parts of the 

region might  be as long as 200 kilometers on badly maintained roads, some parts 

in mobile coverage shadow, making it particularly difficult in winter conditions 

to access emergency care at Sundsvall Hospital. 

The savings plan triggered a great amount of discontent and political mobilization 

among the population, and the local media closely followed this contention. This 

was not the first time healthcare restructuring and cutbacks were a contentious 

topic in Region Västernorrland; there have been several rounds of cutbacks over 

the decades, against which the different towns have protested and demonstrated. 

Sollefteå Hospital had been under threat for a long time, and the drawn-out 

process of cutbacks and threats to the hospital is important in explaining the force 

the mobilization around it would take. Elias, a medical doctor in his 50s, having 

previously worked at the hospital and working at the cooperative at the time of 

the interview, explains this history below: 
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Elias: Then it’s also that this is a long drawn-out story. I think it was around 

2000 […] people in Sollefteå walked out and formed a human chain around the 

hospital building […] there were several hundred holding each other’s hands, so 

it formed a chain around Sollefteå Hospital, and this was meant to symbolize a 

wall: “No one touches our hospital”. So it’s been a long process with many events 

and manifestations along the way. 

The long struggle to keep Sollefteå Hospital going in the face of recurrent risks of 

cutbacks and closure is important to remember, as this had led to a preparation 

for the need to act when the circumstances required it. The mobilization around 

Sollefteå Hospital can thus be seen as a continuation of struggles around the 

regional healthcare taking different shapes, such as the human chain formed 

around the hospital two decades ago, the experiences from the closure of 

Härnösand Hospital in 2005, and the memories from the cutbacks at Sundsvall 

Hospital in 2010 as well as the protests against them. These protests across the 

region indicate that the healthcare issue has been contentious for a longer period. 

One of the first mobilizing activities took place when a group of women in 

Örnsköldsvik started a Facebook group with the purpose of saving Örnsköldsvik 

Hospital’s delivery ward. This group figuratively exploded with followers (around 

7,000 new followers in a week), and led to the women starting to organize a 

demonstration to be held at the end of September (Sjöblom, 2015b). A few days 

before the demonstration, however, the Region announced changes in the savings 

plan, which amounted to the delivery ward at Örnsköldsvik Hospital being saved 

from closure. Nevertheless, the plans for closing the wards at Sollefteå Hospital 

remained the same (Grundberg, 2015). Despite these announced changes, the 

women continued to organize the demonstration, explaining to the local 

newspaper that they viewed the issue of the cutbacks as a matter of equal access 

to women’s healthcare across the region, and that the slogan “Without children, 

Örnsköldsvik stops” (Swe. “Utan barn stannar Ö-vik”) might just as well be 

changed to “Without children, Ångermanland4 stops” (Swe. “Utan barn stannar 

Ångermanland”) (Sjöblom, 2015a). After the demonstration, the local press called 

it a “success” that had mobilized “thousands” through Facebook in just a few 

weeks (Englund, 2015). What started as a rather spontaneous expression of 

outrage, the formation of a Facebook group, thus gave rise to an opening for 

mobilizing people locally in resistance to the Region’s proposed cutbacks, as well 

as formulating the resistance in terms of regional solidarity. This opening would 

lead to the mobilization that would branch out into different directions and 

continue for several years in different forms. While this demonstration in 

Örnsköldsvik was a decisive moment in sparking off the mobilization, the fact 

that Örnsköldsvik Hospital was spared from the cutbacks meant that the 

                                                             
4 Ångermanland is the northern province of Region Västernorrland, which comprises the two 
provinces of Ångermanland and Medelpad. 



 

95 

contention shifted its focus to Sollefteå, where the hospital was still threatened 

with the closure of the emergency and delivery wards. 

In the interviews, the activists from Sollefteå who were involved in the 

mobilization tell about how it started and what it looked like in this early phase. 

This offers insight into the discussions and planning that were not visible in the 

Facebook groups or in the local media at the time. Many of the interviewees also 

tell of how intense this period was and how the mobilization was happening in 

myriad ways. One of these interviewees is Fred, a pensioner in his 70s, previously 

working in public sector employment and involved in the organization Sollefteå 

Framtidens Akutsjukhus (SFA) (Sollefteå – the Emergency Hospital of the 

Future) and later also the citizen cooperative, who recounts the start of the 

organizing as follows: 

Fred: When the [savings plans] became public we quickly formed our 

organization “Sollefteå – the Emergency Hospital of the Future”, and together 

with Ådalen Rises we started planning manifestations. There was a smaller one 

in Örnsköldsvik, there was a large one in Kramfors with 14,000 participants, 

and during spring 2016 there was one in Härnösand with 25,000 participants, 

[…] we’ve divided the work into different work groups: some have gathered facts 

and information, others have applied for money, others have organized 

manifestations. Yes, we’ve divided the work so it would function in a good way, 

and then we’ve checked weekly “How’s it going?”, what do we do if there’s a 

problem; so we’ve achieved very good unity in this group, and it’s fun even 

though it’s been difficult sometimes. It’s been intense. 

Several organizations formed during this period, sometimes mobilizing on their 

own and other times together. Fred, who became engaged early on in SFA, 

describes how they organized themselves in different groups that dedicated their 

efforts to different aspects of the mobilization against the cutbacks. Together with 

the other main organization in this mobilization phase, Ådalen Reser Sig (Eng. 

Ådalen Rises), they started organizing a second demonstration to be held in 

October, a few weeks after the one in Örnsköldsvik. Carl, a teacher in his 50s who 

has been engaged in the organization Ådalen Reser Sig and later the cooperative, 

relates how the planning of the demonstration developed: 

Carl: I was asked in 2015 by the Chairs of the Social Democrats’ local 

organizations in Kramfors and Sollefteå if I could help engage in the hospital 

issue concerning Sollefteå Hospital… and then we had a long discussion about 

what such an engagement would mean and what they could expect. Because you 

don’t start a popular movement and believe that you can control it completely 

[…] They were aware that this could hurt their own party… because if you dive 

into a one-issue movement it’s the issue that’s important, not who’s behind it… 
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And the workers’ municipalities5 joined in the organization of the first large 

manifestation in Kramfors on 10 October 2015, where we had around 10-12,000 

[…] and we use this association as a strategic tool in this advocacy […] 

DE: So the Social Democrats or the workers’ municipalities were on board with 

this starting up? 

Carl: Yes, and I think that’s important to remember. 

Carl explains how the hospital was an issue that engaged not only citizens but also 

the parties in the two municipalities of Sollefteå and Kramfors that were directly 

affected by the cutbacks. The Social Democrat municipal politicians even took 

part in initiating the mobilization against their party comrades in the regional 

government, which Carl says they were aware could cause problems for the party 

as a whole. This conflict was followed and reported on with interest by the local 

media (Åmell, 2015). To exert maximum pressure, the activists scheduled the 

second demonstration to take place in Kramfors on the same day as the 

incumbent Social Democrat Party’s district meeting. This was a successful 

strategy with a large turnout, with around 10-12,000 demonstrators marching in 

the streets of Kramfors, as Carl explains, taking over an hour to pass outside the 

hotel where the Social Democrat Party district was meeting. The newspapers also 

reported on the large number of participants, writing that a traffic jam started 20 

kilometers outside of town with people waiting to join the demonstration 

(Häggqvist, 2015b), with chants of “Ådalen rises up” and “Shout out loud, 

healthcare for all” (Swe. “Ropen skalla, sjukvård åt alla”) echoing over Kramfors 

(Häggqvist, 2015a). This massive mobilization had immediate effects, and the 

local media reported that the Chair of the regional board was deposed during the 

meeting (Häggqvist, 2015c; Leffler & Öst, 2015). A few weeks later a new Chair of 

the regional board had been elected, and promised that the investigation into how 

and what to cut back on would be redone, this time with a wider perspective to 

possibly find other ways to remedy the budget deficit (Odraks & Lundberg, 2015). 

The news of a new investigation was welcomed among the interviewees, even 

though Carl suggests above that the demonstration in Kramfors was just the start 

of a longer mobilization in which the organization Ådalen Reser Sig, which they 

formed at the same time, has been a useful tool. Josefin, a teacher in her 40s and 

one of the initiators of the occupation, tells about the feelings among the 

demonstrators after the demonstration and the politicians’ promise: 

Josefin: Yeah we thought “Good, now there will be a redo of the investigation”… 

but that redo never happened; no one sat down and looked at the numbers again 

                                                             
5 The Social Democrat Party’s local organizations are called ‘workers’ municipalities’. 
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and the patient safety and all that… so those were just empty words so that 

people wouldn’t be so upset. 

These hopes vanished quickly when they understood that the investigation was 

actually not being redone, but that it rather seemed to be a strategy by the regional 

politicians to circumvent the protests: 

Marika: We thought that already then, only by organizing these large 

demonstrations and suggesting alternatives, revealing that their numbers were 

false, we’d be able to stop this; we were completely convinced of it… Then they 

pretended that they’d find alternative solutions and other ways of saving, but it 

was just a big lie… The same savings proposal came back again but now more 

from the bureaucratic level…  “We’ll only take away this orthopedic surgery, 

we’ll just take away these surgeries, and we’ll only close for the summer.” 

Marika, who is in her 60s and has mainly been involved in SFA, recounts that 

many people thought the demonstrations and the large mobilization would be 

enough to make the politicians change their mind about the cutbacks. This turned 

out to be an erroneous expectation, however, and what happened instead was that 

the decision-making changed scales and was devolved from the politicians to the 

bureaucrats in the Region, in what appears to be a form of what W. Brown (2015) 

calls devolution, a management strategy whereby large-scale problems are 

devolved to weaker units. This mode of governance is simultaneously ‘muscular’ 

and “diffuse in its organization” (Soss et al., 2008, quoted in W. Brown, 2015, p. 

132). In the case of Sollefteå Hospital, this meant that the bureaucrats started 

closing different wards at the hospital for practical reasons without the politicians 

having to make decisions on the closures. Meanwhile, the protests continued. The 

first ward was closed for the summer because they could not find summer 

replacements for the personnel. After the summer, it was therefore easier for the 

politicians to make the official decision to not open the ward again. In Carl’s view, 

the fact that the cutback plan was proceeding despite the mobilization showed the 

politicians’ lack of understanding of the importance of the regional healthcare: 

Carl: When the Social Democrats in the Region were to handle this issue […] it 

became clear that they hadn’t really understood how burning hot this issue 

actually is and how important it is to so many people. Despite seeing people 

marching in a demonstration outside their window for such a long time, they 

didn’t have the capacity to take it in, to understand that this must engage quite 

a lot of people […] I think they hadn’t really understood that the hospital issue is 

important. 

The importance of the regional healthcare could also be seen in the number of 

activities taking place during this period in the winter of 2015-2016. 

Notwithstanding the promised redo of the investigation, the citizens themselves 
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were conducting investigations, auditing the Region and the documents the 

politicians were invoking as the basis for the savings plan and the proposed 

cutbacks. These ‘citizen audits’ seem to have been done through loosely 

connected working groups like those described by Fred above. Since they are 

mentioned by several interviewees from different organizations, these ‘citizen 

audits’ appear to have spanned the different organizations that were working with 

the healthcare issue in different ways. After a long time of auditing the Region 

and the economic situation, some of the results were presented on a speaking tour 

called ‘The Story of the Region’ (Swe. ‘Sagan om landstinget’), which was 

organized to take place across Region Västernorrland in April 2016. 

Shortly after the speaking tour, a third demonstration was organized in 

Härnösand. The idea was to put pressure on the regional politicians just days 

before a new meeting to discuss the overhauled savings plan. Six months after the 

demonstration in Kramfors, this was the largest and last of the marches they 

organized. It was estimated that there were 20,000 protesters, coming from 

across all the towns in the Ådalen area (Svahn, 2016; Öst, 2016)6. 

Several of the spatialities of networks, mobility, scale, place, and positionality that 

Leitner et al. (2008) suggest are intertwined in contentious politics were apparent 

in the mobilization phase I just described. How these came together was of 

importance for the continuation of the mobilization. One way was by using social 

media, particularly Facebook, in the mobilization. Each of the two main 

organizations during the mobilization phase had its own Facebook group, and 

these groups became nodes in the mobilization of such an extensive number of 

people who gathered at the demonstrations. While there is reason to be critical of 

fetishizing the role of social media in political mobilization, for example how the 

Arab spring was described as a ‘Twitter revolution’ (Fuchs, 2012), it is important 

to critically investigate the interconnections between online and offline spaces in 

political mobilization (Postill & Pink, 2012). The contention around Sollefteå 

Hospital provides a good example to do this, particularly as in the early 

mobilization phase various Facebook groups appeared and served as strategic 

tools for the mobilization. Kristin, a medical doctor in her 30s working in the 

cooperative, recounts below how she experienced the mobilization across these 

different spaces: 

Kristin: “Now we’re going out to demonstrate”, and there was an extreme 

mobilization, owing to Facebook, owing to the fact that we know each other at 

the hospital. […] And what a strength when you see your colleagues there. A lot 

of them were there marching in the demonstration; it was everybody from the 

                                                             
6 Although the estimated number of participants is contested (Sveriges Medierna, 2016), if it is 
accurate it would account for the majority of the town’s (and almost 10% of the Region’s) population 
(Konow & Erlandsson, n.d.). 
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cleaners, secretaries and assistant nurses up to the chief doctors. Also, since 

we’re a small community, everyone knows someone who works at the hospital; 

everyone knows someone who’s been ill and treated at Sollefteå Hospital; almost 

everyone was born at Sollefteå Hospital. 

In Kristin’s experience, the combination of the hospital as a gathering place and 

platform for the workers, the small community where many people know each 

other, and the use of social media reinforced the mobilization. The Facebook 

groups were thus a means to reach out and network across Sollefteå and beyond, 

where ideas were articulated and tested, and calls for action were formulated. It 

was seeing her colleagues and neighbors in the marches that strengthened 

Kristin’s will to protest, however. The marches themselves were what Leitner et 

al. (2008) call a form of mobility, whereby the act of walking and occupying the 

streets together solidified the collective strength. Some of the spatial strategies 

that were used during the mobilization phase continued to be relevant for the rest 

of the contention, for example the use of social media for different forms of 

networking politics. Others, such as the mobility through the large marches and 

demonstrations, paused while the activists were exploring other strategies. 

I will now turn to how the activists thought about and framed the spatialities they 

live in and use. In the next section, I analyze how the motivational framing of the 

contention developed and how this related to issues of time and space, and what 

strategies these frames led to in the continued mobilization. 

The injustices and struggles of Ådalen 

Ådalen as the antithesis to the safe ‘People’s Home’ is one way of perceiving reality. 

Roger Johansson (2002, p. 246, author's translation) 

 

Throughout the entire mobilization phase various framing processes were taking 

place, both parallel to each other and intermingling, over the course of the entire 

period of contention. The framing was largely what Snow and Benford have called 

motivational frames that elaborate a call to arms and a reason for taking action, 

and describe a community that should act (Snow & Benford, 1988; Snow et al., 

1986). This process started already during the planning and execution of the first 

demonstration, when the organizers shifted from talking about the cutbacks as a 

problem for the healthcare in Örnsköldsvik to being a problem for the healthcare 

in the northern province of Ångermanland in Region Västernorrland. With the 

second demonstration, however, the slogan ‘Ådalen rises’ was established. This 

was followed up a few days later with the naming of a Facebook group with the 

same slogan. The purpose of the Facebook group was to “gather all that has been 

published on the Internet about Ådalen as of 10 October 2015 and administer the 
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legacy of the manifestation” (author’s translation). The demonstration in 

Kramfors, as Carl stated, marked the start of the organization called Ådalen Reser 

Sig, which was intended to function as a strategic tool for building opinion around 

the issue of healthcare in the region. With the introduction of this slogan, the 

focus shifted from the cutbacks affecting the whole province of Ångermanland to 

instead describing ‘Ådalen’ as the area and community threatened by the 

healthcare cutbacks. This was partly due to the shift by the politicians from 

cutting back in the entire province of Ångermanland to sparing Örnsköldsvik 

Hospital and only cutting back at Sollefteå Hospital (Sjöblom, 2015a). 

Nevertheless, the use of Ådalen cannot be detached from the activists’ agency in 

framing a politics of place around Ådalen, and should be seen as a strategic choice 

even though it was sometimes a contested one. At the same time, this framing 

was not coming entirely from the Sollefteå activists themselves but was also 

imposed from the outside through media. The framing of the mobilization as a 

form of politics of place around Ådalen took its starting point in the second 

demonstration in Kramfors and continued developing as the name ‘Ådalen’ began 

appearing more frequently in both the media reports and in the Facebook groups. 

 

Figure 12: Map of the two provinces of Medelpad and Ångermanland, which together comprise 

Region Västernorrland. Photo: © Ola Myrin/Malmö Museer (Haage, 1954). 

Framing Ådalen as the victim of the cutbacks is what Martin (2003) calls a 

motivational place frame. While motivational frames (Snow & Benford, 1988) are 
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framings that exhort action and define or describe the community, motivational 

place frames do so in relation to some geographical features of the place or 

community. From the initial demonstration in Örnsköldsvik where the concern 

was the healthcare in the entire province of Ångermanland, the second 

demonstration in Kramfors, and particularly the legacy of this demonstration, 

shifted the focus to frame Ådalen as threatened. Shifting the motivational place 

frame included redefining the community affected and, consequently, the actions 

that should be taken. With the Region’s savings plan now solely focused on 

cutting back at Sollefteå Hospital, this reactivated feelings of old injustices 

occurring again in the two towns at the center of Ådalen: Sollefteå and Kramfors. 

The importance of this is that, in Ådalen, multiple historical processes and their 

representations over time converge. The area along the Ådalen river valley – 

Sollefteå, Kramfors, Junsele, Ramsele, and Härnösand – has played an important 

role in modern Swedish history and particularly in the construction of the 

Swedish welfare state through the events that played out there in 1931. These 

events have served as “an important building block when we explain how modern 

Sweden took form” (Johansson, 2001, pp. 23-24, author's translation). Through 

the industrialization of the 19th century, Sweden moved away from being one of 

the poorest countries in Europe. Its economic growth during this period largely 

depended on the forestry industry, centered in the northern part of the country, 

Norrland (Axelsson Lantz, 2018). This was a particularly booming business in 

Region Västernorrland during the second half of the 19th century, standing for 

one-third of the forestry industry’s manufacturing value (Axelsson Lantz, 2018). 

Many sawmills and papermills were located in the area around what today is 

Kramfors. In 1931, a strike by stevedores turned into a stoppage of all production 

in the Ådalen area. In response to the sawmill owners calling in strike-breakers 

to continue loading the ships, the workers organized a demonstration that 

gathered some 3,000-4,000 workers marching from Frånö to Lunde, where the 

loading was taking place. There, the military was waiting, having been called in 

to protect the strike-breakers and restore order. The tensions rose when the 

demonstrators were fired on, leaving four workers and one bystander dead and 

five more wounded (Johansson, 2001, 2002). In the 1920s Sweden had the 

highest degree of labor militancy in the world (Nyzell, 2011, p. 6), and a history of 

unruliness both before and throughout industrialization (see for example Brink 

Pinto et al., 2015; Brink Pinto & Olofsson, 2011; Edgren, 2014; Edgren & 

Olofsson, 2014; Karlbom, 1967; Nyzell, 2011; M. Olofsson, 2014). Nevertheless, 

the military shooting at workers was outrageous. It was met with calls for action, 

the announcement of a general strike, and unrest that persisted throughout the 

summer, even though the labor unions made efforts to dampen it and make 

workers return to their jobs. 

In the general election the following year, the Social Democrat party gained 

power. Thus, Johansson (2001) suggests that the political relevance of the 
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shootings in Ådalen can be seen in both short- and long-term perspectives. 

Among the short-term effects was the power of the event to “strengthen class-

based collective identities” (Johansson, 2002, p. 248, author's translation). In a 

longer perspective, the event has passed through several stages of shifting 

interpretations over the almost 90 years since it happened, often being positioned 

as the antithesis to the Swedish welfare state (Johansson, 2001). The 1932 

election of the Social Democrats initiated their long stay in government, and 

marks the beginning of the construction of the so-called universal Swedish 

welfare state (this 'universality' has however received ample criticism, see for 

example Arvidsson, 2016; Björkman, 1998; Broberg & Tydén, 1991; Eduards, 

2007; Hirdman, 1989, 2002; Hübinette & Lundström, 2011; D. Mulinari & 

Neergaard, 2010; Runcis, 1998; Spektorowski & Mizrachi, 2004). In a reflection 

on the history of Ådalen, historians af Geijerstam and Sörlin (2000) contend that, 

throughout the construction of the welfare state, the conflicts of yesteryear that 

Ådalen embodies were downplayed and kept in the past, not to be brought out to 

remember or celebrate. When the restructuring of the Western, industrial 

economy decades later turned the area into a form of ‘rustbelt’, the remedy for 

this ‘organized abandonment’ (Gilmore, 2008; Harvey, 2006) was to reconstruct 

the area as a tourist attraction. The efforts by national, regional, and local 

authorities to do this required a branding with something else that did not carry 

the burden of history. The new tourist destination was thus named the High Coast 

(af Geijerstam & Sörlin, 2000; Sandell, 2002). Johansson (2002) contends that 

“conflicts regarding historical facts can be hidden. But in times of major social 

change, conflicts often become apparent because, in such times, history is actively 

used to legitimize demands for change” (pp. 245-246, author's translation). One 

example of this can be seen in how the 50-year commemoration of the Ådalen 

events in the early 1980s was used by the Social Democrats in the campaigns 

against the incumbent conservative government ahead of the general elections 

(Johansson, 2001). During the mobilization around Sollefteå Hospital, Ådalen’s 

history, or what Massey (2005) calls place trajectory, took on new meaning as it 

provided a way of framing the injustice and a resistance against the perceived 

unjust healthcare restructuring. In this framing, the healthcare cutbacks took on 

a broader meaning and were placed within a larger context of injustice and 

resistance stretching back into the area’s history. 
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Figure 13: Comic strip Ådalen rises again. With permission. © Mats Jonsson 
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Framing opposition to the cutbacks at the hospital around the place name of 

Ådalen functioned as a way of connecting the current contention to previous 

histories of resistance in the area in order to formulate a politics around the place 

trajectory. These connections to the events of 1931 started appearing in the run-

up to the second demonstration in Kramfors. The local newspaper wrote that the 

organizers’ initial idea was to march from Frånö, the place where the 

demonstration in 1931 started, but this idea was rejected as many people would 

not be able to take part in such a long march (Åmell, 2015). The day of the 

demonstration, the local newspaper claimed that it was likely the largest 

demonstration in Kramfors since 1931 and therefore definitely worthy of the 

name ‘Ådalen rises’ (Lidén & Sundin, 2015). One of the rare occasions that the 

national media wrote about the protests in this early period was when the largest 

evening paper, Expressen, wrote that “Ådalen has been forced to rise up again”. 

The article continued with a call to arms that “every depopulating part of the 

country will need to bring out their inner Ådalen” in response to politicians’ 

inability to solve the welfare provision in the countryside (Barr, 2015, author's 

translation). A few days later this was followed by cartoonist Mats Jonsson’s 

comic strip about the demonstration, published in the second-largest national 

evening paper Aftonbladet, and similarly stating that “Ådalen rises again” (see 

Figure 13) (M. Jonsson, 2015). The framing as a resistance against the cutbacks 

that was connected to the place trajectory of previous struggles was starting to 

take shape. This framing had a clear frame resonance, even though the local 

population did not universally embrace it. 
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With the third demonstration in Härnösand, the motivational place frame around 

Ådalen’s place trajectory had been firmly established. The newspapers reported 

that the spirit to fight was high (Öhman, 2016), and the demonstration itself 

indicated that Ådalen truly was rising up, with banners stating “We support… 

[various wards to be affected]” and “Stop the plundering - Ådalen shall live!” (see 

Figure 14). 

 

 

Figure 14: “Stop the plundering - Ådalen shall live!” on a placard at the demonstration in 

Härnösand 2016-04-24. Photo: Desirée Enlund. 
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Regional competition or solidarity? 

The framing of the cutbacks as an issue for Ådalen and its population was not the 

only one; there were also alternative framings that defined the community 

affected by the cutbacks differently. One of these alternative framings appeared 

on the agenda between the second and third demonstrations, when the Official 

Government Report on a new regional division of Sweden was presented in 

March 2016, and with the subsequent publishing of the report ‘Regional division 

– three new regions’ (SOU 2016:48, Regional indelning – Tre nya län). The 

investigation attempted to find solutions to the problems that places like Sollefteå 

in regions like Västernorrland struggle with when it comes to providing welfare 

services. Nevertheless, the investigation’s proposals were met with compact 

resistance in several northern regions. This resistance centered around the 

increased distance between the politicians and decision-making powers and their 

populations, if the now 21 R/regions were to merge into only three larger 

R/regions. This debate influenced the contention for some time as the cutbacks 

came into a different light of spatial competition between places within the 

region. The suspicion grew that the older provinces of Ångermanland and 

Medelpad, which together form Region Västernorrland, would be drawn into 

competition with each other. This was not a competition over investments, 

however, but rather for the remaining crumbs when the welfare state withdrew, 

and it had few winners. This gave rise to the perception that the small towns were 

under threat from the larger ones, and that the small towns thus needed to be 

defended. Nevertheless, the issue of which town was large and which was small 

differed between accounts depending on the vantage point, a vantage point that 

was also in flux because of the suggested changes in the regional division. One 

example was expressed in a letter to the editor of the local newspaper: 

I think it would look the same if a larger Region was formed. The only difference 

would be that if 15,000 [people] demonstrated in Ådalen their shouts wouldn’t 

be heard as far as the regional government in Umeå. 

Bengt Sörlin (m), Regional politician, Tidningen Ångermanland 26 February 

2016, Letter to the Editor 

Sörlin suggests that while Sollefteå is smaller than Sundsvall, the regional capital, 

Sundsvall itself is under threat from the larger town of Umeå, which would 

potentially become the capital in the proposed larger R/region. In this 

competition discourse that evolved at the time after the presentation of the 

Official Government Report on larger regions, the same place could hold multiple 

positions of advantaged and disadvantaged within the spatial hierarchy. 

Sundsvall, the regional capital, both served as a threat and was threatened. While 

it was in Sundsvall that the politicians had decided to make cuts to Sollefteå 

Hospital, the idea discussed in the Facebook groups was that Sundsvall’s 
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healthcare could itself be threatened in the possible situation of a larger Region. 

Then Umeå would potentially be the winner with its university hospital, which 

holds a higher place in the hospital hierarchy than Sundsvall Hospital. This would 

thus be the rationale for Sundsvall’s politicians to centralize healthcare to 

Sundsvall Hospital before a redrawing of the Regions became a threat to the 

hospital and Sundsvall itself. This is symptomatic of this era of spatial 

competition, in which injustices express themselves at different scales. While 

often discussed at the level of global cities competing for investment and the right 

type of people (Florida, 2014; Harvey, 1989; Peck, 2016, 2017a, 2017b; Sassen, 

2001), it also plays out at an urban and regional scale in Sweden whereby the 

place, town, or region is a commodity to package and market correctly (Syssner, 

2012; Westholm, 2013). The seriousness and danger of this discourse and politics 

of spatial competition is epitomized here, when the struggle is over the hospital 

rather than attracting new big investments. The competition was about not being 

on the losing end of spatial competition, losing previous investments and people; 

avoiding becoming a ‘forgotten place’ (Gilmore, 2008). In the effort to get out on 

top of this competition, it seems as if the overall goals and ideals behind providing 

public services can easily be forgotten. Additionally, according to Sörlin in his 

letter above, it does not matter whether Umeå or Sundsvall wins this competition; 

Sollefteå can only end up on the losing end, further distanced from the political 

power and left without possibilities to voice its concerns. 

This discourse of competition did not go without contestation. In one of the 

Facebook groups, efforts were made to overcome the spatial divide that had 

opened up in the region, for example through calls for solidarity between the 

people of the region. However, by the time of the third demonstration in 

Härnösand, shortly after the presentation of the plan for larger R/regions, the 

motivational place framing of the healthcare cutbacks as mainly affecting Ådalen 

was rather established and continued to gain ground. The competing frame of its 

being a question for the province of Ångermanland had waned when 

Örnsköldsvik Hospital was left unaffected by the cutbacks. Framing the cutbacks 

within a discourse of spatial competition was still prevalent, but it was no longer 

strong enough to counter the by now rather accepted main frame around Ådalen. 

During and after the third demonstration the connection to the events in 1931 was 

highly visible and the connection was reiterated, in terms of Ådalen both 

continuing to be the victim of inequalities but also standing up against them. The 

following letter to the editor, published after the demonstration in Härnösand, 

highlights how people can understand place trajectories and attach meanings to 

them: 

I was born in Ådalen in the late 40s and I saw the sawmill closures, 

unemployment, and more in the 50s. My dad marched in Ådalen in 1931, where 

five of his comrades were killed. They marched for their living conditions. I 
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marched in Lunde in 1981 to honor my father and those involved. Last Sunday, 

I marched in Härnösand for OUR living conditions! 

Margaretha Bodén, Sollefteå, Tidningen Ångermanland, 28 April 2016, Letter to 

the Editor 

Bodén describes her lived experience and its interconnections with Ådalen’s place 

trajectory, and the importance she attaches to the 1931 events by participating in 

the 50-year commemoration in 1981. Moreover, she highlights the inseparability 

of the contribution of the spheres of production and reproduction to people’s 

‘living conditions’, which I will further develop in the next section. 

While the actors in the 1931 strike and demonstration were workers, the current 

protests were not in the name of work or working conditions. Instead, the claim-

making actor in this motivational frame was the taxpayer, seen for example in the 

quote by Nora, who is in her 60s and works in education: 

Nora: Because we’ve reached the limit. And we have the worst possible 

conditions with the roads, mobile phone coverage, the darkness, that there are 

no streetlights, the extremely long distances. And the fact that we here pay more 

taxes, but we don’t get shit. It’s enough now. 

The taxpayer Nora refers to is thus another way of framing the community around 

a defined citizen with rights to certain things, such as accessible healthcare. This 

framing is similar to what Lundgren and Nilsson (2018) find in their study of the 

occupants of the cottage hospital in Dorotea between 2012 and 2015, in which 

they suggest that a feeling of deprived citizenship was part of not only the reasons 

to occupy but also the larger self-image. Similarly, Nora emphasizes that it is not 

only that they are taxpayers, i.e. citizens; they are even paying more taxes than 

people in other parts of the country and even so they get less, i.e. they are lesser 

citizens. In a sense, the old (male) worker’s identity connected to the events in 

Ådalen at the beginning of the 20th century was thus rearticulated as a taxpaying 

woman who had the possibility to give birth close to home taken away, thereby 

losing part of her citizen rights. 

The other side of the motivational frame is the Ådalen that is not only a victim 

but that also resists injustices. Ådalen’s place trajectory of a tradition of solidarity 

in struggle continues over time and propels people to struggle against new 

injustices, in solidarity with the birthing women and other groups suffering 

injustices, exemplified by the below post in one of the Facebook groups: 

Don’t think I’ve ever felt so eager to struggle as I do now. The regional leadership 

will never get away with what they’re now doing. Join the struggle, my friends; 
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we’ll never give up! Ådalen has a strong tradition of fighting for solidary. Time 

to once again get up on the barricades. 

Facebook group, August 2016 

Against the frame of competition other ideals around solidarity were put up, 

reconnecting to a tradition of solidarity and struggle that Ådalen as a place can 

embody, as it is one of the most emblematic cases of social struggle in Sweden. 

While building on the workers’ struggles of the previous industrial age, the 

motivational place framing around Ådalen refocuses the struggle to concern 

access to healthcare as a citizenship right and the struggle itself as an act of 

solidarity. This framing was successful in mobilizing many people over a long 

period, but it was also contested. This did not necessarily come from alternative 

framings of different communities, but on the grounds of whether the framing 

around Ådalen’s place trajectory was at all a relevant definition of a community. 

In Massey’s (2005) view, place trajectories are never singular and uncontested as 

they are always in process, open to the existence of a plurality of histories that 

continually (re)produce themselves. In line with this, Johansson (2001) shows 

that the interpretations of the events in Ådalen in 1931 diverged directly after they 

took place, and have continued to cause conflict throughout the 20th century 

(Johansson, 2001, 2002). These conflicts are embedded in the use of the place 

name even today. When national media started reporting on the protests, their 

drawing of the connection to the Ådalen 1931 events was sometimes viewed 

unfavorably and divergent opinions about the correct way to represent the place 

trajectory came to the fore. One of the few times a discussion arose around a 

Facebook post was when one person criticized the television program Riket, 

broadcasted in 2016 by the public service television channel Sveriges Television. 

While the program tried to give some context to the protests around Sollefteå 

Hospital by describing the northern inland and its problems as a rustbelt region, 

there was criticism of how it portrayed Ådalen and the contemporary protests. 

This turned into one of the longest discussions on Facebook during the 

mobilization phase: 

[…] The start was a list of clichés about Norrland’s inland, with photos of 

dilapidated houses and the occasional isolated house for sale. Anyone who had 

expected a deeper grasp of the problems with the hospital must have been 

disappointed. [...] The tone of the entire program was more chronicle than 

serious. Ådalen’s riots were given their predictable place, of course. 

Facebook group, summer 2016 

The post protests both the dominant discourse on northern Sweden as empty and 

the Othering of the north in relation to the rest of the country (Eriksson, 2010; 
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Lundgren, 2013; Lundgren & Johansson, 2017; B. Nilsson & Lundgren, 2015), as 

well as of the portrayal of Ådalen as a place with subversive people. This image of 

Ådalingar as ready to protest and resist at any moment goes back to the early 

period of the 20th century and early portrayals of the protesters in 1931 and 

controversies around who are legitimate workers, and what forms of labor 

militancy are justified. This post generated a discussion revolving around 

whether the images of empty landscapes shown in the program reinforced the 

image of the north or if it was a fair portrayal. In this discussion, one person 

pointed out that at least they paid attention to the current protests in national 

media. This was indicative of a feeling many people expressed in the Facebook 

groups at the time, and later reiterated by several of the interviewees, that they 

were living in a media shadow. A common phrase was “if this had been in 

Stockholm…”, indicating that the large demonstrations would have gotten more 

media coverage if not for the fact that they were taking place in the periphery. 

Some comments protested this interpretation of the television program, 

expressing pride in the “fighting spirit” of the people of Ådalen who “continue to 

fight..., despite the odds!!”. The place trajectory thus reasserted itself and old lines 

of conflict from 1931 resurfaced, indicating that Ådalen’s contested history 

continues to be controversial and gives rise to diverging interpretations that risk 

clashing when remobilized in new struggles. There was thus an ambivalence 

around the use of Ådalen in the mobilization and the shifting meanings of the 

place trajectory over time, as Fred’s reflections below show: 

Fred: I think we’ve had a bit of a nerdy image over Ådalen earlier, that here 

people just sit and wait for the next day, but I think that through the unity and 

the struggle we’ve gotten a lot of self-confidence. […] Now they know they can’t 

step on us; we just will not cave in (laughs), we fight […] it’s been pretty quiet 

since 1931, and therefore some might have thought that this community in 

struggle doesn’t exist anymore, but we’ve proven that wrong, and then some 

(laughs). 

Fred suggests that the recent struggle has revived a fighting spirit that had long 

lay dormant in Ådalen. Ådalen, with its impressive history of struggle, was rather 

seen as a place where nothing happens. The long silence from 1931 until recently 

could be interpreted as the will to struggle having disappeared with those bullets 

leaving their barrels in May 1931. The unruly workers were pacified under the 

successful Swedish labor market model, stipulating negotiations between the 

labor market parties and collective agreements, with the number of strikes today 

being among the lowest in Europe and much lower than in the neighboring 

Nordic countries (Vandaele, 2019). Fred says that this has changed with the 

mobilization, and that the recent struggle has brought people closer together and 

given them renewed confidence in their place trajectory as one with a future and 

a will to continue fighting for their community. 
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Towards new strategies 

After the third demonstration in Härnösand, the mobilization started shifting 

into a new phase in which the protests at first seemed to have died down. In 

autumn 2016, it was becoming clear that the politicians were continuing their 

plans to save at Sollefteå Hospital, despite the mobilizations over the past year. 

While the third demonstration pressured the politicians to send back the proposal 

to close the emergency orthopedics ward at Sollefteå Hospital for further 

investigation (P4 Västernorrland, 2016), the local media reported that it came 

back to the politicians again in June and a decision was made to permanently 

close the ward (Engström, Leffler, & Sundin, 2016). Additionally, the emergency 

surgery clinic closed over the summer, as decided by the bureaucrats. Trying to 

convince the region to revise and pursue another course of action thus seemed to 

be fruitless. This led to calls for alternative strategies to continue the resistance, 

for example articulated in the Facebook groups: 

It feels like this track of pressuring of the Region is now dead […] We now have 

to gather around an alternative that’s ours. The Region will have to manage by 

themselves. 

Facebook group, October 2016 

What such an alternative to the Region would be was not entirely clear, but the 

mobilization continued in a more low-key fashion compared to the large 

demonstrations. There was a shifting towards a new, slightly different phase in 

which spatial strategies, like what Leitner et al. (2008) call a politics of 

networking with other activist groups mobilizing around healthcare issues, 

started to take shape. One example of this was the nationwide network Another 

healthcare is possible (Swe. En annan vård är möjlig), which in autumn 2016 

organized a day of demonstrations in 26 cities across the country in defense of 

the public healthcare. The Sollefteå Hospital mobilization joined, but decided to 

organize a bidding stick (Swe. budkavle), with 12 local Olympic and world 

champions in different sports traveling with the stick  across the region instead 

of mobilizing another demonstration. They were able to establish connections 

with other movements through this networking, as Marika describes: 

Marika: We’ve really moved locally, regionally, nationally, and even on an 

international level, partly when we were invited to Gothenburg to tell about our 

popular movement. […] Then we were in really good company because we had 

Barcelona and Napoli there… and Sollefteå, and then we were invited to 

Stockholm and it was the same thing, just with more smaller movements that 

time, and what they’re most impressed with is that so many are engaged […] this 

is something that’s really united us. 
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This networking has offered opportunities to meet and learn from other 

movements across Sweden and Europe, which has continued into the next phase 

of the occupation. Along the way, this learning and adopting of other strategies 

have proven important. One example of this is when the organization SFA 

interviewed and compiled the different regional political parties’ standpoints on 

the regional healthcare and published them ahead of the 2018 elections. In the 

interviews, Marika and others involved in this project pointed out that this was 

inspired by strategies employed by organizations and activists in Gothenburg, 

who were struggling against luxury renovations of public housing. 

As the contention continued into this new phase, the motivational place frames 

that had been established during the early phase remained relevant, particularly 

the identification with a common place trajectory and the histories of struggle 

connected to Ådalen. Daniel, in his 30s working in the public sector, describes 

one example of how this framing continued into the different group that 

organized the occupation of Sollefteå Hospital in January 2017: 

Daniel: So that evening we started a Facebook group, “Ådalen 2017”, and we 

decided on that name because it was 100 years since the hunger march had taken 

place, that was in 1917 and now we’re demanding our rights again […] they 

thought it was a great name and that Ådalen 2017 stands for now, and this was 

just after the new year so now we wanted something new… there were no long 

discussions about it but it was just the feeling… it felt good. 

Daniel passes over the conflictual connection to the above-described struggles in 

1931, and connects the occupation to the revolutionary year of 1917, a year that in 

Sweden is connected to rampant hunger stemming from the World War I 

shortages. Instead of the workers who were at the center of the events in 1931, the 

hunger marches or demonstrations demanding food were often started by women 

in Ådalen as well as in many other places in Sweden, inspired by the women 

during the February Revolution in Russia and the attempted revolution and 

following civil war in neighboring Finland. These hunger marches were 

sometimes combined with women leading inventories of local farmers’ storages 

of food and redistributing what they found to those in need (I. Andersson, 2014; 

K. Jonsson, 2016). Another connection to the same year appeared in summer 

2017, after a few months of occupation, when Kramfors celebrated 70 years as a 

city with a theater performance, recollecting the memories of Ådalen’s past 

(Lund, 2017). How vividly these events are connected became clear when a 

reporter in the local paper connected the name of the play, “Days of Wrath” (Swe. 

“Vredens dagar”) (Flakierski, 2016; Projektet Vredens dagar, 2017), and the two 

contentious years of 1907 and 1917 that the production depicted, with the present-

day contention around the hospital. The reporter stated that they all  “are about 

Ådalen’s history of struggle – a struggle that continues today in the form of the 
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occupation of the delivery ward” (Lund, 2017). This use of the past to legitimize 

the present struggle continued to reappear throughout the next years of 

mobilization, though this was not the focus of the struggle once it had been 

established in this early phase. Two years after the occupation started, at the end 

of 2018, another acknowledgement of the inspiration from historical events was 

posted in one Facebook group by one of the occupation’s initiators (see Figure 

15): 

If anyone wonders why the occupation’s Facebook page is called Ådalen 2017, 

there’s a connection to Ådalen 1931. We who founded the occupation drew the 

parallel, but we didn’t know it would get so big or that several people would lose 

their lives in this struggle… the Ådalen 1931 struggle was made into a huge movie 

that got awards and an Oscar nomination. Will there be a movie about the 

occupation of the delivery ward??? 

Facebook post, December 2018 

Figure 15: Facebook post December 2018 
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Mobilizing from the past to the present 

The plans to start cutting back on the healthcare in Region Västernorrland in 

2015 sparked a massive mobilization in an effort to delay and ultimately stop this 

process. Over the course of the next 18 months three large demonstrations were 

organized, together with many citizens engaging in a great number of different 

activities such as investigations of the regional politics and economic situation of 

Region Västernorrland, information and speaking tours, networking with other 

social movements, and other activities. Despite these efforts, the plans to make 

cutbacks did not change. 

Following the development of the contention, it becomes clear that the 

participants’ understandings of the events playing out were in a constant process 

of change. Throughout this process, what I have identified as various 

motivational place frames, following Martin (2003), were competing in how to 

understand the cutbacks, and they often related to different spatialities. The 

motivational place frames defined the community affected by the cutbacks 

differently, and therefore exhorted that distinct actions be taken to counter them. 

Over the course of the mobilization phase one understanding took precedence 

over the others, what I call the motivational place frame around Ådalen’s place 

trajectory. Ådalen’s place trajectory of resistance connected the struggle for 

healthcare today with the workers’ struggles during the early 20th century, 

particularly the strike and demonstration of 1931. This motivational place frame 

thus defines a community suffering injustices, which at the same time is a 

community that also resists injustices. This frame took time to develop in 

competition with other understandings of the cutbacks. Nevertheless, despite 

being contested both historically and today, this framing engaged many people in 

the large mobilization, and through this, Ådalen’s place trajectory and historical 

meanings were once again renegotiated during a period of great changes in the 

Swedish welfare state. While Ådalen’s place trajectory is connected to the history 

of workers’ struggles and the labor movement, this renegotiation meant that 

throughout the mobilization phase it expanded to include a citizen’s claim to 

welfare services. The claim was formulated through the figure of the taxpayer 

possessing a right to the services of the welfare state, and particularly a right to 

healthcare. This claim was part of larger emotional and moral geographies of 

what Lundgren and Nilsson (2018), in their study of the occupation of the 

Dorotea cottage hospital, call a deprived citizenship. This created a frame 

resonance for their claim as Ådalen played an important role in the foundation of 

the Swedish welfare state, whereby the cutbacks at the hospital became symbolic 

of wider welfare retrenchment, and particularly the ongoing healthcare 

restructuring that is affecting large parts of (rural) Sweden. 

Whereas this was a period of multiple resistances to the healthcare cutbacks, it 

should be seen in the context of the continued contention around the 
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restructuring of the healthcare in Region Västernorrland, and particularly the 

effects at Sollefteå Hospital. It is only when studied together and in the context of 

this longer period of contention that the call by Katz (2004) for distinguishing 

between practices of resilience, reworking, and resistance becomes meaningful. 

As will be shown throughout the next chapters, this period of resistances paved 

the way for the later strategies of reworking and practices of resilience. 

The next section will turn to this continuation of the contention after the decision 

was made to close the delivery ward. In the next phase, the resistance expanded 

with the use of other strategies, most notably the occupation of Sollefteå Hospital. 

Additionally, the question of healthcare restructuring was scaled up and became 

a national concern ahead of the 2018 general elections.  
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6.2. Revolutionary reproduction? – Occupying Sollefteå 

Hospital 

Social reproduction is precisely not ‘revolutionary’, and yet so much rests on its 

accomplishment, including – perhaps paradoxically – oppositional politics.  

Cindi Katz (2001b, p. 718) 

 

At the end of January 2017, people walked in and occupied the entrance to 

Sollefteå Hospital, an event that marked a turn in the contention. The occupation 

came as a response to the decision to close down the delivery ward on 1 February. 

This was a new form of spatial strategy employed in the contention, moving from 

the street demonstrations to occupying a public building (Leitner et al., 2008). 

The occupation symbolized the defense of the healthcare in the region, 

particularly delivery care. Through the occupation as a form of resistance, 

motivational place frames of defending both the micro-level of the reproduction 

of families at the delivery ward as well as the macro-level of the public 

healthcare’s role in the social reproduction of an entire region were articulated. 

Here I continue to follow the process of contention that the cutbacks at Sollefteå 

Hospital generated. I trace the development leading to the occupation of the 

hospital entrance, and analyze how the activists framed their motivations for 

actions as well as how they spotted and used the openings that appeared ahead of 

and during the occupation. Further, I address how these motivational frames 

guided their understandings of practices of resilience, reworking, and resistance 

(Katz, 2004). The place frame around Ådalen’s place trajectory continued to play 

an important role in framing the occupation, and intermingled with other 

motivational frames that appeared during this period of the contention.  

In this section, I first discuss how the process of planning and executing the 

occupation developed and the activists’ considerations when embarking on this 

new strategy. I then turn to how the motivational framing of the occupation 

exhorted people to act and the process of scaling up the contention. Finally, I 

address the larger impacts of the occupation as a meeting place for resistance 

against healthcare restructuring and welfare retrenchment. 

Occupying the hospital 

By autumn 2016 the emergency orthopedics ward had closed (Engström et al., 

2016) and the emergency surgery was not reopening after the summer closure 

(Engström & Forsström, 2016) despite the massive mobilization. Next up was the 
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decision of whether to close the delivery ward (Swe. BB) and women’s healthcare 

(Swe. sluten kvinnosjukvård) at Sollefteå Hospital, a decision made by the 

politicians at the end of October (TT, 2016a). The contention was quiet during the 

autumn, with no large demonstrations like those previously organized. The 

protests were not over, however, as a group of protesters were present outside the 

regional headquarters during the meeting where the closure was decided upon 

(Leffler & Sundin, 2016) (see Figure 16). Linda, a dental assistant in her 30s, tells 

about her memories from this meeting and the small protest that was held: 

Linda: It was a week ahead of the Health Board meeting concerning the delivery 

ward, deciding whether the proposal would go further. […] We felt like we had 

to do something. We met in this group – we actually didn’t know each other from 

before – and made signs and thought “We’ll go to the regional government house 

and stand outside there”… So we did, and we got to talk to some politicians […] 

That’s where I started engaging. I think it was the first time I went to a meeting 

of the regional government, when the decision about the delivery ward was 

made; it was really sad. I remember sitting and crying in the car on the way 

home because it was really hard now that the decision had been made, when at 

the same time you’d done everything [to prevent it]…. The day after, some of us 

visited the staff at the delivery ward, gave them some presents and flowers, and 

talked about this being only the beginning: “We’ll fight for you”. And that’s what 

we’ve done. 

Linda’s story shows the engagement she felt for the delivery ward and the 

emotional attachment that hospitals as symbols can carry. This was not only 

another delivery ward closing; it was also the place where she herself had given 

birth to her children, a place they had tried through all their efforts to defend, and 

promised to continue fighting for even after it closed. Moon and Brown (2001) 

describe how the London hospital St Bartholomew’s held a variety of symbolic 

meanings for Londoners and how these meanings played into the protests when 

it was threatened with closure. Similarly, Sollefteå Hospital was more than merely 

the building inside where healthcare was performed; it was also a place where 

important events in people’s lives were playing out, events of life and death. This 

symbolism could bring together people who had not previously known each other 

to resist the closure together. 
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The activists were now faced with the situation that the delivery ward was going 

to close within three months, i.e. before 1 February 2017. On the one hand, they 

had thus lost the struggle; but on the other, a new opening was appearing to them. 

While the first phase of the contention, described in the previous section, had 

been a frenzy of framing and organizing protests and demonstrations in order to 

stop the cutbacks, this new phase they were entering contained more strategic 

choices. These strategies included engaging other spatialities that could bypass 

the regional politicians and hopefully influence them through the backdoor of 

engaging other scales. In this process, they were pursuing other engagements in 

and across various spatialities. Similar to the findings by Leitner et al. (2008), 

there was not one spatiality being privileged but rather a multiplicity of 

spatialities that the various groups in the movement were engaging in their 

politics, many of them interconnected and intertwined. 

In addition to new spatial strategies, the aspect of time was also important. 

During the mobilization phase, there was a framing of the contention around a 

politics of place, with Ådalen’s place trajectory at its core, as outlined in the 

previous section. This functioned as a motivational frame around place, which 

Martin (2003, 2013) claims defines and describes the community. This 

Figure 16: Protests outside the regional headquarters in Härnösand in connection with the meeting 

of the regional board on 2016-10-26, from Leffler & Sundin (2016), Photo: Birgitta Strandh. 
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community is a form of collective identity, which Leitner et al. (2008) call socio-

spatial positionality, that can exhort action; i.e., a collective identity around which 

to rally their claims. While this was not a framing process without contestation, 

it did provide the basis for exhorting further resistance in the face of defeat. 

Through this framing of themselves and their place as peripheral in relation to 

the rest of the region and Sweden, they could scale up the contention and network 

with other movements across larger distances. Here I will try to sketch how this 

framing process took shape and the strategies it gave rise to. It is important, 

however, to remember the existence of multiple socio-spatial positionalities 

within the movement and how the framing around Ådalen as a place of struggle 

and resistance, described in the previous section, was not uncontested. This 

plurality within the movement, however, might have contributed to people’s 

persistence in resisting the politics and decisions of the Region and additionally 

resisting the images often portrayed of healthcare restructuring as a forward 

movement of unbridled medical progress and of protesters as not understanding 

this progress and standing in the way of it (Stewart, 2016). 

The long period of protests that preceded the actual decision to close the delivery 

ward had been largely ignored by the national media, with a few notable 

exceptions (see for example Barr, 2015; Brevinge, 2016; M. Jonsson, 2015; 

Sveriges Medierna, 2016; Sundelin, 2016; Svahn, 2016; TT, 2016b). A feeling was 

thus brewing of being peripheral and neglected; that what happens in Sollefteå is 

not of interest to the rest of the country. This was similar to the feeling of a 

deprived citizenship and its connections to the geographies of the welfare state in 

the contention around the healthcare restructuring in Dorotea a few years earlier 

(Lundgren & Nilsson, 2018). This collective identity of being in the periphery of 

the welfare state was not solely a self-identification. Several interviewees mention 

that it was also imposed from the outside, for example through the lack of 

attention from the national media to the many and large protests. This gave rise 

to a growing frustration and a preoccupation with finding ways to draw attention 

not only to their problems concerning the withdrawal of healthcare services, but 

also to the larger issue of welfare state retrenchment from rural areas, something 

that preoccupied Nora, as she explains below: 

Nora: There was a lot of thinking. In the beginning it felt like this was the only 

thing that existed in my head; it was hard to do my job because it took so much 

time to think about smart things and solutions to practical problems while all 

the time thinking about “How can we get some attention?”. I mean, when we 

demonstrated in Härnösand, Örnsköldsvik, Kramfors we just got a lousy little 

mention in the local newspaper, but there was no one down south who cared 

about 15,000 people demonstrating in Kramfors. Then we thought “How loud 

do we have to scream? What do we have to for them to care about a huge number 

of people here who have an acute problem? How can we get some attention? […] 
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How is it possible?” We actually have real, actual life-threatening problems and 

there’s not a notice in the media. 

DE: Did you find any solution? 

Nora: Yes… the car delivery course. Then all hell broke loose… so that was great. 

Nora describes how this imposed peripherality expressed itself and their efforts 

to overcome it. The first time they truly broke through this wall of silence around 

the welfare state and its withdrawal from rural places was when the Workers’ 

Educational Association (Swe. Arbetarnas Bildningsförbund, ABF) announced 

the organization of a course on ‘car deliveries’ (see Figure 17) (Åkesson, 2017). 

This course aimed to teach expectant parents what to bring and how to act after 

the closure of Sollefteå delivery ward if they were to need to pull over and deliver 

their baby along the road to one of the other two delivery wards in the region. The 

car delivery course marked a turning point in the contention. The announcement, 

made in January 2017 when the closure of the delivery ward was approaching, 

created an opening for further mobilization. One of the interviewees stated that 

the idea to organize the course had appeared to her in a dream one night, and 

ended up sparking a whirlwind of media attention. While there had been sparse 

interest in reporting about the street demonstrations, the absurdity of the course 

drew the attention of not only national but also international media, and news of 

the course appeared around the globe (see for example Billner, Lindeberg, & 

Magnusson, 2018; Braithwaite, 2017; Wicker & Brownstone, 2017). Below, Nora 

continues her description of how she experienced this period after the course was 

announced: 

Nora: There was immense media attention around this. It started with a little 

article in Tidningen Ångermanland [a newspaper in Ångermanland], I believe, 

and then it spread like a forest fire. I think I did over a hundred interviews in 

three-four weeks in all kinds of languages, around the clock it felt like. It was in 

the middle of the night and it was early morning, and it was the oddest countries 

and stations that were interested in the course. 

With the course, the protests managed to break out of what the activists perceived 

as a disinterest in issues concerning rural places from the media based in the 

capital or the regional centers. They now drew the attention of media around the 

world, all fascinated with this news from gender-equal Sweden. This attention 

from afar appeared to make the issue more interesting to Swedish media as well, 

beyond the local area, Region Västernorrland, or northern Sweden. The course 

was a media-savvy strategy, and even became the topic of a debate hosted by the 

press club in Västernorrland (Jacobsson & Lunneborg, 2017). However, it also 

responded to the concerns of expectant parents as well as citizens, concerns that 
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had long been voiced in the Facebook groups and local media, for example as seen 

in the quote below from one of the Facebook groups: 

We shouldn’t willfully put ourselves in a situation where we coldly calculate that 

a number of children will be born along the roads to the delivery ward in 

Sundsvall without access to doctors and midwives and all the equipment found 

at an emergency hospital. 

Facebook group, September 2016 

Meanwhile, the activists had difficulty substantiating the concerns of expectant 

parents with numbers, given that the Swedish birth register does not account for 

unplanned out-of-institution births. However, the National Board of Health and 

Welfare (Swe. Socialstyrelsen) decided in December 2019 to remedy this as it was 

becoming increasingly important in light of the closures of small birth hospitals 

(TT, 2019). Studies from neighboring Norway and Finland, as well as other 

countries such as Canada and France indeed show that there is a correlation 

between the closure of small hospitals and increased accidental, out-of-

institution births (Blondel, Drewniak, Pilkington, & Zeitlin, 2011; Grzybowski, 

Stoll, & Kornelsen, 2011; Hemminki, Heino, & Gissler, 2011; Viisainen, Gissler, 

Hartikainen, & Hemminki, 1999). Out-of-institution births are associated with 

higher risks to both mother and child (Blondel et al., 2011; Grzybowski et al., 

2011; Gunnarsson, Fasting, Skogvoll, Smárason, & Salvesen, 2017; Gunnarsson, 

Smárason, Skogvoll, & Fasting, 2014; Hemminki et al., 2011; Pilkington, Blondel, 

Carayol, Breart, & Zeitlin, 2008; Viisainen et al., 1999). Only a few studies have 

Figure 17: The car delivery 

course in action. Photo: 

Hanna Åkesson/TT.  
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studied women’s experiences with and worries about unplanned out-of-

institution births (Erlandsson, Lustig, & Lindgren, 2015; Vik, Haukeland, & Dahl, 

2016). Concerning how this risk of out-of-institution births was experienced 

among pregnant women in Sollefteå around the time of the delivery ward’s 

closure, E. Larsson (2018) concludes that it was mainly described in the media as 

‘worry’ and not in medical terms, which naturalized and disconnected this ‘worry’ 

from the political decision to close the delivery ward.  

Around this time, some of the activists from previous protests met again at the 

weekly meetings of the organization SFA. In interviews, several from this group 

describe how they started developing a new strategy to continue the protests, as 

the excerpt from Josefin below describes: 

Josefin: When the decision was made, it was like they’d pulled the rug out from 

under us… some time passed and then we met some ten likeminded people, 

several of us thinking this was crap - how could they do this to the people. And 

we decided that we would occupy… I personally had no idea what an occupation 

was […] but it sounded good and I said  “Yes, I’ll join”… We organized this 

occupation, we decided which date, and first we were thinking that we couldn’t 

go out publicly and say we were going to occupy; but at the same time we 

thought that we needed to get publicity – people have to know, and people in the 

entire country need to know we’ve had enough… So we decided that on 30 

January 2017 we’d enter the hospital… […] we went in and there was a massive 

number of people there; over a hundred people participated. 

As Josefin describes it, many felt distress that it had now been decided that the 

delivery ward would close, without considering the concerns of the many people 

protesting this. Through the often weekly meetings organized by SFA, which 

functioned as important gathering places where different people with different 

perspectives met and shared concerns and ideas, the idea to occupy came about. 

SFA’s structure has been both orderly and open, holding meetings almost every 

week while not strictly adhering to meeting procedure. This structure appears to 

have created a climate in which people who have come up with ideas have been 

allowed to explore them as long as they convince others to join in organizing, or 

do it themselves. Josefin, like many of the others, was an inexperienced squatter 

and had no clear idea of how to go about the occupation.  In the most 

comprehensive study of Swedish squatting to date, Polanska (2019) contends that 

Sweden has a continuous, but not very visible, tradition of squatting and 

occupation. This makes the case of the Sollefteå Hospital occupation interesting 

to follow as it provides a window into how this strategy was adopted by such 

inexperienced squatters. In the quote below, Josefin offers some clues as to how 

this came about, citing their contacts with the people involved in the occupation 

of the cottage hospital in the small town of Dorotea in Region Västerbotten, north 

of Västernorrland: 
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Josefin: Yes, we had a little [contact] in the beginning with those who’d occupied 

in Dorotea. One of them was here and gave advice […] we got some ideas from 

them… well the whole idea of occupying came from them, because they’d 

occupied for three and a half years, so sometimes we feel like “If they could sit 

there for three and a half years, then we must be able to sit for two years”… so 

there’s definitely inspiration. 

Josefin’s account shows not only that those who occupied in Dorotea offered 

advice to the occupants in Sollefteå, but that this was actually where the whole 

idea of an occupation came from. In this sense the Dorotea occupation has been 

an important event, perhaps particularly for the northern inland, as a sign of the 

determination to defend their welfare services, as Josefin suggests regarding the 

long duration of the occupation in Dorotea, which is also the longest occupation 

in Sweden (Polanska, 2017, 2019). Polanska writes that occupation and squatting 

have developed differently in Sweden compared to other European countries, in 

that they often serve political purposes and are used less as a way to live out 

alternative lifestyles; but, on the other hand, they have been rather fragmented 

(Polanska, 2017). The two occupations in Sollefteå and Dorotea follow the most 

recent trend in what Polanska (2017) identifies as a wave of squatting in the 

2000s, whereby it is common to use occupation as a “critique of the cutbacks in 

the welfare state, privatization of formerly public companies, market-orientation, 

and an increased focus on profitability” (2017, p. 64). Additionally, since the 

1990s squatting has moved from inner cities to suburbs, and since the 2000s 

from cities to small towns and peripheral locations; and the type of squatting that 

focuses on the withdrawal of welfare services has become more explicit (Polanska, 

2019). 

In addition to the inspiration that the occupation in Dorotea provided, Josefin 

tells that there was an emerging politics of networking (Leitner et al., 2008) at 

the start of the occupation through the contacts with the organizers from Dorotea. 

This was only part of the story, however, as Daniel recollects that the idea of 

occupying the hospital had also been floating around in Facebook discussions: 

Daniel: People had talked about an occupation long before, that “someone 

should occupy the hospital’” and people knew they’d actually gone in [and 

occupied the cottage hospital] in Dorotea. 

The idea of occupying the hospital thus appeared in the contention while the 

collective memory from how they had occupied in Dorotea, an even smaller and 

more peripheral town than Sollefteå, was still vivid. While the idea was alluring, 

the practicalities of how to occupy were lacking. As Josefin said above, they 

received advice from those in Dorotea, but help also came from other places. 

Several interviewees mention the connections to a national feminist politician 



 

124 

who helped navigate the new territory of occupying. Linda explains below how 

this developed: 

Linda: There were six of us who sat down and said “So how do we do it?”… We 

got a lot of help from Gudrun Schyman because we had contact with her, so 

when we’d finally decided to occupy – “on this day, at this time, we start” – she 

was the one who wrote the press release […] And during this time beforehand I 

called [name], who was the spokesperson for the Dorotea uprising [occupation] 

[…] and asked her for advice. I talked a lot with her, for several hours… she told 

me “This can happen, and if this happens then do this”, so she was great. 

Feminist networks thus proved important for engaging outsiders, such as Gudrun 

Schyman, leader of the Feminist Initiative party and for decades a strong feminist 

voice. Schyman’s help in spreading the word of the occupation should be seen as 

a form of politics of networking (Leitner et al., 2008). Through this networking 

they could draw on previous experiences of occupations, as well as reach a wider 

audience as part of a scaling up of the protest. These networks both helped them 

in the planning of the occupation and also prepared them for potential problems 

they could run into. Networks were thus important, both as inspiration and as a 

source of experience to draw on. 
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Figure 18: Flyer spread in Sollefteå ahead of the occupation. Photo: Desirée Enlund. 

“We’ll occupy until the next election!” 

After having decided to occupy the hospital, the next issue was how to go about it 

practically, as Daniel’s reasoning below shows: 

Daniel: First of all, the delivery ward should stay. By our not walking into the 

delivery ward but staying in the entrance it turned out really good: it drew 

attention, everyone could join, and ultimately it was primarily the hospital we 

were defending. We need emergency orthopedics and emergency surgery in 

order to be able to have a delivery ward, for example, but the delivery ward was 

the deadly blow and it’s so important to be able to deliver babies here where 

there aren’t so many people – a symbolic question. 

While the symbolism of saving the delivery ward provided the opening to occupy, 

the interconnectedness of the public healthcare organization with its different 
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parts was becoming clear to many of the activists through the conscientizing 

experience of the protests. They thus knew that in order to get the delivery ward 

back, the emergency wards needed to reopen. By occupying the entrance and not 

the delivery ward, they framed the occupation as a protection of the entire 

hospital, something many could agree on. As Daniel as well as other interviewees 

along with him say, this decision was part of deciding what type of movement 

they wanted to be, and it made the protest something that everyone could join: a 

collective action. 

To succeed with the occupation they also needed to mobilize people to join, while 

at the same time they worried about the region’s reaction to this occupation of a 

public building. The information was spread through leafleting, the press release 

Schyman had helped with, and announcements in various Facebook groups. With 

the occupation, a new Facebook group was added to the existing ones, called 

‘Ådalen 2017 (BB-ockupationen)’ (Eng. Ådalen 2017 - the delivery ward 

occupation) which organized issues related to the occupation. Polanska (2019) 

points out the importance of social media, and particularly Facebook, in recent 

years in helping squatting activists spread their message. Social media has 

enabled activists to get their message out without relying on traditional media, 

and Polanska suggests that this has been a factor in nuancing attitudes among the 

public towards occupations. This might be a factor in creating new openings for 

what Polanska (2019) finds to be an increasing number of occupations. 

Many interviewees speak of the first day of the occupation as a special day with 

many emotions, for example as Daniel does here: 

Daniel: My role was to coordinate the practicalities during the week and to be 

in touch with different people and make sure that everything worked. We had a 

backup plan to sit outside if they kicked us out; then we’d just sit outside until 

they opened again in the morning (laughs). At 6 p.m. it was full of journalists 

there, and there was music – “Somewhere over the Rainbow” playing… peaceful 

and nice… a bit of hopeful music […] in the speaker system that was put up 

outside and had been playing for an hour beforehand […] We were still there 

after 8 p.m. [when the hospital entrance officially closes] and then there were 

speeches. I spoke, and so did [name], and then anyone could go up and say 

something… there were some who did so, and the message was that when the 

politicians don’t listen to us, we don’t need to listen to them either. 

Daniel had taken part in the planning for the occupation, and they were prepared 

with music as well as for the risk of being thrown out by the police. The main 

message in the various speeches Daniel recalls related to the feeling of being 

ignored by the politicians, who despite the protests continued the cutbacks 

without considering arguments. In the activists’ eyes, this legitimized the 

occupation. Nora remembers the evening similarly: 
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Nora: I think we numbered 400 people that first evening. It was packed with 

people and the mood was fantastic. Plenty of media coverage, and we still 

haven’t understood that even now. How did it happen that there was so much 

media there? It felt like magic […] Facebook and word of mouth and then the 

local media. 

She recalls the surprising number of people and the media attention, which was 

massive compared to the previous lack of interest that had accompanied the 

protests until the car delivery course had been announced a few weeks earlier. 

Now that the occupation was a fact, they started organizing themselves to stay at 

the hospital, as Josefin explains: 

Josefin: We started already during the evening to organize: “I can stay, I can 

sleep over”… “But what do we do tomorrow?”… I said I’d come down in the 

morning… So we started organizing it. There’s no one who can be there all the 

time – we have lives and families – so we decided on these shifts we have, four 

shifts. From the beginning we used regular paper and people signed up to 

occupy […] It was chaos but it was never empty, and there were always people 

so that wasn’t a problem… When a week or month had passed, we got a handle 

on the system with the phone [to call to sign up for an occupation shift], 

businesses came with stuff, coffee and food… it was like a restaurant there in the 

beginning; people came with food and pastries, and this company came with a 

coffee machine. 

As Josefin tells it, it took some time to get organized; meanwhile, though, there 

was a great deal of support from the population and local businesses. There was 

thus no lack of squatters or food. Much of the structures that were set during the 

first weeks have followed the occupation over time. The interviewees explain it as 

a mix of being open to change while allowing some structures to remain, such as 

weekly meetings where decisions are made, calling in to sign up to occupy, and 

the effort to keep party politics out of the occupation and focus on the hospital. 

Together, the two actions of the car delivery course and the occupation provided 

an opening for scaling up the contention to a national level, which appears to have 

been a slow shift whereby the focus was initially still on the regional politicians, 

as Daniel tells it: 

Daniel: the first month there was a focus on “Open! Open up again!”… Then we 

realized they weren’t going to do that, so we had to change our goal… It was 

[name] who said “We’ll occupy until the next election” […] I said “As long as 

there’s engagement we’ll occupy, or until the Sollefteå delivery ward opens 

again”… But this changed to “We’ll occupy until the next election” and that was 

probably wise, but I got a bit scared and thought “Do you know how many days 

there are until the next election?” It’s stupid to promise too much. 
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This collective action, and the car delivery course before it, provided an opening 

that turned the spotlight on the issue of healthcare restructuring and its impacts 

in rural areas. Some interviewees described the occupation as a strategy to scale 

up the protests and bypass the regional politicians to instead address the problem 

at the national level. Scaling up was a response to the regional politicians ignoring 

the activists’ demands and continuing the restructuring without engaging with 

them. It was also a strategy that reflected the realization that the Region’s 

economic problems were beyond its capacity to solve; like almost all the 21 

Regions reporting deficits in 2015-2016 (SKR, 2016a, 2016b), it was rather a 

national issue of the public healthcare system that needed to be addressed at the 

national level. This made some of the activists turn to trying to influence national 

politicians. Linda describes how she started approaching national politicians and 

travelled to Stockholm to discuss the public healthcare politics with them and 

manifest their discontent with the effects of healthcare restructuring in rural 

areas: 

Linda: I realized early on that if we’re going to succeed at this we need to focus 

on the national government politicians, at that level, and that’s what I’ve tried 

to do. I’ve emailed and we’ve had some meetings; we went down twice last year 

and we’ve actually met all the party leaders except the Sweden Democrats 

[nationalist, right-wing party], the Green Party, the Social Democrats, and the 

Liberals… They’ve never shown any interest, even though every time we’ve gone 

down we’ve sent out the same email to all the party leaders [….] When the 

occupation started… it started at the end of January, and at the end of February-

March I thought “No, we’ll never get anywhere this way; we have to go higher 

up because the regional politicians aren’t listening to us”. 

Linda tells how she shifted her focus towards influencing the national politicians, 

as the regional ones paid no attention to the protests. Nevertheless, not all parties 

welcomed the occupants to discuss these issues, and some parties even ignored 

them. The occupation was a new strategy that thus provided an opening to scale 

up the protests. Additionally, it was a shift in terms of perspective and time. As 

Daniel described above, it was stated early on that they would occupy the hospital 

until the next election, at that time a year and a half in the future in September 

2018. The scaling up was thus not only from regional to national level, but was 

also a shift in the protests’ time frame. While the protests foremost concerned the 

closure of the wards at Sollefteå Hospital, demanding their immediate reopening, 

the occupation made the issue of healthcare restructuring a larger issue, and the 

search for a solution to the closures at the hospital was pushed into the future. 

Daniel thought that attaching the hope of achieving the desired results to the 

election was a risky strategy, as it hinged on the hope that the winning party 

would be one that was intent on investing in healthcare and would reopen the 

wards. Nevertheless, it appears to have provided a clear goal and the stamina to 

carry out the protests for an extended period of time. While the goal was the same 
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– to open the closed emergency wards and the delivery ward – the strategy and 

scale at which the protests were taking place shifted and bypassed the regional 

politicians and took aim at influencing on the national scale, targeting both 

politicians and policy-making. 

“Are we allowed to continue living?” 

Nora: It’s actually worse that they’ve closed down the emergency surgery, since 

that affects mostly elderly people with broken legs who have to lie and shake in 

these awful ambulances the whole way to Sundsvall or Örnsköldsvik. I 

personally pity them the most, those who might not be able to have any relatives 

with them, and far from home. It’s awful. But what could unite everyone was 

this issue of being born, the start of life. Life and death. Everyone’s been born, 

we’re all born. And I think it’s about whether the countryside should be allowed 

to continue existing. Are we allowed to continue living? You close down the 

delivery ward, which I think is the symbol of life and development; it’s like 

putting a death shroud over the area, and what effects does that have in the 

longer term? Well, young people won’t move here – why should they do that? 

This community will slowly die and the tax income will decrease even more, 

which means less money for the countryside; this laying of a death shroud over 

a community feels awful. 

In framing the occupation, issues about the life and death of people and place 

were in focus. Nora’s quote above encapsulates the essence of this framing, in 

which the hospital becomes a symbol of the possibilities to live in the countryside. 

In this motivational framing, the delivery ward’s closure came to represent the 

possibilities for social reproduction of families and the area of Sollefteå and 

Ådalen where they live. In this section, I will trace the development of this 

motivational frame of the hospital during the period before, as well as during the 

occupation itself, in its context of existing in a rural periphery. 

The motivational framing around life and death sprang from a feeling that the 

delivery ward’s closure was a severe blow to Sollefteå and the surrounding area. 

Many of the interviewees, as well as people in the Facebook groups, gave voice to 

this feeling when the announcement came in November 2016 that the delivery 

ward would close. At this point, the cutbacks at the hospital had taken on a larger 

meaning than merely being about the delivery ward’s closure. It was about more 

than the individual lives, those of women and babies who would need to travel 

longer to access healthcare. The Sollefteå Hospital delivery ward had become a 

symbol of the social reproduction and survival of rural areas, especially in the 

northern inland. This framing had developed throughout the two years of 

contention, and was seen this way already in connection with the first 

demonstration in Örnsköldsvik in 2015. A few days after that demonstration, 

local businesses joined in the activists’ criticism of the savings plan and stated 
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their support for the demonstration in a letter to the editor of the local newspaper 

(Örnsköldsviks Handel, Cesam, & Fastighetsägarna MittNord Örnsköldsvik, 

2015). Their criticism started in a discourse of creating an attractive city in a 

competitive landscape, where they were engaged in a hardening competition over 

consumers and citizens-as-workers. Örnsköldsvik had to be an attractive place if 

it was going to stand a chance, and good access to healthcare was vital and even 

a prerequisite for its economic growth and development (Örnsköldsviks Handel 

et al., 2015). Healthcare was thus framed as important within a discourse of 

spatial competition for growth. As mentioned previously, this competition is 

often conceptualized and understood in the context of successful places (Florida, 

2014; Glaeser & Saiz, 2003; Peck, 2012, 2016), but that was not the case here; 

rather, it was about not being on the bottom. Whereas successful places 

accumulate people and resources, Sollefteå and Örnsköldsvik and their 

surroundings were at the other end. They were rather at risk of time-space 

expansion (Katz, 2004), which meant that without the hospital, people would 

have to travel longer distances to organize their daily lives, driving between the 

hospital and work, school, kindergarten, and other private and public services to 

achieve their families’ and their own social reproduction. From the start, the 

protests were influenced by and engaging these discourses of spatial competition, 

which were seen as competing over maintaining the bare minimum of what might 

constitute an attractive place, in a context of rustbelt decline, austerity, and public 

healthcare restructuring rather than competing over investments. 

A productive way for many urban movements to mobilize has been the battle cry 

of the ‘right to the city’. This has provided a way of framing cities as beyond 

merely centers of economic accumulation but as places where ordinary people 

also live and should therefore have a say in how the city develops, as it is their 

own lived space (Brenner, Marcuse, & Mayer, 2012; Harvey, 2008; Lefebvre, 

1991, 2000; Rönnlund & Tollefsen, 2016). Barraclough (2013) suggests that the 

focus on a right to ‘the city’ has been taken too literally, and asks if there could be 

a right to the countryside as well. The resistance around the hospital as being 

about a right to live in a place, use it, and have a say in how this place should start 

to develop was an articulation with two sides. On the one hand, healthcare 

services were constructed as a right while simultaneously contributing to the 

attractiveness of a place. On the other, its dismantling, particularly in the inland, 

was seen as causing other services to move away or close down. In this sense, 

healthcare is seen as a service that while it is existing and functioning contributes 

to creating attractive places and the consequent prosperity, whereas its 

dismantling is just the first step on a rapidly declining trajectory. These ideas of 

being attractive appeared in the Facebook groups as well as in letters to the editor 
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in local newspapers, and drew the competition discourse to its logical extreme, as 

seen in the letter below: 

The savings proposal kills an entire emergency hospital, it kills an entire 

community, it kills an inland that should live. It kills the faith in the future and 

the dreams in a part of the country where people have chosen to live their 

precious lives, it kills the children’s right to a safe society close to healthcare, 

education and jobs. It kills families who want to live close to their families and 

who have lived close for generations. It kills our beautiful inland and lowers it 

into a forced and suffocating sleep. 

Eva Sköld, action group Sollefteå Hospital, Tidningen Ångermanland 9 October 

2015, Letter to the Editor 

Sköld’s letter reveals the question that is often left out of discussions of 

competition between attractive places, the one revolving around what should 

happen to the places that are not attractive. What about the survival of the 

unattractive places? At the same time, the letter connects the death of dreams and 

hopes for the future of the family and the community to the (lack of) future of the 

hospital, and of the entire northern inland. The discourse of the death of the 

countryside has been shown in other studies to be particularly flourishing in 

relation to the northern inland as a rustbelt region (Lundgren, 2013; Lundgren & 

Johansson, 2017; B. Nilsson & Lundgren, 2015). The motivational framing that 

encouraged the occupation of the hospital was a response to this, and a sort of 

call for a right to the countryside in line with Lefebvre’s formulation of a “right to 

urban life” (Lefebvre, 2000, p. 158).  

The delivery ward’s closure represented a double risk to both the individual’s 

social reproduction as well as the social reproduction of the area, and the framing 

of this connection developed through several channels. During the third 

demonstration in Härnösand in April 2015, the two aspects of economic and 

social reproduction interlinked through banners and placards proclaiming 

‘EMERGENCY HOSPITAL - a requirement for INLAND DEVELOPMENT’, 

signed by Ådalen’s association of industry actors (Swe. Näringen i Ådalen) 

walking alongside a stroller with a banner saying ‘Don’t touch my delivery ward’ 

(see Figure 19). This was further developed through letters to the editor, 

published around the same time in local newspapers. 
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Taking away the emergency healthcare and the delivery ward from a town is 

the decisive step towards the town being drained of competency, tax income and 

immigration, and there are many examples of this from Sweden’s countryside. 

Mårten Svensson, Specialist General Practitioner Sollefteå Primary Care Center, 

Tidningen Ångermanland 23 April 2016, Letter to the Editor 

Figure 19: Sign on a stroller stating "Don't touch my delivery ward", at the 

demonstration in Härnösand 2016-04-24. Photo: Desirée Enlund 
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Svensson, alongside other authors of letters to the editor pointing to similar 

issues, highlights the connections between social reproduction and economy and 

production. He points out that without the social reproduction that the hospital 

safeguards, including the delivery ward, production stands to lose, as companies 

risk losing competence, and eventually the municipalities and region will lose 

taxpayers and tax income, which is a dangerous scenario for any place in the 

competition with other places. 

The regional politicians’ refusal to listen to these grievances was creating an ever-

increasing rift between them and the population of Ådalen. Several factors were 

in play here: the perceived broken election promises by the then-oppositional 

Social Democrats during the 2014 election campaign; the inadequate arguments 

around the how and why of the cutbacks; and the threat of larger R/regions 

brought on by the Official Government Report (SOU 2016:48) (see Section 6.1). 

These issues strained the people’s trust in the democratically elected regional 

assembly as well as the regional politicians’ willingness and efforts to protect the 

healthcare in the entire region. Instead, the activists felt that they themselves 

were the ones standing up for a regionwide perspective on healthcare: 

Fred: The goal was to stop the dismantling of the emergency healthcare, because 

we saw that both Sollefteå and Örnsköldsvik were threatened, and thereby also 

the entire region, since half the regional population – over 123,000 people – live 

in Ångermanland, with 122,000 living in Medelpad. We understood that if it 

were closed down in Ångermanland it would affect Medelpad, so we said that 

this is something that affects everyone and we immediately approached it from 

a regional perspective… 

What Fred relates above stands in stark contrast to the accusations often wielded 

towards the Sollefteå activists as acting out a form of spatial competition and 

reinforcing old regional divides between the two provinces of Ångermanland and 

Medelpad, as I described in the previous section. The different provinces and 

their respective towns were seen as competing over resources, each of them 

always under threat of being outcompeted by the larger town. Fred’s statement, 

however, suggests that the activists were the ones who cared about the healthcare 

provision in the whole region. They saw the risk in closing the healthcare 

provision in one part as it would redirect flows of patients to the other hospitals 

and straining their capacity, affecting not only Sollefteå and its population but the 

entire region’s population. While the framing of the occupation was concerned 

with the social reproduction of Ådalen and Sollefteå, the struggle was over the 

public healthcare provision for the regional population. 
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Silences and gender in the nuclear family 

At different points in time during the early phase of the protests and the 

occupation, there were efforts to frame the healthcare cutbacks as a gendered 

issue particularly affecting women. These attempted framings often fell short, 

though, and did not achieve what Snow and Benford (1988) call frame resonance; 

i.e., the framing did not resonate with the target audience it intended to mobilize. 

Before I go into how this framing failed, I will attend to what was not articulated; 

the silence around certain gendered aspects of the cutbacks at times screamed so 

loudly that I could not help but hear it, and in certain situations what is not said 

becomes interesting. 

As I outlined in the previous section, the mobilization was framed around the 

place trajectory of Ådalen as a rebellious place with a long history of labor 

struggles and victories. Paradoxically, women’s role as workers at the hospital 

was missing from this framing and the mobilization. The large number of women 

in paid labor in Sweden compared to Europe has generally been seen as part of 

the Swedish model with its generous provision of welfare services enabling 

women’s work outside the home (Szebehely, 1999). Sweden has also been unique 

in that women with both high and low education perform paid labor to a higher 

degree here than in the rest of Europe, giving rise to the image of Sweden as 

‘women friendly’ (Szebehely, 1999). The expansion of the Swedish welfare state 

provided women with a labor market, enabling their entry en masse into it, which 

resulted in a highly gender-segregated labor market with women populating this 

newly expanded public sector (Szebehely, 1999; Östberg & Andersson, 2013). The 

European healthcare sector is no exception to this (Kuhlmann & Annandale, 

2012), and in Sweden women make up around 90% of nurses (G. Olofsson, 2018) 

as well as the bulk of assistant nurses and other auxiliary staff (Selberg, 2012, pp. 

115-117). At  the same time, women’s work is to a higher degree precariously 

arranged (I. Jonsson & Nyberg, 2009), with low wages and straining working 

conditions (Szebehely, 1999). 

Even though the references to the labor conflict of 1931 were plentiful in the 

mobilization, connecting the struggle against historical injustices with those of 

today, the question of lost jobs and the cutbacks’ influence on the work 

environment at Sollefteå Hospital remained in the shadows. This is despite the 

shifting welfare state landscape, moving from a social-democratic welfare regime 

towards a workfare regime (Dahlstedt, 2015) in which work is regarded as the 

solution to a variety of societal problems (Paulsen, 2017). While lost or relocated 

jobs are often politically contentious, here they were not. Rather, the devaluation 

of women’s work (Acker, 2006; Aurell, 2001; Federici, 2012; Glucksmann, 1990, 

1995, 2013; Katz, 2001b; Lawson, 2007; Massey, 1984; McDowell, 1997; Mitchell 

et al., 2003; P. Mulinari & Selberg, 2011; Sommestad, 1992) seemed to make the 

lost jobs dispensable. In this way, the role of women’s paid (and unpaid) labor in 
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sustaining social reproduction was invisibilized, although in a way different from 

how Szebehely (1999) describes the usual criticism of the ‘women friendly’ 

welfare state. She notes that the public welfare services provision has tended to 

invisibilize the care work performed within the family and the uneven division of 

this work between the sexes. In the case of the mobilization around Sollefteå 

Hospital, however, it was rather the paid healthcare work at the hospital that was 

invisibilized. The struggle for Sollefteå Hospital did not concern the hospital as 

an employment opportunity for women or the working conditions for the women 

working there, but rather the hospital as an institution for service provision. 

When mapping nurses’ labor militancy, Briskin (2011) finds that nurses often 

stand up for both their own work environment and patient safety in times of 

cutbacks by means of strikes, mass resignations, or other forms of collective 

action. Even though the caring roles of nurses are often mobilized to impede their 

collective actions by constructing a conflict between care work and collective 

action, Briskin’s studies suggest that the nurses’ collective actions are often 

respected and enjoy strong popular support. This, she asserts, indicates that the 

public understands nurses’ strikes as being in the interest of the public and its 

access to quality healthcare; she also asks if it is not actually their engagement in 

care work that encourages nurses to strike. The ongoing proletarization of nurses’ 

work, the neoliberal restructuring of the public sector, and discourses around 

nursing and caring as intrinsically feminine influence nurses’ labor militancy and 

forms of resistance, which Briskin calls a ‘politicization of caring’. This appears at 

the intersection of a “restructuring of the healthcare, lack of nurses, work 

intensification, flexible employments and gender-based hierarchies alongside a 

militant discourse around the public interest and a reconstruction and reform of 

healthcare work” (Briskin, 2011, p. 48, author's translation). The question is thus 

why the workers, or at least the nurses, did not mobilize around Sollefteå 

Hospital. My interviews show that while many workers at the hospital were 

engaged in the mobilization, this was in their role as citizens rather than as 

workers; nevertheless, the sight of colleagues at the demonstration strengthened 

the unity among the workers, as Kristin says above (see Section 6.1). Daniel also 

touches upon this when he calls the occupation a “reversed strike” and suggests 

that they resorted to occupying the hospital because of the difficulties and 

restrictions healthcare workers encounter in connection to striking. Briskin 

(2011) suggests that women’s, and particularly nurses’, organizing and resistance 

possess an untapped potential for defending public services as well as protecting 

workers’ rights, but this does not materialize in the case of Sollefteå. Maybe the 

answer to this can be found in the above-mentioned lack of considering women’s 

care work as indeed work in combination with the strength of the female caregiver 

role in Sweden (Szebehely, 1999). Odeberg (2018) therefore calls for a 

redefinition of the working class that includes women and women’s work as a way 

to revive the workers’ movement. This might be the crux of the matter: women’s 
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work at Sollefteå Hospital was not considered work and thus possible to organize 

through labor tactics, despite feminists’ long struggles to have reproductive work 

recognized as just that, work. Considering the importance of working class 

imagery in the mobilization, spanning the important years 1907, 1917, and 1931, 

which saw struggles concerned with jobs and working conditions, the lacking 

attention to women’s jobs and acceptable working conditions in the welfare sector 

throughout the mobilization is stark. 

When women appear in the imagery they do so as mothers and wives, occupying 

their given role within a nuclear family threatened by the closures. Studying the 

media representations of risks related to the closure of the delivery ward in 

Sollefteå, E. Larsson (2018) finds a tendency to present the longer distances to 

the hospital as a risk to the family rather than the birthing woman. When risk was 

portrayed in relation to women, Larsson finds that it was described as a ‘worry’ 

rather than being related to the proven medical risks of longer distances to 

delivery services (for analysis of these risks across various countries, see 

e.g.Blondel et al., 2011; Grzybowski et al., 2011; Gunnarsson et al., 2017; 

Gunnarsson et al., 2014; Hemminki et al., 2011; Pilkington et al., 2008; Viisainen 

et al., 1999). There were, however, efforts to establish another motivational frame 

defining the community to be affected by the cutbacks as particularly women, and 

the problem as entailing women’s access to healthcare. This could be seen in 

letters to the editor in local newspapers, as shown below: 

It’s a clear priority from the Social Democrat regional leadership that it’s women 

and the people of the inland who are to pay the price for the badly managed 

economy. 

Britt-Marie Brynielsson, Chair of the Christian Democrat regional board in 

Västernorrland, Sundsvalls Tidning, 29 September 2016, Opinion 

Brynielsson describes the cutbacks as particularly affecting women and the 

inland population. In Brynielsson’s account, this attempt to frame women as the 

community most affected is interconnected with the framing I described earlier, 

whereby the cutbacks were seen as a threat to the social reproduction of the area 

and the inland. Considering the hospital as a caring institution, it becomes clear 

that the cutbacks were a withdrawal of the Region’s caring responsibilities, with 

the pseudo-privatized public healthcare system structuring the Regions’ economy 

in a way that it “simply cannot, for structural or other reasons, care” (Green & 

Lawson, 2011, p. 647). Green and Lawson address this mainly on an individual 

scale and discuss the forms of destitution this can lead to for individuals, 

particularly when the traditional caring unit of the family and the family’s 

responsibility for care are withdrawn. Nevertheless, they also indicate ways that 

welfare states are ceasing to care by devolving caring responsibilities to the 
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family. As a form of devolution, this is not new in Sweden; the national 

government long ago made the Regions responsible for healthcare provision, as 

a way to move decisions concerning the healthcare system closer to the voters. 

The conditions for providing healthcare have changed, however, as there is a 

decreased regional distribution between wealthier and poorer regions and there 

are higher costs for an increasingly specialized healthcare. In a situation in which 

the Regions are already struggling with economic difficulties, this means that the 

devolution carries new consequences. W. Brown (2015) calls this a devolution 

whereby large-scale problems are being sent down the pipeline to smaller and 

weaker units that might be unable to cope with them. Devolution and 

responsibilization go hand in hand, W. Brown (2015) suggests, with the 

devolution sending power and authority down the line but often without any 

resources attached to them. Responsibilization, meanwhile, takes on the role of 

the moral burden of the people at the end of the line, who are themselves 

responsible for “self-investment and entrepreneurship for thriving and surviving” 

(W. Brown, 2015, pp. 132-133). When the cutbacks at Sollefteå Hospital were 

announced, it was specifically the hospital’s role in and responsibility for the 

thriving and surviving of the area and its inhabitants that came to the fore. The 

caring responsibility for babies was devolved to the laboring mothers and their 

families, but they were left to fend for themselves with no resources. While the 

local businesses saw the connection between the social reproduction at scales 

from the individual family to their businesses and the region, the Region itself 

could no longer afford to care and therefore devolved this responsibility to 

individuals. This could be seen as part of a trend of devolving more ‘choice’ to 

individuals over various aspects of their lives while “reducing the responsibility 

of the employer and the state in managing and sustaining the reproduction of 

labor-power” (Mitchell et al., 2003, p. 418). 

There were more attempts to frame the cutbacks as a women’s rights issue 

concerning access to healthcare in late autumn 2016, when the decision to close 

the delivery ward was announced. A few posts in the Facebook groups suggested 

that the ward’s closing was a form of misogynist (Swe. kvinnofientlig) politics, 

rather than the usual portrayal of the ‘women friendly’ welfare state. They 

suggested not only that closing the delivery ward would affect women the hardest, 

but that the dismantling of emergency care disproportionately affects women 

giving birth, as seen below: 

The fact that such a proposal exists demonstrates how hostile society is towards 

women. 

Facebook group, October 2016 
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LVN [Region Västernorrland] chose to make savings at the expense of women 

and children by wanting to close the delivery ward. 

Facebook group, autumn 2016 

These and another few Facebook posts attempted to frame the cutbacks as an 

issue reflecting patriarchal structures. Posts like those above were often met with 

silence, in the sense that they received very few likes in the Facebook groups, 

compared to the general trend of all posts receiving many likes regardless of topic; 

and sometimes the relevance of raising these gendered aspects of the cutbacks 

was contested in the comments section. The role of women was rather framed in 

relation to the nuclear family. In the successful framing described in the previous 

section, it was the family and the area of Ådalen or sometimes the entire region 

or inland that were at risk due to the cutbacks, not women. Snow and Benford 

(1988) suggest three main reasons why framing efforts fall short: firstly, that the 

framing lacks empirical credibility and does not fit with events in the world. The 

second involves the framing being too distant from the everyday experiences of 

potential participants, a sort of experiential commensurability; and the third 

entails the framing not fitting with the cultural narrations, myths, stories, and 

folk tales that make up people’s cultural heritage, what they call narrative 

fidelity. Following from their conceptualization, I suggest that the lack of 

resonance for the framing of the hospital cutbacks as an issue relating to either 

women as workers or women as subordinated in a patriarchal system, as 

feminists have theorized, was foremost due to an interplay of what Snow and 

Benford call narrative fidelity and experiential commensurability. The first 

relates to the idea that the cutbacks particularly targeted women, which did not 

correspond with the idea of the ‘women’s friendly’ Swedish welfare state. In other 

words, it did not “ring true with existing cultural narrations” (Snow & Benford, 

1988, p. 210) of Sweden as a place where gender equality is (almost) already 

achieved. Secondly, in situations of competing frames, Snow and Benford suggest 

that what determines whether one frame is more credible than the other is the 

‘interpretive screen’ it is filtered through, with personal experience being one 

such screen. Framing women as particularly at risk due to the cutbacks was 

perhaps too distant from people’s everyday experiences, and was thus not 

sufficiently credible when filtered through the population’s own (lack of) 

experiences of gender inequalities.  

Nevertheless, the delivery ward’s closure was at the core of the contention, 

serving as a symbol that could unite and mobilize engagement in the protests and 

occupation, as Kristin describes: 

Kristin: The women’s clinic was the last straw for the community in a way. 

Orthopedics and surgery were like “Yes, it’s a pity”, but when it came to the 



 

139 

delivery ward and the women’s clinic the image was what everyone talks about: 

“But that’s the future”. The young families are the ones who should be able to feel 

safe and have children and go to a hospital that’s reasonably close by. And it’s 

the small towns further north, Ramsele and Junsele, they end up having a really 

long way to go, and this was in the winter so you only have to look around at 

how the roads look; that was the last straw for the population. 

The delivery ward as the symbol and guarantor of survival by safeguarding the 

local possibilities for social reproduction, as Kristin says, was what strengthened 

the mobilization. The motivational framing of the delivery ward’s closure as a 

threat to the families as well as the social reproduction of Ådalen and the entire 

norther inland mobilized people around the hospital as a place of service 

provision. The occupation became a form of resistance to the relegation of 

northern Sweden, including Ådalen, to the status of a ‘forgotten place’ (Gilmore, 

2008). Through this resistance, the map of the remaining delivery wards in 

Sweden (see Figure 4) became a contentious representation of an unequal 

Sweden, where some places are left behind and forgotten by the welfare state. 

Nevertheless, the notion that the closure of yet another delivery ward was 

particularly detrimental to women’s health or that the hospital was a workplace 

for mainly women was barely articulated throughout the entire period of 

contention. 

Reaching out and scaling up 

Daniel: What the regional board did has actually fueled this whole thing… That 

they were going to close down wards in such a short time without listening to 

15,000 people marching through Kramfors […] And then they continued to stick 

to their guns, saying this is the way it should be… with the occupation, [we said] 

“But tell us what it is you want… we’re going to do this” and I think that was 

really good. I thought it was really good; we won somehow, by saying that we 

were going to decide ourselves how we wanted it to be, or we’re not going to let 

you beat us down, because you promised this and we voted for you and then it 

didn’t turn out that way. 

Daniel describes how he felt about the occupation when it started; that it was a 

way of regaining control of the situation rather than waiting to see what the 

regional politicians would do next. Many activists felt that they had provided 

arguments countering those of the politicians but had not gotten satisfactory 

answers. Instead, the politicians reiterated their arguments about the benefits of 

centralization for patient security, sometimes referring to the Official 

Government Report on highly specialized healthcare (SOU 2015:98) suggesting 

that centralization is beneficial to patients. By centralizing and concentrating the 

diagnosis and treatment of different illnesses among the different hospitals in the 

region, they would be able to get the budget deficit in order. Additionally, the 
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consequence analyses of the effects of the various closures showed that patient 

security would not be affected (Beijron, 2017; Ragnehag, 2017). When the 

activists countered these arguments or provided indications or evidence against 

them, they experienced either that they were ignored or that the same argument 

they believed they had just disproven was reiterated. The occupation therefore 

constituted what Katz calls an act of resistance as it both “drew on and produced 

a critical consciousness to confront” (Katz, 2004, p. 251) and disrupt what the 

squatters perceived to be a condition of exploitation or oppression. Moreover, this 

act of resistance restored an autonomous initiative among the squatters and the 

population, a form of what Katz (2004) calls resilience. Above, Daniel describes 

how these social practices overlap and how occupying the hospital both served as 

a resistance to the regional politicians and at the same time created a space where 

they were in charge and were less dependent on the Region’s next move. 

Occupying the hospital was thus a way to take back control of their own lives and 

possibly even the life of the region. This act of taking control could be seen as the 

performance of what Lefebvre calls the right to the city, or in this case a right to 

the countryside, as suggested by Barraclough (2013). This right is more than a 

“simple visiting right” but rather a “right to urban life” (Lefebvre, 2000, p. 158) 

and therefore also a right to influence over the space one inhabits. The resistance 

through the occupation thus provided the foundation for practices of resilience 

that could reinvigorate their right to life in, and to live in, a rural small town. This 

reestablishment of autonomous initiative would eventually stretch far beyond the 

citizens of Sollefteå, Ådalen, or Västernorrland as the occupation began to 

constitute a meeting place for a national discussion on healthcare restructuring 

and welfare retrenchment and their effects on rural places. 

The changes the occupation produced – from the street demonstrations largely 

being in a media shadow to the occupation placing the healthcare restructuring 

in the spotlight, both nationally and briefly internationally – carry with them 

possibilities. The occupied hospital entrance became a popular spot for 

politicians from virtually all parties in the national parliament to visit and thereby 

show their support for the welfare state and their resistance to its dismantling. 

During the first few months, the occupied hospital entrance thus enjoyed 

constant media coverage and plenty of visitors. This impact is rather unique, and 

is testimony to the success of the activists’ attempt to scale up the contention: 

Linda: It didn’t get as big [in Dorotea] as it did for us, with a lot of celebrities 

coming and stuff like that. Dorotea is also a smaller town, but this has really 

spread nationally; I don’t think it did that in Dorotea. 

Partly Linda partly attributes the occupation’s reach to Sollefteå being a larger 

town than Dorotea. Additionally, Dorotea is further north and inland, and thus 

more peripheral. I suggest that it also is related to the role Sollefteå and the 
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surrounding area of Ådalen play in the collective memory of the establishment of 

the Swedish welfare state, which I outlined in the previous section. This collective 

memory and the right to healthcare as a citizen right, which the activists 

established during the first phase of the contention (see Section 6.1), continued 

to be noticeable in the occupation. One example of this is the banner that was 

hung over the entrance early on, stating that the occupiers are taxpayers and thus 

also have a citizen claim to the welfare state (see Figure 20). 

The scaling up of the contention has provided opportunities for a politics of 

networking (Leitner et al., 2008), connecting the Sollefteå protests to other 

organizations. This developed out of the occupation turning into a meeting place 

and platform for national politicians to show their support, and for social 

movements from Sweden and abroad to meet and discuss resistance to welfare 

retrenchment. One example of such networking is the national network ‘Another 

healthcare is possible’, working with issues of the public healthcare. Not only has 

the occupation had solidarity visits, but activists have also been invited to tell 

about their experiences from mobilizing at events in other places, providing 

further networking opportunities. At such events, they have met with activists 

from grassroots organizations from across Sweden and Europe. These acts of 

solidarity as well as the networking have been important for continuing the 

occupation and the struggle. The occupation can thus be seen in the context of 

what Peterson et al. (2018) suggest is a budding wave of contention in Sweden 

since 2010, focusing on issues of climate and justice, anti-racism, new urban 
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movements, and anti-austerity protests where the occupation has become a 

meeting place where citizens can discuss issues relating to healthcare 

restructuring in the context of a broader restructuring of the Swedish welfare 

state. 

Shifting strategies 

The occupation of the entrance to Sollefteå Hospital began at the end of January 

2017, the imminent closure of the delivery ward providing an opening for 

mobilizing around an occupation. Preceding the occupation, another event drew 

the media’s attention to the contention: the announcement of a course on 

delivering your baby in a car caught the attention of national as well as 

international media. The occupation followed shortly thereafter, benefiting from 

the media spotlight having already been turned towards the cutbacks at the 

Figure 20: Photo of a banner stating “Taxpayers occupying here” at the occupation of 

Sollefteå Hospital, March 2018. Photo: Desirée Enlund 
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hospital. The occupation was inspired by other recent protests against healthcare 

cutbacks and defending welfare services, especially the occupation in Dorotea. 

These actions combined to create a strong resonance for their claims, and the 

occupied hospital entrance became a meeting place for both politicians and 

citizens to show their support of the Swedish welfare state and the right to public 

healthcare, where people could discuss healthcare restructuring and its 

consequences. 

A process of motivating why the action was needed and what they were defending 

preceded the occupation. I identified this motivational framing as largely 

revolving around ideas of the hospital as safeguarding social reproduction. This 

was largely a motivational place frame, as it concerned social reproduction at 

different scales ranging from individual families in Sollefteå to the community 

(Swe. bygden) and Ådalen area, and stretching out towards the northern inland 

and the Swedish countryside overall. The social reproduction of the area 

depended on families’ possibilities to safely deliver babies at the hospital, which 

is important for the social reproduction of rural Sweden. This connection between 

the micro-, the meta-, and the macro-scales of social reproduction is what 

feminists have long contended: that the sphere of social reproduction is integral 

to societal functioning (Cameron & Gibson-Graham, 2003; Federici, 2012; 

Fraser, 2016; Glucksmann, 1995, 2005; Katz, 2001b; Mitchell et al., 2003). 

The symbolism of the hospital as the guarantor of social reproduction provided 

the opening for continuing the resistance, and motivated the new and rather 

unusual strategy of an occupation. Missing, however, were women as either 

workers or individuals with a right to care: nurses and midwifes losing their jobs 

and delivering mothers at risk due to the delivery ward’s closure. In describing 

the community at risk, women were portrayed in their roles within the nuclear 

family. Efforts to raise the closure of the delivery ward and the women’s clinic as 

an issue for women’s health were often met with silence or were silenced, seen for 

example in the few likes for the Facebook posts mentioning these issues and at 

times in comments contesting their portrayal of an existing misogynism in 

Sweden. The material thus described the closure of the hospital’s delivery ward 

as killing families, the hospital and Ådalen, as well as the entire inland and rural 

Sweden; but women, the ones who were actually working and delivering babies, 

were invisibilized. 

In the next section, I will analyze the establishment of the citizen cooperative 

primary care center in Sollefteå, a process taking place simultaneously with the 

hospital occupation. Starting a primary care center meant that the contention 

shifted in two ways: firstly, the focus shifted from the hospital to the primary 

healthcare; and secondly, the mobilization shifted from what Katz (2004) calls 

resistance to focusing on reworking the conditions for rural healthcare. The next 
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section outlines the activists’ experience of the problems with the public 

healthcare system and the proposed solutions upon which they acted. 
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6.3. Self-organizing welfare services in neoliberal times 

 Linda: You think “Well, I pay taxes so I’ll have my healthcare anyway” and 

that’s how it is… but when it doesn’t work, we have to build it ourselves. It’s 

almost like these gas stations and the grocery store and everything that’s closed 

down in the north; when the chains don’t take over it turns into cooperatives 

instead. It exists in so many places: the villagers put in the money to be able to 

have a service… it’s so wrong that it has to be this way. 

 

Marika: I was so impressed from the start that so many ordinary people were 

willing to put up 10,000 to buy a share in this cooperative. I think that shows the 

people’s incredible lack of access to healthcare; that they’re willing to put up this 

money because “I want to have healthcare when I need it” and it’s the primary 

care we use the most. […] That’s impressed me so much. 

This section follows the development of the citizen cooperative primary care 

center that opened in Sollefteå in December 2017, with 34 employees ranging 

from medical doctors to nurses and midwifes to administrative staff. Moreover, 

it was owned by around 200 members of the local community who, as Marika 

states, invested a great deal of money in the cooperative. As Linda states, this is a 

rather unusual situation in Sweden, as healthcare has mainly been publicly 

provided, but in the last decade it has increasingly been provided by private 

companies. There are a few examples of cooperative primary care providers, 

however, e.g. Hälsorum Offerdal (which is the focus of the next chapter) alongside 

Fjällhälsan in Hede, Region Jämtland-Härjedalen, and Akka in Västerhaninge, 

Region Stockholm. The citizen cooperative, as Linda says, is part of this trend 

whereby the local community takes over activities, both public and commercial, 

which serve as a public good, e.g. the petrol stations or the grocery stores, and 

operate them as cooperatives, what Cras (2017) calls a form of communitarian 

citizenship in rural areas. In this section, I will analyze the development of the 

citizen cooperative in light of the preceding period of protests against the 

healthcare restructuring and cutbacks in the region. 

The process of opening a primary care center began already in the autumn 2016, 

and constituted a shift in focus away from the hospital and the delivery ward 

towards engaging the public healthcare more generally. In this section, I trace 

how this change in focus required a different framing whereby the community’s 

ownership of a primary care center was framed as a solution to the local problems 

with the public healthcare system. This contained what Snow and Benford (1988) 

call a diagnostic framing, which describes the problems with the public healthcare 

in the area and assigns a cause or blame for them, mixed with a prognostic 

framing that proposed a solution to these same problems (see also Martin, 2003). 
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These diagnostic and prognostic frames developed in parallel to the framing and 

organizing of the hospital occupation, which happened during the planning phase 

of the primary care center (see Section 6.2). There is also considerable overlap 

between the different activist groups within the broader social movement around 

Sollefteå Hospital, with particularly strong links to the group Ådalen Reser Sig, 

which organized some of the early demonstrations and later turned its focus to 

investigating the possibility of starting alternative healthcare organizations.  

In the following, I will outline the process that led to the start of the citizen 

cooperative primary care center. First, I will develop how the framing of the 

problem shifted from the hospital to concerning the wider structure of a pseudo-

privatized public healthcare system that disadvantages rural places. After this, I 

will discuss the shift in focus away from pressuring the regional politicians to 

paying attention to how they themselves could organize alternatives. In the third 

section I describe the challenges the cooperative and those involved in it faced in 

the first year, before finally analyzing how and why the citizen cooperative went 

bankrupt within a year. 

Starting a citizen cooperative primary care center 

The plan to start a cooperative primary care center was announced at a public 

meeting with the organization Ådalen Rises in autumn 2016. Ahead of this 

meeting, a group had been investigating the functioning of the healthcare in the 

northern part of the region. This investigation was a continuation of the citizen 

audit that had previously been done, resulting in the lecture tour ‘The Story of the 

Region’ in spring 2016 (see Section 6.1). Resulting from this investigation (Swe. 

förstudie) was an idea of how to improve the healthcare in the area, as Carl 

describes it: 

Carl: In late 2016 we started the investigation into the healthcare in Ådalen […] 

It was finished around the end of 2016-early 2017. Again, there was an 

incredible number of people involved in this work. […] In the investigation, we 

saw that we’d probably need to start a company within the healthcare sector, so 

we had a short discussion and reached the conclusion that we would start a 

cooperative within the healthcare sector, because there aren’t so many and IT 

ISN’T as politically difficult to handle. So we started Vård och Omsorg i 

Norrland [Healthcare and Care in Norrland] in October 2016 […] and started 

the work of moving further with this investigation, and we had a rather 

interesting and advanced discussion about it and started discussing “What 

should we do now? Should we try to take over the hospital? Or should we do 

something else?”. 

The investigation identified several problems, not only those involving Sollefteå 

Hospital and the regional healthcare but also the greater changes in the Swedish 
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public healthcare system. These changes include the centralization of healthcare 

into larger and more specialized units, which removes different types of 

healthcare from smaller towns and rural areas in favor of larger cities. A 

consequence of this is that the doctors working in these places see their work 

becoming more monotone and menial, as the range of treatments they are 

allowed to perform shrinks. This makes it harder for rural areas to recruit 

healthcare personnel, a highly skilled group who have spent many years in 

training and are likely to want to use their acquired skills. In Sollefteå this 

manifested itself as a problem in a lack of medical doctors at the public primary 

care center, which resulted in difficulty accessing doctor’s appointments, and the 

many locum doctors at the public primary care center cause a lack of continuity 

in healthcare provision for patients with multiple or serious illnesses. The 

investigation also indicated what Gibson-Graham (1996, 2006) call an opening, 

whereby there were possibilities to solve some of these problems in an alternative 

way: by taking over and operating one’s own healthcare services. This idea 

inspired the activists, and they proceeded to try to use this new opening. Carl 

recounts that at first they did not know exactly how to proceed. Would they 

operate an entire emergency hospital, or should they ‘do something else’? 

Eventually reaching the point of ‘doing something else’ required a long process of 

reframing the healthcare problem for Sollefteå. This was premised on two 

changes in the framing of the contention. The first was a shift in the framing of 

the original problem: from being about the hospital and healthcare provided 

there, the problem was positioned within its wider structure of a pseudo-

privatized public healthcare system that disadvantages rural places. Here, the 

hospital was less important than the entirety of the healthcare provided in the 

Ådalen area. The second change in framing, which will be developed in the next 

section, meant shifting the focus away from pressuring the regional politicians to 

paying attention to how they themselves could organize alternatives. In this 

section, I will analyze how the first aspect of this reframing took shape. 
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There was a long process of shifting the focus of the diagnostic and prognostic 

frames towards the framing that made it possible to take advantage of this 

opening. This process started already in autumn 2015. Around this time, the local 

newspaper reported that the personnel at Sollefteå Hospital had suggested that 

the Region investigate the possibilities for the workers to take over the hospital 

as a separate unit with responsibility for its own budget and results (Swe. 

intraprenad) (J. Sundin, 2015). The regional politicians and bureaucrats ignored 

this exhortation, however, and it came to nothing. Almost a year later, in 

September 2016, the organization Ådalen Reser Sig stated to the local newspaper 

that they wanted to take over Sollefteå Hospital and operate it in the form of an 

economic association, the common legal company form for operating 

cooperatives and non-profit businesses. This would offer a possibility to allow the 

hospital to remain an emergency hospital (Ragnehag, 2016). 

In November of the same year, I attended a public meeting organized by Ådalen 

Reser Sig in Kramfors, where they announced the start of Vård och Omsorg i 

Norrland (VOON) (Eng. Healthcare and Care in Norrland) and their ambitions 

for this new cooperative. As Carl describes above, this entailed a move from 

investigating the healthcare system to starting a business in the healthcare sector. 

The new cooperative was an addition to, albeit slightly different from, the 

organizations already mobilizing around the restructuring of the healthcare in 

Västernorrland. During the meeting, the cooperative was called ‘Manifestation 

3.0’, a reinvention of the traditional demonstrations organized during the early 

period of contention (see Section 6.1). This ‘Manifestation 3.0’ would build on the 

Figure 21: Public meeting with Ådalen Reser Sig presenting the idea of a citizen cooperative 

primary care center. Kramfors 2016-11-29. Photo: Desirée Enlund. 
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idea of “the inhabitants of Ådalen [coming] together and [forming] a common 

economic association to operate primary and hospital care in Ådalen” (see Figure 

21). The economic association and cooperative was framed as a collective venture 

involving the inhabitants of Ådalen, and this framing was an important aspect of 

the development of the idea to organize their own healthcare facility. In framing 

the cooperative as a collective effort to improve the healthcare in the area, the 

founders indicated that it was not a break from the Swedish welfare state but 

rather a different form of collective, or public, way of providing welfare services. 

This idea of citizen ownership of and control over public services on a small scale 

through the cooperative was a continuation of the criticism waged against the 

overly bureaucratic public service of the 1970s, distanced from citizens’ desires 

(Hasselbladh et al., 2008). By the 1990s this criticism had turned into the 

solution of increased economic efficiency and the citizen-as-customer rather than 

a political subject, which would lead to public services that better suited citizens’ 

desires (Hasselbladh et al., 2008).  

Framing the cooperative as a continuation of the welfare state was vital in 

achieving a frame resonance for the idea of self-organized healthcare. In this 

framing process, it was important to distinguish this new healthcare provider 

from the private for-profit healthcare companies, with a cooperative being what 

Carl refers to above as the least politically difficult option. The idea was presented 

as “showing an alternative to healthcare with a profit motive” (see Figure 22). 

Doing this involved introducing a different vocabulary around private healthcare 

that included surplus and deficits, rather than profits. This vocabulary should 

instead revolve around how the potential surplus could be used, i.e. reinvesting it 

in the cooperative’s own operations or allowing members to make democratic 

decisions over how to use it, as stipulated in the laws concerning economic 

associations. Carl, however, indicates that this was not easy to explain to people 

who were not accustomed to cooperatives: 

Carl: We’ve had discussions and some of the people scold us because we’re 

private. They want a public healthcare, but they haven’t really understood the 

cooperation. In an economic cooperative you don’t have a profit; we don’t aim 

for profit, and in the regulations for economic associations they also don’t talk 

about profit. We talk about surplus or deficits in the operations, and that’s 

actually what you talk about in the public sector as well. Our primary goal isn’t 

to make a lot of money; the association’s primary goal is to deliver a lot of 

healthcare. This differentiates us from an incorporated company in the 

healthcare sector. The members who have invested their money haven’t done this 

in order to get as large a dividend as possible as quickly as possible; they’ve done 

it because they want to have as good a healthcare as possible as quickly as 

possible. We have completely different starting points for why people have 

invested money, and it’s important to understand that… but it’s pretty difficult 

to communicate. 
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To distance themselves from the private for-profit healthcare providers, the 

cooperative was framed as embodying what Molander (2017) calls a public 

service motivation (Swe. offentligt etos) (for the English term, Molander builds 

on Perry and Wise (1990) development of the concept). In its Swedish version, a 

public service motivation builds on six principles: democracy; objectivity; 

legality; freedom of opinion; respect for equal treatment and freedom; and 

efficiency and service (Molander, 2017, pp. 57-62). While some of these are not 

relevant for the cooperative as it does not make decisions regarding other people’s 

lives like a state does, the principles of democracy and equal treatment, efficiency, 

and service were framed as embodied within the cooperative, lending it a form of 

public service motivation. This was particularly relevant in relation to the 

responsibility to provide public healthcare, whereby the cooperative was stepping 

in to care for the population when the Region had, in the words of Green and 

Lawson (2011), ceased to care. Green and Lawson describe that providing care is 

increasingly becoming a “matter of choice made responsibly by the carers or cared 

for” (Green & Lawson, 2011, p. 650), and that when this takes place within a 

context of personal achievement and fulfillment, it can lead to the care being 

perceived as standing in the way of the individual’s personal fulfillment. In the 

context of the cutbacks at Sollefteå Hospital, it was the Region rather than the 

individual who decided to withdraw care in order to fulfill other regional 

responsibilities. The decision by the cooperative to care for the area’s population 

was thus seen by many as more closely aligned to a public service motivation than 

that of the region. In this way, the framing around a public service motivation was 

an important aspect of achieving the opening that lead to starting the citizen 

cooperative. 

When I conducted interviews with activists in Sollefteå a few months after the 

primary care center had opened and around 18 months after attending the startup 

meeting, many interviewees expressed that the citizen cooperative had given rise 

to ambiguous feelings. Several of them justified the primary care center by 

discussing the advantages and disadvantages of a private, not-for-profit 

healthcare provider. That the primary care center was a cooperative and not-for-

profit was therefore an important aspect of creating this opening by which they 

could own and operate their own healthcare center. They also related this 

development to the problems with the local healthcare provision; Josefin 

exemplifies how these discussions could sound: 

Josefin: Primarily, I think the Regions should provide healthcare, but when they 

can’t fulfill their tasks… If I say it like this: rather private healthcare than none 

at all. VOON, however, can’t be seen as a private solution in that way, because 

it’s we citizens who have invested and paid for membership in it to make it work. 

[…] it’s the population who owns it, so it’s not private in the way that someone’s 

making a lot of money; but if there’s any profit then that money will go back to 
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the healthcare, and second to the investors. […] I don’t think you can count that 

as private, as a company, like private normally is. […] It’s not a small group but 

rather a lot of people who have invested money to make it happen. 

Like many others, Josefin says she would prefer a public provision of healthcare, 

but with the cutbacks in Sollefteå, the second best option is private provision. 

Interestingly, she does not see the cooperative as a private alternative. Whereas 

the large majority of private for-profit healthcare providers in Sweden are large-

scale companies that take out profits from the company, the cooperative is seen 

as a collective investment. Similarly, Nora suggests that starting their own 

primary care center is a response to a long-term unfulfilled care need that the 

public primary healthcare has not met: 

Nora: Of course I think all healthcare should be public for everyone, but we 

haven’t had medical doctors at our primary care center for such a long time. It’s 

been a catastrophe for a really long time, so it’s also out of necessity. 

The process of framing the cooperative as a viable solution to a healthcare 

problem had to deal with these ambiguous feelings towards private healthcare. In 

Carl’s view, this ambivalence originates in the debate around the restructuring of 

the public healthcare in recent decades, a debate that has privileged the two 

alternatives of public or private for-profit healthcare while neglecting the 

possibility of something beyond this binary:  

Carl: I think it’s moving forward, but these are new thoughts… Most people have 

either had public healthcare as one alternative or these private healthcare 

groups as the second alternative; it’s along those lines you’ve always imagined 

healthcare during the last… during the 21th century at least, so to then bring a 

third alternative into this mix, it’s going to take some time before everyone’s 

gotten used to it. 

An explanation for this binary can be found in Molander (2017), who suggests 

that in the restructuring of the welfare state, the argument about the benefits of 

competition is often confused with an idea of the benefits of a profit-driven 

provision of public services, which is not necessarily the case. This confusion 

seems to be a legacy of economic efficiency and citizens-as-customers as the 

solution to the problems of the welfare state that Hasselbladh et al. (2008) found 

to have become hegemonic by the 1990s. Additionally, the idea of an either/or 

situation between public and profit-driven private provision seems to be fueled 

by the similarity across public and private primary care centers. The Swedish 

National Audit Office (Swe. Riksrevisionen) contends that the remuneration 

systems in the Regions stem innovation and standardize the supply of healthcare, 

as all primary care providers in a region need to fulfil the same demands 

(Riksrevisionen, 2014). In a similar vein, Trägårdh (2012) suggests that a 
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consensus has developed between the two largest parties, the Social Democrats 

and the Conservatives, whereby “freedom of choice practically means a choice 

between similar alternatives where large-scale and efficiency are watchwords 

(Swe. honnörsord) and who operates it (Swe. huvudmannaskap) is of less 

importance. At its base, the system is adapted to large companies in municipal or 

profit-driven form – and the idea that healthcare, school, and care are functions 

that perhaps should not be operated according to these principles is waved away 

with contempt” (Trägårdh, 2012, p. 305, author's translation). Anell (2011a) adds 

that this is inscribed in how the remuneration systems have been developed 

across the Regions, favoring large and/or horizontally integrated providers. 

There is thus a hegemonic discourse whereby only two healthcare alternatives 

exist, which largely does reflect and is reinforced by the structure of the 

healthcare system, with the not-for-profit public healthcare on the one hand and 

the many for-profit private healthcare providers on the other. Already the first 

year after the Patient Choice Care Reform (PCCR), almost half of the private 

primary care centers were owned by a local, regional, or national chain with five 

or more units (Anell, 2011b). All the while, the welfare state enjoys strong support 

(Svallfors, 2013). Even among those who state strong support for the principle of 

freedom of choice (Swe. valfrihet), the support for limiting the profits of private 

companies operating within the welfare state’s core tasks of healthcare, 

schooling, and care has remained steady at around 60%, while among those who 

place less value on freedom of choice, 90% support limiting profits (L. Nilsson, 

2014, 2018). The interviewees also considered this strong support as they 

developed the opening of the citizen cooperative. Framing the cooperative along 

a public service motivation of providing healthcare in an underserviced area 

helped both in justifying their own engagement and in explaining to others why 

the cooperative was a justified solution, as Elias explains: 

Elias: This discussion… I think what makes it easier is that it’s a cooperative and 

we have no venture capitalist who’s going to get rich off this; that’s not what this 

is about. 

The framing of the idea of a citizen cooperative healthcare gave results, and the 

economic association started getting members. Along the way from the meeting 

I attended and the subsequent opening of a primary care center, however, the 

focus had changed from the plan to offer both primary and hospital care to the 

sole focus being on primary healthcare provision. While none of the interviewees 

address this directly, Fred comments on it below:  

Fred: It’s been natural for us to start a primary care center. We could do that if 

we wanted to; but taking over the hospital required that the Region wanted it, 

and we knew they didn’t. So we said “The primary care center will be the first 
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step” so the population would see that something was happening, that we’re not 

only talking and coming up with ideas and then nothing happens. 

 

As Fred says, the right to free establishment stipulated in the PCCR gives far-

reaching rights to private businesses to open primary care centers in any region, 

as long as they fulfill the Region’s stipulated requirements. The citizen 

cooperative used this right – which facilitates the opening of private primary care 

centers – as a way to rework, in Katz’s (2004) words, the situation they found 

themselves in. While taking over the hospital required the Region’s goodwill and 

cooperation, to open a private primary care center they only needed to follow the 

regulations. Katz suggests that practices of reworking are those that “alter the 

conditions of people’s existence to enable more workable lives”, and that they 

“tend to be driven by explicit recognition of problematic conditions and to offer 

focused, often pragmatic, responses to them” (Katz, 2004). The PCCR has been 

shown in several studies to have led to a concentration of new primary care 

centers to affluent and mostly urban areas, while rural and sparsely populated 

areas have more often had their primary care centers closed (Anell, 2011b; 

Dahlgren, 2018; Isaksson, 2018; Isaksson et al., 2016; Kullberg et al., 2018; 

Molander, 2017; Riksrevisionen, 2014). Using the opening that the law provides 

to open a cooperative primary care center in a sparsely populated area should 

thus be seen as a focused response to the problematic conditions that the law also 

Figure 22: Public meeting with Ådalen Reser Sig presenting the idea of a citizen cooperative 

primary care center. Kramfors 2016-11-29. Photo: Desirée Enlund. 
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gives rise to. It provides a way to redistribute resources to the areas where they 

are needed, which is in line with the Health and Medical Service Act ("SFS 

2017:30 Hälso- och sjukvårdslagen,"). Additionally, it made the lives of people in 

Sollefteå more workable by implementing a pragmatic solution to everyday 

problems of what otherwise would constitute a time-space expansion (Katz, 

2004) whereby people would have to travel longer distances to access primary 

healthcare. In this way, it was a subtle protest of the centralization of the public 

healthcare. As Fred says, opening the primary care center was just the first step 

towards taking over the hospital. 

Once VOON had formed, they applied for a permit to open a primary care center. 

The Region’s response took time, which the local newspapers noticed (J. 

Andersson, 2017; Haugen, 2017; Joneström, 2017). After a few months, in 

summer 2017, VOON was finally granted a permit to open the primary care 

center. Later that summer the cooperative elected a new board, and Marika 

became involved in the cooperative: 

Marika: I was elected onto the board in August [2017] along with some other 

people who hadn’t been involved in developing any investigation. […] I doubted 

whether I should step in or not, but I saw it as part of what we’re doing. What 

became clear when six others and I stepped onto the board was that nothing 

existed; there was nothing prepared. I thought the investigation might show that 

they’d developed documentation, but there was nothing. So we had three months 

to open a primary care center and that’s not possible, but it’s a bit like at every 

step of this struggle [we thought] “Damn it, we’re going to open it”. Because we 

had to open the primary care center on 20 December [2017] because that was 

the last date; when you’ve been approved by the Region’s Primary Care Choice 

you get a certain timeframe stipulated. […] But when we stepped onto the board 

we only had three months to do it, and that meant finding a locale, rebuilding 

the locale, buying everything: instruments, desks, yes everything… and then 

starting to recruit. Nevertheless, we managed to open on the 20th and it hasn’t 

been hard to recruit personnel since so many people are so tired of the Region; 

so we only have permanent employees. 

Previously having been engaged in a different organization mobilizing around the 

hospital, Marika entered the citizen cooperative late. Along with the other board 

members, she struggled to open the primary care center on time. This challenge 

was energized by the frustration they felt with the Region and its handling of the 

cutbacks and restructuring. In defiance of the Region, they managed to open the 

primary care center by the deadline the Region had set, starting it up from 

nothing. This meant that over the course of a year, the citizens had managed to 

plan and open their own healthcare facility, owned by some 200 members in the 

Ådalen area. Along the way, however, the idea of operating a cooperatively owned 
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hospital slid into the background, but the background to the cooperative primary 

care center everyone knew: 

Kristin: When we started we felt like we really had the support of the citizens. 

There are around 200 members in the economic association […] many of those 

who seek care here and register here are also members, and I think that around 

75% of those I meet here as patients say “Oh, it’s so beautiful here”. They say 

“This is the first time I’ve been here…” and everyone knows the background, that 

it’s a cooperative, and everyone knows about it. Some people start talking about 

politics (laughs): “Yes, it’s outrageous what they [the Region] have done and it’s 

so good that you’ve started here now” (laughs). 

This effort is also widely known among the community, as Kristin, who works at 

the cooperative, recounts. The community is aware not only of the cooperative’s 

existence but also its background and the struggle out of which it was born. It is 

this struggle, which Marika hints at in the quote above, that made them 

determined to open the primary care center. Both Marika’s and Kristin’s 

comments suggest that the citizen cooperative should be seen in light of the 

protests and the previous struggle. I will now turn to this, placing the opening of 

the primary care center into the context of the previous period of mobilization. 

Self-organizing as protest? 

What makes people come together and organize their own welfare services in a 

country traditionally characterized by social democratic welfare capitalism 

(Esping-Andersen, 1998)? In several books, Lundström and Wijkström (1995, 

2012) have traced the changes in Swedish civil society from being organized 

around an idea of civil society giving voice to public opinion and informing 

politicians about desired reforms of the welfare state, to civil society increasingly 

taking over welfare state service provision. Trägårdh (2012) asks if this shift in 

the state’s approach from a ‘popular movement politics’ to a ‘politics for civil 

society’ is a sign of a return of bourgeois society, in terms of the relationship 

between the state and civil society and the role of money in this relationship. This 

can be seen against a broader European trend towards ‘participation’ and ‘active 

citizenship’ (Dowling & Harvie, 2014; Newman & Tonkens, 2011; Van Houdt et 

al., 2011). Räthzel et al. (2015) suggest that people within civil society 

organizations, and the organizations themselves, can be both working against and 

with the state, whereby subordination and resistance can coexist in the everyday 

practices of people and organizations. It is along these lines that the citizen 

cooperative as a civil society organization appears to be both of and against the 

welfare state. 

After the long period of protesting the hospital cutbacks, many interviewees 

shared a view that resistance was not enough, that there was a need to do 



 

156 

something more. This realization sprang from the memories of the long history 

of cutbacks in the regional public healthcare system, which included b0th the 

closure and threat of closure of various healthcare facilities across the region over 

the previous two decades. Carl remembers the closing of Härnösand Hospital in 

2005 and the protests against it that had taken place in the early 2000s: 

Carl: This experience made me and some others draw the conclusion that we 

can’t only work through protesting like they did in Härnösand, but that we also 

need to create other tools to work with. And VOON is such a tool; we’re ready to 

create organizations to build healthcare. 

The activists were seeing similar developments at Sollefteå Hospital, with several 

wards closing despite the intense protests. The previous experiences of cutbacks 

that Carl describes made it clear that they needed to be innovative, to develop and 

put into action other tools. At the November meeting where VOON and the 

cooperative idea were presented, organizing their own healthcare was presented 

as a continuation of the protests (see Figure 21), as the quote below from one of 

the slides shows: 

That [the organization] Ådalen Rises move from manifesting to enacting a 

change to the healthcare, and invite interested parties to collaborate in a 

coherent and cohesive healthcare chain. 

Later in the interviews, people involved in the cooperative expressed similar 

thoughts about the cooperative being a part of the protest movement and a 

protest in itself. Kristin, who worked at the cooperative, suggested that providing 

good primary healthcare in this context became a form of resistance, particularly 

when the citizens supported it: 

Kristin: It also becomes a protest, when you feel like you have the citizens’ 

support, that we’re going to try to create a good primary care. 

The cooperative was also framed along these lines of protest. In the previous 

section, I described how the citizen cooperative was framed as distinct from the 

private for-profit healthcare during the November meeting. Another side of the 

framing of the cooperative entailed also distinguishing it from the public 

healthcare. This was also articulated during the November meeting, where a 

second stated aim was to show an alternative to the healthcare operated by the 

regions (see Figure 22). The cooperative was framed along these lines as 

functioning in coherence with a public service motivation (Molander, 2017; Perry 

& Wise, 1990), as I outlined in the previous section, whereby providing good 

healthcare supported by citizens was motivated in the name of the community. 

This framing of the cooperative as harboring a public service motivation, as being 

more public than the public healthcare, has to be seen in light of the feeling of 



 

157 

betrayal that resulted from the previous years of the politicians ignoring the 

protests. Many interviewees, as well as people in the Facebook groups, expressed 

being tired and disillusioned with the regional politics that had ceased to care for 

the entire population of Västernorrland. The quote below from Elias exemplifies 

what many interviewees expressed, having a feeling of abandonment and in turn 

abandoning the Region in order to organize themselves: 

Elias: A cooperative primary care center, it’s kind of special, a citizen-owned 

primary care center in Sollefteå, which is a fruit of everything that’s happened, 

that we’ve left the Region. 

Creating an alternative to the Region’s healthcare provision was a way to regain 

control over their everyday lives and healthcare provision. Framing the 

cooperative as an alternative to the regional public healthcare was equally 

important in creating a frame resonance for the cooperative as a solution as 

distancing it from healthcare companies with a profit motive. The prognostic 

framing of the cooperative as an alternative to both common forms of healthcare 

provision encouraged people like Elias to join it. In Elias’ view they had ‘left the 

Region’, which was not only related to the cooperative itself but was also an 

expression of his own decision to leave his job at the Region to start working at 

the cooperative. The decision to open a self-organized healthcare center was not 

something that was taken lightly. Such life-changing decisions like leaving one’s 

job were a result of the experience of mismanagement and abandonment by the 

Region, as welfare provider and employer. Elias was not alone in doing so; the 

will to organize the healthcare themselves separate from the Region and foster 

self-determination was strong enough to make others leave their jobs within the 

regional healthcare and join the cooperative primary care center. 

In an earlier quote Carl touched upon the shift from protesting to self-organizing, 

saying that during the work with the investigation that led to the idea of starting 

a cooperative, they realized they “would need to start a business”. There are 

various reasons for why people start businesses, particularly in the welfare sector, 

which will be seen in the next chapter on Hälsorum Offerdal. Studies from other 

regions have shown similar ideas about developing and providing healthcare in 

alternative ways. Hedberg and Pettersson (2006), in a study of businesses in the 

healthcare sector in the Regions of Stockholm and Uppsala, found that the main 

driving force for those who started businesses was to help people. They also 

suggest that these entrepreneurs were highly innovative in both how to realize 

their ideas and how to develop these ideas and their services. The process of 

starting healthcare businesses was a collective process based in the 

entrepreneurs’ personal networks. In a report written for the Swedish Agency for 

Economic and Regional Growth (Swe. Tillväxtverket), E. Sundin and Tillmar 

(2010) ask the question of whether women should start companies in the 
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healthcare sector. Beyond the complexity of the question and for whose sake the 

women should do so, they suggest that the answer is yes if it is done to develop 

their own ideas or the operations of the healthcare in a particular way. They 

should not be encouraged to do so for society’s sake, however, and particularly 

not if the conditions for the company’s survival are poor. From another vantage 

point, E. Sundin and Thörnquist (2006b) have compiled a number of studies of 

workers who take over their workplaces when they are threatened with closure, 

in both the public and private sectors. They find that when workers are faced with 

the choice between losing their jobs and taking over the operations of their 

workplace, they reluctantly do the latter. This has been the case both historically 

as well as in recent decades of unemployment caused by structural change, 

economic downturns, and labor conflicts. They thus suggest that this can be seen 

as a form of necessity-driven rather than opportunity-driven entrepreneurship 

(E. Sundin & Thörnquist, 2006a). 

What is important to remember in the case of Sollefteå, however, is that it was 

neither a group of workers taking over their workplace, like in Offerdal, nor 

individual healthcare entrepreneurs aiming to develop innovative healthcare 

provision like in the study by Hedberg and Pettersson (2006). Rather, it was a 

form of collective action developing out of the actors’ experience of finding 

themselves increasingly at the mercy of a welfare state that was abandoning them. 

While it was a small group of people who came up with and initiated the idea of 

the citizen cooperative, many more were involved in the process of making the 

primary care center happen. Many people who had been involved in other parts 

of the mobilization took up positions on the board of the cooperative, healthcare 

workers at the hospital resigned from their jobs to start working in the new 

primary care center, and the cooperative employed a CEO, economy personnel, 

and other necessary functions.  

Opening a citizen cooperative primary care center was in some ways similar to 

the idea of the occupation, as both articulated alternatives and put an end to 

waiting for the politicians to make the next cutback decision. In this sense it was 

a recuperation of an individual, albeit in this case collective, initiative – in Katz’s 

(2004) words, a form of resilience. The interconnectedness of Katz’s (2004) 

terms resilience, reworking, and resistance becomes clear as this recuperation of 

an initiative sprang from the previous years of resistance, which in Katz’s view is 

rare but during this period was plentiful. Katz points out that resistance can 

provide the grounds on which to build practices of resilience and reworking. 

Whereas the initiative to open a primary care center was a form of resilience, the 

cooperative itself presented an opportunity to rework the uneven conditions of 

the public healthcare by redistributing resources to the local community. Katz 

asserts that projects of reworking are not necessarily counterhegemonic, but are 

a “recognition of what is privileged by hegemonic social forces” and thus attempt 
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to “partake in that […] privileged space more fully” (Katz, 2004, p. 249). Opening 

a private primary care center is neither more nor less than this: while not 

challenging the system, it has the potential to redistribute resources and slowly 

chip away at the system. Using Katz’s three concepts thus shows how the previous 

resistance paved the way for recuperating initiative, resilience, and finding a way 

to rework the situation, by using the pseudo-privatized healthcare system that is 

disadvantaging places like Sollefteå.  

While this development from protesting to self-organizing healthcare is rare in 

Sweden, it is not unheard of in other rural and sparsely populated areas with 

similar experiences of economic and public healthcare restructuring. Studies 

from New Zealand show how rural communities dealt with similar tendencies of 

restructuring, centralization, and privatization of the public healthcare system 

from the end of the 1980s to the early 2000s. The study by Kearns and Joseph 

(1997) shows how a community was successful in retaining and eventually taking 

over the operations of the formerly public hospital, thanks to the strong link 

between the hospital and the local community. Similarly, R. Barnett and Barnett 

(2003) suggest that there has been a growing trend of establishing rural 

community health trusts, taking over and operating healthcare services in rural 

areas of New Zealand. These trusts are responses to the withdrawal of the public 

healthcare provision from these areas. This trend of rural community health 

trusts started when the effects of the 1980s-90s healthcare reforms were 

beginning to be visible. Before these community health trusts were established, 

however, these reforms had met resistance in various places; but these protests 

against the resulting privatization and withdrawal from rural areas were without 

success. Similarly, in Sollefteå the struggle for equal access to healthcare 

provision continued through the opening of their own primary care center. While 

this was not a replacement of the hospital, it provided a way to rework the 

healthcare restructuring slightly more to the advantage of the people in Sollefteå.   

This shift from protesting, the traditional domain of social movements, to self-

organizing is a part of the wider transformations of Western society, where social 

movements have developed in new ways in the wake of the financial crisis of 

2008. These changes include social movements moving into more established 

forms of politics that are not considered to be part of social movement 

repertoires. One way this has happened, which della Porta has highlighted in an 

edited volume, is social movements entering party politics to counter austerity 

(della Porta et al., 2017). There is also an increasing number of civil society 

organizations taking over welfare state provision in order to counter some of the 

adverse effects of austerity (see for example Bennett et al., 2015; Kousis & 

Paschou, 2017; Lambie‐Mumford & Green, 2017), often as a last resort when the 

state has ceased to care. In light of this, the citizen cooperative primary care 

center in Sollefteå can be seen as a form of continuation of the social movement 
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that had formed during the previous years, representing another example of 

people and organizations taking over what used to be managed by the welfare 

state when the welfare state withdraws during times of healthcare (and welfare 

state) restructuring under public sector austerity. 

The challenges of opening a primary care center 

Opening the primary care center carried new challenges. The first period of 

operating the center was full of both hopeful plans for how the activists and 

workers would like the cooperative to develop in the future, as well as the 

experience of facing a harsh economic situation in the healthcare sector. Here I 

will discuss these experiences from opening and operating a citizen cooperative 

primary care center in Sollefteå. The importance of these experiences will become 

clear when placed in relation to the trajectory of Offerdal, in order to understand 

the similarities and differences between the two citizen cooperatives as well as the 

changes over time in the Swedish public healthcare system. 

When the interviews were conducted a few months into the operation of the 

citizen cooperative, both the workers and the leadership had had time to settle 

into their new roles and at the same time were still full of ideas about how they 

wanted to develop their collaboration with each other as well as the operations of 

the primary care center. Kristin’s story recounts some of the challenges they were 

dealing with during this period: 

Kristin: We try to come up with solutions to achieve a better work environment, 

to get a good flow in the operations, but right now it’s very… We just started. We 

had no start-up period; all of us employees came here two days before we opened 

and assembled the tables. We didn’t have time to sit down and discuss how we 

should work; it ends up being very much based on old routine, and people come 

from different places […] I hope I’ll look back on this in five years and think 

“Wow, we really worked hard, but it turned out so good when… everyone got to 

speak, everyone got to participate”. 

Kristin tells of the difficulties involved with starting something like a primary care 

center from nothing, when there is a need to develop new routines and find ways 

to work together as you go along while simultaneously operating the center. 

Despite these difficulties, Kristin is optimistic for how it will develop. Kristin and 

Elias, who both worked at the cooperative, had similar hopes for how it would 

turn out, and one important aspect of this was how to organize the management. 

Below, Elias tells of how he envisions the ideal management: 

Elias: It should be close to the bosses and it has to be autonomous. Of course, 

there should be a monitoring function that can monitor and see that people are 

following the laws and fulfilling quality measures. […] The boss is there every 
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day, and you can make decisions immediately every day. That’s the main 

difference; you have an organism, a company that lives and changes and adapts 

to reality, and there’s a constant dialogue and it’s responsive and transparent. 

It’s an enormous difference from the Region. 

Elias points to the importance of having management that is close to the everyday 

operations of the organization, and that allows for decisions to be made through 

discussion and adapts to a changing reality. This is not only an ideal but also how 

he characterizes the functioning of the citizen cooperative, contrasting it to the 

Region. The importance placed on a management close to the operations stems 

from what several interviewees portrayed as one of the main problems of the 

regional public healthcare. A restructuring of the regional healthcare a few years 

earlier had merged the wards at the Region’s three hospitals under one 

leadership. Whereas each ward at each hospital had previously had its own 

management, the restructuring meant that the wards at the three hospitals were 

now united under one geographically spread management. The management thus 

moved away from the daily operations of the hospitals, as one manager cannot be 

at three wards in different towns simultaneously. Many interviewees saw this as 

one of the major drivers behind the recent plans to make cutbacks at Sollefteå 

Hospital, since the central management did not care for all wards equally. In 

contrast to this distant management, the cooperative intended to manifest the 

opposite: a management that is present every day and that allows the professions, 

e.g. the medical doctors, a high degree of autonomy compared to how it is done 

in the Region. Kristin took this ideal further, suggesting that the cooperative 

provided an opportunity to democratize the workplace and give the workers 

power over the operations of the workplace, which would mean that they could 

indirectly drive the efforts to improve healthcare service provision through 

increased control by the workers: 

Kristin: When I’ve tried to talk with people here, [I say] “Yes, but we’re a 

cooperative… We decide ourselves; we have right to make decisions here at the 

workplace; we can really democratize this workplace in such and such way of 

improvement”. 

Beyond the possibilities for improving the workplace and work environment 

through changes in management and democratizing the workplace, there were 

efforts to implement improvements in the provision of healthcare services and 

practices. Elias gives an example of this: 

Elias: We’re going to start something called “light-emergency”, a doctor and a 

nurse working together as a team with emergency patients. 

This light-emergency was an effort to compensate for the closed emergency ward 

at the hospital. Several interviewees involved in the cooperative talked about 
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improvements similar to the one referenced above, including efforts such as 

experimenting with sending out medical doctors to the local schools and elderly 

care centers as a measure to work preemptively and discover illnesses among 

these groups at an early stage. The hope was that these types of measures would 

lead to better healthcare services and more continuity for patients. In this way, 

the citizen cooperative was no different from the healthcare entrepreneurs that 

Hedberg and Pettersson (2006) studied. These entrepreneurs often started their 

businesses with ideas about improving the provision of healthcare, which could 

be realized through their company. Though these healthcare providers arose from 

widely diverging circumstances, they shared a wish to make improvements where 

they saw possibilities to do so.  

At the same time as these hopeful developments and experiments were taking 

place in the cooperative, one of its main challenges was the economy. This was 

something that all interviewees with insight into the cooperative addressed. 

Marika, who was in a leadership position there, explains the background to their 

economic situation: 

Marika: What we see is that primary healthcare is severely underfinanced. This 

is punishing us right now, because we have almost 8,000 registered patients and 

we have a very strained economy. This is a challenge for us when we 

communicate with the citizens, because they’re not used to [this system]; they 

don’t know what registering yourself is because we’ve never had any 

alternatives […] There’s only been one [primary care center], so no one’s thought 

about the fact that they need to choose. 

Marika’s main problem is the cooperative’s economy and how to communicate 

these economic difficulties to the public.  As she explains, this is related to the 

role of the cooperative within the larger healthcare system. It is thus not only an 

issue of the cutbacks and restructuring of the healthcare in Region 

Västernorrland, but also relates to the functioning of the overall public healthcare 

system. Places like Sollefteå are among those that have not experienced any 

significant difference in accessibility to primary healthcare since the 

implementation of the PCCR in 2010. As several studies have shown, rural places 

have been on the losing end of the reform, with most newly established primary 

care centers being located in urban areas (Anell, 2011b; Dahlgren, 2018; Isaksson 

et al., 2016; Molander, 2017; Riksrevisionen, 2014). Kullberg et al. (2018) also 

find that market reforms like the PCCR undercut the efforts of local policy-

makers to plan for and coordinate healthcare provision in rural and remote areas, 

which undermines the goal of equity in access to healthcare. This element of 

choice is integral to the PCCR, meaning that people need to register at the primary 

care center they prefer. Registering means that the primary care center receives 

a certain amount of funding for each registered patient each month, whether the 
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patient visits the center or not. This funding is important as it makes up the bulk, 

generally 70-100% (Dahlgren, 2018), of the remuneration that primary care 

centers receive from the Region. Places such as Sollefteå have often not had any 

private primary care centers, however, and people there are not used to choosing 

a center to register with. The problem Marika mentions concerning lacking 

knowledge about the need to choose a primary care center thus relates to this lack 

of choice in the Sollefteå area. While choosing a primary care center is thus 

important for the centers’ economy, it might be experienced as less important to 

those who are set to choose, especially when there are no choices. 

Paradoxically, the other problem for the cooperative’s economy was the large 

number of patients who registered with the primary care center. This seems 

counterintuitive in light of the remuneration system described above, but it 

sprouts from the same seed. Fred explains here how it works:  

Fred: There’s been real frustration among the citizens since the primary care 

center up at the hospital has had nine doctor positions but only one permanently 

employed doctor for three, four, five years, and the rest have been locum doctors. 

This has had the consequence that people have met a new doctor every time they 

go there. So when we started, there was an accumulated need for healthcare that 

made people run to us, and that’s caused some problems because this has meant 

that we’ve had a whole lot of costs that we didn’t count on. 

Several interviewees saw this as an unintended consequence of the unevenness of 

the public healthcare system that hit the citizen cooperative when it opened. 

Whereas it was easy for the cooperative to recruit personnel, many rural areas 

share the problem of lacking permanent staff at their public primary care centers 

and instead become dependent on locum doctors. Rotating locum doctors had 

resulted in many people long having lacked continuity in the care they received, 

several interviewees suggested. Dahlgren (2018) corroborates the likelihood of 

this, meaning that it is a likely situation for many rural areas. Care use has long 

been lower in rural than in urban areas, as healthcare use is closely connected to 

the supply of the same (Dahlgren, 2018). Dahlgren contends that this difference 

has increased since the implementation of the Primary Care Choice Reform, and 

that there are “good reasons to believe that there are large unsatisfied healthcare 

needs in undersupplied rural and sparsely populated areas” (Dahlgren, 2018, p. 

124, author's translation). These unsatisfied care needs spilled over to the citizen 

cooperative when it opened, and many ill patients registered with the cooperative 

and its many permanently employed doctors. While having a high number of 

patients registered at a primary care center is vital to its economy, this is only part 

of the story; it also matters which patients register, as Kristin explains: 
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Kristin: They’re like golden calves (laughs) – those who don’t seek healthcare but 

generate income to the primary care center where they’re registered. Ordinary 

people don’t know about this connection. 

As Kristin states, there is a need for primary care centers to also have healthy 

patients registered, who preferably never visit the center. Any primary care 

center, either public or private, thus needs to have a good mix of healthy and 

unhealthy patients registered to keep its budget in balance. This has come to be a 

problem for the citizen cooperative, Linda points out, as its focus is on the elderly 

and the comorbid (Swe. multisjuka): 

Linda: Since it’s a system that forces you to have both healthy and ill patients to 

cover costs it creates some problems, because if a person costs 10,000 to do… 

let’s say an x-ray, then it necessitates having some people who you just receive 

money for to make the economy come together […] It’s really a weird system. It 

says in their [VOON’s] papers that their focus is on comorbidity and the elderly, 

but you don’t get much money for the comorbid and elderly. It’s the healthy 

people who almost never need healthcare that you get a lot of money for, and 

this creates a flaw in the system; you should be paid for what you need to do for 

the person, in my opinion. 

Linda explains the cooperative’s predicament in that it is not viable to operate a 

primary care center with a focus on unhealthy and sick people within the current 

system. Trying to communicate this was a struggle, however, as Marika describes 

both here and earlier: 

Marika: We need at least another 1,000 patients registered with us to be able to 

move on […] It’s not that people don’t want to support us, they just don’t 

understand the system. It’s a challenge for us to communicate “You have to 

register!”; “Yes, but I hardly ever go to the primary care center”; “Well then it’s 

even more important”. If we don’t get in a number of registered patients we 

simply won’t be able to carry this cooperatively owned primary care center, 

because we can’t make a loss. But the [regional] primary care centers can do 

that and it’s actually something that some people have started bringing up, that 

it’s not okay that the private and the Region’s own [primary care centers] have 

completely different economic conditions as it is now. The [regional] primary 

care centers make a loss, all of them; we shovel in more tax funds there but we’re 

not getting any. That’s our biggest challenge right now. 

Since this was vital to the cooperative’s survival, communicating to people how 

the system works and why they should register even though they never go to the 

primary care center was a highly tangible worry for those involved in the 

cooperative. Not only was this difficult; it was also experienced as profoundly 

unfair as they were distinct from both the public and private for-profit primary 

care centers. Whereas the private centers established themselves in more 
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profitable places, the public ones could get more money from the Region when 

they had deficits and thus could not go bankrupt. The citizen cooperative was a 

mix of these, however, located in an unprofitable area and without the help of a 

large organization that could back them up with more money when times were 

difficult. As Trägårdh (2012) puts it, the system was not made for them but for 

larger conglomerates, either public or private. These aspects of the patient choice 

system disadvantage private primary care centers in rural and other areas with 

populations that are generally worse off in terms of public health. Whereas 

private for-profit primary care centers establish themselves in more profitable 

locations, such as urban areas with healthy populations (Anell, 2011b; Dahlgren, 

2008, 2018; Molander, 2017), initiatives such as the citizen cooperative in 

Sollefteå, which opened and located itself based on other considerations than 

profit, are severely disadvantaged and struggle to survive. The interviewees 

closely involved in the citizen cooperative saw this difficulty clearly: 

Fred: We realized there wouldn’t be any profit to talk about; instead, the goal is 

to make sure we break even, rather than having any problems with profit. […] 

We’ve learned a lot about this now, how it works. Sure, in densely populated 

areas it’s probably possible to make a profit and have a good effect through the 

primary care center, but I don’t think there are many who have gotten fat off of 

providing healthcare in rural areas. 

A few months after I conducted the interviews it would also become clear exactly 

how difficult it is to operate a private not-for-profit primary care center in rural 

Sweden today: the citizen cooperative filed for bankruptcy. 

A citizen cooperative goes bankrupt 

In October 2018, less than a year into the operation of the citizen cooperative 

primary care center, the local media reported that the cooperative was launching 

a savings program to cut costs (Kårén, 2018). A few weeks later, when the Region 

withheld payment of the registered patient remuneration to compensate for an 

outstanding debt the cooperative had for tests performed and other costs, the 

situation became acute. The cooperative requested deferment of the payment in 

order to be able to deal with the situation but the Region denied it, motivating 

this decision with their obligation to treat all private healthcare providers equally. 

The decision was nevertheless criticized by the opposition, as it came at a time 

when the regional politicians were still in negotiations over who would govern 

after the elections (Lunneborg, 2018). The incumbent Social Democrats had lost 

a great deal of votes in the Sollefteå area, but were still doing relatively well in the 

region overall. They seemed to be losing power, however, and were likely to go 

into opposition. The Sollefteå activists who had been struggling against the 

cutbacks administered by the Social Democrats and the Green Party for the past 

four years did not appreciate this decision by the incumbents. 
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The citizen cooperative called its members to a meeting, which was held on a 

Thursday evening. The local press reported some 77 members in attendance 

(Beijron, 2018). The outcome of the meeting was a last effort to resist in order to 

save the citizen cooperative. After the meeting a fundraiser was started to help 

the cooperative. This fundraiser had until Monday to gather the money needed to 

assure the cooperative’s survival, the exact amount of which was not clear but 

ranged between the SEK 800,000 in outstanding debt to the Region and the SEK 

4 million that was deemed the necessary capital for the banks to continue 

guaranteeing credit. If this act of resistance failed, the cooperative would have to 

file for bankruptcy on Monday (Beijron, 2018; Lundberg, 2018; Svensson, 2018). 

The fundraiser took place both in the streets of Sollefteå and on social media, 

where posts were shared at a rapid tempo, and the local media vigorously 

reported on its progress. Examples of its intensity and reach could be seen 

throughout Facebook, with one post in the Facebook group SFA describing the 

situation and explaining how people could contribute to the fundraiser being 

shared 465 times (see Figure 23). 

 

Figure 23: Posted in Sollefteå Framtidens Akutsjukhus Facebook group 2018-10-28. 

Simultaneously, those involved in the cooperative were encouraging people to 

register with the primary care center. Raising the number of registered patients 
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from 8,000 to 9,000 would contribute to securing its economic viability in a 

longer perspective, they explained (Lundberg, 2018). Rumors spread that an 

occupation of the primary care center would take place if the Region did not allow 

them to postpone the debt payment (Beijron & Alamaa, 2018). In other words, 

the mobilization over the weekend was intense and involved many people in 

multiple forms. 

A local newspaper reported that the fundraiser had collected SEK 800,000 by 

Saturday evening (Svensson, 2018), and a few months later a person who had 

been involved in the cooperative told me that they raised around SEK 1.3 million 

in those three days. Nevertheless, the mobilization was not enough and the citizen 

cooperative filed for bankruptcy a few days later. However, the collective effort 

was celebrated at a candlelight manifestation that Monday evening (see Figure 

24). 

 

Figure 24: Posted in Sollefteå Framtidens Akutsjukhus Facebook group 2018-10-29. 

Filing for bankruptcy marked the start of a period during which the trustee (Swe. 

konkursförvaltare) tried to find someone to take over the primary care center’s 

operations. Several interested actors were looking into this possibility, the local 

media reported. In the end, though, these companies all reached the same 

conclusion: operating a private primary care center in Sollefteå was not 

economically viable due to the low remuneration from the Region (Forsgren, 

2018). The trustee eventually gave up, and the citizen cooperative primary care 

center closed in November 2018 (Forsgren, 2018). 
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From social movement to business owners? 

In this section, I outline the development of the citizen cooperative primary care 

center in Sollefteå from its start to its bankruptcy less than a year later. The 

experience of opening a citizen cooperative primary care center was full of hope, 

and this hope was accompanied by a will to experiment with and improve the 

provision of healthcare in Region Västernorrland. At the same time, it was a 

strenuous task to open a primary care center out of nothing. The workers came 

from different workplaces and routines that needed to function together in a new 

context. As time passed, concerns increased regarding the remuneration system 

the Region had developed when implementing the Primary Care Choice system. 

The context in which the primary care center operated – a small town in a sparsely 

populated area, the marketization and semi-privatization of the public healthcare 

system, and the overwhelming number of patients with illnesses for which 

primary care centers are not properly remunerated – combined to create 

economic difficulties. This eventually led to the bankruptcy of the citizen 

cooperative primary care center in November 2018. 

At first sight, starting a primary care center does not appear to be related to the 

cutbacks at Sollefteå Hospital and the protests around them. However, they were 

interlinked. Mobilizing people to become involved in opening the citizen 

cooperative required two shifts in the framing of the contention around the 

regional healthcare restructuring. The first was a shift from hospital care to 

primary healthcare provision. The mobilization had raised awareness among the 

population of the interconnectedness of the public healthcare system. This 

provided a growing awareness that the problems they were experiencing were not 

only related to Sollefteå Hospital and the regional healthcare, but were also due 

to larger changes in the public healthcare system. Whereas the diagnostic frame 

I identified during the earlier period concerned the problem of withdrawing 

emergency and delivery healthcare at the hospital, this expanded diagnostic 

frame described the problem as Sollefteå and its surroundings being 

underserviced with other types of healthcare as well. Responding to such an 

expanded understanding of the problem, starting a primary care center provided 

a solution. 

The second shift was from protesting to self-organizing. While a cooperative 

providing welfare services seems distinct from protesting cutbacks to welfare 

services, the connections between them were plenty. Several interviewees 

expressed viewing the citizen cooperative as an extension of the resistance, as well 

as a protest in itself. The initiators of the cooperative consciously developed the 

idea of the citizen cooperative along these lines, as something citizens could act 

on collectively, which resonated with many people. Self-organizing their own 

healthcare provision was thus a protest against the Region’s withdrawal of care. 

In this sense, the citizen cooperative served a purpose of restoring a sense of 
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worth and dignity, and showing that they themselves were creating an alternative. 

This is what Katz (2004) calls a practice of resilience, as it restored an 

independent initiative that could lead to the development of a strategy of 

reworking. The cooperative was foremost also this, an effort to rework the uneven 

conditions of the public healthcare system that they were experiencing by 

distributing healthcare resources from the regional level to the local area around 

Sollefteå, so that the population could access primary healthcare provision on 

similar conditions as in other places. 

To be successful, however, the citizen cooperative needed to be defined as distinct 

from other commonly known healthcare alternatives: the public and the private 

for-profit healthcare. Distancing the primary care center from private for-profit 

primary care centers was a necessary aspect of successfully portraying it as a 

solution to the local problems with healthcare provision. Surprisingly, the 

primary care center was also distanced from the public healthcare system that 

had withdrawn and is failing rural areas. I identify this as a prognostic framing 

that distinguished the new primary care center from both the private for-profit 

healthcare and the public healthcare. This framing of the citizen cooperative 

based it on ideals other than a profit motive, thereby distancing it from the image 

(and reality) of venture capitalists owning many private healthcare companies. 

Additionally, it framed a citizen cooperative primary care center as significantly 

different from the Region’s healthcare provision while simultaneously providing 

a public service that they could collectively organize outside the auspices of the 

Region. Framing the cooperative as incorporating a public service motivation 

through the ambition to serve the population that is in the most need, but as 

nevertheless distinct from the public healthcare, was also important. This was a 

distancing from the type of healthcare that had ‘ceased to care’ (Green & Lawson, 

2011) for the population in Sollefteå. The cooperative idea and the collective 

aspects of the community owning their healthcare services together formed an 

alluring idea after the previous period of feelings of frustration and abandonment 

by the welfare state. 

While the citizen cooperative had around 200 members and 7,000-8,000 

registered patients, its bankruptcy hints at problems with transforming the frame 

resonance for the resistance to the cutbacks at the hospital into a strategy of 

reworking the broader public healthcare provision in the region. As Snow and 

Benford (1988) highlight, framing is a complex matter, and even though there 

might be consensus about one framing this does not naturally translate into 

action. There is also a need for alignment between the motivational, diagnostic, 

and prognostic frames, and in this case the prognostic frame may have gone 

beyond the diagnostic one, moving ahead too quickly without achieving a frame 

resonance among a sufficiently large group to sustain the cooperative, which in 

part contributed to its failure. From another angle, the outcome of this 
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experiment highlights the limitations of using reworking strategies against what 

Katz (2004) calls revanchism, structures and situations that are pitted against 

grassroots movements.  



 

171 

6.4. Reimagining the healthcare system from the periphery 

Marika: I don’t consent to society undergoing this development. 

 

Carl: Collaboration between people in order to actually be able to do things is 

completely necessary, and then a cooperative form is much more efficient than other 

forms of business […] But in the rest of the country, where smallness isn’t the 

problem, they haven’t really thought about the great advantages of cooperative 

companies. 

In this section, I will continue to analyze the prognostic frames I identified in the 

various materials from the mobilization around Sollefteå Hospital. Whereas in 

the preceding chapters the prognostic frames were expressed as solutions to 

various problems, which the interviewees acted upon by starting a citizen 

cooperative or occupying the hospital, here I turn to what I see as another type of 

prognostic frames. These were larger in scope, and the solutions often lay outside 

the possibilities for the activists and movements to act upon them themselves. 

While the prognostic frames of this kind were less frequent, it is nevertheless 

valuable to present the thoughts and visions of people with in-depth knowledge 

about the healthcare system through their involvement in struggles around public 

healthcare restructuring. Listening to their ideas could open up for a reimagining 

of what kind of public healthcare we as a society want to have, and what a public 

healthcare could and/or should be. The interviewees’ experiences and thoughts 

around these questions are interesting entry points into a reimagining of the 

public healthcare system, a discussion that has been lacking in the past three 

decades of healthcare restructuring. In these times of austerity and welfare state 

retrenchment, how do these activists imagine a renewed welfare state and what 

would it look like? 

In order to draw out these more wishful and propositional prognostic frames 

(Snow & Benford, 1988, 1992), Martin’s (2003) development of prognostic place 

frames is particularly important as many of the visionary ideas of another public 

healthcare system relate to different spatialities. Martin notes that reference to 

place and other spatialities can be subtle, which was often the case in the 

interviews, in which different scales at which to solve the problems caused by the 

healthcare restructuring were often hinted at. It is important to remember that 

these interviews were conducted before the 2018 general election and the citizen 

cooperative’s bankruptcy, and thus that the views the interviewees express spring 

from a period in which they were both organizing their own healthcare and 

occupying the hospital while awaiting election day. 
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This section starts by addressing how the interviewees envision accessibility and 

its relation to distance and centralization. Following from this, they elaborate on 

how they envision another, more holistic, healthcare system. 

Defending accessibility 

The major issue at stake during the contention was that of accessibility to the 

public healthcare. This was seen as particularly important when it came to the 

healthcare that matters the most: emergency healthcare. The interviewees 

virtually universally expressed that the mobilization was just and righteous, 

because they were defending the accessibility to emergency healthcare. Elias, who 

worked at the citizen cooperative, explained in the following terms why 

accessibility matters: 

Elias: There are some key concepts. Accessibility is really important […] you 

have a right to accessibility. It shouldn’t depend on how much money you have; 

it shouldn’t depend on whether you live in Sundsvall or Sollefteå – you should 

have the same accessibility to what matters, and that’s emergency healthcare. I 

accept that you might have to travel a bit for other healthcare that’s not urgent; 

I don’t care if I have to go to Örnsköldsvik or Sundsvall to get a hip replacement, 

but when it comes to emergency healthcare and delivery care it has to be close 

by. And here they’ve completely turned the concepts upside down and said that 

we’re going to centralize the emergency care but we’ll have a prosthetic factory 

in Sollefteå. I mean, it’s completely crazy (laughs). 

The right to accessible emergency healthcare was therefore a key term that many 

of the interviewees discussed. As Elias states, this was in direct opposition to how 

they perceived the regional politicians dealt with accessibility. A famous quote 

that many interviewees returned to, attributed to the Chair of the regional 

executive committee, suggested that you could travel farther to get what you 

seldom needed. Many perceived this as a misunderstanding of the idea of 

accessibility. Accessibility should not depend on money or where you live, but is 

rather a universal right that is remote from the discourse on freedom of choice, 

which is a rather limited freedom in places like Sollefteå. The interviewees 

proposed different solutions in order to achieve such a universal right to 

accessible healthcare. These solutions vary in scope; for Marika, it could entail a 

stipulated maximum travel distance to access emergency healthcare: 

Marika: I almost want to say that there should be a limit set for how many 

kilometers you should have to travel to receive basic emergency healthcare, 

connected of course to delivery care, giving birth… They talk a lot about the 

“golden hour” that’s so important, so maybe that’s is what should be considered. 

What Marika suggests is a response to what I identify as a diagnostic frame 

around increased distances as one of the main problems with the centralization 



 

173 

of the public healthcare system. At their core, the various proposed solutions to 

this problem concerned whether the public healthcare should move closer to the 

population and, if so, what types of healthcare could be centralized and 

decentralized. One way of solving this was to completely do away with the Regions 

as a scale at which the political responsibility for the public healthcare is located, 

as Linda suggests: 

Linda: Not only in Ådalen, but I’d like to see in all of Sweden… In order for it to 

be as equal as possible, I’d like to see the state step in and finance it in a 

completely different way. I’d like to take away the Regions; in Jämtland, for 

example, it’s 50 kilometers from here to Bispgården. People live there and they’re 

closer to Sollefteå Hospital than they are to Östersund Hospital. So I think people 

should belong to the hospital they’re closest to and then you get… like the 

primary care centers, an amount of money for belonging to that hospital. Then 

you should receive remuneration from the state for each treatment […] you get 

an amount of money to be able to treat this person, and this should be equal for 

everyone in all of Sweden to be able to finance the healthcare in the best possible 

way, so it’ll be as equal as possible. 

In Linda’s view, the Regions are part of the problem as the regional borders oblige 

people living in the border areas to travel farther than necessary to access hospital 

care because they have to seek medical care in their own Region. Linda wants to 

see a solution to this that involves both nationalization and decentralization. 

While the decentralization concerns the proximity to the nearest hospital at 

which to seek treatment, the financing should be moved to the national level to 

ensure equal conditions across the country. This means taking away the Regions 

as a middle layer between the national government and the municipalities in the 

Swedish political system. Nationalizing the financing of healthcare would reduce 

the predicament the Regions struggle with, as their funding comes from the taxes 

the Regions themselves levy, which are dependent on the socio-economic status 

of their inhabitants (L.-F. Andersson, 2019; Scocco et al., 2018). Additionally, 

Regions with an aging or socio-economically poorer population are likely to have 

higher costs for healthcare provision, which creates a paradoxical situation within 

a system in which the Health and Medical Service Act stipulates redistribution to 

those in the most need ("SFS 2017:30 Hälso- och sjukvårdslagen,"). 

There is no agreement on this, and other interviewees caution against allowing 

the national government too much influence over the healthcare system due to 

the risks this carries. In Daniel’s opinion, the Regions function as a buffer, 

protecting the public healthcare from the national government’s eagerness to 

enact rapid large-scale changes to the healthcare system: 

Daniel: [Many think] “the state should take over everything”… But if the state 

had decided now, all the small hospitals would’ve been wrecked long ago, so 
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that’s not a good solution either… Some say “dismantle the Region”, but through 

the Region we have some power here to influence our politicians in a different 

way than if they sat somewhere else. Then we’d be completely powerless… 

The several layers of government thus produce a certain inertia in the progress of 

reforms, which in the case of the public healthcare has saved it from being 

completely centralized, Daniel suggests. The issue of what scale at which the 

public healthcare should be managed thus differs. Daniel, however, points to the 

distance not only between citizens and their healthcare but also between the 

politicians who are set to govern and the population they are set to serve as a 

potential problem with centralization. His fear is that the further this distance 

becomes the less influence citizens will have, which was one of the main concerns 

with the Official Government Report’s investigation into the merging of the 

current Regions into larger ones, which caused it to be put on ice (see Section 6.1). 

Shifting scale as a way of solving the public healthcare system’s problems is a 

recurring proposal among the interviewees. Kristin, who works at the 

cooperative, suggests smaller scales for improved accessibility by returning to a 

medical doctor being responsible for the public health of a specific area, as was 

the case historically. She would also like to see equal access to further training, 

pointing out the importance of keeping up with medical advances in the 

countryside as well: 

Kristin: High patient safety, good care nearby, and this with geographical areas 

again and development of personnel competence, further training. You have to 

invest in this all the time. It’s not only in the large towns that they should know 

all the latest about everything; it has to be so here too, in the countryside – they 

can’t just abandon us. 

Kristin sees a risk of division between urban and rural places in the possibilities 

to provide quality of care when rural areas are at risk of being passed over for the 

latest education on advancements in diagnostics and treatments. The idea at the 

core of the drive to centralize is exactly this, to have the best and newest 

technology and knowledge in certain hospitals and places. Marika has a clear view 

of how she envisions the ideal healthcare system: 

Marika: The ideal healthcare for me would be exactly this: you need a number 

of smaller emergency hospitals that provide the basic emergency healthcare, 

trauma… these easier things. You collaborate with the primary care and 

collaborate with the municipality, you operate a continuous care chain, and then 

we have some 5-6 highly specialized hospitals. […] I think we need this because 

we can’t continue to transport sick people around to a hospital that on top of 

everything can’t even handle them, so in my world a continuous care chain, a 

number of smaller hospitals – smaller but complete – and then the highly 

specialized [healthcare] that’s connected to university research. 
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Marika’s proposal goes against the current trend of closing smaller hospitals and 

centralizing many different kinds of healthcare. This drive for centralization is 

motivated by the benefits it has for the patient as well as the benefits of scale when 

doctors get plenty of practice by performing the same procedure often, which was 

proposed in an Official Government Report (SOU 2015:98) on highly specialized 

healthcare provision. While this is part of a larger European trend towards 

centralizing healthcare, the evidence of benefits of centralizing certain parts of 

healthcare provision is inconclusive. Studies from Finland indicate that there is 

no evidence that more centralized delivery care is better (Hemminki et al., 2011), 

and a Canadian study showed that distance matters for women’s health outcomes 

during delivery (Grzybowski et al., 2011). Other studies show that there are small 

effects on the out-of-hospital delivery of children when hospitals close (Pilkington 

et al., 2008), but that distance to delivery care should still be a concern for policy-

makers (Blondel et al., 2011). In a study of Swedish hospital closures, Avdic 

(2016) shows that the first year after closure there is an increased risk of mortality 

in certain emergency conditions, which decreases over time. 

The decentralization of emergency healthcare is thus something many 

interviewees express a desire for and propose as a solution to some of the 

problems with the public healthcare system. Marika, however, also touches on a 

problem that has arisen from previous rounds of decentralization, which is the 

focus of the next section. 

Holistic healthcare provision 

Carl: With this divided healthcare that we have today, it’s more valuable for a 

particular unit to move the problem to the next level or move the problem back 

to the previous [level], and that’s one of the problems when we view patients and 

citizens as customers… 

I have identified the vision of holistic healthcare provision as a prognostic frame 

that is formulated through the idea of organizing ‘continuous care chains’. This is 

an answer to the consequences of previous rounds of decentralization within the 

public healthcare system, as Carl describes above. This decentralization has taken 

form through the division of different forms of healthcare into distinct cost 

centers with individual cost control (Swe. resultatenheter och resultatstyrning). 

The diagnostic frame describes the problem posed by the public healthcare being 

fragmentized between at least three different scales, i.e. elderly care, primary 

healthcare, and hospital care. This decentralization is a form of devolution 

characteristic of New Public Management and neoliberal steering mechanisms 

(W. Brown, 2015; Hasselbladh et al., 2008; Molander, 2017). W. Brown asserts 

that neoliberal governance includes an aversion to centralized state power that 

includes the devolution of large-scale problems, e.g. recession and environmental 
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problems, down the line to increasingly smaller and weaker units that are often 

“unable to cope with them technically, politically, or financially” (W. Brown, 2015, 

p. 132). This form of ‘decentralization’ devolves power and responsibility, but it 

is not equivalent to decentralization and local empowerment as the “resources to 

exercise this ghostly autonomy and sovereignty” (W. Brown, 2015, p. 132) are 

absent. This devolution within the public healthcare system has thus led to a 

fragmentation whereby the problems of patients are shifted between different 

healthcare scales, i.e. cost centers, each trying to avoid incurring costs. Marika 

suggests that continuous care chains could be part of solving some of these 

problems: 

Marika: Now there are three purses – the hospital-specialist care has one purse, 

the primary healthcare has one purse, and the municipality one purse – and then 

we know exactly how it goes […] It’s as if the patients are passed off back and 

forth and no one wants to deal with them. And this is what we want to take away 

with the continuous care chain; then the municipality, the primary healthcare, 

and the specialist care sit around one table and talk about Agda, they talk about 

Muhammed, they talk about Lena – they sit around and talk about the patients: 

“What does this patient need?” 

Marika wants to see more collaboration between the healthcare units that have 

been undergoing decentralization since the 1990s, for instance through the 

separation between the primary healthcare and elderly care via Ädelreformen. W. 

Brown (2015) suggests that this is a form of governance not by mandate but by 

incentivization. This is what Marika expresses when she states that the devolution 

has led to an incentivization to maintain fiscal constraints at all costs. This 

incentivizes shipping patients to other units whenever there is a possibility to cut 

costs, even though it might be at the cost of the patients’ health. This is not 

because someone has ordered doctors to send their patients to other parts of the 

healthcare system; rather, the devolution of responsibility for keeping to the 

budget to these smaller units and their workers without attaching resources 

incentivizes this type of behavior. Envisioning a holistic healthcare provision is 

therefore a response to these previous rounds of decentralization through 

devolution and their unintended consequences that are visible after three decades 

of public healthcare restructuring. Carl envisions the advantages of implementing 

continuous care chains as a way to remedy these problems and create a more 

holistic healthcare provision: 

Carl: I think that ideal healthcare involves having a continuous care chain where 

you get healthcare based on the needs you have. It’ll make the economic costs 

lower and there’ll be less human suffering. 

Carl suggests that the societal benefits of working with a more holistic approach 

to healthcare provision could have much greater benefits than purely economic 
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ones. The reduction of human suffering, with people receiving healthcare at an 

early stage of illness rather than when the illness has fully developed, would be 

the main benefit. Nevertheless, he believes the costs will also decrease when 

people can get their health back earlier and thus resume their economic activities 

more quickly and again contribute to the economy. 

A right to accessible and holistic healthcare? 

In this section, I have explored the visions and proposals for solutions to what the 

interviewees find to be some of the most pressing issues and problems of the 

public healthcare system today. I identify these as two distinct prognostic frames 

that each respond to a certain problem that the interviewees see. The first 

prognostic frame is formulated around the idea of defending a right to accessible 

healthcare provision. The interviewees envision and desire a healthcare that is 

closer to the people and the patients. This is in reply to the problem, the 

diagnostic frame, that that healthcare has been too centralized, with increased 

distances to accessing healthcare as a consequence. There are several 

formulations of how to defend the right to accessible healthcare and little 

agreement on what this frame would actually contain as a pragmatic solution. 

Proposals and visions range from suggesting limits to the distance between 

residency and emergency healthcare provision, to dismantling the Regions as the 

level of government responsible for healthcare provision. Instead, there are 

proposals to have independent hospitals with a responsibility for their 

surrounding territory, to decentralize primary healthcare to the municipal level, 

and to nationalize the responsibility for the hospitals to create equal conditions 

for healthcare across the country. Despite the variety of visions and desires for 

future healthcare, there is agreement that access to emergency healthcare is and 

should be a universal right, which the people of Sollefteå are defending. 

The second prognostic frame I identify focuses on the need to develop a holistic 

approach to healthcare provision. This is expressed through the proposition to 

organize ‘continuous care chains’ linking the different levels of healthcare that 

exist today. The vision of a holistic healthcare is a response to what I identify as a 

diagnostic frame of, paradoxically, what appears to be an overly decentralized 

healthcare. Nevertheless, rather than decentralization, the diagnostic frame 

describes the problems that arise out of the type of devolution that W. Brown 

(2015) has described as inherent to neoliberal governance. This type of devolution 

incentivizes different healthcare providers to push problems, i.e. patients, to 

other parts of the healthcare system in order to keep to their budget. The visions 

for solving this problem lie in the integration of the providers at different levels 

to operate and attempt to remedy patients’ health issues together more 

seamlessly. Incentivizing such collaboration requires gathering the responsibility 

for patients and budgets in the same unit. Such an integration, the interviewees 
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hope, would incentivize healthcare providers to investigate patients’ conditions 

early on and provide adequate healthcare in time, to decrease patients’ suffering 

and at the same time avoid wasting the public’s resources. 

The prognostic frames I have identified in this section thus move across different 

scales, from the local citizen cooperative and the municipality to the regional and 

national scales, suggesting that collaboration and integration between them 

would be beneficial to both the overall healthcare system as well as the patients 

accessing it. They thus envision a holistic and accessible healthcare system.  
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6.5.  Conclusion  

This chapter follows the development of the contention around the proposed 

healthcare restructuring in Region Västernorrland in 2015. This contention starts 

with the mobilization against the cutbacks at Sollefteå Hospital, with the closure 

of the emergency and delivery wards, and the organization of several 

demonstrations and ‘citizen audits’ of the Region and the regional healthcare 

system. This initial mobilization is largely ignored by the politicians in the 

Region, who continue pursuing the cutbacks at the hospital. This forces the 

activists to seek and develop other strategies for continuing to show their 

discontent, leading to both the occupation of the hospital’s entrance hall and the 

opening of a citizen cooperative primary care center in 2017. Three years on the 

occupation of the hospital entrance continues, while the citizen cooperative filed 

for bankruptcy less than a year into its operations. 

In the chapter, I have outlined how different strategies developed and how they 

were framed in order to mobilize action. Out of this process, I have identified 

several motivational, diagnostic, and prognostic frames (Snow & Benford, 1988; 

Snow et al., 1986), which often related to place and space, so-called place frames 

(Martin, 2003, 2013). I used the concepts of openings (Gibson-Graham, 1996, 

2006) and  practices of resilience, reworking, and resistance (Katz, 2004) to 

analyze the material and the expressions of the various people I interviewed. The 

contention started with a period of resistance, with the population demonstrating 

against the cutbacks. During this period there were competing motivational place 

frames, with varying descriptions of the community affected by the cutbacks. I 

have identified the main motivational place frame, which developed out of this 

process, to define the community affected as those living in the area of Ådalen. 

Within this frame, actions were exhorted to protest the injustice of the cutbacks 

in line with the trajectory of struggle in Ådalen. However, this main motivational 

place frame was contested throughout this period as well as afterwards. 

After the decision to close the delivery ward, the contention entered a new phase. 

Here the strategies changed, and with the massive media attention following the 

announcement of a car delivery course in January 2017, an opening arose to 

occupy Sollefteå Hospital’s entrance. This was preceded by a discussion of the 

possibilities to live in the countryside and the possibilities for social reproduction 

at various scales in rural places. I identify the motivational framing during this 

period as revolving around defending the possibility for social reproduction of 

rural areas. The actions taken, such as the occupation, continued to build on the 

previously established frame of Ådalen and its trajectory of struggle. Despite this 

frame grounded in workers’ struggles around working conditions, the largely 

female workers at the hospital were missing from the descriptions of those who 

were affected by the cutbacks. Rather, the framing around defending social 
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reproduction revolved around conceptions of women’s role within the nuclear 

family. In this way, women – either as workers at the hospital or as individuals 

with a right to (delivery) healthcare – were obscured. The car delivery course and 

the occupation of the hospital entrance were a continuation of the previous 

strategy of resistance, while simultaneously scaling up the contention to a 

national level, where the access to emergency and delivery healthcare was 

discussed in a broader context. The occupation itself also provided a forum for 

discussing these issues, as it attracted many visitors including national-level 

politicians and others with influence on the public opinion.  

Around the same time as the occupation, the idea to open a community-owned 

cooperative primary care center began forming. This appeared as an opening 

when several members of the community started considering taking over and 

self-organizing the operations of the hospital. Eventually, this led to the opening 

of a primary care center as a first step towards taking over the hospital. In order 

to achieve frame resonance around this idea of a primary care center, which is 

different from a hospital, there was a widening of the diagnostic and prognostic 

frames. The diagnostic frame expanded from solely describing the emergency 

healthcare in Sollefteå as being under threat to including the under-provision of 

primary healthcare they had long experienced. The diagnostic frame thus came 

to describe rural areas, and particularly Sollefteå, as underserviced with 

healthcare overall. A primary care center was a viable solution to this problem, at 

least as a first step towards the community-owned hospital. The prognostic frame 

I identified described the opening of a primary care center as a continuation of 

the protests, as it was something the community would do together. In this way, 

the opening of a primary care center became a communal venture whereby the 

citizens owned and had control over their own healthcare provision, in contrast 

to the Region’s bureaucratic overweight in the public healthcare that had lost 

touch with the citizens’ wishes. Through this description of the citizen cooperative 

primary care center, it was framed as dissimilar to both the private for-profit and 

the public healthcare. The cooperative was thus described as operating according 

to a public service motivation that the public healthcare system no longer 

embodied. Opening a citizen cooperative primary care center was a deviation 

from the previous strategies of resistance. While the cooperative built on these 

resistances, the primary care center itself was a way to rework the unevenness of 

the public healthcare system, and particularly the primary healthcare, which is 

the most privatized area. Because of these uneven conditions, the primary care 

center went bankrupt less than a year into its operations, indicating the difficulty 

of sustaining strategies of reworking within revanchist economic systems. 

The fourth part of this chapter moves beyond the prognostic frames that the 

Sollefteå population acted upon, and describes their desires and visions for a 

differently organized healthcare system. Two prognostic frames were identified 
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here, the first concerning the idea of defending accessibility and the second the 

need for holistic healthcare provision. These both responded to diagnostic frames 

that described the healthcare system as overly centralized on the one hand and 

the problems caused by devolution on the other. 

Over the years of ongoing contention, the strategy that has managed to mobilize 

people for the longest time is the occupation. At the time this thesis was 

concluded, the occupation had just celebrated its three-year anniversary on 30 

January 2020 with live music and speeches. Occupying for a hundred more days 

would make the occupation of Sollefteå Hospital the longest in Swedish history, 

surpassing the Dorotea cottage hospital’s three-year, and three-month long 

occupation. Nevertheless, the day of the celebration the regional politicians in the 

governing coalition of the Social Democrat, Conservative, and Liberal parties 

wrote a letter to the editor of the local newspaper, stating that the delivery ward 

would not be reopened (Asplund et al., 2020; Ragnehag, 2020). Despite this 

announcement, however, the occupants are not yet ready to give up, according to 

those interviewed by the local news on the evening of the three-year anniversary 

celebration (Lind, 2020). 
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7. Offerdal and the long struggle for rural 

healthcare 

This chapter follows the long process of starting and maintaining a cooperative 

primary care center in a rural area in Region Jämtland, when the Region wanted 

to close it. This has been a process of navigating a shifting welfare state landscape, 

and particularly the changes in the public healthcare system, over a period of 

three decades beginning in the early 1990s and still ongoing today. I follow how 

the cooperative has handled these changes through the experiences of the actors 

involved and their framings of this process. Like in the previous analysis of 

Sollefteå I distinguish motivational, diagnostic, and prognostic frames, and 

analyze how they frame the situation and their strategies. Each section focuses on 

one particular framing, but as Martin contends, this is partly an artificial division 

of the framings for analytical purposes, which means that some intermingling of 

different frames in each section is unavoidable. 

This chapter outlines the motivational frames I identified as defining and 

describing the community affected by the closure of the primary care center. 

Motivational framings additionally exhort actions that this community can and 

should take to achieve certain goals (Martin, 2003). Throughout the process these 

motivational frames exhort actions that translate into prognostic frames as 

solutions to the identified problems, the diagnostic frames, with the public 

healthcare in the region (Benford & Snow, 2000; Martin, 2003, 2013; Snow & 

Benford, 1988, 1992). These are often acted upon in different ways. To distinguish 

between the different strategies and tactics the activists employ in these specific 

actions, I use Katz’s (2004) concept of practices of resilience, reworking, and 

resisting in response to the healthcare restructuring and its uneven outcomes. By 

using Katz’s terminology I thus try to highlight how different practices 

intermingle and provide the means for continued struggle by the resistance, at 

times paving the way for resilient practices or vice versa. 

Offerdal is mainly a case of reworking the uneven consequences of the public 

healthcare restructuring. however, in order to follow this intermingling of Katz’s 

three practices, I have found the concept of openings (Gibson-Graham, 1996, 

2006) useful in highlighting when an opportunity arises to employ a specific 

strategy and the activists make use of it. The openings offer opportunities to 

achieve certain goals that can make these practices easier, reworking opening up 

opportunities for resistance and creating a wider space in which to accommodate 

practices of resilience. This makes it possible to follow how the practices of 

resistance provide openings in certain times and situations while at other points 

it is the reworking or resilience practices that do this, and how they are thus 
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always interconnected. In this way, I hope to shed light on the relationship 

between practices of resistance against healthcare restructuring and those of self-

organizing healthcare in rural areas. 

This chapter opens with section outlining the start of the cooperative in Offerdal, 

Jämtland, and its later transformation into a citizen cooperative owned by the 

community. The second section follows a second transformation, that of 

competing in a public procurement for occupational healthcare and the 

subsequent opening of an occupational healthcare center as part of the 

cooperative. In the last section, I identify and analyze the emergent prognostic 

framings that suggest solutions to the larger problems of healthcare restructuring 

within the shifting welfare state. 
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7.1. Healthcare workers taking over their workplace 

Anders: The workers decided they wanted to operate it themselves, and at that 

time received a lot of positive energy from both Krokom municipality and the 

Region. […] They operated it like that for many years, with a lot of dialogue and 

auditing from the municipality and the Region to see if it worked. It was unique 

in Sweden, the first of its kind, and then came Akka in Stockholm. It went so well 

and was so positive – I’ve been told – a nice feeling among the entire group of 

personnel as they got to operate something themselves and make their own 

decisions. 

In 1991, the Jämtland County Council (now Region Jämtland-Härjedalen) started 

discussing whether to close the primary care center in the small town of Änge in 

the Offerdal area. This was the start of discussions about the future of the primary 

healthcare in Offerdal between the Region, the municipality of Krokom, and the 

workers at the primary care center. These discussions led to the workers taking 

over the primary care center’s operations. The worker cooperative Hälsorum 

Offerdal opened within a year, on 1 January 1992. Anders, a physiotherapist in 

his 40s working in the occupational healthcare center, recounts how this process 

and the experiences of the workers taking over the healthcare provision 

operations from the Region were described to him. When this took place it was 

unique, and shortly thereafter another worker cooperative primary care center 

opened in Stockholm: Akka. These were the only two cooperative primary care 

centers in the country until Fjällhälsan opened a citizen cooperative in Hede-

Vemdalen in 2006, and more recently, another was opened in Sollefteå in 2017. 

In telling the long story of the Hälsorum Offerdal cooperative primary care center, 

Berit – a veteran founding member and the only one remaining – and her 

memories have an important place. As her voice is often the leading one in the 

story of the early stages of the process that led to the establishment of the worker 

cooperative, Berit can be seen as an informant, providing an account of the 

cooperative’s early days. This section largely builds on Berit’s accounts, together 

with information provided by her and Anders at a meeting in December 2017 at 

which I presented my plan for the research and they told me the history of the 

cooperative. The notes from this meeting provided the basis of a timeline I 

constructed and later sent to Anders and Berit for revision. Berit inevitably 

dominates in the account of the early period of the cooperative, but later other 

interviewees recount anecdotes they have heard from this period. One could say 

that these anecdotes contribute to the collective memory and history writing of 

the cooperative, told by those who work there or are involved in its operations.  

In this section, I will first outline the process of taking over the primary care 

center in the early 1990s. Here, I trace the appearance and seizing of openings 
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and the process of framing the new organization into a worker cooperative. After 

this, I follow the development of the worker cooperative into the 2000s and the 

struggles they encountered over the years within a shifting public healthcare 

landscape of increasing privatization. The late 2000s came with changes to the 

public healthcare system that compelled radical changes to the worker 

cooperative, which caused new openings for it to arise. Finally, I will address the 

role of the community in operating a citizen cooperative primary care center in a 

rural area. 

“Couldn’t we do it in another way?” 

The 1990s saw a period of changes in the public healthcare system. After two 

decades of rapid expansion of the welfare state, whereby the responsibilities of 

the Regions and municipalities grew, there was a reconsideration of the welfare 

state that was criticized for being economically inefficient, autocratic, and overly 

bureaucratic (Hasselbladh et al., 2008; Rothstein & Blomqvist, 2000). This 

combined with the effects of the Swedish economic crisis (Jonung, 2003), which 

were becoming increasingly noticeable, and changing regional policies that no 

longer considered it a prioritized policy area to redistribute between regions to 

maintain equal opportunities across the country (Eriksson, 2010; Westholm, 

2013). In this situation, as Berit, a nurse in her 70s relates, the Region wanted to 

make cutbacks and save money by closing the primary care center in Offerdal: 

Berit: There came a period in the organization in Region Jämtland when they 

wanted to try some other type of organization […] this coincided with 

Ädelavtalet, which would split the district nurses in the social care from the 

primary healthcare. […] We wanted to keep this organization together, because 

we wanted to have a holistic approach around the patient, close collaboration 

with each other, and we wanted to be close to the decision-making. This was 

because we experienced that there were many directives coming from above that 

didn’t really fit in our organization and how we wanted to work. We wanted to 

develop the operations from the needs we saw among the population, and we 

had lots of thoughts and ideas about how we wanted to work. They [the Region] 

were also starting to demand a lot of savings in the operations, and then we felt 

like “But if it’s going to be like this, then we want to be able to decide ourselves 

over how to use the resources we have”. And we were thinking about starting a 

cooperative; the Region was very interested in trying a new organization and 

seeing what it could give. The municipality was also very interested. 

The workers at the primary care center in Offerdal experienced these changes at 

the national and regional levels, and Berit recounts how they did not appreciate 

many of them. Their everyday routines and work practices for providing 

healthcare were disrupted by these interventions and the demands from the 

Region to implement various changes combined with the increasing pressure to 

cut costs. Broader changes to the public healthcare were implemented at the 
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national level, e.g. the Ädelreform that would influence the nurses’ work, by 

transferring some from the Region to instead work for the municipality. 

Hasselbladh et al. (2008) describe how the expansion of the welfare state from 

the 1960s onward had been accompanied by discussions about the resulting shifts 

in the power balance between the politicians, bureaucrats, professions, and 

citizens. These debates originated in the 1970s’ ideals of radical democracy as well 

as criticism of large-scale solutions and the increasing power of bureaucrats and 

professions at the expense of citizens. Common questions revolved around 

bureaucracy, alienation, the rule of experts, the medicine-industrial complex, and 

democracy (Hasselbladh et al., 2008). In the 1980s, these debates came together 

in a formulation referring to the public sector lacking citizen influence as well as 

the need to fight growing bureaucracy (Hasselbladh et al., 2008) (see also 

Rothstein & Blomqvist, 2000). This opened the window to experiments with 

decentralization and citizen participation in many Regions and municipalities. 

The conflicting views on the public healthcare that Berit describes represent a 

micro-expression of the larger debates Hasselbladh et al. (2008) outline. The 

professionals, i.e. the workers at the public primary care center in Offerdal, were 

seeing their work autonomy circumscribed by various levels of politicians and 

bureaucrats, and experienced many of these changes as negative for the primary 

care center. In these disruptions of their everyday work, they apprehended an 

opening that both the Region and the municipality were interested in exploring: 

that the workers start a worker cooperative and take over the primary care center, 

a novel idea in line with the spirit of the times. This opening thus arose at a time 

when it was interesting to both the Region and the municipality as well as the 

workers themselves, and provided a possibility for them to keep the primary care 

center together and regain control over the use of resources, as well as maintain 

their professional autonomy7 and keep the focus on the patients. Berit explains 

the workers’ view below: 

Berit: There were several of us who thought “But couldn’t we do it in another 

way?’”[…] We had this feeling that we wanted something more, and when it [the 

possibility] arose it was clear that “Of course we should do it”. And when you 

then had such a positive response it was so much easier; had half said “No, we 

don’t want to” we would’ve been in a completely different situation, more like 

what do we do now? […] Now everything was made so easy for us. 

The opening lay in the idea that they could do it differently, offering a way to solve 

what I identify as two diagnostic frames that describe the problems entailed by 

closing the primary care center and whom it would affect: the community’s 

                                                             
7 Ahlbäck Öberg et al. (2016) suggest that New Public Management reforms have led to a breach of 
the professional contract between the state and the professions, affecting several professional groups 
and resulting in a loss of their professional autonomy. 
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diminished access to healthcare provision, and unemployment for the workers in 

the midst of the worst economic crisis since the Second World War (Jonung, 

2003). 

The opening thus relied on what I suggest is a motivational frame defining the 

workers as those who were foremost affected by the closure, both by the loss of 

their professional autonomy to the bureaucrats of the Region and, ultimately, by 

the loss of their jobs when the primary care center closed. The motivational and 

prognostic frames are entangled here, and the exhortation to the workers to act 

(motivational frame) focuses on them taking over the primary care center as a 

solution in order to save their jobs (prognostic frame). By taking over the primary 

care center they could also provide healthcare to the community, another 

motivation for why this solution was favorable. Berit remembers that one of the 

doctors suggested that they take over as a worker cooperative, and they all seemed 

to agree with this idea. Berit explains below that the workers taking over the 

primary care center collectively, as a cooperative, was important to both the 

workers themselves and the Region:  

Berit: The cooperative movement was very strong in Jämtland, and it felt 

natural that we would do something together and that we started it from a 

bottom-up perspective, with all of us participating and making decisions. It felt 

very important to us, instead of forming a shareholder company where maybe 

only a few of us would own the company and the rest would be employees; [it] 

doesn’t create the same feeling. […] It was really important to us that everyone 

could join and buy a part of the company; that’s why we set a sum at a very low 

level, so that everyone would have the possibility without it being too 

economically burdensome in a way. If you go into a shareholder company – it  

was a lot of money that needed to be put in […] and that thought didn’t exist for 

us. […] They [the Region] also wanted this cooperative solution […] it was what 

they also saw as a possibility, that a cooperative means that we wouldn’t have a 

profit motive. As a business, yes, but there are no dividends for each and every 

member, and that was what the Region also wanted, that we wouldn’t take out 

profits from it [the company] for our own sake but that it would go back into the 

operations. 

Seeing the opening through a cooperative was in line with the history of 

cooperative companies and services in Jämtland. The strong cooperative 

movement that Berit point to can thus be seen as part of what Massey (2005) 

would call the place trajectory. The region’s strong cooperative spirit aided the 

idea of a cooperative primary care center. This place trajectory of the region thus 

made it possible to imagine welfare services operated as a cooperative. The place 

trajectory of Sweden, as well, with its model of social democratic welfare 

capitalism (Esping-Andersen, 1998) and ‘universal’ welfare provision helped in 

this respect (see Chapter 2 for limitations to the universalism). In the Swedish 
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corporatist model (Korpi, 2006; Rothstein, 1992), it was the cooperative idea and 

trajectory of a region with many cooperatives that made it possible to imagine 

that the workers could operate their own workplace within the public sector as 

well. The regulations around cooperatives do not permit profits in economic 

associations, which was particularly important to the Region at a time when it 

was impossible to imagine a welfare state that would allow profits in the public 

sector.  

Writing about people taking over service provision when threatened by cutbacks, 

E. Sundin and Thörnquist (2006a) find that it is often relatives or villagers who 

are affected by cutbacks that take over operations but not the workers. This has 

been common in childcare, schools, and elderly care (E. Sundin & Thörnquist, 

2006a). The authors contend that there is a tendency to particularly recommend 

that women working in care-related services start cooperatives rather than 

shareholder companies. Additionally, cooperatives are more often promoted as 

suitable when workers take over and start companies in rural and sparsely 

populated areas, compared to other places. Despite the time difference between 

the worker takeover of Hälsorum Offerdal and Sundin and Thörnquist’s writing, 

this indicates why the Region also preferred a cooperative and why it was 

supportive in this transformation; nevertheless, it was the workers and not the 

villagers taking over and maintaining the service provision. 

The opening for a worker cooperative arose out of these conditions and the 

framing of the cooperative as a collective venture in which all workers took part, 

and was enabled by the solidarity between the workers, who thus avoided turning 

a colleague into a manager overnight. These factors led to a smooth process by 

which they took over the primary care center with help from the Region, as Berit 

recounts: 

Berit: The Region was incredibly positive; a process like this, moving from being 

employed by the Region to taking over the operations, would usually take a few 

years before it’s ready, and here… everything was ready in November [1991], 

registering the business and starting in January [1992], so it was an incredibly 

fast process – thanks to everything being seen in such a positive light, and the 

fact that we really helped each other, and together with the Region could work 

this out and get a suggestion that “You’ll get this sum to work with”. Had we not 

had that help it might have dragged out in time, but since they were eager to 

work with us on this and really saw it as something positive it was simply 

fantastic. 

Within a short time, the workers thus stood as the owners and managers of their 

own cooperative primary care center, the first in Sweden. This process appears to 

be an act of resilience (Katz, 2004), in that the workers were trying to find ways 

to get by each day by maintaining their jobs. In doing so they prevented a form of 
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time-space expansion (Katz, 2004) of their lives, which would mean they had to 

find employment elsewhere and commute in order to sustain their livelihoods, as 

well as a time-space expansion of those seeking healthcare at primary care centers 

at further distance. Nevertheless, Katz (2004) indicates that practices of 

resilience can be contradictory, which was also the case here. While taking over 

their workplace was a way to maintain their own jobs and the primary healthcare 

service in a rural area, at the same time it enabled the Region to withdraw its own 

care provision from the Offerdal area. In this sense, while “their acts of resilience 

sustained them, they also supported the general trajectory of the developments 

that necessitated these acts in the first place” (Katz, 2004, p. 246). This does not 

mean, however, that acts of resilience are pointless; Katz also asserts that they 

can be self-reinforcing and can foster something beyond recuperation. The next 

section will explore the period after the workers had taken over the primary care 

center, and how the resilience fostered strategies that extended beyond their 

initial reach. 

Workers operating primary healthcare 

The workers formed the Hälsorum Offerdal cooperative in autumn 1991 and took 

over the operations of the primary care center in January 1992. Berit remembers 

how it felt when they started the primary care center and when they had begun 

operating it themselves: 

Berit: It’s been very developmental for me myself; there are things I’ve gotten to 

take part in and learn along the way, and I’d absolutely do it again. Because I 

think it’s so fantastic, the feeling of taking over and operating something 

yourself… a more horizontal leadership in which we all participate and you have 

fantastic engagement and you trust each other. 

In this horizontal organization where they divided the responsibilities for various 

tasks among themselves, Berit was responsible for the economy. Running your 

own workplace has been a rewarding journey for her, similar to what Hedberg 

and Pettersson (2006) find in their study of persons starting companies within 

the healthcare sector in Regions Stockholm and Uppsala 15 years later. Like them, 

Berit explains how she and her colleagues were full of ideas for how to develop 

both their healthcare services and themselves within their own company. Taking 

over the primary care center was thus not only an opening to save their own jobs, 

but also a way to develop in their work and explore new tasks and responsibilities. 

Berit explains how the first period of operating their own cooperative primary 

care center was a relatively smooth and exciting time. All 13 employees of the 

public primary care center had become members of the worker cooperative. The 

Region and the municipality were positive to it, and the cooperative was able to 

rent the locale and equipment from the Region. The members of the cooperative 
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had many ideas for how to develop the primary healthcare provision as well as 

the way they worked and went about realizing these ideas, as Berit recounts: 

Berit: We started a lot of processes during the first years. We wanted to raise 

the quality, we wanted to work preemptively, and we wanted to find quality 

measures that we could present to our outsourcer, the Region – that this is what 

we’re going to invest in and we’ll show in our [annual] reports what we’ve done 

and what we’ve found. They appreciated this immensely, and we became a role 

model for the rest of the primary healthcare. 

Berit tells how they implemented these ideas and reported the improvements to 

the Region. This made them a role model, in the Region’s eyes, for other primary 

care centers to follow. Hälsorum Offerdal developed the way the primary care 

center provided healthcare services at the same time as they innovated other 

aspects of the healthcare, e.g. serving as pioneers in the area of digital medical 

records. In their study, Hedberg and Pettersson (2006) conclude that the main 

driver for people starting healthcare companies was to help others in some way. 

Additionally, they find that these entrepreneurs were innovative, not only 

through starting companies to realize their ideas but also through the constant 

development of their services, which was also the case with Hälsorum Offerdal. 

The early period was not only one of successes, however, but also saw increased 

pressure and a stricter attitude over time from the Region. While the cooperative 

had a contract with the Region to supply primary healthcare for the next three 

years, the Region broke this contract already in its first year and replaced it with 

annual contracts. This meant that the cooperative was under constant threat of 

being closed if the contract was not renewed. These annual contracts were in place 

until 1995. Berit describes this early period: 

Berit: During this period [the 1990s] the Region wanted to close us down on 

several occasions, but we always managed to save it because we could prove 

what we’d achieved… “Do you really want to close this place, which might be one 

of the better ones you have?” Because we were also compared with another 

primary care center in the region and we could prove that we could produce 

more; we were doing more quality auditing work, and we could show that there 

was also a big difference between how people experienced their work 

environment in the Region vs. in our operations - there were great differences. 

When these threats of closure came, the cooperative managed to use the quality 

measures they were developing to prove to the Region that they could not afford 

to close them down. After an evaluation in 1996 in which they were compared to 

another primary care center operated by the Region, they received a contract for 

the next five years. At the same time, they had contracts with the municipality for 

two district nurses from the start until this ended in 2002. This relative stability 
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in the late 1990s gave them the confidence in 1997 to buy the property where the 

primary care center was housed, along with the equipment they were using, from 

the Region. 

The 1990s was a period of economic crisis and cutbacks in the public sector 

throughout Sweden. The public healthcare sector was a constantly shifting 

landscape, even though the privatization of healthcare was moderate during this 

period compared to the 2000s (Anell, 2011b; Dahlgren, 2018; Molander, 2017). 

This shifting landscape of public healthcare took its expression in new ideas for 

how to organize healthcare provision most efficiently, which were implemented 

at different times. The interest in experimenting with service provision in the 

1980s-1990s that Hasselbladh et al. (2008) describe was, in Jämtland, not only 

concerned with the worker cooperative. Berit especially remembers a time when 

the cooperative primary care center was seriously facing closure as a consequence 

of such ideas about, and experimentation with, more efficient organizations. This 

was in 1998, when the Region planned to replace several primary care centers 

with itinerant primary care centers on buses that would move around the region. 

Berit describes that this would have been the end of Hälsorum Offerdal: 

Berit: They were talking about having buses that would go out to different places 

and where people could seek healthcare. This time we were really under threat 

of closure, because they didn’t feel like we’d be needed at all, because they’d have 

the bus. What we could do was to call the Regional board and the managers to 

a [public] meeting where we presented what our operations were and what we’d 

achieved, and present this comparison that had been done […] this was in front 

of a community house full of people, and it was fantastic to be able to be there 

and to present this. “What do these operations look like, what do you get out of 

it, and what have you gotten out of it during these years”. And then to get a 

decision right there and then that “We won’t close you down; you can continue” 

[…] We presented, and afterwards there wasn’t much discussion, but they 

realized that “We can’t close down one of the best ones we have” because how 

would that look? It was fantastic, because everything was done in one evening 

and we could go home and exhale and feel satisfaction. It was worth a lot, 

actually. 

Berit remembers several of these episodes from the 1990s when they were under 

threat of closure. In these episodes, it can be seen how the practice of resilience 

in taking over and operating the primary care center as a worker cooperative 

could foster and underpin what Katz (2004) calls strategies of resistance. When 

the worker cooperative came under threat from time to time, they mobilized in 

different forms to protect it. These practices of resistance often took their starting 

point in the evaluations and auditing that the Region performed and the quality 

measures the cooperative itself was developing. By using to their own advantage 

their strive for innovating and improving the primary care center and the 
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healthcare provision, one of their main drivers for taking over the operations, 

they could resist the Region’s drive to cut back on the costs. These episodes from 

the 1990s, the beginning of what has later been called “the audit society” in its 

Swedish guise (Lindgren, 2014; Power, 1997), are interesting in their 

contradictory character. The need for auditing grows with increased privatization 

of the public sector (Lindgren, 2014; Molander, 2017; Power, 1997), and this 

auditing is often attributed with effects such as a deprofessionalization of the 

professionals and the risk that the auditing becomes a ritual and loses its intended 

purpose (Bornemark, 2018; Molander, 2017; Power, 1997). With their being in 

command themselves and driving the efforts to conduct quality control measures 

as part of their improvements, this deprofessionalization and ritualization of the 

auditing did not seem to happen to those operating Hälsorum Offerdal. They 

could thus use this to their advantage instead of seeing it become a control 

mechanism of the Region. In this way, as Berit explains, they could use their own 

innovativeness and improvements as a resistance strategy. Nevertheless, their 

results from these audits were used by the Region as an example for other primary 

care centers to follow, and to implement their own auditing and other forms of 

NPM control mechanisms. Whereas it thus served a purpose of resistance for the 

cooperative, for the regional politicians and bureaucrats it was a way to move 

their positions forward in the power struggles with the professions. In this sense, 

what looks like a resistance strategy by the cooperative might actually be more of 

a contradictory act of resilience that did not necessarily have negative effects for 

the cooperative itself, but that could facilitate spreading NPM and auditing as 

control mechanisms to other parts of the Region’s public healthcare system. 

Nevertheless, this strategy saved the worker cooperative from closure several 

times. 

Anders, who joined the worker cooperative in the 2000s, recalls the new and 

different challenges that were appearing on the horizon when he started working 

there: 

Anders: I came in 2004 and at that time they’d had a pretty good run up until 

maybe 2002, with permanent doctors, permanent personnel, the same group. 

Then some people started retiring and it started getting harder to maintain this 

practice of the new [people] coming automatically joining the cooperative; it 

started being that they could choose, so some chose to become employees and not 

be cooperatists. When I joined in 2004, I know it was starting to be more difficult 

with the doctors, this thing with locum doctors started to come in. I was asked if 

I wanted to join the board right away and become a cooperatist in the 

cooperative, but I guess I felt like everyone else, that I first wanted to take a year 

or so to see if it felt okay. So in 2006 I joined the board and became a cooperatist, 

and we had a difficult period there … for a while we probably had 40 doctors in 

the course of a year. 
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By this time, Anders recounts, problems were lining up with the workers and 

members of the cooperative aging and retiring. Whereas in the beginning there 

was an obvious link between working there and being a member, as some started 

retiring the link between work and membership weakened. Many of the newly 

employed workers instead opted to be employees rather than owners. There were 

also increasing external pressures, as the retirements combined with the 

emerging problem in rural areas to recruit medical doctors, where increasing 

numbers of locum doctors8 were filling this gap. Despite these difficulties Anders 

decided to become a member of the cooperative, joining the board after two years 

there. During Anders’ time at the worker cooperative, there have been great 

changes in the public healthcare system. These changes have also influenced the 

cooperative. In the next section we turn to these changes and their consequences 

for the cooperative. 

Community engaging their own healthcare provision 

Alice: They held an assembly in a place called Kaxås some distance from here, 

and the whole community was united on the need for a primary care center. 

Since then it’s just been rolling on and many in the community are engaged. Berit 

is such an enthusiast who really works for the community; it’s good to have 

enthusiasts. 

The late 00s were a turbulent time for the worker cooperative, with both 

challenges and new openings. Alice, an assistant nurse in her 40s, recounts the 

growing involvement of the community in the operations of the cooperative 

primary care center. This was a period of great national changes to the public 

healthcare, which Dahlgren (2018) has described as the second system change in 

the public healthcare system9. The largest change was the national government’s 

passing of the PCCR in 2008 and its subsequent implementation in Region 

Jämtland in 2010. This new law meant that the relationship between the worker 

cooperative and the Region came under renegotiation. The law made 

implementing patient choice systems compulsory for the Regions, and in Region 

Jämtland this posed a number of challenges to the worker cooperative. Entering 

the Region’s patient choice system would mean investments in a new telephone 

                                                             
8 There is no comprehensive history of the development of locum doctors (Swe. stafettläkare) in 
Sweden. The possibility to start a private practice for medical doctors arose in the 1990s for a short 
period when the national government changed the law, which was later revoked after the next election 
and a new government formed (described in the section on Swedish healthcare). In 1998, the number 
of doctors receiving funding from the public healthcare according to these laws amounted to 1,426 
(SOU 1999:149, , p. 87). During the 2000s there has been an increase in the costs for the slightly 
different phenomenon of locum doctors, which in 2014 amounted to 1.2 billion crowns for the Regions 
(Konkurrensverket, 2015, p. 39). The total cost for rented personnel increased from 2.5 billion crowns 
in 2011 to 5.4 billion crowns in 2018 (SKR, 2019a). 
9 The first system change is the introduction of New Public Management regimes within the public 
healthcare system during the 1990s. 
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exchange and a new IT platform with a different medical journal system, which 

in turn meant investing in new servers, computers, telephones, and email 

systems, all of which would amount to considerable costs. Anders describes how 

they experienced this: 

Anders: Then the law on freedom of choice [PCCR] came and we became a 

Region up here, and there was a new contract on its way with big changes… We 

ended up in a situation where we had to think about whether we really wanted 

to continue operating this anymore […] Out of the group in Änge half were 

members and half were employees, and we from the board asked everyone the 

question “How do you see this thing we have ahead of us now? Are you ready to 

step in and join to help operate this or would you rather continue as employees? 

Because it’ll take more muscle to make this work”. But we didn’t get everyone on 

board; everyone wanted to continue working, but not to step in and work as 

businesspeople and operate it. […] Then we started looking at alternatives. We 

turned to the politicians, both the incumbents and the opposition, to hear what 

would happen if we chose to close down: “Will you step in and take over the 

primary care center and operate it?” But we didn’t get any promises or 

assurances about anything from any party, so it felt incredibly unsure. We were 

thinking both about our own jobs, but mostly that we had operated this for 

almost 20 years and really felt a responsibility to the community that this should 

remain, and to have this possibility to operate a primary care center in a 

sparsely populated area. 

Anders recounts how several challenges intersected at this time and caused the 

problems within the worker cooperative. The first challenge, as mentioned above, 

was the few worker-members of the worker cooperative, where the majority were 

now simply employed by the cooperative. This was a major difference from the 

early days when all the workers wanted to be part of the transformation to a 

worker cooperative. This signified, if not a shift, a possible failure in translating 

the early frame resonance to motivate the new workers to also engage in the 

workplace and become members, which Berit discussed during her interview. She 

explained that it has been difficult to maintain the positive energy the workers 

shared in the early days and transform it into engagement by those who came in 

later. This was evident, as Anders explains, when the board could not convince 

everyone to become members of the cooperative. 

As Anders states, the second step after asking the employees was to turn to the 

Region and ask if they were interested in operating the primary care center. The 

Region’s attitude, however, had changed considerably from its initial support in 

the early 1990s to being more aloof. Berit describes this below: 

Berit: It was us two [Hälsorum Offerdal and Akka in Stockholm] for very many 

years. I think this process was interesting to a lot of actors, because we had lots 

of visits and many questions coming in during the very first five years. BUT 
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something happened when the Primary Care Choice Reform in Jämtland came; 

it was like this whole process somehow stopped. Then the interest wasn’t as high 

and it got a bit more complicated. Now we had all the functions, and that’s what 

the Jämtland Primary Care Choice demanded. […] But it became much more 

tangible that it’s not possible to start something without having all the 

competencies; in a way there was a new organization in the Region and there 

was a bit of lull there for a while, and after that the only one that’s started […] is 

a shareholder company. 

Whereas there was intense interest in the transformation from a public to a 

worker cooperative primary care center, when the PCCR was implemented this 

was no longer the case. In other words, the will to experiment had waned, and 

while implementing the reform was compulsory it provided a good opportunity 

to further cut back on the expenditures of the primary healthcare. Trägårdh 

(2012) discusses the increasing emphasis on the role of civil society organizations 

in providing welfare services, which is not a uniquely Swedish trend (see e.g. 

Dowling & Harvie, 2014; Farmer et al., 2017; Milewa, Valentine, & Calnan, 1998; 

Newman & Tonkens, 2011; Stewart, 2016; Van Houdt et al., 2011). Trägårdh 

suggests that this interest in engaging civil society in Sweden primarily represents 

a will to save on the state’s expenditure, rather than providing a diversity of 

welfare services. In Trägårdh’s view, one can rather expect a “harder and charm-

free standardization that leaves very little space for actual diversity” (2012, p. 

298, author's translation) in the provision of welfare services. Trägårdh suggests 

that this leads to a “freedom of choice that in practice means a choice between 

similar alternatives” (2012, p. 305, author's translation) of large-scale and 

efficient units. The experimentalism in the 1990s that Hasselbladh et al. (2008) 

outline and the discursive space for imagining a differently organized healthcare 

have diminished since then. From the initial criticisms of an overly bureaucratic 

public sector with ideas about making it more democratic, these thoughts have 

been reigned in around the idea of private for-profit healthcare as the only 

(efficient) alternative to the public healthcare. In Region Jämtland, the 

implementation of the PCCR thus meant narrowing the horizon of possible 

experimentation with organizational forms that had previously existed. Through 

the long process of marketization and privatization of the public healthcare 

system (Blomqvist, 2020), oscillating between privatization and ceasing 

privatization – which I described in Section 2.2 – the freedom of choice had now 

narrowed to the alternatives of either public or private for-profit healthcare 

provision, both of which are capable of large-scale operations. Whereas one of the 

arguments for the PCCR was that it would make it easier for not-for-profit 

healthcare providers to establish themselves, the result has rather been the 

opposite (Dahlgren, 2018): 

Anders: It was a pretty big obstacle to make the decision to dare to think that 

thought when it felt like there was so much resistance […] and we did everything 
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ourselves; we didn’t have any help from outside but had to solve it on our own. 

[…] Then in 1991-1992 when they made the first change, I experienced that Berit 

described that there was a lot of support but I didn’t feel that. […] I’ve been 

thinking about that a lot: “Why” didn’t we get more support when we were doing 

something very good for the Region by showing that it’s possible to continue 

operating this and maintaining the service in sparsely populated areas? 

As Anders describes, this shift in attitude left him perplexed. Despite their hard 

work stepping in to cover for the Region that itself had, in the words of Green and 

Lawson (2011), ‘ceased to care’, operating the cooperative in line with a public 

service motivation to provide healthcare in a rural area, the Region did not care 

about the cooperative or the provision of healthcare in the area. 

Getting a negative response from both its employees and the Region, the 

cooperative found itself in what Anders describes as a crossroads: 

Anders: We decided that “No, we need to look at this now and either we choose 

to close down or we find another solution”. Then we contacted the Offerdal 

Community in Collaboration and talked with them. The organization is 

composed of… at that time 17 village clubs that have an association where 

they’ve joined and together promote questions of importance to the community. 

So we talked to them, and then we called for an assembly in the Kaxås village 

hall and there were a lot of people who came. It was completely packed. We 

argued for our idea – if you want this to continue operating, then we need to 

find a new solution – and we wanted to see if all the citizens in Änge, in the 

Offerdal area, wanted to join and if we could find a new form, and then we talked 

about transforming it into a citizen cooperative. So after that evening we made 

the decision; we continued working and in August 2010 we transformed 

everything into a citizen cooperative. We started it with a new board […] and 

we’ve been operating it as a citizen cooperative since then. 

At this crossroads, the cooperative used their innovative spirit and decided to find 

a solution to the challenge. The opening arose through engaging the community, 

and they contacted the village associations in Offerdal. Together they called for 

an assembly, where the worker cooperative described the situation of the primary 

care center possibly having to close due to the new Primary Care Choice system. 

At the meeting, it became clear that the community cared about its primary care 

center and was ready to engage in the cooperative to support it. 

In the next section, I will turn to how the community’s involvement in the 

cooperative primary care center developed and was framed. 
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“We wanted to be there for the community” 

Edith: All [villages] have their village association, and that’s what powers the 

village. 

Village associations are common in Sweden, and as pensioner and board member 

Edith says, they often plan, manage, and operate a range of activities, services, 

and infrastructures in rural areas. That village associations and communities take 

over and operate their own primary care center is rarer, however. Whereas 

Hälsorum Offerdal had been the first worker cooperative primary care center, 

Fjällhälsan in Hede, starting a few years earlier, was the first citizen cooperative 

primary care center10. Later, VOON in Sollefteå also opened. In this section, I will 

outline the development of the process that led to the people in Offerdal taking 

over the provision of their healthcare services. This process started at the 

assembly the worker cooperative called for, as Anders described above, where the 

community stated their will to engage in order to save the primary care center. 

The idea of transforming into a citizen cooperative was a response to a number of 

threats and problems the community envisaged if the center were to close: 

Daniella: Of course a small community like this is dependent… you have a large 

school nearby, a secondary school and a grocery store, and of course you want 

to keep the primary care center, because it attracts families with children to 

move here, so that there’s no out-migration, that the school remains. There’s a 

form of ingenuity in a small community like this, to keep the school, grocery 

store, and primary care center close by. 

Daniella, an assistant nurse in her 40s, points to some of the issues that areas like 

Offerdal struggle with, keeping services despite the low population density, which 

in turn is a way to avoid depopulation. Services and the possibilities to live in a 

place go hand-in-hand for many rural communities, an interdependency that 

several of the interviewees mentioned. Frida, in her 50s and active on the board 

of the cooperative as well as in other community organizations, gives an example 

of this: 

Frida: Not to lose the services and the people… to still have life out in the 

countryside… that there’s life and engagement. 

I identify the way the primary care center’s potential closure was described as a 

threat to the whole community as a diagnostic frame describing the problems that 

would derive from it, such as the community depopulating and possibly dying. 

This speaks to a common discourse on rural places as being in a continuous state 

                                                             
10 Fjällhälsan started in 2006, and to my knowledge is the earliest community-owned primary care 
center in the country, having since expanded to several locations across Region Jämtland-Härjedalen. 
For more information see https://www.fjallhalsan.se/arstamma/.  

https://www.fjallhalsan.se/arstamma/
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of decay and dying (Lundgren, 2013). The solution to this lies in the community 

taking action to keep its countryside alive. There is a constant exhortation to act 

and engage in the community that the inhabitants live with, aware that without 

their actions their lively countryside is at risk. Whereas the citizen cooperative in 

Sollefteå formed on the wave of the resistance against the hospital cutbacks, in 

Offerdal the engagement is of a more low-key character that stretches back in 

time. I identify this as a motivational frame revolving around a form of rural do-

it-yourself spirit as the only way to get things done. Edith’s quote below 

exemplifies this rural DIY framing, explaining the role the village associations 

played in the transformation into a citizen cooperative: 

Edith: The foundation, before [the cooperative] started, was that we in Offerdal 

had already started a collaborative association: Offerdalsbygden i Samverkan 

[the Offerdal Villages in Collaboration] […] So the foundation was there. We held 

an assembly and it was brought up what it looked like and that there were risks 

and we decided there that “Okay, we’ll try to start an economic association”. 

In Edith’s view, their previous experiences of self-organizing through the village 

association movement were important for the possibility to imagine that they 

could organize their own healthcare. Village associations (Swe. byalag) organize 

a range of community issues locally and form a common feature of rural Sweden, 

with around 5,000 local groups (Hela Sverige ska leva, 2020). These are part of 

the village association movement (Swe. bygderörelse) that Herlitz (1998) 

describes as a protest movement against the depopulation of the countryside, and 

Forsberg contends that they have contributed to developing “new models for local 

democracy, care, service, entrepreneurship, and enterprise” (A. Forsberg, 2010, 

p. 155). Not everyone shared these experiences, however, and Edith explained 

how there were conflicting views at the assembly regarding how to proceed. One 

attendant suggested that they focus on pressuring the Region to deliver their 

citizen rights to public healthcare provision. This was countered by another 

attendant, however, who saw self-organizing as the preferred option. Edith 

suggests that this second statement directed the efforts towards self-organizing 

again. This points to the paradoxical relationship between rural areas and the 

Swedish welfare state, which Edith discusses further: 

Edith: It was natural that the starting point was that it’s the Region that 

provides healthcare, so it was a perfectly natural reaction. But for someone 

who’s involved in these village associations… If the worker cooperative had 

managed for so many years, maybe we’d be able to manage it together. So the 

foundation was there as we’d started with this collaboration. […] Here in the 

community it’s not foreign… look at every streetlight in these areas, there’s 

engagement behind it because there’s no municipal […] in every village there’s a 

streetlight association […] There’s a foundation; if you don’t do anything 

yourself you don’t get anything either. 
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While Edith describes it as natural to trust the state to solve problems and provide 

for citizen rights, she also suggests that this has not been the case for many rural 

areas. She shows a different side of the Swedish welfare state, with the “People’s 

home” (Swe. Folkhemmet) and its collective individualist foundation in the idea 

that citizens should not be dependent on each other but with the guarantor of 

independence being the welfare state that enables people to lead their lives 

without having to depend on family and friends. While criticism of the supposed 

‘universalism’ of this system is nothing new and plenty of studies have shown that 

this alleged ‘universality’ is increasingly being dismantled (Baeten et al., 2015; 

Blomqvist, 2016; Rothstein & Blomqvist, 2000; Schierup & Ålund, 2011; Taylor-

Gooby et al., 2017; Therborn, 2017), Edith’s point is something else. She suggests 

that this ‘universality’ has often not extended to rural areas, and that rural 

communities have long relied on themselves to maintain many aspects of life and 

social reproduction. This has meant that the self-organization of services has been 

recurrent. Cras (2017) calls this rural relationship to the welfare state, “where 

people find themselves clearly dependent on each other in the local community 

and dependent on handling issues in civil society outside the formal political 

structures” (2017, p. 5, author's translation), a ‘communitarian citizenship’. 

While this is not new, the increasing withdrawal of the welfare state makes rural 

communities engage in more and more activities that were previously provided 

by either public or private entities. This can be seen in the increasing number of 

cooperative gas stations and the extension of broadband connections that Cras 

(2017) outlines, and in the citizens’ operation of healthcare provision that is the 

focus of this study. When Edith describes this long history of organizing that often 

lies behind the citizen cooperative, she shows how much organizing goes into 

what can appear to be spontaneous events of resistance. The opening for the 

citizens to take over the primary care center was preceded by years of community 

organization of the construction of broadband connections and streetlight 

maintenance, which other studies of social movements and political 

mobilizations have pointed out – including the long histories of organizing that 

lie behind such resistances, for example in Latin America (Zibechi, 2012), the civil 

rights movement in the US (Egerton, 1995), the LGBT rights movement 

(Chauncey, 1994), and the Arab Spring (Fuchs, 2012). The opening for 

transforming into a citizen cooperative thus arose at the intersection of the long 

history of self-organizing in Offerdal and the worker cooperative’s public service 

motivation to serve the community. The motivational framing of organizing the 

workers and later the citizen cooperative revolves around ideas of doing it 

yourself and doing it for the community. At the same time, Anders mentions that 

they naturally also had an interest in saving their own jobs (see page 194). 

Nevertheless, Anders says, even in times of marketization and increasing 

privatization of the public healthcare sector, the workers at the cooperative still 

had a strong will to operate the primary care center cooperatively and felt a loyalty 

to the community: 
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Anders: There have been many ups and downs over the years […] but there’s 

never been any discussion about not operating it as a cooperative. We’ve always 

wanted to keep the cooperative, the idea and the values that the cooperation 

stands for with the democratic, the value-based, the participation, and making 

a difference. Above all, this social entrepreneurship and being able to stay. 

There’s never been a discussion about starting a shareholder company; we’ve 

really wanted to be there for the community. 

Clara, in her 50s and working at the occupational healthcare center, expresses a 

similarly strong will from the community, recognizing its need for a primary care 

center: 

Clara: There’s a will among the population in Offerdal to keep their primary 

care center […] the feeling, when you know about this big meeting in Kaxås in 

the community hall, where there was a huge number of people and where they 

talked about “What do we do now to keep our primary care center?”. Then 

everyone wanted to keep it and it was out of that meeting that the citizen 

cooperative grew. 

This motivational frame around being a community that fixes things itself to 

avoid the threat of depopulation and rural death encouraged and enabled the 

practices of resilience, reworking, and resistance that intersect in Hälsorum 

Offerdal.  The cooperative presents an opportunity to maintain rural livelihoods, 

a form of resilience. At the same time, in some ways it reworks the uneven 

distribution of the public healthcare system, having been sustained by short 

episodes of resistance against various threats presented by the Region when it has 

wanted to close the primary care center. The community’s decision to take over 

the primary care center’s might not be resistance in the same way as the 

development of the citizen cooperative in Sollefteå; rather, it is a continuation 

and extension of the reworking of the uneven conditions for primary healthcare 

that the worker cooperative was already engaged in, at a time when the conditions 

for operating primary healthcare were becoming increasingly difficult due to the 

implementation of the PCCR. What emerges is a sort of do-it-yourself rurality 

that populations in rural and sparsely populated areas fall back on when the 

welfare state withdraws. While this has been uncommon when it comes to 

providing healthcare services in Sweden it looks different abroad, where there are 

many examples of rural communities taking over healthcare provision, for 

example in New Zeeland and Australia (J. R. Barnett, 2000b; R. Barnett & 

Barnett, 2003; Alun E. Joseph & Kearns, 1996; Alun E Joseph, Kearns, & Moon, 

2009; Kearns & Joseph, 1997). Similarly, many studies have shown the strong 

will to struggle for the possibility to live in rural areas in Sweden as well (see for 

example Cras, 2017; A. Forsberg, 2010; Herlitz, 1998, 2000; Lorendahl, 2006; 

Lönnbring, 2003; E. Sundin & Thörnquist, 2006b; Sätre Åhlander, 2006).  
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This will to struggle combined with support from the community thus encouraged 

the worker cooperative to reorganize, and in August 2010 it was transformed into 

a citizen cooperative. The new citizen cooperative consisted of a board containing 

seven members of the community and two workers at the cooperative. During the 

first autumn, the new citizen cooperative primary care center grew to around 650 

members. This transformation meant that they had solved one of the problems 

and gathered more strength to deal with the future. The citizen cooperative, now 

a community-owned primary care center in a shifting public healthcare 

landscape, needed to survive under new and different conditions. The new 

challenges this carried, and how the cooperative handled them, will be addressed 

in the next section. 

From worker to citizen cooperative 

The start of the worker cooperative developed out of the situation in which the 

workers at the public primary care center found themselves in the early 1990s, a 

transformative period in the Swedish welfare state. A banking crisis, and the 

economic crisis that followed it, was the worst of the post-war period (Jonung, 

2003), and led to a long period of austerity in the public sector (Scocco et al., 

2018). In addition, this crisis led to a great number of changes in the welfare 

system. For the public healthcare system, this meant that a range of new laws was 

passed through parliament within a few years, leading to an increased 

marketization and to some extent privatization of the public healthcare system. A 

longstanding criticism concerning a lack of democratic influence in the public 

services (Hasselbladh et al., 2008) combined with the austerity measures to 

create a will from the Region’s side to experiment with different forms of service 

provision. This led to the workers taking over the primary care center in Offerdal 

and running it as a worker cooperative. Over the next 15 years they faced several 

challenges, but being attentive to the openings that arose they managed to sustain 

the center. In the late 00s, the worker cooperative faced one of its biggest 

challenges with the implementation of the PCCR in Region Jämtland. This meant 

that the cooperative entered a period of major changes, which led them to 

transform from a worker cooperative into a citizen cooperative. 

What Katz (2004) calls practices of resilience and reworking are enmeshed in the 

story of Hälsorum Offerdal. While Katz suggests that resilience is the process by 

which people find ways to get by day to day, reworking alters the conditions of 

people’s lives to make them more workable. Reworking is enfolded in hegemonic 

practices rather than outright challenging them. At the same time, practices of 

reworking can redirect or reconstitute available resources and retool people as 

social and political actors. As I discussed above, the idea of the workers taking 

over the primary care center to save their own jobs appears as a form of resilience. 

In Katz’s view, acts of resilience can be contradictory and are often used against 
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those employing them. The Hälsorum Offerdal worker cooperative as a resilience 

strategy exemplifies this, as it enabled the Region to withdraw their care without 

much protest. At the same time, the cooperative maintained a vital welfare service 

in a rural area and thus functioned as a pragmatic reworking of uneven 

distribution of healthcare resources, but without calling into question this uneven 

distribution. The question of whether it is a practice of resilience or reworking 

thus appears to be related to scale. Seen from an individual perspective it is a form 

of resilience, while at the scale of the community in the area of Offerdal within 

the larger region and country it is a matter of reworking the uneven conditions of 

the public healthcare system. The cooperative as a reworking strategy becomes 

more pronounced when the community in the 2010s became the owners of their 

own primary care center. This is a reworking by redirecting resources to rural 

areas that are usually undersupplied with healthcare services, a condition that 

has been exacerbated by the implementation of PCCR (Beckman & Anell, 2013; 

Burström et al., 2017; Dahlgren, 2018; Isaksson et al., 2016; Kullberg et al., 2018; 

Molander, 2017; Riksrevisionen, 2014; Vårdanalys, 2013, 2015). 

At the same time, these short episodes or acts of resistance exist, which 

intersperse and sustain the resilience and reworking and help the cooperative 

carry on. The assemblies and meetings in the community hall that took place from 

time to time should be seen as acts of resistance; though not in the way Katz 

(2004) suggests in her study, however, where illicit grazing was a form of 

resistance for the farmers because it was understood as a means of redirecting 

resources and undermining authority. Katz uses de Certeau (1984) to suggest that 

this was merely a ‘tactic’ of resistance that did not necessarily involve developing 

something beyond the subversive practice itself. Strategies of resistance, 

however, “draw on and produce a critical consciousness to confront and redress 

historically and geographically specific conditions of oppression and 

exploitation” (Katz, 2004, p. 251). The instances when the cooperative called for 

assemblies were doing exactly this. While fulfilling the purpose of sustaining and 

developing the strategy of reworking, the assemblies themselves were acts of 

resistance as they were ‘oppositional’ and carried with them “a vision of what else 

could be” (Katz, 2004, p. 253) that inspired further strategies for sustaining and 

developing the worker cooperative and later the citizen cooperative. 

Even though the citizen cooperative came out of such an act of resistance by 

assembling the community to try to find an opening in defiance of the Region’s 

negative response, the citizen cooperative itself must be seen as a mechanism for 

redistributing resources while not challenging the system outright; i.e., a way of 

reworking the situation. As stated earlier, some of the acts of resistance, while 

saving the cooperative, were also used to implement control mechanisms 

associated with NPM within the regional public healthcare system. This suggests 

that it is not only people’s resilience that can be used against them, as Katz (2004) 
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writes, but acts of resistance can also be harnessed in similar ways, which has 

long been debated in social movement research (McCarthy & Wolfson, 1992; 

Pickvance, 2003; Pruijt, 2003; Uitermark, 2004). In this case, though, the 

resistance was not turned back on those who were resisting. Rather, it was 

redirected sideways and used by the Region to facilitate the implementation of 

NPM control mechanisms and auditing, while at the same time rendering 

harmless any potential resistance to these new controls by workers in other parts 

of the public healthcare system. 

In the next section, I will turn to the continued development of the citizen 

cooperative primary care center. In order to maintain the primary care center in 

the changed welfare state landscape of the PCCR, the citizen cooperative 

developed further practices to rework the unevenness of the public healthcare 

system. 
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7.2. The necessity to develop the cooperative 

Edith: If I say it like this: we want to keep the healthcare level we have today […] 

it’s the basic healthcare we want. Because it doesn’t matter what they do with 

the rest; we’re not going to have a hospital here […] but that we have a good base 

in what’s here now […] that’s what we want, this basic part. 

In 2010 the worker cooperative transformed into a citizen cooperative, owned by 

the local community in Offerdal. This was brought about by the implementation 

of the PCCR. The transformation, an effort to handle the changing conditions for 

providing primary healthcare that the reform brought about, was the first step in 

a larger transformation that the cooperative was undergoing at the time, in an 

effort to survive within a shifting welfare state landscape. The focus of this section 

is the next step in this transformation, analyzing the openings that arose for the 

citizen cooperative in this new situation. The diagnostic and prognostic frames 

that developed, and how they framed the opening that led to the start of an 

occupational healthcare center, will be outlined. First, I describe how those 

involved in the citizen cooperative framed the new conditions they were operating 

under, and the main problems impeding the maintenance of the primary care 

center. Here I identify the economic situation for primary healthcare as the main 

diagnostic frame, which included different aspects of economic hardship. Second, 

I outline how the opening for remedying the economic situation developed 

through the idea of starting an occupational healthcare center, and identify how 

this was framed as a solution to the economic situation of the primary care center. 

Another aspect, however, was the framing of the services an occupational 

healthcare could provide to the community and the many small businesses in the 

Offerdal area, a form of public service. Third, I develop how competing in a public 

procurement was fraught with difficulties for the citizen cooperative. The 

experiences of those involved in the cooperative indicate the problems that small-

scale not-for-profit providers of welfare services face when engaging in processes 

of public procurement. Fourth, I explore the issue of those involved feeling a 

constant need to continue developing the cooperative in order to survive in this 

changing welfare state landscape. 

Changing conditions for operating primary healthcare 

As the worker cooperative transformed into a citizen cooperative, it changed from 

having six worker-members to having some 650 community members. Offerdal 

is a small community: in 2018 the town of Änge, where the primary care center is 

located, had 340 inhabitants (SCB, 2019b), and the Offerdal district totals around 

2,000 inhabitants. This means that a large portion of the community became 

owners of the local primary care center, while the workers continued running the 

daily operations in this new organization. In January 2011 the citizen cooperative 

entered the Jämtland Primary Care Choice system and thus began operating 
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according to a new remuneration system. Anders describes how they realized at 

this point that there were more issues to solve if the primary care center was going 

to continue operating: 

Anders: When the Patient Choice Care Reform came in 2009-2010 we realized it 

was going to affect us with the new contract […] there was a huge difference and 

a cutback in money… a considerable cutback… I usually say that one full-time 

job disappeared in connection to that agreement we entered in 2011 compared 

to before […] and we’ve never gotten that [money] back – it’s been gone ever 

since – which means that we actually have a deficit every year. 

As Anders explains, the implementation of the Primary Care Choice system was 

a form of cutback by the Region, which Hälsorum Offerdal felt, having operated 

for such a long time. While the remuneration systems implemented with the 

PCCR vary across regions, the most common implementation is a fixed 

compensation per listed patient at a primary care center, which makes up the 

majority (70-100%) of the remuneration to primary healthcare providers 

(Dahlgren, 2018). This remuneration is adjusted according to risks of illness 

based in socio-economic factors in all Swedish Regions (SKR, 2019c). Despite 

this, several studies have shown that the PCCR has had negative effects on various 

aspects of equity within the public healthcare system (Beckman & Anell, 2013; 

Burström et al., 2017; Dahlgren, 2018; Glenngård et al., 2011; Isaksson et al., 

2016; Kullberg et al., 2018; Molander, 2017; Riksrevisionen, 2014; Vårdanalys, 

2013, 2015),  and an Official Government Report recently concluded an 

investigation into how to achieve equality in healthcare (SOU 2019:42). Alice, an 

assistant nurse in her 40s, describes her experiences of the everyday work: 

Alice: There’s neither plenty of money nor plenty of appointment times in our 

schedules; they fill up quite fast. 

Alice explains that it is difficult to find times for patients to schedule doctors’ 

appointments, which is connected to the strained economic situation for the 

primary care center. It is also difficult to recruit medical doctors to the primary 

healthcare, particularly in rural areas of Sweden that suffer from a lack of medical 

doctors (Vårdanalys, 2018a). This is also the situation for Hälsorum Offerdal, 

where locum doctors fill the recurrent gap in medical doctors. In the interviews I 

identify the difficult economic conditions for operating primary healthcare, and 

particularly for the citizen cooperative primary care center, as a diagnostic frame. 

Diagnostic frames describe problems and assign cause or blame (Martin, 2003; 

Snow & Benford, 1988; Snow et al., 1986). The workers explain that several of the 

problems the citizen cooperative and they themselves experience are related to 

the economic situation. Those involved in the daily operations experience a 

constant lack of funding, which amounts to a portrayal of an underfunded 
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primary healthcare. This situation has a range of consequences: there are queues 

and waiting times for accessing primary healthcare, and there are difficult 

decisions and priorities that potentially concern emergencies and situations of 

life and death, as Anders discusses: 

Anders: We have to prioritize all the time […] the nurses today who work with 

answering the phone and have to prioritize – they have a really difficult job and 

task… to be able to prioritize this in the right way: “Is a doctor needed or not? 

We only have three emergency appointment times today”… and the question “I 

have someone here who’s cut themselves, but here I have a small child with 

difficulty breathing”… It’s really difficult, and then we’re supposed to solve all 

this and we’re not in Stockholm but are out in the Offerdal area and it’s 50 

kilometers to the hospital, and some people might be sitting there 50 kilometers 

from our primary care center calling… “Should they go to the hospital directly? 

Should they stop by here and we’ll try to do what we can? How should we be 

thinking?”… These are difficult decisions that have to be made, but there are too 

few resources in healthcare today… we can’t live up to the task we’re assigned 

with. 

The economic situation of primary healthcare in general not only creates 

problems for the primary care center in Offerdal; it is also a strain on the 

individual workers who are have to make difficult decisions regarding patients’ 

health and needs, decisions that are additionally strained by the economic 

situation. This gives rise to a variety of ethical dilemmas in their everyday work 

life. In rural areas where distance is a factor to take into account, the 

consequences of these decisions in strained conditions can be severe. At the same 

time, if the primary care center were to close it would create different problems, 

as Alice continues to explain: 

Alice: If we weren’t here, it would immediately become more difficult to get an 

appointment with the doctor and there would be longer distances to travel and 

different planning […] you see that yourself […] a few hours pass when you have 

to go 30 kilometers, wait for your appointment, and go back, so you try to 

schedule those things on days off. So you really see how important it is to have 

things in the community. If the primary care center also moved and you needed 

a doctor’s appointment or the like, then it would immediately require a whole 

other level of planning. 

Alice describes how the withdrawal of primary healthcare service from some 

places through its concentration and centralization creates problems for rural 

populations in their daily lives. If the primary care center closed, it would mean 

shifting some of the costs saved by the Region to the individual, who would now 

need to travel farther to access healthcare. Such shifts in costs can be seen as a 

form of time-space expansion (Katz, 2004), by which people need to expand the 

space over which they live out their lives and perform the tasks necessary to 
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maintain their livelihoods – work, school, dentist appointments, children’s 

leisure activities and so forth – as Alice points out.  

The overarching diagnostic frame thus revolves around the economic situation, 

but the interviewees also explain a range of problems that spring from this 

economic hardship. I identify these problems as additional diagnostic frames, one 

of which relates to the temporal aspects of operating a primary care center within 

a state bureaucracy operating shortsightedly. Bengt, a physiotherapist in his 40s 

working in both pillars of the cooperative, exemplifies what this means: 

Bengt: It’s a huge challenge, living on one-year agreements […] with the Region 

and this isn’t something we want […] it makes it difficult to think long-term; it’s 

difficult to make long-term plans when you only get a contract for a year at a 

time. 

Bengt views the short, annually renewed, contracts as challenging for the 

cooperative, as they make it difficult to plan for the cooperative’s future. This 

shortsightedness impedes the planning of preemptive work for the public health 

that the primary healthcare is to work with. This diagnostic frame is twofold: 

while Bengt relates it to the regional level, Anders sees another type of 

shortsightedness at the national level: 

Anders: It’s a constant challenge to keep track of everything that happens in this 

sector… above all, the healthcare… it changes from year to year, you never 

know; it’s incredibly challenging. […] Rules change, contracts change, laws 

change, tasks change. The way it looks at the national level right now, the 

primary healthcare is flooded with an incredible amount of work from the 

specialist care, the inpatient care at the hospitals, which brings the primary 

healthcare overall in the country to its knees. And there are no changes in 

remuneration; we don’t get more money and we’re supposed to perform our old 

tasks but we also get much more to do. It gets more complex; it gets much more 

difficult. 

This shortsightedness concerns the flow of reforms coming from the national 

level to the Regions and ultimately the primary care centers, which makes it 

difficult to navigate this ever-changing welfare state landscape. These changes 

have huge impacts on primary healthcare provision, and require work both to 

keep up with them and to implement them.  

Another diagnostic frame describes the problem of unfair conditions between 

primary care centers. Berit elaborates on this below: 

Berit: We can’t work that way; there’s no possibility. We have to make it work 

or we’ll be gone… So that differs a bit depending on where you are… And we need 
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to have complete control over where the money goes in the different [budget] 

posts, and if we see that we’re starting to exceed that then we have to think “But 

what are we doing now?”… It’s like your own wallet; you can’t be overdrawn 

because then you’re not doing so well, and it’s the same when you work with 

your own company: it just has to break even or otherwise you go bankrupt – 

that’s how it is... 

This frame also relates to the economic conditions; Berit explains how the citizen 

cooperative cannot have a deficit but instead always needs to break even in order 

to survive as a company. They thus keep a close overview of the spending so they 

can remedy possible problems in time. The frame of unfair conditions, however, 

concerns the different conditions for operating the cooperative compared to the 

Region’s primary care centers. The public primary care centers do not have to 

follow the same strict budgeting as the citizen cooperative does, as Anders 

explains below: 

Anders: It’s a bit tricky here because the Region has a deficit. They ran a 250 

million crown deficit or something like that, but if we had a deficit we’d have to 

close, so we’re competing on equal conditions. We don’t have the possibility to 

have such a deficit. We could make it a few years, maybe, with some deficit but 

no longer than that; there’s no capital that can sustain that, so we’d have to look 

into closing the operations in that case. So in the long run I think they really need 

to find new ways to operate healthcare in this country. Otherwise, this will be 

the death of many small primary care centers. 

The Region, which is responsible for the public primary healthcare, shows deficits 

year after year. As Anders states, this is not unique to Region Jämtland but is 

rather common, with most Regions displaying negative results over the past 

decade. Whereas in 2016 the Swedish Association of Local Authorities and 

Regions (SKR) found that over half of the Regions had had a deficit at least three 

out of the past five years, in 2018 the results were slightly more positive, with only 

five out of 21 Regions showing deficits the previous year (SKR, 2016b, 2018a). 

Region Jämtland has had economic difficulties over an extended period, however, 

being the Region with the largest deficit in 2017, accumulating a deficit of over a 

billion crowns over the past seven years (SKR, 2018a). This frame of unfair 

conditions for providing primary healthcare is not related to the strained 

economic situation itself, but rather relates to the possibilities different primary 

care centers have to cope with such conditions. Whereas the citizen cooperative 

has very limited resources to handle the economy in a different way than simply 

not spending more than they receive, the public primary care centers have 

different possibilities. As the Region itself operates them, the public primary care 

centers receive additional funds when necessary to cover their deficits. This is not 

provided to private primary care centers, however, which the cooperative 

experiences as unfair. In this context, it is important to remember that the 
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Regions are ultimately responsible for providing all healthcare within their 

territory, which private healthcare providers are not. However, the experienced 

unfairness relates to the fact that all primary care centers are experiencing a more 

or less permanent difficult economic situation, with this underfunding seemingly 

being a permanent condition while the costs for providing care are rising although 

the remuneration remains the same. Instead of making structural changes by 

developing the remuneration system so that all primary care centers receive a 

reasonable remuneration in relation to their expected costs, the Regions provide 

ad hoc solutions by covering for the public primary care centers.  

Particularly hard-hit by these conditions are the not-for-profit primary care 

centers, such as Hälsorum Offerdal, which can be said to operate according to 

what Molander (2017) calls a public service motivation (see also Perry & Wise, 

1990). Whereas the PCCR’s promise of more not-for-profit healthcare providers 

remains unfulfilled (Dahlgren, 2018), the reform has mostly delivered new 

primary care centers in urban areas (Anell, 2011b; Dahlgren, 2018; Molander, 

2017) and has increased geographical inequalities in the access to primary 

healthcare (Burström et al., 2017; Dahlgren, 2018; Isaksson et al., 2016; 

Molander, 2017). The private for-profit healthcare providers locate themselves in 

urban areas with an affluent population to a larger extent than the public primary 

care centers do, and prioritize patients with lesser care needs over those with 

complex care needs (Dahlgren, 2014, 2018; Halldin, Dahlgren, & Theorell, 2019). 

This has made resource allocation more dependent on the healthcare provider’s 

location and the patient’s choice and demand, and less on the need for care 

(Burström et al., 2017). Additionally, Kullberg et al. (2018) show that the 

marketization of the healthcare system is undermining the resource allocation 

system based on health needs as well as local policy-makers’ efforts to plan for 

healthcare provision in rural and remote areas. Market rules that focus on 

honoring fair competition thus risk putting the Regions in a situation in which 

they cannot compensate rural healthcare providers for their higher costs related 

to low population density and difficulties in recruiting staff (Kullberg et al., 2018). 

Rural not-for-profit private primary healthcare centers, such as Hälsorum 

Offerdal, find themselves squeezed between these market principles and the 

public service motivation that led them to open the center in the first place. As I 

previously discussed in relation to the citizen cooperative in Sollefteå, the private 

for-profit healthcare providers have no reason to establish themselves in places 

like Sollefteå or Offerdal. While the cooperative provides healthcare in an area 

that the Region would otherwise have to service, it operates under market-

oriented conditions of competition that are not set up in its favor. Additionally, it 

does not have the support of the Region, which public primary care centers 

operating under similarly strained economic conditions would have. This is what 

is experienced as unfair. 
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The difficult economic situation in which the citizen cooperative found itself thus 

led the workers to search for new openings to solve this situation. In the next 

section, I will follow how these new openings arose and developed. 

Developing another pillar in the cooperative 

Berit: When these threats of closure have come, we’ve mustered an incredible 

energy […] that’s when you grit your teeth and work a little bit more. 

The economic conditions thus continued to cause problems for the cooperative, 

even after it was transformed into a citizen cooperative. This required, as Berit 

says, a little bit more work to counter the threats to the cooperative. A situation 

that required such work was the one Anders describes: 

Anders: We realized that within a few years we’d probably go bankrupt… 

because this would be impossible to operate with the current remuneration 

system. The economic system the Region provided hasn’t changed to this day. 

As the economic situation required that they take action, they started working to 

find a way to keep the cooperative going, searching for ways to develop it in order 

to remedy the economic conditions. Anders elaborates on this process: 

Anders: We started thinking about “What can we do more to develop the 

primary care center?” […] The municipality was working with […] finding a new 

way to steer occupational healthcare. […] This eventually led to a public 

procurement that focused on finding a new innovative occupational healthcare, 

connected to the new ordinance for occupational healthcare that came in 2008-

2009. When I was following this process, I realized “Wait, wouldn’t we be able 

to turn this into something positive for us? Because we could be this occupational 

healthcare that could become what the municipality is asking for”. 

Following the municipality’s work with the project to improve the occupational 

healthcare, the cooperative started seeing an opening. The project sprang from 

the municipality having high rates of illness among its employees and the new 

Official Government Report outlining the future direction of occupational 

healthcare (SOU 2007:91). The municipality was therefore interested in finding 

innovative ways to provide occupational healthcare to its employees. Following 

the project, the cooperative started seeing possibilities in the public procurement 

of occupational healthcare: maybe this could provide an opening for the citizen 

cooperative to develop this service for the municipality. As they had already 

started thinking about the need to develop another pillar in the cooperative in 

order to sustain the primary care center, the idea of occupational healthcare could 

fit into these ideas: 
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Berit: We were entering the Jämtland Primary Care Choice; we knew what it 

meant, and we decided to continue operating as a citizen cooperative. The next 

step was what more should we do? We need another pillar to stand on so we can 

break even economically... […] and that’s where the idea was born […] [someone 

said] “Shouldn’t you compete in [the public procurement]? Shouldn’t you take 

over?” We thought about what this could look like, what it would mean 

economically, what this quality procurement would look like and how we should 

think about it […] so we were already a bit prepared when the public 

procurement came. 

Out of these ideas, a plan developed to start an occupational healthcare center. 

This could be the second pillar that the citizen cooperative needed, and it started 

appearing to be the opening they had been looking for. Putting in a tender on the 

public procurement was an attempt to solve the primary healthcare center’s 

economic problems. I thus identify the ideas behind the development of the 

occupational healthcare center as a prognostic frame, as it provided an 

opportunity to solve some practical problems through a form of resource 

redistribution. In this sense, the occupational healthcare center was a strategy to 

rework a pragmatic problem at the same scale as where it was felt: the citizen 

cooperative itself. With a profitable occupational healthcare center, they would 

be able to redirect resources from it to the primary care center. The occupational 

healthcare center was a prognostic frame; not only because of its potential to 

redirect resources, but also in the idea that it could create a more stable 

foundation for the citizen cooperative by adding a second pillar. 

Other frames also contributed to motivating the attempt to invest energy and 

resources into competing in the public procurement, as Edith describes: 

Edith: It was a way to broaden… both to provide a good service and mostly to 

make it possible for some people to get another kind of job as a complement… 

and financially. There’s no denying that it’s a contract that provides income and 

where you can calculate directly, and a good calculation can give a little surplus. 

While the main purpose, as Edith relates it, was to improve the citizen 

cooperative’s economic situation, there were additional benefits that success in 

this venture could offer. These benefits related to work, primarily as a way to 

provide the workers at the citizen cooperative with more varied work tasks, but 

also by providing a service to local companies and their workplaces, thereby 

improving the working lives, and health, of the people living in Offerdal. Clara 

elaborates on this potential offered by the occupational healthcare center: 

Clara: If you choose us, you’re also contributing to making it possible to live and 

work in the countryside… if we get that message through and make it more 

accessible, I think people will want to choose us. 
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In Clara’s view, the occupational healthcare center could be beneficial by 

providing a service to those working in the area, which could also motivate the 

interest of the members to operate an occupational healthcare center for reasons 

beyond the merely economic ones. Developing an occupational healthcare center 

as a reworking strategy for sustaining the primary healthcare center would thus 

contribute to something larger. It would also hold the potential to help other local 

companies thrive by ‘enabling living and working in the countryside’, as Clara 

suggests. In this sense, the idea of the occupational healthcare forms part of what 

I identify as a motivational frame that describes the benefits of this beyond the 

mere reworking strategy from which it sprang. This motivational frame describes 

the companies in Offerdal as part of a community that can benefit from this 

reworking, including the workers at these companies who are deserving of 

occupational healthcare services to secure their long and healthy work lives. In 

this way, the occupational healthcare center has a value in itself, and starting it 

could benefit the Offerdal area in two ways: sustaining the primary care center 

through a practice of reworking; and enabling healthy workers and workplaces at 

the local companies. I separate these into a prognostic and a motivational frame 

as they served different goals: solving the economic situation was a specific action 

with a clear intention, i.e. a prognostic frame; while the benefits to the community 

contained vague ideas about potential beneficiaries and the possible benefits of 

this opening, i.e. a motivational frame. 

For the community members on the board of the cooperative, it was important 

that these two pillars not compete but rather support each other. Getting the 

board’s blessing on this condition, Anders explains how they proceeded to explore 

the opening by envisioning what the occupational healthcare center could look 

like: 

Anders: During summer 2011, we started thinking and figuring things out. We 

did an analysis, we made a business plan, we were wondering if we could find 

people to work for us, if there was competence; I composed a team, and in 

September 2011, we decided we would enter into this public procurement when 

it came… It was a massive procurement and a quality procurement with a lot of 

focus on the way of working, performance, which professions you have, and 

competencies. I think I wrote 45 pages – it was half a book – about how we 

wanted to work, which ways of working, and at the same time we actually 

designed our occupational healthcare center: what type of organization, which 

structure, which ways to work we would have. So we wrote a lot in this report 

and entered the public procurement, and we won it after a number of interviews. 

They thus started working, as Anders explains, on developing and describing how 

they would work within the occupational healthcare center. From first spotting 

an opening to when the contract started in January 2012 they had developed a 

fully functional occupational healthcare center, just a year after having entered 
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the Primary Care Choice system. Around this time, Clara got involved in the 

citizen cooperative: 

Clara: I started working in the cooperative in 2012. I was contacted [by 

Hälsorum] […] and they told me […] [they] had plans to participate in the public 

procurement for occupational healthcare in a municipality here in Jämtland. I 

was asked if I wanted to join and help start this, if they ended up winning the 

procurement… I thought it sounded really exciting so I said yes, and then we just 

had to wait and see. Hälsorum won the procurement, so I came here on 1 March 

2012 and there was actually nothing here; there were only a few consultants, 

and it was just a matter of starting to build the business and live up to this 

contract or tender… what we’d promised this municipality we’d do. 

Clara joined when they had just won the public procurement, and her task was to 

build the occupational healthcare center. Through this development, the 

cooperative grew from 12 to 16 employees. Clara describes the experience of 

starting the center as a unique opportunity: 

Clara: It’s a really exciting assignment. It feels super fun to have been a part of 

this – it probably won’t happen again that you can come and just “Here’s the 

contract, this is what we’ve promised, now let’s get it moving”. And no one had 

experience […] we’re a bunch of people who’ve learned along the way […] it’s 

been a real learning process, I can tell you; a huge amount of learning and 

finding ways together to meet the needs. 

Following through on this opening was thus an opportunity to be innovative and 

develop something out of nothing according to the latest scientific information 

and according to their own wishes and ideals, similar to Berit’s description of the 

period when they started in the 1990s and developed improvements, as well as 

Hedberg and Pettersson’s (2006) findings from other small healthcare providers. 

Anders elaborates on the feeling this created: 

Anders: [It’s] fantastic to be able to develop another pillar and to be allowed to 

be so creative and innovative compared to many others […] If you compare us 

to what the people at the national level want the occupational healthcare to look 

like, we shaped it with the starting point in these Official Government Reports 

that came and the preparations they made in 2008-2009. A new book on 

occupational healthcare methodology came out in 2010-2011. When we read this 

book (laughs) it was like “But what’s this? This is exactly how we already are!”... 

So we right away felt that we were right, we were at the forefront. 

The occupational healthcare center’s method of working with providing 

occupational healthcare was thus highly innovative. It followed the latest national 

guidelines, working at the organizational level to prevent illness rather than the 

individual level when someone has already gotten ill or injured. They also include 
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gender equality aspects in their occupational healthcare work, trying to highlight 

the issues of unequal working conditions between male and female dominated 

workplaces. 

Both these openings in the 1990s and 2010s thus provided opportunities to be 

innovative and develop healthcare in accordance with the ideals and ideas of the 

workers, in a bottom-up process rather than the reverse. The outcomes from 

developing these openings appear to have provided good results, with the worker 

cooperative in the 1990s being an inspiration when compared to other primary 

care centers and the occupational healthcare center being in line with the latest 

ideas about what such good healthcare means. Healthcare workers innovating 

their work thus appears to be beneficial to the patients in need of the care work. 

These openings also provided opportunities for a great deal of joy and creativity, 

even though they also carried their own problems. In the next section, I will 

analyze the framing of these problems and how this influenced the occupational 

healthcare as a strategy of reworking. 

The difficulties of operating not-for-profit welfare provision 

While the reworking strategy of developing a second pillar for the cooperative to 

improve the economic situation served its purpose, it came at a price. Anders 

describes the strain that the public procurement process put on a small not-for-

profit company like the citizen cooperative: 

Anders: The law of [public] procurement is not easy, and getting involved in 

these types of procurements is really difficult. It demands competence in law, 

being good at writing, strategy, business plan… You can be a physiotherapist 

but you have to know everything; you have to both be a businessman or 

businesswoman and know strategy and vision, and you have to know to 

calculate, an economist basically, to be able to handle it. So there are very many 

competencies required, and that makes it hard to compete in these procurements 

because it’s so complex. […] There you might expose yourself to unhealthy 

competition as a small company like us; it’s really difficult to be able to compete 

with these large [companies] that work with procurements centrally. It’s a huge 

challenge for us. 

The public procurement process was complex, and required a wide variety of 

skills and competencies that Anders says can be difficult for a small company to 

have. Competing in public procurements as a reworking strategy can thus also be 

dangerous for small not-for-profit companies. Norén (2006), studying why 

relatively few employees start their own businesses producing welfare services in 

the newly privatized welfare markets, finds that there are high entry barriers. 

While entry barriers can vary between markets, the welfare service markets have 

particularly high barriers for small companies to enter, including that the 
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purchaser – e.g. the state, Region, or municipality – is commonly reluctant to 

specify the services they request. Instead, they leave it to the prospective 

providers to describe which groups in need of service they will focus on, what 

personnel they will use, and how they will perform quality controls. This creates 

particular difficulties for small providers, for instance employees taking over or 

starting a company (Norén, 2006). Strengthening Norén’s point is the fact that 

the number of private not-for-profit healthcare providers decreased in the period 

2006-2013, both before and after the implementation of the PCCR. Adding to the 

barriers Norén finds, Dahlgren suggests two reasons why this is: firstly, that 

private, not-for-profit healthcare providers do not have “enough administrative 

and juridical expertise to participate in public procurements on equal terms as 

other actors”; and secondly, that they lack capital, e.g. have difficulty getting loans 

or finding funders (Dahlgren, 2018, pp. 109-110, author's translation). Despite 

these obstacles, Hälsorum Offerdal managed to compete in the procurement for 

occupational healthcare for two reasons: the procurement focused on quality in 

the services provided rather than quantity or pricing; and the cooperative had had 

the possibility to follow the process of developing the public procurement. Even 

with these facilitating aspects, the costs of participating in the public 

procurement can be seen in the great amount of work the citizen cooperative put 

into overcoming them and developing the occupational healthcare center itself: 

Anders: I thought it would be more complex, and still it’s just worked, and at the 

same time it’s been very complex (laughs). But it’s just kept on rolling; there’s 

been so much to do and we’ve just worked, so sometimes when you stop and 

reflect you can be really surprised: “But how did we solve that?” And when you 

look in your time bank and see how much time you’ve worked… I just try to 

forget because it’s so many hours so it’s impossible to take it out in salary and 

you can’t get it back in holidays or the like either – it’s just there. There’s been an 

enormous amount of work these years and it’s not over yet, but I believe this is a 

part of working in this type of company. You have to be ready; there have to be 

a few people who are very engaged. 

This work over the years to keep the citizen cooperative afloat that Anders 

describes remains unpaid, as the cooperative cannot afford the workers taking it 

all out in pay. Rather, he suggests that people working in such not-for-profit 

companies have to count on and accept this, because without this type of unpaid 

engagement the companies would not be sustained. This points to a larger 

problem, noted for example by Green and Lawson (2011), who explore the 

implications of the commodification of care and the multiple ways this leads to 

institutions and individuals who cease to care. The high costs for caring that then 

end up being placed on the individual, often family members, can lead them to 

withdraw care. W. Brown (2015) describes this as a logic of ‘devolving’ 

responsibility to smaller units that might be unable to deal with such 

responsibilities. In the case of Offerdal, the Region’s withdrawal of healthcare 
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provision for rural populations can similarly be seen as a form of privatizing the 

cost of caring. When this cost, e.g. through unpaid work, is devolved to smaller 

units, e.g. the citizen cooperative, individuals end up performing unpaid work to 

continue providing care and sustaining strategies to rework to create more 

favorable conditions in order to continue this ‘privatized’ provision of care. In this 

situation, this responsibility fell on civil society organizations and the individuals 

working there, but it can also be left to individuals and other units to solve the 

provision of care (and healthcare) when the state withdraws. 

For some of those involved in the citizen cooperative, the practice of reworking 

through the occupational healthcare center to sustain the primary healthcare 

center raised moral questions. For Bengt, this concerned the type of 

redistribution of resources this reworking entailed: 

Bengt: I think you should be careful with this type of remedy, which I now say is 

possible, and that’s because: is it fair that private money goes to administer and 

operate public services? Because that’s what we’re actually doing by shoveling 

money into the primary care center, in the privately operated public sector, like 

we’re doing now… I think there are political challenges involved in that. Should 

private money go to that? 

Bengt finds that using the occupational healthcare center’s income (which comes 

from the municipality) to support the primary care center (which the Region 

underfinances) is a form of redistribution between different levels of the state. 

Nonetheless, to the extent that this benefits the inhabitants of the very 

municipality that pays for it, Bengt feels it is ethical. However, he finds that it 

would be more problematic if they were to use money from private companies 

that buy their occupational healthcare services to sustain the primary care center. 

This would rather begin to resemble rural companies having to pay extra taxes in 

order to sustain rural populations and provide for securing the social 

reproduction of rural places. We should not forget, however, that private business 

and the economy harvest plenty of benefits through the state’s and individuals’ 

involvement in securing social reproduction (see for example Cameron & Gibson-

Graham, 2003; Fraser, 2009, 2016; Glucksmann, 1995; Mitchell et al., 2003). 

Starting this second pillar, the occupational healthcare center, in order to rework 

and sustain the primary care center is portrayed in the interviews as both an 

exciting and rewarding experience for those involved. At the same time, it 

involved a great deal of work to both develop and sustain it. In the next section, I 

will address how the interviewees viewed the cooperative’s future as well as the 

problems and possibilities they saw ahead. 
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The future of the citizen cooperative? 

At the time the interviews were conducted, the citizen cooperative had potential 

changes ahead of it. The contract with the municipality for occupational 

healthcare was to be renegotiated, and the cooperative’s economy remained a 

constant issue. Ideas about the future and finding new openings to sustain the 

citizen cooperative and the primary care center were recurring topics. 

Nevertheless, the immediate problem involved renewing the contract for 

occupational healthcare: 

Bengt: Winning the public procurement with the municipality is the biggest and 

most imminent challenge, closely followed by creating more customers for the 

occupational healthcare center. These are the two great challenges we need [to 

solve] in order to be able to operate the primary care center. 

The primary problem that needed solving was the new public procurement. The 

other strategy Bengt describes, however, involved tying more customers to the 

occupational healthcare center. During the start and development of the 

occupational healthcare center the focus had been on delivering on the contract, 

which had swallowed many resources. This was now a problem, as they had not 

had the time to develop other aspects of the occupational healthcare center, such 

as building a larger customer base. The strategy was thus to sell their occupational 

healthcare services to more companies in the area in order to become less 

dependent on a single large customer, the municipality. This was not entirely 

easy, however, as in rural and sparsely populated areas like Jämtland many 

companies are small with few employees. At the same time, the public – the 

municipality or the Region – is often the largest employer; e.g., Krokom 

municipality with 1,400 employees (Krokoms Krokoms kommun, 2019). To 

compensate for the potential loss of such a large customer they would need to 

recruit many small companies, a process that would take a long time. This was 

not the only issue with the recruitment strategy. Clara raises other issues they 

also had to take into account: 

Clara: There are many who are stuck in this traditional occupational 

healthcare. […] We’ve looked at public procurements that have been out, but 

we’ve chosen not to participate. We even had a large customer here talking to us 

[…] who I had a meeting with and who was here to hear what we had to say 

[and said] “Please participate in the procurement!” But it was against 

everything we believe in; it didn’t fit with how we’ve developed our work […] so 

we chose not to do it. Anders and I said “Let’s write them an email to explain: we 

can’t do it because…” We’d be going against what we believe in, what we’re 

trying to be. 

Being such an innovative occupational healthcare center, working in non-

traditional ways, can thus potentially create problems in the customer 
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recruitment process. When customers had requested occupational healthcare in 

a way other than how they work, they had chosen not to participate in 

procurements, as Clara explains. At the time of the interviews they had always 

been able to keep from compromising their principles or their way of working, 

but Clara does not know how long they can afford this luxury. 

Beyond these challenges involved with establishing a more stable customer base 

for the second pillar, there are challenges that are of general importance for the 

survival of the citizen cooperative as a whole. Anders discusses some of the 

potential developments the cooperative will have to make in order to survive into 

the future: 

Anders: I think we need to develop ourselves more or we won’t survive. The 

primary care center won’t survive by itself; if nothing happens with the 

remuneration from the Region it’ll be the ruin of it. […] The only way I can see 

today is to help from the other pillar, the occupational healthcare center; but we 

need to develop it even more, because if we don’t develop it then it’ll slow down. 

Within a five-year period, I think we […] need to develop this and then I think 

we need more pillars to stand on. More services, more customers, and another 

way of thinking, and maybe another geographical location – maybe move into 

Östersund and have a locale there, I can imagine. We need to be more visible and 

act much more than we are today if we’re going to survive. 

Anders thus sees that the citizen cooperative needs to continue developing if it is 

to survive. Simply relying on the remuneration from the Region is not enough, 

and would cause the primary care center to go bankrupt. Rather, they need to 

continue developing new ways to rework the conditions for the primary 

healthcare, not only through the occupational healthcare center but perhaps also 

by other means, for example by developing a third pillar or locating some services 

to the region’s largest town, Östersund. Despite the many openings they have 

identified and made use of by developing them, the citizen cooperative operates 

with a constant feeling of needing to develop ever-new strategies for it to survive, 

and their struggle thus continues. 

Between public and private healthcare markets 

In the 2010s, the citizen cooperative developed from operating a primary care 

center to branching out and starting an occupational healthcare center. This 

development came about due to the changing economic conditions for operating 

primary healthcare after the implementation of the PCCR in Jämtland in 2011. 

Implicitly, this meant a cutback in the funding for the citizen cooperative primary 

care center, which would bankrupt it within a few years. They found an opening 

in the public procurement of occupational healthcare for a municipality, and 

winning this, they opened an occupational healthcare center in 2012. Adding a 
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second pillar through the occupational healthcare center to support the 

cooperative provided the means for more stable economic conditions for the 

citizen cooperative as a whole. 

In the development from operating a primary care center to developing an 

occupational healthcare center, I identified two main framings of the situation 

and its potential remedies. The diagnostic frame revolved around the strained 

economic conditions for operating primary healthcare in Sweden, and 

particularly Hälsorum Offerdal’s economic conditions. In response to this a 

prognostic frame developed, envisioning the opening of an occupational 

healthcare center as a potential solution to these conditions. Additionally, 

motivational frames developed around the possible benefits of an occupational 

healthcare center to the community, providing occupational healthcare to 

workers and workplaces. 

The occupational healthcare center provided the means to rework the increased 

uneven conditions of the public primary healthcare since the implementation of 

the PCCR. Through this reworking, they could redirect money from this new pillar 

to the primary care center. At the same time, this development presented some 

challenges to the low-key outbursts of resistance in order to pressure the Region 

that the cooperative had been pursuing over the previous two decades. As 

occupational healthcare is a privately funded form of healthcare, it demands 

another type of business thinking than a publicly funded but privately provided 

service. Redistributing resources from the occupational healthcare center to the 

primary care center can thus distract from resistance strategies that involve 

pressuring the Region, e.g. to increase its remuneration to the primary care 

center. The occupational healthcare center thus places the citizen cooperative in 

a new situation, in a healthcare market where they need to compete for contracts 

in a market with larger occupational healthcare centers with more resources. This 

runs the risk of wearing them out and eventually exposing them to unhealthy 

competition, while their efforts to resist the restructuring of the public healthcare 

system might fall into the background. 
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7.3. Imagining a different public healthcare 

In this section, I will continue to analyze the prognostic frames (Snow & Benford, 

1988, 1992) I identified in Offerdal. In the preceding chapters, the prognostic 

frames developed as solutions to problems that were acted upon by the workers 

by first taking over the public primary care center and later transforming it into 

a citizen cooperative that opened an occupational healthcare center. Here, 

however, I turn to another type of prognostic frames. These frames either had a 

larger scope that lay outside the interviewees’ possibilities to act upon or were 

expressed as desires for the future. While prognostic frames of this kind were less 

frequent, the value in presenting the thoughts and visions of people who have 

long been involved in struggles around public healthcare restructuring is that 

their ideas provide a foundation for reimagining what kind of public healthcare 

we as a society want and what a public healthcare could and/or should consist of. 

The interviewees’ experiences and thoughts around these questions could thus 

provide entry points into such a discussion, which has been lacking in the past 

three decades of healthcare restructuring. Here I present the interviewees’ (who 

are competent within various areas of healthcare) wishes, ideas, and suggestions 

for improving the public healthcare system. Martin’s (2003) prognostic place 

frames are particularly important here, as many of the visionary ideas of another 

public healthcare system relate to different spatialities. Martin notes that 

reference to place and other spatialities can be subtle. Similarly, in Offerdal the 

interviewees often hinted at the different scales at which to solve various 

problems caused by healthcare restructuring. The prognostic frames often related 

to ideas that the cooperative primary care center could enact given that they were 

provided with more resources, but there were also ideas for providing the 

community with the best possible care in order to increase the general public 

health. 

Shifting the responsibility for healthcare provision? 

Anders: It’s discussed a lot now whether to merge with Västernorrland; 

Sundsvall and Sollefteå. How should you think in the inland? Maybe these are 

the preconditions if you choose to live in the countryside; you also have to be 

prepared for the fact that there’s no equal healthcare, that it might never be 

possible – maybe you have to live with that. But maybe then they instead have 

to look at how they can solve this for those who choose to live in the countryside, 

finding other ways of transportation, finding other ways to deliver healthcare. 

Can they deliver the healthcare in the home instead? In a different way? Should 

the healthcare personnel travel or should it be independent of distance? We work 

a lot with that, turning it around instead, with more mobile units. 

The first frame I identify is a prognostic place frame concerning the different 

scales of healthcare provision. While Anders is unsure whether healthcare 
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provision can ever become equal in a country with such great variations in 

population density combined with long distances, he discusses possible ways of 

solving the current problems involved with providing healthcare in rural and 

sparsely populated areas. One solution that has been discussed a great deal is the 

proposal to form larger R/regions and merge Jämtland (where Offerdal is) with 

Västernorrland, where Sollefteå is. This followed from the Official Government 

Report (SOU 2016:48) proposing this as a solution to some of the difficulties the 

public healthcare system is facing with increasing costs for highly specialized 

healthcare, which I discussed in Section 6.1. Anders also discusses other 

solutions, for example having mobile healthcare units or itinerant healthcare 

personnel rather than patients travelling to access healthcare. The interviewees 

also had ideas about the scale at which to provide certain types of healthcare. In 

Offerdal, compared to Sollefteå, the interviewees were locally grounded and 

articulated less sweeping and well-developed ideas for how this could look. 

Nevertheless, similar discussions developed, as the ideas Berit expresses below 

show: 

Berit: You can think about… how everything looks; should parts of the 

healthcare be operated by the state? They talk about the hospitals – should they 

be state-owned and operated by the state? Do we need to have all these Regions? 

Because that’s also an administrative colossus and they put up boundaries: “This 

is what you’re going to do and we want to have reports about it”. I mean, we 

don’t need this whole Region and all the administrators just for that, as long as 

you get “This is what you have to work with, this is your budget for this year”. 

Then you only have that and you yourself can develop how you want to work 

and so forth from that. Then I think you can actually get a different result. 

Berit sees the Region as an administrative colossus, a bureaucratic organization 

that it might be possible to do without, and imagines the positive results that 

removing this bureaucratic overhead could have. This image of the Region as an 

overly bureaucratic administrative unit is a recurring theme among the 

interviewees in both Offerdal and Sollefteå. In his review of steering within the 

public sector, Molander (2017) asserts that an increased privatization of welfare 

services gives rise to an increased need for auditing at all levels. The public 

healthcare sector has undergone far-reaching marketization and privatization 

reforms in recent decades, which has expanded the need for auditing. The 

experience of the Region as a bureaucratic colossus thus seems to be an effect of 

healthcare coming to be integrated into the ‘audit society’, with its constant need 

to audit private, and public, welfare service (Bornemark, 2018; Lindgren, 2014; 

Power, 1997). Wishing away the Regions does not necessarily mean a wish to 

dismantle the regional political level per se, but could rather be seen as a desire 

for less bureaucracy and increased influence from the professions in both the 

management of and the work with providing healthcare. 
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Anders also discussed the issue of scale, envisioning that either the primary 

healthcare would become the municipalities’ responsibility or the central state 

would take over its operations: 

Anders: I’ve been thinking a lot about whether they should just take away all the 

Regions. Should everything be municipal and the primary healthcare can enter 

the municipality; should everything become state-operated with a state group 

operating everything, with no middle man? That might be a solution. 

Like Berit, Anders imagines that the Regions could be dismantled. However, 

Bengt approaches the issue from another angle, suggesting that one of the 

problems with today’s healthcare is that it has been developed according to the 

ideas, needs, and wishes of those highest in the healthcare hierarchy: the medical 

doctors. This has taken the focus away from the needs and desires of the patients. 

In Bengt’s view, the healthcare should be reorganized so that it takes the patient 

as its starting point: 

Bengt: We should do something completely different from how we do it today. I 

experience that the healthcare we provide today is largely created based on how 

the healthcare thinks it should be created. I think it’s lost the focus on the patient, 

that the individual who comes to us with their illness should also be at the center 

of the treatment and also have great influence over their own treatment. I think 

we have a history within medicine of the healthcare personnel, maybe mostly 

the medical doctors, having a superior role in society; and I don’t think that role 

is beneficial for good healthcare on equal conditions to the whole population, 

which is how I think public healthcare should be. […] Healthcare that’s closer to 

the patient, where the patient’s in the center, the patient’s own responsibility is 

highlighted, and the patient’s choice is promoted in a way that’s fair to the 

patient so they’re more active in their own care, treatment and rehabilitation. 

We have a way to go before we’ve achieved this. 

Bengt highlights the power struggles and shifts between professionals and 

citizens that were discussed frequently in the period of rapid welfare state 

expansion during the 1970s (Hasselbladh et al., 2008). He thus raises this issue 

in contrast to how it is often discussed today, with concerns more often being 

voiced about the medical doctors and other professions losing power to the 

management and the healthcare being too management-driven. Nevertheless, the 

idea of the patient being responsible for and active in their own healthcare is part 

of a broader discourse on active citizenship with different gendered, racialized, 

and classed articulations (Newman & Tonkens, 2011), and the idea of the active 

citizen can be mobilized to discipline rather than liberate and empower 

(Cruikshank, 1999). Newman and Tonkens (2011) assert that responsibilization 

comes in different forms. In healthcare, there is an ongoing responsibilization of 

patients to participate in their own healthcare in multiple ways. These range from 
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economic responsibility through paying for private healthcare insurance 

(Lapidus, 2018; Willis & Lewis, 2020) to consumer responsibility through 

enacting choice (Nordgren, 2003; Willis & Lewis, 2020) or safeguarding 

competition between healthcare providers and purchasers (Kuhlmann, 2011). 

Newman and Tonkens (2011) thus suggest that ‘active citizens’, in the forms in 

which they explore them in relation to broad changes in welfare services, are 

Janus-faced as they can either be empowering or disciplining depending on 

context. In this vein, Molander (2017) finds that the responsibilization of patients 

can be at odds with the responsibility of healthcare professionals when the patient 

becomes a customer. This limits the power of medical doctors in deciding on 

treatments, which can have negative effects such as the increased prescription of 

antibiotics. Bengt’s comment thus points to the complicated relationship the 

cooperative inhabits, between its being responsibilized for providing healthcare 

in a rural area, enabling the public to withdraw – as I discussed in Section 7.1 – 

and holding ideas around responsibilizing the patients, as customers, for their 

own health and healthcare. At the same time the patients as citizens are already 

responsible for their own healthcare by owning it themselves, and they are thus 

highly active and involved in their own healthcare provision at a collective level. 

When thinking around how to organize healthcare, scale is thus an important 

aspect that the interviewees address. There are many ideas about the scale at 

which to place the responsibility for healthcare provision in order to improve it, 

ranging from the individual to the state. In the next section, I will analyze the 

citizen cooperative workers’ desires to work more preemptively with the public 

health in the area. 

Working preemptively with public health 

Harriet: It would be really fun to work more towards getting people healthy. To 

at least keep people from getting sick, so they could feel a bit healthier for a while. 

The desire to work more preemptively is one of the most pronounced prognostic 

frames I identified in Offerdal. As Harriet, a nurse in her 40s states, working 

towards such a goal of contributing to making people healthier is a strong desire 

and would also be a very rewarding way to work, rather than taking care of illness 

when it has already happened. This prognostic frame is twofold. It partly springs 

from the workers themselves. The citizen cooperative has long been motivated by 

a will to care for the community, for which it has struggled both to take over the 

primary care center and to keep it alive. On the other hand, as Bengt explains 

below, the Region also has an interest in the primary care centers working 

preemptively: 
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Bengt: All primary care centers, private as well as public, have a preemptive 

mission from the politicians in the Region to work preemptively, but without any 

means… So if the Region provides more funding to work preemptively, all 

primary care centers will have a chance to do it. 

While the Region has thus stipulated that the primary care centers are to work 

with preemptive measures to improve the public health, they have not attached 

any money to this aim, making it hard to achieve, as Bengt points out. Working 

preemptively is thus both a requirement from above as well as a desire among the 

interviewees. Berit develops how they would want to go about this preemptive 

work: 

Berit: The primary healthcare could develop towards this more preemptive 

work […] because we see that it’s really needed. To look at this notion of lifestyle 

– how do I take care of my body and myself? Concerning exercise, diet, smoking, 

alcohol, it’s so large and extensive, and we should also be able to take care of 

what comes out of it so that it’s not only that you make a health profile and it’s 

handed over to the person; you should be able to offer something. Whether this 

is exercise groups, diet groups, or smoking cessation groups, to some extent I 

hope we get there and can work more preemptively because it’s both fun and 

stimulating. 

Berit suggests that working preemptively is more than just discovering and 

diagnosing illness. In order for it to be valuable, it needs to be followed by 

measures to help people change their habits or learn how to avoid illness. This is 

the difficult aspect, however: developing the structures that can function 

preemptively. Bengt explains that it is ultimately the economic reality that 

impedes their preemptive work: 

Bengt: To work more preemptively, that we’d actively choose to put more of our 

resources into working preemptively and in this way get illness in the 

community down, which in turn can decrease the pressure on us as a primary 

care center. But we have a catch 22 here, because all our resources from the 

Region are used to put out the fires that arise when we have a lot of people 

coming to us with their illnesses. So we’re busy just trying to treat these patients. 

That keeps us constantly busy and we’ll never actually improve the health in the 

community; we’ll only decrease the illness, looking at the community overall. 

[…] As long as we can’t get into working preemptively, we won’t be able to turn 

the boat around and create better health in the community. 

In Bengt’s view, to be able to develop preemptive work there needs to be an 

overcapacity in the healthcare provision. What they struggle with, however, is 

simply treating the patients who are ill, and there are no resources to start 

building up preemptive efforts as there is an under-capacity in the citizen 

cooperative and likely in the primary healthcare overall. 
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The prognostic frame of working preemptively mainly revolves around the scale 

of the community and the citizen cooperative primary care center. For the illness 

they see at the community level, they explore solutions at the same level. This is 

not necessarily a place frame, but rather a pragmatic view on the possibilities to 

rework the situation they suggest is found at the local scale. A possibility would 

be for the occupational healthcare center to redistribute enough resources in 

order for them to develop this type of preemptive healthcare, but they 

nevertheless talk about it as a desire to be able to do so rather than something 

that can be achieved within the foreseeable future. In the next section, I explore 

the prognostic frame that expands beyond healthcare provision to the citizen 

cooperative providing meeting places in rural areas. 

Meeting places in rural spaces 

Alice: A little gathering place; we have some people who come and sit here. They 

say “It’s so nice and quiet to sit here; I’ll have a cup of coffee and sit for a while”. 

That’s good, it’s also a way for many lonely [people] in the community to get out 

and maybe meet someone to talk to for a while. 

Alice suggests that the primary care center and its waiting room serve as a place 

where people can bump into each other. Several interviewees mention the 

primary care center’s function as a meeting place in an area where such places are 

disappearing. When services withdraw from rural and sparsely populated areas, 

the primary care center is often one of the few common spaces still open. It thus 

takes on an important role as a meeting place for the community and its 

population, which I identify as a prognostic frame of the availability of rural 

meeting places. This prognostic frame indirectly relates to the problems of 

withdrawing public healthcare, but even more so the withdrawal of both public 

and private services from rural and sparsely populated areas. This withdrawal 

means that people need to live their lives and secure their livelihoods over 

increasing distances and larger spaces, a form of time-space expansion (Katz, 

2004). It also means, however, that those who cannot expand their lives across 

space risk ending up increasingly distanced and lonely. Greta, in her 50s working 

with administration at the cooperative, discusses the role of the primary care 

center in this situation: 

Greta: It’s cohesion, I think; it’s an important part of society. Especially when 

the cooperative is a primary care center, I think it’s even more important […] It 

becomes a meeting place in a way, because it’s not only the elderly but also 

youths and children and people of all ages who meet here. There are not so many 

meeting places where you bump into each other when you go there, and we also 

have the pharmacy so lots of people come here, so it’s a meeting place too. 

Because those places are disappearing in the countryside; it’s only [the grocery 
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store] ICA and the primary care center. You can think what you want about it, 

but that’s how it is. 

Greta suggests that the primary care center fills a function for both young and 

old, as it is a place where the community meets in a way that otherwise only the 

grocery store provides. As many interviewees see the importance of the primary 

care center as a meeting place, some wish they could develop this aspect more, as 

Alice expands on below: 

Alice: I’d  like us to be able to grow and maybe we can open a public preschool, 

a child healthcare center with a midwife, that we have one day a week so families 

who need a bit of social engagement can come here with their children. We’ve 

also talked about wanting to have a café or a small lunch place in the building. 

Right now we’re too crowded for all that, but […] where the population can 

come, can buy a salad for lunch, sit, and talk a bit. Maybe someone can answer 

some questions about healthcare and people can go and check their blood 

pressure in the self-care room.  

Many different ideas were voiced as to how the citizen cooperative could develop 

the primary care center’s role as a meeting place. As Alice says, this could be 

anything from creating spaces for families with children to meet and share 

experiences to having a café that serves lunch, at the same time as the cooperative 

continue providing opportunities for healthcare and developing public health. 

The cooperative envisions health as something broader than simply being free 

from disease, whereby community and well-being can be important aspects of a 

healthy life. As the center already performs a function as a community meeting 

place, they thus want to continue developing this aspect in the interest of the 

public health. 

A right to health? 

In this section, I have explored the interviewees’ visions and desires for a 

differently organized healthcare system. Being closely involved in the everyday 

workings of the healthcare system, the interviewees are knowledgeable and 

competent about their everyday work and workplaces. They are therefore in a 

capacity to provide useful insights into how they believe healthcare could be 

provided in a better way and what measures could contribute to improving public 

health. 

Listening to their stories, I identify three prognostic frames. Firstly, and similar 

to the interviewees in Sollefteå, they discuss the scale at which to provide 

healthcare. This ranges from giving the responsibility for primary care provision 

to the municipalities, to the prospect of the national government operating the 

hospitals. In these visions of rescaling the healthcare, the Region emerges as an 
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administrative colossus that burdens the public healthcare system with its overly 

bureaucratic weight. 

The second prognostic frame revolves around the idea of working with 

preemptive healthcare. Whereas the interviewees experience the work at the 

primary care center as being concerned with treating illness and they want to have 

time to work with improving the public health among the area’s population. This 

work is impeded, however, by a lack of resources due to the economic strain under 

which the primary healthcare works. This makes the task of achieving a 

preemptive primary healthcare provision difficult for the citizen cooperative. 

Nevertheless, the workers wish for possibilities to address illness at an early stage 

by working preemptively, which would require additional resources. 

Additionally, they want to be able to offer help with activities that can prevent the 

realization of risks, to the people who need this. 

The third prognostic frame slightly departs from the focus in the previous two on 

healthcare provision, and expands the view on public health to the social aspects 

of meeting places for community members. This relates to the disappearance of 

meeting places in rural and sparsely populated areas as both public and private 

services are withdrawn, e.g. schools as well as gas stations. The primary care 

center thus functions as a meeting place for the community where neighbors can 

meet and chat. The workers wish to develop this aspect of the primary care center 

by expanding its activities into other areas, such as providing lunch and 

organizing activities for families with children as well as other activities and 

groups. These wishes are impeded by the center’s small locale, however, as well 

as the lack of resources for developing these meeting places. 

Overall, the visions for Hälsorum Offerdal and the desires of the workers and 

members focus on finding solutions at the local scale. Their visions do not focus 

on pressuring politicians at the municipal, regional, or national scales to find 

solutions to problems. Rather, these visions are more likely to come true through 

the people of the community organizing it themselves. They thus largely rely on 

different forms of self-organizing. In this sense, those involved in Hälsorum 

Offerdal are performing what Cras (2017) calls a ‘communitarian citizenship’, 

relying on each other to solve everyday problems. Of course, this is not always 

easy when it comes to complex systems like healthcare. The question is: how will 

rural populations have access to healthcare if they do not provide for it 

themselves; do they have a right to good health? 

  



 

228 

7.4. Conclusion  

The workers-cum-citizen cooperative Hälsorum Offerdal has a long experience of 

surviving through the changes of the welfare system, and particularly the 

restructuring of the public healthcare system. In the early 1990s, the increased 

marketization of the public healthcare system created an opening for the workers 

to take over their workplace and continue operating primary healthcare in 

Offerdal. In the beginning they were unique, the only worker cooperative primary 

care center in Sweden, but were soon thereafter followed by Akka in Stockholm. 

Throughout the 1990s the cooperative faced several challenges and risked being 

closed down by the Region. Nevertheless, they always responded to these 

challenges by working harder and finding ways to resist and struggle in order to 

continue operating the primary care center. In the mid-2000s the worker 

cooperative found itself in a different situation from that of the early 1990s, with 

most of its workers no longer being members of the cooperative. Together with 

the implementation of the PCCR in Jämtland in 2010, this prompted a 

transformation of the cooperative whereby the community stepped in as owners 

of their own primary care center. This transformation into a citizen cooperative 

gave the primary care center more strength to enable entry into the new Primary 

Care Choice system. 

Soon thereafter, the workers and members of the citizen cooperative realized that 

the Primary Care Choice system meant a cut in the center’s funding and thus that 

they needed to find another solution to the problematic economic situation. Here, 

an opening was seen in the municipality’s development of a new public 

procurement for occupational healthcare. After considering the possibilities this 

could open up for the citizen cooperative, they developed a tender and competed 

in the public procurement. Winning the procurement, the citizen cooperative 

went about developing another pillar of the cooperative, an occupational 

healthcare center. Once again, the citizen cooperative was unique in being the 

only cooperative in Sweden operating both primary and occupational healthcare 

as a not-for-profit business. Developing the occupational healthcare center was 

both a challenge and an opportunity; while it demanded a great deal of work and 

engagement from those involved, it has also helped sustain the primary care 

center and the entire citizen cooperative for a number of years. At the time the 

interviews were conducted, the occupational healthcare center faced challenges 

involving a renewal of the public procurement as well as developing a customer 

base for occupational healthcare. They again won the procurement, and the 

citizen cooperative primary and occupational healthcare centers in Offerdal 

remain. 

In the third section, the interviewees’ visions and desires for a different healthcare 

system come to the fore. Like the interviewees in Sollefteå, they envision a 



 

229 

healthcare operated at different scales than is the case today. Proposals include 

both delegating increased responsibility to the municipalities as well as placing 

some healthcare under the control of the national government. The most 

pronounced desire the interviewees have, however, is to be able to work 

preemptively with the population’s health, to move away from treating only the 

most urgent illnesses to instead work towards improving the public health in the 

local area. To this end, they also envision creating more meeting places for the 

local community, as these are withdrawing from rural places. Developing the 

citizen cooperative primary care center to also include more social spaces where 

patients and the local population can meet each other would be another way to 

improve the public health. 
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8. Concluding discussion 

This thesis follows two cases of contention around public healthcare restructuring 

in northern Sweden. It does so by taking a bottom-up perspective, exploring the 

experiences of cutbacks and the withdrawal of public healthcare among people 

living in rural and sparsely populated areas. Exploring these experiences 

highlights the importance people place on access to healthcare and the symbolic 

roles hospitals and other healthcare facilities play in people’s perceptions of their 

possibilities to live in rural areas. 

In this concluding chapter, I place the findings of my research in a broader 

perspective of welfare state retrenchment and capitalist restructuring, and 

discuss the conditions for attempts to organize welfare services through 

grassroots movements. First, I draw out some of the implications of this study. 

Second, I discuss the slow shifts in the intentions and purposes of welfare services 

that can be seen by studying changes in the welfare state over a longer period, 

which these two cases provide. Then I discuss the different forms contention 

around healthcare restructuring can take and the conditions for self-organized 

healthcare in an increasingly ‘participatory’ welfare state landscape. Fourth, I 

discuss how the possibilities that can appear through sustained struggles around 

healthcare restructuring can close in on those involved in such struggles, making 

it increasingly difficult to continue forms of reworking and self-organizing. Lastly, 

I discuss the visions for future healthcare among the participants in this study. 
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8.1. Social movements and social reproduction 

Before I turn to discussing the societal issues at stake in the transformation of the 

public healthcare I have outlined here, it is worth highlighting some of the 

scientific implications of this thesis. One of this thesis main contributions is its 

spanning of disciplinary boundaries, bridging divides between various fields 

studying people coming together to do things: collective action. I have drawn on 

insights from studies of contentious politics, social movements, and urban 

movements, combining these with civil society studies, cooperative studies, and 

the debates around active citizenship that are ongoing in the wake of the welfare 

state restructuring in Europe. Through this combination, I have taken up calls for 

bridging the compartmentalization between disciplines engaged in studying 

collective action (Edelman, 2001). This was enabled by the long time perspective 

Offerdal provides, which answered calls for decentering movements as a way to 

avoid privileging the ‘outbursts’ or heights of mobilization to instead see their 

fluctuations over time and how different forms of collective actions build on each 

other (Egerton, 1995; Hall, 2005; Katz, 2004; Morris, 1984; Nelson, 2003; 

Panelli, 2007; Zibechi, 2012). Through this long perspective I have been able to 

draw out the different forms that contention and collective action take, using 

Katz’s (2004) concepts of resilience, reworking, and resistance and exploring how 

they interact with each other. This thesis thus contributes to strengthening the 

claims that there are benefits to studying movements and their developments 

over longer periods of time and across various forms of collective actions as well 

as their interconnections, to draw out the contour lines of the societal changes 

these social struggles are concerned with. Such approaches hold the potential to 

find and study movements that operate outside both the media spotlight and the 

urban bias of much scholarship on collective action. 

The second contribution of this thesis relates to the interconnections between 

healthcare restructuring and the welfare state’s will and capacity to provide for 

its citizens’ social reproduction in times of welfare retrenchment and austerity. 

As I have shown, the commodification, marketization, and increased 

privatization of healthcare provision has led to the welfare state ‘ceasing to care’ 

(Green & Lawson, 2011) for certain people in certain places. While healthcare 

restructuring is often portrayed as an “irresistible march forward of medical 

progress” (Stewart, 2016, p. 91), there are reasons to further investigate 

restructuring and the privatization of not only care work, but increasingly of the 

healthcare work that such restructuring often entails. The withdrawal of public 

healthcare pushes the responsibility for healthcare provision not only to 

individuals but also to civil society organizations, which also face limitations on 

their capacity to care. This is a form of responsibilization of the individual to live 

in, or move to, attractive and successful places that are well-provisioned with 

welfare services, or else accept the consequences and costs of not doing so. The 
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‘crisis of care’ in contemporary capitalist society, Fraser (2016) contends, 

decreases the capacity of the state, individuals, and organizations to provide 

healthcare and diminishes the possibilities for sustaining social reproduction (see 

also Crespy, 2016; Green & Lawson, 2011; Katz, 2001b; Lyon & Glucksmann, 

2008; Mitchell et al., 2003). This thesis shows that this crisis is expanding into 

what has previously been a rather privileged arena (the public healthcare system), 

operated by a privileged group (medical doctors). The deposing of doctors and 

other healthcare professionals from decision-making power over how and where 

healthcare should be performed, and instead pushing such decisions to the 

market, creates a new area of capital accumulation within marketized and 

privatized public healthcare systems, further commodifying healthcare. The 

public healthcare systems’ incorporation into circuits of capital accumulation 

should be further studied, as their restructuring risks the loss of their purpose of 

providing healthcare according to need, at the same time as healthcare 

withdrawal affects rural and other already disadvantaged places the most. Fraser 

(2016) suggests that this social aspect of the current crisis within capitalism needs 

to be addressed, as it is equally important as and intersects with the economic, 

ecological, and political articulations of this general crisis of capitalism. In the 

following sections, I will discuss the societal implications of this study. 
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8.2.Slowly shifting the meaning of public services 

This study has provided insights into the ongoing far-reaching changes the public 

healthcare system has been going through since the early 1990s. By studying the 

experiences of and reactions to these changes by those affected, i.e. the citizens 

and workers, this dissertation offers not only insights into the transformation of 

the public healthcare system, but also a deeper understanding of the broader 

changes in the Swedish welfare state. Building on previous research on social 

movements, I have studied different conflicts as a way to understand “the 

production and reproduction of social relations and their material 

manifestations” (Mayer et al., 2016a, p. 25). Following the approach of urban 

social movement studies, I have used the collective actions against the withdrawal 

of public healthcare from rural places “as an entry point into social […] 

phenomena more generally” (Mayer et al., 2016a, p. 25). 

From this vantage point there are some striking changes that can be observed 

across this long period of public healthcare restructuring. One of these changes 

concerns the attitude towards experimentation in healthcare provision and 

private healthcare providers, seen e.g. in the shifting support to the cooperative 

in Offerdal between the early 1990s and the late 2000s. When the workers started 

the cooperative and took over the primary care center from Region Jämtland, 

they received plenty of support in this transformation from the Region and the 

municipality. During this period, experiments with alternative ways of operating 

and providing welfare services were common (Hasselbladh et al., 2008). In 

combination with the mutual solidarity among the workers who wanted to 

operate the primary care center together as a cooperative, this provided the 

opening for the worker cooperative primary care center. From the Region’s point 

of view, the cooperative form was a precondition for receiving this support, as it 

was a way for the Region to safeguard itself against the risk of profit-seeking by 

the workers, at a time when profits in the welfare sector were unthinkable. Fast 

forward to the implementation of the Primary Care Choice Reform in 2010, and 

this goodwill and support from the Region had vanished. As the cooperative 

realized that entering into this new system would come with considerable costs, 

the worker cooperative approached the Region to see if they were interested in 

taking back and operating the primary care center. Not only did the Region show 

no interest in this, they also made clear that the cooperative could expect minimal 

or no support from the Region in entering the new Primary Care Choice system. 

The time for experiments focusing on different types of provision had passed. 

This becomes even clearer when we move to the newly established citizen 

cooperative in Sollefteå seven years later. Even though the time span of the 

Sollefteå cooperative is shorter, this change from experimenting with alternative 

forms of provision to focusing on economic efficiency that Hasselbladh et al. 
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(2008) describe is visible when comparing Sollefteå to Offerdal. The Regions had 

now definitely left the period of experiments, and moved beyond merely 

economic efficiency to seek to provide ideal conditions for competition in a 

welfare market: the market of primary care centers. This posed both 

opportunities and disadvantages. The citizen cooperative primary care center in 

Sollefteå started by using the opening in the Primary Care Choice system that 

obliges the establishment of a patient choice system, including the free 

establishment of private primary care centers, to its advantage. In this sense, the 

opening to start the primary care center was enabled by the privatization of the 

primary healthcare. Nevertheless, when the same system pushed the primary care 

center into economic difficulty, the Region motivated its decision not to support 

the cooperative with their obligation to provide ‘fair competition’ to all private 

primary care centers so that the market can function. Never mind that there are 

no other private primary care centers in Sollefteå and that the Region could barely 

live up to its own obligation to provide primary healthcare, as it had operated a 

public primary care center understaffed with medical doctors for years. 

This elevation of ‘fair competition’ in a perfect quasi-market to an overarching 

goal of public institutions not only disregards the public services that these 

cooperatives provide in their respective areas, but also further skews already 

unfair conditions for rural primary healthcare. These cases provide examples of 

the risks Kullberg et al. see when “market rules honoring principles of fair 

competition […] risk becoming a strait jacket for local health authorities as they 

make it difficult to financially compensate rural health providers for their higher 

costs” (Kullberg et al., 2018, p. 13). The experiences in the two cases studied here 

indicate that not only does this idea of ‘fair competition’ become a ‘strait jacket’; 

it also risks killing the local health authorities’ will to even consider promoting 

experimentation and not-for-profit initiatives. As the focus has shifted from what 

used to be the core task of providing the population with healthcare to providing 

‘fair market conditions’, the Regions can make decisions that are detrimental to 

the first while honoring, and hiding behind, the latter. This further disadvantages 

small not-for-profit healthcare providers operating in areas where competition 

does not function and is not an option, as the not-for-profit primary care centers 

studied here operate in areas that are largely white spots on the maps of private 

for-profit healthcare providers. The mantra of ‘fair competition’ thus impedes the 

Regions’ will and possibilities to provide equity in health, i.e. redistribute 

resources to the places and people with the greatest need. Simultaneously, it hides 

from view the growing differences in illness, access to healthcare, and life 

expectancy among different groups and areas of Sweden that can be seen in the 

official statistics (SCB, 2018). Dahlgren (2018) sees this as the purpose of the 

restructuring of the Swedish public healthcare. Changing the view of citizens, 

patients, and healthcare providers in line with a market orientation of the 

healthcare system transforms the patient into a customer, and normalizes an 
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economic perspective on healthcare whereby private for-profit healthcare 

businesses become the norm and the starting point for any debate around the 

healthcare system. In this brave new world of a private for-profit healthcare 

market, there is no room to develop public and not-for-profit healthcare 

alternatives (Dahlgren, 2018). Lapidus (2018) identifies a similar trend towards 

a divided healthcare system in the increased private financing of private 

healthcare, through private healthcare insurances. While this is part of a global 

trend of neoliberal restructuring, Crespy (2016) writes that EU decision-makers 

have “embraced and accelerated” (p. 233) such restructuring by means of regional 

integration, whereby the marketization of welfare services in European countries 

has served as a means to achieve regional integration through not only law but 

also the market. As this liberalization and marketization have been carried out, 

Crespy (2016) suggests, the resistance against it has waned in correspondence to 

the newly implemented logic becoming increasingly accepted by users, workers, 

and political representatives. 
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8.3. Struggles around public healthcare restructuring 

As this dissertation has shown, however, there is still resistance against the 

consequences of this logic of marketization and privatization through healthcare 

restructuring. I have explored this contention through the openings (Gibson-

Graham, 1996, 2006) that can lead to one or several of Katz (2004) three Rs: 

resilience, reworking, and resistance. Employing these concepts in the study of 

these two cases has made clear how these practices coexist and develop together, 

offering insights into how public healthcare restructuring is not only experienced 

but also adapted to, reworked, and resisted in rural and sparsely populated areas 

in shorter and longer time perspectives. Highlighting the interconnections 

between Katz’s three Rs can add to Stewart’s (2016) categorization of healthcare 

struggles with what could be called a ‘self-organizational’ tactic: when opposition 

to healthcare restructuring is not enough, and people turn to solving their 

healthcare provision outside the traditional system. 

The workers taking over the primary care center in Offerdal when it was 

threatened with closure was a way to save their own jobs and sustain their 

livelihoods; i.e., a practice of resilience. At the same time, it provided an opening 

to rework the withdrawal of public healthcare from the Offerdal area, which can 

be seen as a form of caring for the needs of the community, which cooperatives 

often do (Whyte & Whyte, 1991; Vieta, 2010). Operating their own primary 

healthcare center functioned as an educational experience, in which the workers 

learned how to organize work and share power. Estey (2011) finds that such 

experiences not only empower workers as workers but can also extend to 

empowering them as citizens. In Offerdal, these experiences functioned to 

empower them with tools that they could employ when the primary care center 

came under threat. The practice of operating their own workplace and primary 

care center, simultaneously an act of resilience as well as of reworking, thus 

empowered the workers and later the community to struggle for their right to 

healthcare as citizens. This empowerment has developed into acts of resistance, 

with the workers and the community on various occasions having organized 

meetings and assemblies defying the regional politicians and convinced them to 

keep the primary care center open. These acts can be seen as outbursts of 

resistance interspersing and developing out of the practice of reworking the 

unevenness of the public healthcare system. 

While the practice of reworking has been largely successful in Offerdal, having 

made possible the operations of the primary care center for almost three decades 

and allowed the workers to find ways to continue doing so under changing and 

harshening conditions, the interviewees also describe the difficulties this comes 

with. Particularly during times of transition, they have invested immense work 

into sustaining and transforming the cooperative, adapting it to new and 
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changing conditions. Both the transformation into a citizen cooperative and the 

start of the occupational healthcare center required enormous amounts of work. 

The startup phase of the occupational healthcare center was a particularly intense 

period, and sustaining this reworking strategy continues to require work due to 

the need to compete in new public procurements and to expand the customer 

base. The occupational healthcare center also carries other challenges. While they 

have developed this center as a means to sustain the primary healthcare center, 

they have developed it from their perspective as professionals with professional 

ethics into a state-of-the-art occupational healthcare center following the latest 

guidelines for occupational healthcare. Continuing this reworking strategy while 

not deviating from their ideals of operating the center in this way they have 

elaborated, is challenging as they are competing in a healthcare market. Being 

innovative is not always easy under such conditions, which the cooperative 

workers have felt when they have been asked to provide different occupational 

healthcare than what they believe in and want to provide. This gives rise to 

dilemmas that they need to address. Using the occupational healthcare center to 

sustain the primary healthcare center becomes a precarious practice of reworking 

when it requires that the cooperative compete in a market with other conditions 

than those in the public healthcare quasi-market within which the primary care 

center operates. They are both competing against national occupational 

healthcare chains with greater resources for competing in procurements, and 

struggling against preconceived notions among potential customers regarding 

what occupational healthcare should entail. 

Whereas in Offerdal the healthcare restructuring has largely led to a process of 

developing practices and strategies of reworking that at crucial moments have led 

to acts of resistance, in Sollefteå this process has largely been the reverse. The 

demonstrations and the occupation of the hospital drew on a critical 

consciousness in order to confront historical and geographical conditions of 

exploitation; i.e., resistance. The mobilization has thus been a process of 

recognizing common grievances among the population and finding ways to 

redress these together. This could be seen as a process of coming to a 

consciousness of being a collective (or rural class) not in itself but for itself (Katz, 

2004). This means being a collective not by the fact of being rural and small-town 

dwellers living in Sollefteå, but by the realization that they have common 

experiences of being in social positions that differ from people in other, e.g. 

urban, places. This is to become conscious of commonalities as a political force, 

rather than being recognized according to a particular characteristic. This coming 

to consciousness for itself appears to sustain the occupation and the resistance 

still today, five years into the contention and through three years of occupying the 

hospital. 
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The interviewees in Sollefteå tend to describe both the start of the citizen 

cooperative primary care center and the occupation of the hospital as forms of 

restoring an independent initiative among the population, a way of recuperating 

a collective feeling of self-worth. This is what Katz (2004) describes as the core of 

resilience: recuperating independent initiative. It thus seems as if these two 

strategies of occupying the hospital and opening a primary care center at an 

existential level represent resilience in restoring their worth as citizens, even 

while living in the periphery of a withdrawing welfare state, by reconnecting to 

their position as citizens and as such being endowed with rights. 

This process of coming to consciousness included a learning process about the 

functioning of the public healthcare system and the uneven development it has 

undergone in the past three decades of restructuring, which has produced unfair 

provision and conditions for small towns like Sollefteå and other rural places. 

This critical consciousness led to the recognition of an opening, which they 

developed into a reworking of this unevenness by opening their own primary 

healthcare center. The primary care center represents a way to redirect resources 

to Sollefteå and Ådalen that they have been lacking. In this way, the resistance 

paved the way for a reworking strategy. In Sollefteå, those involved in and 

working at the citizen cooperative primary care center also told of the immense 

effort and huge amount of work that went into opening the primary care center, 

as well as developing the cooperative once it had opened. Despite these efforts, 

the bankruptcy of the cooperative in Sollefteå highlights the limitations of 

practices of reworking. Opening a primary care center in order to solve problems 

of lacking healthcare provision provided a pragmatic, local solution, which 

nevertheless hinged on benevolence and regulation at the regional and national 

scales to function. While similar solutions have functioned in other places, e.g. 

Hälsorum Offerdal, time comes into play here in two ways. Firstly, Hälsorum 

Offerdal opened in a different welfare state landscape; and secondly, they have 

had a longer time to adapt to increasingly difficult conditions for operating 

primary healthcare, e.g. through developing a second pillar through the 

occupational healthcare center. The cooperative in Sollefteå had no time to 

develop such reworking strategies to sustain their reworking strategy. Its 

bankruptcy thus reveals the difficulties involved in sustaining reworking 

strategies under unfavorable conditions. 

I argue that these two cases of contention highlight the benefits of looking beyond 

and behind acts of resistance and instead following contention over time. Such 

longer perspectives can reveal the different types of contention that arise from 

resistance and can engender other forms of protest against welfare retrenchment 

and healthcare restructuring, e.g. through reworking uneven welfare service 

provision by self-organizing such services. The development of reworking 

strategies through self-organized healthcare is in line with a trend of participation 
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and increased responsibility placed on the citizens for performing tasks that the 

welfare state previously took responsibility for. This push towards ‘active 

citizenship’ whereby citizens are no longer passive recipients dependent on the 

welfare state is happening across Europe, playing out through ideas of ‘choice’ in 

the welfare market and ‘responsibility’ and ‘participation’ in service delivery 

(Newman & Tonkens, 2011). The effects of public healthcare restructuring and 

the uneven distribution in the wake of the withdrawal of healthcare affects certain 

places more than others. Mostly rural places are increasingly forced to find 

alternative ways to provide for their welfare services, resulting in the self-

organizing also being unevenly distributed, causing rural citizens to 

overwhelmingly be ‘forced’ to become ‘active citizens’ by organizing their own 

welfare services. While the reforms of the public healthcare system have been 

promoted as a means to increase citizen influence on the provision of services 

(Hasselbladh et al., 2008), later formulated in terms of ‘freedom of choice’ for 

customers and users (H. Thörn & Larsson, 2012) and making it easier for not-for-

profit healthcare providers to participate in service provision (Dahlgren, 2018), 

the outcome seems far removed from these visions. Particularly when it comes to 

self-organized healthcare services, three out of four known cooperative primary 

care centers are located in rural and sparsely populated areas. Civil society 

organizations are operating under conditions increasingly marked by 

marketization, responsibilization, and new forms of governance (H. Thörn & 

Larsson, 2012), which have had a huge impact on the cooperatives studied in this 

thesis. While these citizen cooperatives thus epitomize the ‘active citizen’ through 

their engagement in their own welfare service provision and their ‘active choices’ 

in how they want these services to be performed, they are doing so under 

increasingly precarious conditions. These cases thus highlight the precarity and 

vulnerability of efforts to rework uneven development brought on by capitalist 

restructuring and neoliberal governance through a devolution of responsibilities 

for healthcare provision and social reproduction to smaller and more vulnerable 

units, particularly local not-for-profit organizations. 
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8.4. Closings and rural revanchism? 

This thesis has focused on how people spot and make use of openings (Gibson-

Graham, 1996, 2006) in their struggles around healthcare restructuring. 

However, the long perspective over three decades gives rise to the question: Are 

there also closings? The change in the Regions’ attitudes towards alternative 

provision of healthcare described above indicates this. While at certain moments 

in time, under certain conditions, there are possibilities to imagine and do things 

differently, at other times – as I have shown – these openings close. Such closings 

can be discursive as well as structural, and guide our ideas about what and how 

things can be done and where the possible road to action lies. If openings appear 

when a situation provides favorable conditions for new ideas that can develop in 

certain directions, closings narrow these conditions and opportunities down 

again. Such closings can be seen in the changed attitude towards the cooperative 

in Offerdal outlined above, but this closing is not only regional but follows from 

the narrowing of the horizon of possibilities for experimenting that Hasselbladh 

et al. (2008) suggest existed in the 1980-1990s, to only accommodating space for 

private for-profit alternatives in the 2010s, which both Trägårdh (2012) and 

Dahlgren (2018) also point out. 

Needless to say, such closings have not only discursive effects on our possibilities 

for imagination but also material effects. When conditions change, they make the 

reworking strategies of previous periods more difficult to sustain. This thesis has 

shown how the outcomes of such closing can look, e.g. when the once favorable 

conditions for starting a cooperative primary care center change and over time 

make it increasingly difficult to sustain it. Such closings force people to work 

harder in order to continue reworking the uneven conditions. Closings thus carry 

the risk of transforming practices of reworking into a privatization of the costs for 

sustaining social reproduction. This can be both in monetary terms, such as when 

the members of the Sollefteå cooperative invested in the cooperative, as well as in 

terms of the unpaid labor that goes into sustaining openings for reworking 

uneven healthcare distribution, as seen in both cases. These two studies provide 

insights into how openings and closings appear in struggles around healthcare 

restructuring and the (structural) limitations of strategies of reworking, 

particularly through not-for-profit primary care centers taking over welfare 

service provision, and indicate why so few of them exist and survive. One 

important finding is that the restructuring of the public healthcare system 

constitutes a privatization of the costs for social reproduction in some places and 

for some groups and classes, while simultaneously enabling the extraction of 

profits from the same system in other places and by other classes. This becomes 

particularly sinister under increasingly revanchist conditions, and constitutes 

another expression of how waves of capitalist restructuring have allowed capital 

and production to resign from their obligation to provide for the social 
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reproduction that constitutes our daily lives. Whereas the state previously 

shouldered this responsibility when capital withdrew, now it is rather the 

opposite as the welfare state itself is withdrawing from rural, sparsely populated, 

and other ‘forgotten places’ (Gilmore, 2008). While neoliberalism is a notoriously 

slippery concept, it has been used to denote the capitalist restructuring of our 

cities according to market principles that is having sinister effects. This 

restructuring is often referred to as ‘neoliberal urbanism’ or even ‘revanchism’. 

Katz (2004) defines revanchism as “the vengeful social, cultural, and political-

economic policies and practices of ruling groups and nations” (Katz, 2004, p. 241) 

who were faced with questioning and resistance in the 1960s and 1970s. This 

international ruling class later unleashed “a range of vengeful strategies, such as 

‘welfare reform’ in the global north and structural adjustment in the south, not 

only to reinstate their power […] but to discipline those who fought it” (Katz, 

2004, p. 241). Rural and other disadvantaged places in Sweden are at the 

frontline of such ‘vengeful strategies’ of welfare reform, experiencing withdrawal 

that is so-far still unthinkable in urban or privileged areas. The development of 

the withdrawal of basic welfare services from rural areas might thus be called a 

form of ‘neoliberal ruralism’, deserving of further study. The question is whether 

the deteriorating conditions for efforts to rework these disadvantages through 

cooperatives, as studied here, could be seen as a form of revanchism, punishing 

those trying to make visible another possible form of healthcare and refusing to 

incorporate themselves into market logics for welfare provision. 
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8.5. The future of healthcare? 

Protests and criticism do not preclude the possibility to indicate how things could 

be; rather the opposite. The openings and protests I have traced throughout this 

thesis have the ability to “articulate and promote alternatives” (Watts, 2005, p. 

652 in Blomley, 2007, p. 62). This is visible in the interviews, in discussions of 

the interviewees’ visions and desires for a future healthcare system. These were 

visions upon which the interviewees acted, ranging from developing innovative 

approaches in their work and the delivery of healthcare services after taking over 

the primary care center in Offerdal, to later developing an innovative 

occupational healthcare center; and in Sollefteå, claiming the right to accessible 

healthcare through the demonstrations and the occupation, to starting the 

primary care center. They also held visions and desires that went beyond what 

they themselves could act on. This included visions of creating community spaces 

and developing preemptive healthcare to improve the public health in the 

Offerdal area, as well as ideas about organizing healthcare more holistically with 

the human in focus and at other scales in Sollefteå. In Offerdal, they had concrete 

ideas for how they could develop the cooperative in order to improve the public 

health through cooking courses and workout groups. They also took a holistic 

approach on the local scale, seeing the primary care center as a meeting place for 

the locals and taking in the social aspects of well-being. In Sollefteå their visions 

stretched beyond the immediate community to the regional and national scales, 

while also holding the potential for solving local problems. They envisioned 

placing the responsibility for healthcare provision at other scales, ranging from 

the local to the national. Could the state take over the responsibility for hospitals 

while the municipality took on the primary healthcare? Sometimes, they 

envisioned the responsibility moving both up and down the scales at the same 

time. They envisioned a more holistic approach, both to the healthcare itself and 

to the human in need of it. Whereas I explored above how the horizon of 

possibilities for imagining and doing healthcare differently narrowed over the 

course of the three decades this thesis investigates, these visions and desires still 

point to the capacity of criticism, in this case through protests, to imagine and 

articulate alternative visions and ideas for organizing society and the utopian 

prospects embedded in resistance. 
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Appendices 

Appendix 1: Description of interviewees 

 

Offerdal 

Alice: Around 40 years old, works as an assistant nurse and medical secretary at 

the cooperative. Previously worked at hospitals and other primary care centers. 

From the area around Offerdal. 

Daniella: Around 40 years old, works as an assistant nurse at the cooperative. 

From the area around Offerdal. 

Edith: Retired, now board member of the citizen cooperative and also engaged in 

other organizations. Lived many years in another part of Sweden before moving 

‘home’. 

Clara: Around 50 years old, works in the occupational healthcare center of the 

cooperative, previously worked in both the public and private sectors. Moved to 

Jämtland from another part of Sweden. 

Anders: Around 40 years old, works as a physiotherapist, has worked the past 

decade in the leadership of the cooperative. Moved to Jämtland from another part 

of Sweden. 

Berit: Around 70 years old, nurse, founding member and part of the leadership of 

the cooperative. 

Frida: Around 50 years old, board member of the citizen cooperative and active 

in other organizations. From the area around Offerdal. 

Greta: Around 50 years old, works with administration and economy at the 

cooperative. Previously worked in the private sector. 

Harriet: Around 40 years old, works as a nurse at the cooperative. Previously 

worked in the public sector. 

Iris: Around 40 years old, works as a nurse at the cooperative, also part of its 

leadership. Previously worked in the public sector. Moved to Jämtland from 

another part of Sweden. 



 

2 

Bengt: Around 40 years old, works as a physiotherapist at the cooperative. 

Previously worked in both public and private sectors. 

 

Sollefteå 

Carl: Around 50 years old, works as a teacher. Moved to Västernorrland from 

another part of Sweden. Active in Ådalen Reser Sig and VOON, the citizen 

cooperative. 

Josefin: Around 40 years old, works as a teacher. One of the initiators of the 

occupation. 

Kristin: Around 30 years old, works as a medical doctor at the cooperative. Moved 

to Västernorrland from another part of Sweden. 

Daniel: Around 30 years old, works in the public sector. From Västernorrland. 

One of the initiators of the occupation. 

Linda: Around 40 years old, has worked in public and private sectors. One of the 

initiators of the occupation. 

Marika: Around 60 years old, works in the leadership of the cooperative. Has 

worked in various public sector jobs. Has been engaged in Sollefteå Framtidens 

Akutsjukhus. 

Fred: Around 70 years old, retired from former public employment. Has been 

engaged in Sollefteå Framtidens Akutsjukhus and in the board of VOON, the 

cooperative. 

Elias: Around 50 years old, works as a medical doctor at the cooperative, 

previously worked in the public sector.  

Nora: Around 60 years old, works in education. Has been engaged in the 

occupation. 
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