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For many decades the Nordic countries 
have been seen as exemplary models 
for international welfare policies, and 
Scandinavian scholars as pioneers 
in public health research worldwide. 
However, the picture of a unifi ed 
Nordic welfare policy has recently been 
questioned by Signild Vallgårda who has 
pointed out the differences between the 
countries in an article based on policy 
documents from Sweden, Norway and 
Denmark. Her analysis show that Danish 
public health programs often have a 
more liberal view on health, where the 
individual is responsible for his/her own 
health. The Norwegian programs have a 
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slightly different social liberal perspective 
and emphasize the need for the 
individual to strengthen his/her position 
in health issues. The Swedish programs, 
on the other hand, focuses on inequality 
issues and its importance for the public 
health. The state and politicians are given 
an important role, which according to 
Vallgårda resembles a social democratic 
welfare ideal (Vallgårda, 2007).

The question is if these political 
and cultural differences between the 
Nordic countries also are present in 
research material such as international 
peer reviewed journals. Traditionally 
researchers are supposed to present 
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their results in an objective, neutral and 
disinterested way, and to be autonomous 
to their own culture, social interests 
and political circumstances. This article 
illustrates that the differences between 
the countries are visible already in general 
health promotion articles. With a focus 
on the more controversial alcohol issues 
in health promotion, the differences 
become obvious. The fi ndings show that 
researchers in such an applicable activity 
as health promotion research refl ect 
its cultural context. Alcohol promotion 
research has an important impact on 
alcohol policies in general, and the 
differences between the Nordic countries 
shown in this article can also be seen on 
an international scale, which ought to 
inspire further policy discussions in the 
health promotion research area.

Recently it has been discussed if 
a change of the original aims of the 
Ottawa Charter has taken place. Ottawa 
Charter was the fi rst to outline the health 
promotion agenda in 1986. Christine 
Porter has pointed out the discursive 
differences between the Ottawa Charter, 
compared to the Bangkok Charter from 
2005. According to Porter the ideals in 
Ottawa Charter focused on social justice, 
while the Bangkok Charter only aimed 
to improve health opportunities. The 
view that educated people should be 
able to strengthen public participation 
in the direction of health matters, has 
also changed to a demand for proven 
policy, which leads to a focus on strong 
intergovernmental agreements and 
government incentives and regulations. 
Therefore, the general perspective on 
health promotion can be summarized as 
a change from bottom-up to top-down 
(Porter, 2006).

This article discusses these discursive 
changes with examples from the Nordic 
research of alcohol health promotion, 

but starts by giving a brief historical 
background to the differences and 
eventual changes in health promotion 
research. Based on the fi ndings in the 
study of articles with the term “health 
promotion” as a keyword in the four most 
common databases for research articles, 
it seems like the bottom-up approach is 
more common in Denmark and Norway, 
and the top-down approach more 
common in Sweden and Finland. These 
trends are present already from 1986 up 
to now in the different countries, i.e. it 
is not possible to see a general change 
depending on the Bangkok Charter from 
2005. However, the differences between 
the Nordic countries became more visible 
when only alcohol health promotion 
articles were examined. While Denmark 
often has the same bottom-up approach 
to alcohol issues, all alcohol health 
promotion articles in Sweden show a 
top-down perspective. The reason for 
these quite strong differences in research 
directions between the Nordic countries 
must probably be sought outside the 
academic sphere. However, this article not 
only discusses alcohol health promotion 
research in the Nordic countries but also 
tries to picture two discourses working 
side by side in international health 
promotion research from its start in the 
middle of the seventies. 
 
Background: Ottawa and Bangkok 
Charter, Modernity, and the Nordic 
countries

According to Christine Porter there has 
been a change in the agenda of health 
promotion since the Bangkok Charter in 
2005. One difference is a change of focus 
from new social movements and eco-
social justice, to new capitalism of law and 
economics (Porter, 2006).  However, Marc 
Lalonde´s famous report from 1974 shows 
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that there seems to be two discourses at 
hand already from the start. According 
to the report, which was the inspiration 
for the later health promotion direction 
in public health, there were economical 
motives for the health policy change. At 
the time Lalonde was minister of health 
and welfare in Canada representing 
Trudeau´s liberal government, and in 
the report he pointed out problems with 
the costs for ill-health, which acquired a 
major part of the budget of the Canadian 
public sector:    
     

…there is a paradox of everyone 
agreeing to the importance of research 
and prevention yet continuing to 
increase disproportionately the 
amount of money spent on treating 
existing illness. Public demand for 
treatment services assures these 
services of fi nancial resources. 
No such public demand exists for 
research and preventive measures. As 
a consequence, resources allocated for 
research, teaching and prevention are 
generally insuffi cient (Lalonde, 1974, 
p. 30).

Therefore, an economical motive for 
health promotion seems to be one of 
the starting points for politicians, as 
a way to lower the costs for the public 
sector. The same approach is at hand 
also in the speech given by Jake Epp 
at the Ottawa conference in 1986. Epp 
was a later successor of Lalonde as 
minister of health and welfare in Canada, 
representing Mulroney´s Conservative 
Party. He addressed the importance of 
the participation of ordinary citizens in 
the promotive process:    

A new approach to public participation 
must be built on a strong history of 
voluntarism in this country…There 

is a growing pattern of self-help 
amongst those with chronic diseases 
and movement towards independent 
living among the disabled. The spirit of 
community participation is strong in 
Canada (Epp, 1986, p. 415).

The idea of participating in health 
promotion is the corner stone for 
empowerment: citizens can help 
themselves and each other to remain 
healthy, which is the base for a 
democratic bottom-up approach. There 
is however another side to the coin. At 
the time, researchers in economics were 
often interested in fi nding new ways to 
minimize the costs for the public sector. 
Osborne and Gaebler were two neo-
Keynesian economists who saw public 
participation in the public sector as one 
way to go, and tried to change the activities 
of the state organisations from the role of 
the expensive producer to a controller 
of services instead. They invented the 
slogan ”steering, not rowing”, which was 
built on the idea of public participation 
in activities which the state and the 
county councils earlier had the total 
responsibility for (Osborne and Gaebler, 
1992). With this background the idea of 
participation in health promotion lost 
at least some of its radical character, and 
became more of a general liberal program 
for governing the public sector.

Therefore, it should not be forgotten 
that Ottawa charter also has a radical 
discourse built on the modern ideals of 
freedom, of social equality and justice. 
At the Ottawa conference in 1986, Ilona 
Kickbush emphasised the necessity of 
equity in health matters to reach the goal 
of health for all:

Equity to secure for people equitable 
access to the prerequisites for health: 
adequate income, decent housing, 

Stefan Thorpenberg



Science Studies 1/2010

82

suffi cient food and a safe environment 
which also means freedom from threat 
of war. It should also give priority 
to people who do not have the bare 
essentials for maintaining health, 
with affi rmative action to ensure 
that discrimination because of sex, 
ethnicity, age, geographic location, low 
income or unemployment does not 
occur (Kickbush, 1986: 438).

Since 1986 equity has been another 
cornerstone in health promotion, 
which for a good reason is said to give 
the research area a radical character. 
However, it should, not be forgotten that 
the same approach can also be found in 
Jake Epp´s speech in Ottawa, where he 
said:  

Who are the people at the greatest 
disadvantage? Native people, 
some elderly (especially women), 
immigrants, and single mothers 
with young children are those with 
the most serious problems. What 
they have in common is the less easy 
access to things that contribute to 
health–affordable housing, good 
food, accessible transportation, social 
support, and community services. 
Lack of income and unemployment 
or under-employment is often behind 
these problems of access. Such 
circumstances produce the stress and 
anxiety that can reduce health status. 
My Government is fi rmly committed 
to social justice, these times of fi scal 
restraint not-withstanding (Epp, 1986: 
414).

The fi scal restraints, which probably gave 
conservative politicians the inspiration 
for public participation in health issues, 
were not the only reason for their 
interest in health promotion. Since both 

researchers and politicians from different 
parties seem to share the values of social 
and economical equality and equity, there 
appears to be a mutual understanding of 
at least some of the values. These concepts 
are not “ideology” in its proper sense of 
representing a specifi c social interest or 
political party. Instead the shared values 
seem to represent a general “Modern” 
discourse, which was described by Jürgen 
Habermas in 1985. The term “Modernity” 
has been attached to many ideas for more 
than two centuries, like development 
of production forces, improvement 
of work productivity, establishing of 
centralized political powers, formation 
of national identities and rights to take 
part in politics for all citizens. It has also, 
which is important in this matter, been 
connected to special norms and values 
of universal social equality and justice 
for all citizens (Habermas, 1987). These 
modern values can be seen as present 
and shared by all participants in health 
promotion discussions, which almost 
always are characterized by the general 
idea that health issues in society should 
develop. A frequently used term to 
describe contemporary Western society 
is “post-modern”, but that concept has 
often had the aim to describe modernity 
as a narrative, and a development with 
a negative impact on the life of ordinary 
citizens. Bruno Latour has described the 
negative effects of modern technology 
on the minds of modern citizens: “No 
technology without rules, without 
signatures, without bureaucracies and 
stamps. Law itself is no different from 
the world of   technologies: it is the set 
of the modest technologies of writing, 
registering, verifying, authenticating that 
makes it possible to line up people and 
statements” (Latour, 1986: 45).

The same analysis could probably be 
used to describe the negative effects of 
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Public Health and Health promotion 
research, which often tries to change 
the behaviour of ordinary people. Using 
Foucault´s theory on power, Vallgårda 
(2003) describes the Nordic state 
health policies during the last century. 
However, no competing policy solution 
is presented there. The normative base 
for public health research in general and 
health promotion in particular, is still to 
change the health opportunities for many 
to the better, to fulfi l the promises of a 
Modern discourse. Therefore, the health 
promotion discourse in this article is seen 
as Modern, rather than post-modern.  

The modern discourse has been 
described differently, though. The 
Swedish historian Sven-Eric Liedman 
found a difference between a smooth 
and idealistic modernity infl uenced by 
a positive view on mankind that cares 
about the thoughts of ordinary people 
and never tries to force them to accept 
modern development and progress. He 
has also shown a different and harder 
version of modernity, which would 
progress faster with no trust for ordinary 
people’s abilities to take care of their 
own development (Liedman, 1997). On a 
lower societal level there are still different 
social interests and opposing political 
ideologies and parties, which seem to 
constitute the background for the two 
discourses in health promotion, visible 
since the start in Ottawa in 1986. We 
will compare the two discourses in the 
Nordic countries, with a special interest 
for alcohol promotion issues. There is a 
difference between the Nordic countries 
in health policy documents, already 
shown by Vallgårda (2007).We ask if this 
is the case with peer reviewed research 
articles as well.

Material and method

The material for this literature study was 
collected from three separate searches in 
the databases ISI, PubMed, Cinahl and 
CSA. The fi rst search was made only in 
the ISI database, originally intended for 
another study, using the names of the 
public health institutions in the Nordic 
countries as an address. While working 
with the material it became apparent that 
the abstracts on alcohol issues clearly 
differed between the Nordic countries 
when the impact of alcohol consumption 
on public health was discussed. To show 
the differences in general approach 
towards alcohol in the Nordic countries, 
some of these abstracts are described 
in this study. However they should be 
seen only as examples of the perceived 
differences.

The second search was made to show 
the general differences between health 
promotion researches in the Nordic 
countries. The four most important 
databases for peer reviewed research 
articles were used: ISI, PubMed, CINAHL 
and CS–the latter contains the slightly 
smaller databases PsycInfo, Social 
Services Abstracts, Social Work and 
Sociological Abstracts. The search word 
was “health promotion” as keywords (or 
as Mesh-term in PubMed), and addresses 
in some of the fi ve Nordic countries. 

The use of institutional addresses 
to defi ne a national background for an 
article is often diffi cult with the growing 
tendency of international collaborations 
and immigration of today. Some of the 
“Danish” articles are collaborations with 
Kenneth Mukamal, who is an American 
researcher working at Harvard University. 
Some “Swedish” reports are made in 
collaboration with Harry Holder, who 
is an American as well, working at a 
Government institute in California. 
This study still uses author affi liation/

Stefan Thorpenberg



Science Studies 1/2010

84

addresses as search criteria; otherwise the 
work to defi ne actual nationality of the 
authors would lead to micro-sociological 
and ethnographic perspectives, which 
is of no interest for this study. Only 
articles written in English were used, 
which excludes material written only for 
readers in the Nordic countries. Using 
the time period from 1986 to 2008, 1863 
articles were found, after exact duplicates 
had been sorted out. 303 abstracts 
were chosen, and for that study only 
abstracts using common terms in health 
promotion research have been coded; 13 
articles contains the words intersectoral, 
36 articles contains the word multi-
disciplinary, 194/31 articles contains 
either participation or participatory 
and 18/11 articles contains the word 
sustainable or sustainability. Only 258 
abstracts were coded since some articles 
had no abstracts, or were copies.  The 
fi ndings in this search can be seen in the 
general Health Promotion fi gures 1 and 2. 

The third search was made in the new 
database containing the 1863 Nordic 
health promotion articles mentioned 
above. The search word was “alcohol”, 
and 164 articles were found. Those 
abstracts with alcohol merely as one of 
many health issues were sorted out. Only 
the “pure” alcohol articles were used 
for this study, the reason being that the 
aim was to fi nd the different discourses 
specifi cally in Nordic alcohol research, 
and 36 were found. The fi ndings in this 
search can be seen in the alcohol Health 
Promotion fi gures 3 and 4.   

The study is inspired by the Strong as 
well as the Weak Program in sociology 
of science, and analyses the literature 
based on an understanding of the 
social interests and national/cultural 
differences in alcohol research. Primarily 
it is not an “evaluation” of the quality in 
the research projects. Since they all have 
been published in peer reviewed research 

journals, they are in this study treated as 
equal in quality–even if researchers in 
health promotion might have a different 
opinion on that aspect. 

This perspective is common in science 
studies based on the Strong Program, 
which consider science to be a cultural 
activity and make “symmetrical” science 
studies with a neutral approach to truth 
claims from different researchers (Bloor, 
1976, Shapin and Schaffer, 1985). A totally 
neutral approach to health promotion 
research is not sought after in this study, 
since it is an activity with an important 
impact on policy and regulations in 
many nations. This is not only the case 
for health promotion research; Karin 
Knorr-Cetina has depicted the direct 
contacts researchers in some areas often 
have with fi nanciers from government 
and industry, and discussed how it affects 
the ideal of an objective and neutral 
researcher (Knorr-Cetina, 1982, Knorr-
Cetina, 1999). The importance of Public 
Health research for policy issues, which 
will have a direct impact on the life of 
ordinary citizens, makes it diffi cult to 
have a neutral approach in these matters. 

Therefore, we will in this article discuss 
the fi ndings from a “modern” normative 
perspective. Brian Martin introduced a 
non-neutral approach; “the standpoint of 
the citizen” as a norm for science studies 
of this character, which resembles a 
“modern” perspective on these issues 
(Martin, 1993). This approach is also 
closer to the so called Weak Program 
defi ned by Chubin & Restivo who were not 
interested in the truth claims of different 
researchers but emphasised the actions 
people take based on those claims, i.e. 
they had more interest in the effects of 
research on policy issues (Chubin and 
Restivo,1983; Restivo, 1994).

The study started from a fi nding that 
alcohol research in public health differed 
between the Nordic countries, which 
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lead to the question if a difference could 
be found in health promotion articles in 
general, and then specifi cally in alcohol 
health promotion articles. Abstracts from 
the articles have been coded with SPSS, 
based on the understanding that health 
promotion is built up on several different 
academic disciplines, using both 
quantitative and qualitative methods. 
Research projects also have different 
target groups, and a difference between 
a top-down or a bottom-up perspective 
on the activities can often be seen. A 
top-down perspective in this context 
implies that the initiative for the research 
comes from the researcher or from the 
authorities, and that ordinary citizens are 
not supposed to collaborate on an equal 
level. A bottom-up perspective means the 
contrary: ordinary citizens, adolescents 
or patients are involved in the study and 
contribute to the design and outcome of 
it. Many studies are either top-down or 
bottom-up, but some balance between 
these two extremes and consequently 
were coded for both. Finally, the abstract 
was coded for different aspects on 
relevance, such as 1) descriptive, 2) 
relevance for other researchers, 3) for 
individuals, 4) organisations, 5) sectors 
(like county councils), 6) for government 
policy, and  7) for changes or control of 
laws and regulations–the latter aspect 
was not very common. 

The alcohol articles have been read in 
full length for the qualitative part of the 
study. A literature study always contains 
a hermeneutic approach; reading and 
analyzing text does not produce any 
objective results. It is built on a pre-
understanding of the subject. Therefore 
the results should not be seen as verifying 
a theory in an absolute objective sense, 
but rather as an attempt to give a new 
understanding and be a base for further 
debate on the role of Nordic health 
promotion.       

Public Health research and alcohol in 
the Nordic countries 

A brief reading of abstracts in Public 
Health from the Nordic countries, and not 
only the limited Health Promotion area, 
show that there is a general difference 
between the countries in approach 
towards alcohol. The view that alcohol is 
a dangerous drug is often seen in articles 
written by Swedish authors. It can be the 
cause of breast cancer:

Conclusion: The observed association 
between risk of developing 
postmenopausal estrogen receptor+ 
(ER) breast cancer and alcohol 
drinking, especially among those 
women who use postmenopausal 
hormones, may be important, because 
the majority of breast tumours among 
postmenopausal women over-express 
ER (Suzuki et al, 2005).

This viewpoint can be compared with a 
Danish abstract, which instead considers 
that wine may prevent cancer: 

There was no association between beer 
or spirits drinking and gastric cancer. In 
conclusion, the present study suggests 
that a daily intake of wine may prevent 
development of gastric cancer (Barstad 
et al, 2005).

Researchers in Public Health and Health 
Promotion will most likely protest to this, 
declaring that breast cancer and gastric 
cancer are two different diseases. This is 
a valid argument, but we have to remind 
the reader that the aim of this study is not 
to evaluate the articles, but to fi nd and 
analyse the social and cultural differences 
in research articles. In general, there is a 
difference between the standpoints held 
by Swedish alcohol researchers compared 
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to many Danish, since alcohol in Sweden 
is often seen as a threat.

This perspective can be found in a 
report published by the Swedish Institute 
of Public Health, with the American 
researcher Harry Holder as the fi rst 
author. Table 1, taken from that report, 
aiming to show what will happen in the 
Swedish society if the alcohol monopoly 
will be abolished, and alcohol instead 
will be sold in private specialty shops, or 
in ordinary grocery stores (Holder et al, 
2007).

According to the report an abolition of 
the Swedish alcohol monopoly will lead to 
serious health problems. The standpoint, 
stressed by many Swedish researchers, is 
that alcohol is a serious threat not only 
for alcohol addicts, but for the health of 
all citizens.

In Denmark alcohol is more often 
considered as prevention. As already has 
been shown, alcohol is sometimes seen 
as preventing cancer, and in this article, 
where Danish researchers collaborate 
with the American researcher Kenneth 
Mukamal, it is also seen as preventing 
heart disease:

Conclusions-Alcohol intake at least 
3 to 4 days per week is associated 
with a lower risk of myocardial 
infarction among women and men, 
an association apparently attributable 
to the relationship of alcohol with 
HDL cholesterol, fi brinogen, and 
hemoglobin A1c. Because the effects 
of alcohol on HDL cholesterol, 
fi brinogen, and insulin sensitivity have 
been confi rmed in randomized trials, 
our fi ndings support the hypothesis 
that the inverse relation of alcohol use 
and myocardial infarction is causal 
(Mukamal et al, 2005).

In this Danish article moderate alcohol 
consumption also gives a lower risk for 
stroke:  

Conclusions: This study indicates 
that the apparent lower risk of stroke 
associated with moderate alcohol 
consumption is confi ned to a group of 
highly stressed persons. It is suggested 
that alcohol consumption may play 
a role in reducing the risk of stroke 
by modifying the physiological or 
psychological stress response (Nielsen 
et al, 2005).

Type of Harm Private 
liquor stores

Increase Grocery 
Stores

 Increase

Deaths from explicitly 
alcohol-related illnesses

430 26% 1000 61%

Fatal accidents 120 10% 250 22%

Suicides 130 14% 290 30%

Homicides 20 18% 40 40%

Total number of deaths 
from specifi ed causes

700 18% 1 580 41%

Assaults 6 700 10% 14 200 22%

Sick days 7 300 000 18% 16 100 000 40%

Table 1: Annual harm from the alcohol consumption increases resulting from 
privatization estimated using Swedish time series data 
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If this explanation of the psychological 
effects of alcohol is connected with 
the more biological explanation in 
the abstract above, the question is if 
the Swedish aim to generally lower 
the alcohol levels in society will have 
a positive outcome for the public 
health. Instead, for promoting health in 
society, it appears to be of importance 
to consume alcohol moderately. We will 
now present an overview of the different 
underlying views observed in Nordic 
health promotion articles.

Health Promotion research the Nordic 
countries

When 258 abstracts in Nordic health 
promotion research where coded 
(containing the words intersectoral, multi-
disciplinary, participation/participatory 
and sustainable/sustainability), 
differences in perspectives between 
Nordic countries were seen. Figure 1 
visualizes that Finland and Sweden are 
more top-down, Norway and Denmark 
are more bottom-up (we will not 
comment on Iceland since the material 
from this country is very limited).
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Figure 2 shows that Sweden and 
Finland tend to have a similar research 
profi le, and Denmark and Norway a 
slightly different, when the general level is 
measured, i.e. how the research projects 
are designed according to individuals, 
organisations, communities or nations:

Alcohol health promotion in the 
Nordic countries

Sweden and Finland tend to have a top-
down approach in health promotion 
research and it became very clear when 
the 36 “pure” alcohol articles were coded 
with the same method. Figure 3 show that 
all alcohol health promotion research 
articles have a top-down perspective in 
Sweden:

Country
5,004,003,002,001,00

Su
m

100,0%

80,0%

60,0%

40,0%

20,0%

0,0%

Perspective in alcohol health promotion research in 5 Nordic countries

1=Denmark 2=Finland 3=Iceland 4=Norway 5=Sweden

bottom-up
top-down

Figure 3

Country
5,004,003,002,001,00

Su
m

100,0%

80,0%

60,0%

40,0%

20,0%

0,0%

Relevance in alcohol health promotion research in 5 Nordic countries

1=Denmark 2=Finland 3=Iceland 4=Norway 5=Sweden

Judicial
Gov policy
Sectors
Organisations
Individuals
Science
Descriptive

Figure 4



89

There is also a special characteristic in 
Swedish alcohol promotion research, 
apart from the strong top-down 
perspective. Figure 4 visualizes that 
Swedish researchers tend to have a more 
obvious relevance for “sectors”, which 
in this context means county councils 
and ccommunities, and also more often 
have relevance for laws and regulations 
(judicial).

Figure 4, which represents an overview 
of alcohol health promotion articles in 
the Nordic countries, shows that there 
are small but distinct differences between 
the countries. Selected examples of the 
tendencies from abstracts provided even 
more extreme differences, although the 
differences generally are minor. Since 
only a few articles on alcohol health 
promotion derive from Iceland, Norway 
and Finland, we will focus on the Danish 
and Swedish material. However, if there is 
a cultural understanding that alcohol is 
a threat for the health of the citizens, the 
aim for alcohol health promotion ought 
to be to minimize the level of alcohol 
intake in general. This view has already 
been described as the “total consumption 
approach” and can be found in some 
abstracts from Sweden (Tigerstedt, 2000). 
It is based on the idea that a lower alcohol 
level in general will result in less alcohol 
problems: 

Our aim was to study socio-economic 
differences in awareness and 
knowledge about the Kirseberg Project 
and in attitudes towards the concept 
of health as a local community issue. 
The Kirseberg Project was initiated in 
1988. The primary prevention aims are 
to reduce alcohol consumption in the 
population in order to decrease the 
incidence of alcohol-related problems 
(Goransson et al, 1996). 

One method to minimize the level of 
alcohol in society is to create laws and 
regulations. As can be seen in the overview 
of relevance aspects in health promotion 
research, Swedish researchers more often 
show an interest for alcohol regulations. 
This is also shown in the quote below:  

Conclusions: There has been a 
signifi cant improvement in the rate of 
refusal of alcohol service at licensed 
premises in Stockholm during the 
project period. The reason for this 
is probably a combination of the 
intervention efforts: community 
mobilization, RBS training and a more 
effi cient monitoring of alcohol service 
by authorities (Wallin et al, 2005).

In Figure 4 the viewpoint that regulations 
will solve alcohol problems, is not so 
often found in alcohol health promotion 
articles in the other Nordic countries. 
In the project, bartenders and service 
personnel are trained to refuse to sell 
alcohol to adolescents and guests already 
under infl uence of alcohol at restaurants, 
which can be seen as a bottom-up 
approach. This is however coded as a top-
down project since authority rules had to 
be followed and guests and adolescents 
are not involved.

The perspectives on alcohol in health 
promotion in articles from Denmark are 
often different compared to Sweden. 
Alcohol is not seen as a threat in the same 
way; instead harm-reducing programs 
are considered to be more effective. 
However, this is not a specifi c “Danish” 
ethnic view; an English researcher from 
WHOs regional offi ce in Copenhagen 
wrote in 1994:   

All of the dependence-producing 
substances are capable of causing 
harm but in most cases the harm 
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is preventable. This paper seeks to 
develop some of the themes raised by 
the fi ve substance-based prevention 
papers by presenting an outline of the 
Ottawa Charter for Health Promotion 
(Anderson, 1994). 

The idea that the harm of dependence-
producing substances in most cases are 
preventable, and the Ottawa Charter 
remark, which relies more on the 
individual’s power to handle his/her own 
health, must result in a different view 
on alcohol promotion work. Campaigns 
to teach people about their “sensitive 
limits” had a good outcome in Denmark, 
according to Danish researchers: 

In Denmark, a campaign has been 
repeated every week 40 from 1990 to 
2001 with information on the sensible 
drinking limits of 21 drinks per week 
for men and 14 drinks per week for 
women… // … We conclude that public 
health campaigns, such as the sensible 
drinking limit campaign, certainly has 
an impact on the level of awareness in 
the general population. Furthermore, 
those drinking more than 21 and 14 
drinks per week, respectively, are 
reached by these campaigns (Gronbaek 
et al, 2002).

According to Ottawa Charter educated 
people should be able to take care of their 
own health issues. This opinion makes 
Danish alcohol health promotion quite 
different from the Swedish. This is also the 
case with teenagers and alcohol. We have 
already seen an example from Sweden, 
which aimed to strengthen the control 
of alcohol regulations in restaurants. In 
Denmark the view on use of alcohol by 
younger teenagers (between 13-16 years) 
is very different:   

The informants monitored their own 
level of intoxication, but in order to 
reduce alcohol consumption they 
depended upon support from their 
peers. The informants preferred 
drinking in the company of well-
known and trusted peers, and during 
drinking episodes they supervised and 
intervened in each others’ drinking to 
the extent that they deemed it necessary 
and possible. In regulating the social 
context of drinking they relied more 
on their personal experiences than on 
formalized knowledge about alcohol 
and harm, which they had learned from 
prevention campaigns and educational 
programmes. Conclusions: In this 
study we found that teenagers may 
help each other to minimize alcohol-
related harm, and teenage peer groups 
should thus be considered a resource 
for health promotion (Jorgensen et al, 
2007).

A research project with the viewpoint that 
teenagers can monitor their own level of 
intoxication, and that other teenagers can 
help to minimize the harms of alcohol, 
would probably fi nd it impossible to fi nd 
funding in the Swedish context. In Sweden 
teenagers should not drink alcohol, and it 
is often discussed in daily newspapers if 
families should apply zero-tolerance for 
alcohol for teenagers under 18 years. The 
standpoints in the abstracts presented 
above differ dramatically, but as shown 
in the overview fi gures above, the general 
differences between the countries are not 
that great. Still they are present, and the 
question is whether it is possible to fi nd a 
common policy for the Nordic countries. 
Other questions that need to be asked are; 
what is the reason for the difference, can 
a joint Nordic policy be discussed, and is 
it possible for Nordic researchers to learn 
from each other?        



91

Discussion and conclusions

The theoretical background for this 
article was inspired by the Strong and 
Weak Program in sociology of science, 
and the aim was to describe the social 
and cultural differences between alcohol 
health promotion articles in the Nordic 
countries. Science studies following the 
Strong Program are not to be seen as 
evaluations, because they often shows 
less interest for the quality of a study, 
the actual facts behind the claims, or 
the eventual “objective” effects of a 
research project. This point of view can 
of course be questioned in the area of 
health promotion, since the gap between 
research and political decisions often 
are much smaller, compared to many 
basic research areas. If we change our 
viewpoint from the descriptive approach 
of the Strong Program and instead use a 
policy-oriented Weak Program approach 
for understanding these issues, the 
statistics from the Nordic countries 
show that there are diffi culties with the 
Danish more liberal view on alcohol, 
and health matters in general. In 2000 a 
joint Nordic project reported about the 
differences in health and life expectancy 
between Sweden and Denmark. The 
conclusion was that Denmark had fallen 
to the bottom in the 1990s while Sweden 
was  still ranking high within the OECD-
countries. It pointed out the fact that 
smoking and alcohol consumption were 
twice as high in Denmark compared to 
Sweden (Isacsson and Krasnik, 2000).

These differences in health and life 
expectancy, when compared to the levels 
of tobacco and alcohol consumption, 
are certainly a problem for the liberal 
approach in Denmark. But there are also 
problems with the Swedish approach to 
alcohol health promotion, being based 
on alarm reports, which sometimes lead 

to strong regulation and zero-tolerance. A 
Finnish study depicted the problems with 
restrictions and zero-tolerance. Even if 
these actions have a popular appeal, they 
delegate the responsibility downwards 
from managers to fi eld workers and 
fi nally parents and schools, even if harm 
reduction programs can be more effective 
(Sulkunen et al, 2004). The actions seem 
to be effective in offi cial declarations 
and programs, but the risk that it will be 
ignored by teenagers and other people 
in real life remains. This is a problem for 
the Swedish approach, which ought to be 
discussed by Swedish health promotion 
researchers.

The fi ndings present two different 
discourses in the Nordic countries, not 
only in alcohol promotion but in health 
promotion in general. Finland and Sweden 
often have a top-down perspective, 
while Denmark and Norway are 
bottom-up oriented. What causes these 
differences? This question has already 
been asked by the Danish researcher 
Rosta in a discussion on the differences, 
not between the Nordic countries, but 
between the German and Danish alcohol 
policies. According to Rosta there is 
an ideological background for these 
strategies and the Danish viewpoint is 
connected to medical circles in Denmark, 
but in Germany temperance groups, 
supported by the ruling conservative 
party, plays an important role for alcohol 
policies. Medical researchers are middle 
class people who live on a distance from 
the social problems with alcoholism. 
But religious movements in Northern 
Germany, who have a strong impact on 
temperance groups, have a very different 
view on alcohol, which is not so easily 
infl uenced by medical research fi ndings 
(Rosta, 2003).  

A perspective balancing between the 
Strong and Weak Program in science 
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studies on these issues gave the result 
that social interests play a role in the 
construction of the negative and positive 
views on alcohol. Temperance groups 
probably have more infl uence on alcohol 
policy in Sweden, compared to their 
role in Denmark. Not only conservative 
parties are negative towards alcohol in 
the Swedish society–the Swedish social 
democratic party has an organisation 
(the Christian Broderskapsrörelsen) 
with a restrictive approach to alcohol 
consumption. Since the funding of many 
large research projects in Sweden is 
guided by public authorities with political 
representatives, and since the peers in 
the committees are citizens in their own 
culture, it will probably be quite diffi cult 
for a Swedish researcher to set up a project 
with a positive view on moderate alcohol 
consumption. The same problem would 
probably occur for a Danish researcher 
who wants to present a zero-tolerance 
oriented alcohol project in Denmark. As a 
result many researchers are transformed 
to passive verifying instruments for the 
existent culture, and the ideal of the 
independent truth seeking researcher 
has to be abandoned.

One important fi nding in this study is 
that if the two different perspectives in 
Denmark and Sweden are compared to the 
basic viewpoints in Ottawa and Bangkok 
Charter, it looks as if the two countries are 
not following specifi c cultures, but rather 
two discourses. The Ottawa (bottom-
up) approach is present in Denmark: 
the view is close to the “strengthening 
of public participation in and direction 
of health matters”. Sweden instead looks 
like the Bangkok (top-down) approach, 
which rely on “strong intergovernmental 
agreements and government incentives 
and regulations”. The differences cannot 
be said to have started recently, being 
dependent on the discursive change at 
the Bangkok conference. The differences 

instead can be found already in the late 
1980s, and therefore seems to give a 
picture of the two discourses working side 
by side already from start in the Ottawa 
Charter, representing different social 
interests where liberal politicians saw a 
chance for cost reductions in the public 
health sector. More radical researchers 
stressed the importance of equality and 
equity issues for the improvement of 
public health. 

One reason for the changes in the 
Bangkok Charter from 2005 can also be 
the impact of people from poor countries 
at the conference, since it seems to be 
affected by frustration over the slow pace 
of the health promotion movement. 
The impact of not only researchers, but 
also of politicians and administrators 
from poor countries, and the knowledge 
of the enormous work these countries 
face in meeting the standards of the 
industrialized world, will probably give a 
different picture of how health promotion 
should be performed. The top-down 
approach has a rather negative view on 
the ordinary citizen’s learning abilities. 
The divide between rich and poor 
countries and between rich and poor 
people in the rich world, opens up diverse 
policies towards people on different 
levels of social and cultural capital. The 
question is whether health promotion 
programs can be managed with a law 
and order approach for the poor and 
uneducated and with a more democratic 
approach for the wealthy and educated– 
such a solution would probably introduce 
unequal perspectives in the midst of 
health promotion research.               

Nordic health promotion researchers 
ought to discuss how they can deal with 
the differences between the countries. 
As has been pointed out, there are 
advantages and diffi culties with both 
perspectives and a balance between 
them might be possible to handle. But 
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can the Ottawa and Bangkok perspectives 
be merged, i.e. a blend of top-down and 
bottom-up? The more liberal Ottawa 
approach which rely on ordinary people’s 
strength to take care of their own 
health issues, and the view that health 
inequities are unjust, seems to be a good 
example of the Modern ideal which was 
briefl y discussed in the beginning of 
this article. A hard Modernity seems to 
represent the executive part of the state, 
the administrators and bureaucracy 
who wants to see results in a limited 
time period. Compared to Denmark, 
authorities and state offi cials in Sweden 
probably had a stronger position, and 
this is most likely the case also in many 
deprived countries today. The bottom-
up approach seems to be more accepted 
in countries with a strong classic liberal 
tradition and represent sentiments often 
held by middle class people with a higher 
educational level.

The question is whether the top-down 
perspective has anything to do with the 
modern democratic ideals. It should, 
however, be remembered that Modern 
ideals were constructed by philosophers, 
represented an abstract ought-to-be 
for society’s development. This Modern 
standpoint gives a special role for the 
expert; it is his/her “superior” knowledge 
that take the lead for a future to come, and 
perhaps health promotion researchers 
must accept their role as being experts on 
a higher knowledge level. The problem, 
though, is how much power an expert can 
use for the good sake of a better future. It 
seems important that Danish and Swedish 
health promotion researchers start to 
discuss these issues. Policymakers must 
have diffi culties in understanding how 
to deal with the situation, and it must be 
almost impossible for ordinary citizens to 
use the contradictory messages in Nordic 
alcohol health promotion as a guideline 
for a healthy lifestyle. 
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