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THE POLICY LEARNING CURVE SERIES

Through its Policy Learning Curve Series, WHO’s European Centre for Health 
Policy (ECHP) provides timely information on health policy developments in 
European countries.  

As far as possible, these developments are described by those who were 
active participants in the process.  This allows readers to gain insight into the 
policy environment in which they took place, the motivation behind such 
processes, and the experiences of some of the major stakeholders. 

We believe that, in this way, policy-makers and students of policy 
development across Europe will have easy access to emerging 
developments, or thoughtful analyses of past events that have shaped 
policies for health.  By sharing this experience, we trust that the capacity to 
assess what might work or not work in other countries or regions will be 
strengthened. 

The aim is to go beyond the rather narrow circle of people who read scientific 
articles on policy development, to reach those who actually take the decisions 
to make policy happen.  Authors have therefore been requested to present 
up-to-date information on and insight into health policy development 
processes based on available evidence and experience, without the formal 
demands of a scientific article, but to provide core references to potential 
further reading.  

The fifth in this series of case studies explores the process leading to the 
endorsement by the Danish parliament in January 2000, of 17 targets for 
health.   PLC 1 and PLC 3 discussed the setting of health targets in Sweden 
and in England.  Future case studies in this series will follow similar progress 
in other countries, thus gradually bringing together a body of evidence 
concerning the challenges and opportunities of setting targets for health as a 
means of promoting public health and creating partnerships across sectors. 

These papers and further information on the work of the ECHP can be found 
on our web site (http://www.who.dk/hs/ECHP/index.htm). 

Dr Anna Ritsatakis 
Head, European Centre for Health Policy 
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The Danish Government Programme  
On Public Health and Health Promotion  

1999-2008

A case study by 
Finn Kamper-Jørgensen1

1. Introduction

In the spring of 1999, the Danish Government adopted The Danish 
Government Programme on Public Health and Health Promotion 1999–2008, 
with the subtitle: An action-oriented programme for healthier settings in 
everyday life. The Programme was endorsed by Parliament in January 2000, 
and has been broadly welcomed all over the country. 

In this case study I take a look at the previous health promotion programme of 
Denmark, and explain shortly the Danish political administrative structures 
and the background for the present Programme. I then demonstrate the 
structure and content of the Programme together with its implementation and 
evaluation. Decentralized aspects of implementation and development are 
placed in the context of Denmark’s health planning law. Finally, Niels-Erik 
Aaes presents a separate case study explaining the dialogue between county 
and municipality. 

Annex 1 sets out the text of the Programme’s 17 targets and the goals to be 
achieved.  

The reader is also referred to the following four Web sites where the 
development of the Programme can be followed. 

�� The actual Programme and its development: www.folkesundhed.dk 
�� Ministry of Health: www.sum.dk 
�� National Board of Health: www.sst.dk 
�� National Institute of Public Health: www.niph.dk

                                                          
1 Director, National Institute of Public Health, Denmark 
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The previous health promotion programme of 1989 

A separate Ministry of Health was created for the first time in Denmark in 
1987 and, as is normally the case, the new Ministry set out to justify its 
existence. It thus initiated the first broad-based health promotion programme 
in Denmark. This was called the Health Promotion Programme of the 
Government of Denmark (1) and was presented in 1989. The programme was 
disease-oriented, giving priority to the prevention of accidents, cancer and 
cardiovascular diseases. It also presented a framework for creating a better 
basis for deciding future work on the prevention of diseases of the
musculoskeletal system and mental illness. The means of reaching these 
goals were the Government’s policies on food and nutrition, alcohol and 
tobacco, which were broadly described in the programme.

The specific overall goals of the programme were: 

�� to reduce the number of premature deaths; 
�� to reduce the number of people who are disabled or suffering; and 
�� to enable more people to maintain their quality of life when they grow old. 

The programme described the goals and initiatives of the state authorities in 
promoting health, but these were largely implemented in cooperation with 
local and regional authorities, non-governmental organizations and other 
partners. The programme therefore described how the national authorities 
could create appropriate frameworks for promoting co-operation, support pilot 
projects and people in key positions in local areas, produce the necessary 
data to support local efforts, and ensure that local efforts to promote health 
were based on clear technical information.

An overall evaluation of the programme did not take place, but the general 
opinion appeared to be that it represented a step forward towards more health 
promotion and disease prevention. It was seen, however, as a rather weak 
programme owing to a lack of political, economic and professional support. In 
the middle of the 1990s separate programmes on the prevention of 
musculoskeletal diseases and allergies and on suicide prevention were 
introduced, thus further supporting a stronger emphasis on public health and 
health promotion. 

A major lesson learned from these disease-oriented programmes was that the 
disease perspective is rather easy to understand in the political administrative 
and professional world and by the population. At the same time, such 
programmes are difficult to develop from a practical point of view because the 
determinants of such diseases are sometimes the same and are sometimes 
different, leading to difficulties in setting priorities among the determinants of 
health. Thus the current government Programme (2) has moved completely 
away from the disease perspective. 



POLICY LEARNING CURVE SERIES 
__________________________________________________________________________

______________________________________________________ 

European Centre for Health Policy

3

2. The political administrative structure in Denmark

It can be difficult to understand the health policy of a country without some 
knowledge of its political administrative structure. 

Denmark is a country of 5.3 million people, 86% of whom live in urban areas, 
14% of whom are aged 65 years or more and 17% of whom are aged 0–14 
years. There are three levels of political administrative structure (3). At central 
level one finds the Parliament (Folketinget), which has the legislative power, 
and the Government. The Ministry of Health is the coordinator at central level 
of health policy and health promotion programmes. There are two 
decentralized levels (counties and municipalities), both run by publicly elected 
political councils carrying a large degree of independence, with specific 
responsibilities and with the right to raise taxes. In principle, this political 
structure means that launching a government programme from the central 
level may not necessarily lead to a corresponding decentralized development.

Denmark has 16 counties, 14 run by county councils plus Copenhagen and 
Frederiksberg municipalities with both county and municipal responsibilities 
(Fig. 1). 

One of the counties’ major tasks is to supply health care services. They are 
also responsible for hospital care and primary curative care (except home 
nursing) as well as health promotion initiatives. Other important areas of 
responsibility are the environment, roads, education, cultural issues, etc. 
These activities are mainly financed through county income taxes. Differences 
in income and demography are compensated for by government block grants. 
The counties must plan public health, health promotion and health care 
services. The Association of County Councils in Denmark takes care of 
matters that are common to all county councils.

Denmark’s 275 municipalities are general administrative entities at local level. 
Like the counties, they are headed by elected councils. They finance their 
activities in much the same way as the counties. The municipalities have a 
wide range of responsibilities, including basic education, social services, local 
environment and cultural issues. Within the field of health care, the 
municipalities are responsible for nursing homes, home help, home nursing 
services and a number of preventive programmes including public health 
nursing, school health and child dental services. The National Association of 
Local Authorities takes care of matters that are common to the authorities at 
local level. 
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Fig. 1.   Political administrative levels in Denmark

Most counties and municipalities have decided to have an intersectoral health 
promotion committee or prevention committee somewhere in their political 
administrative structure. The organizational arrangements vary considerably. 
These committees have been important instruments in developing 
intersectoral intervention, and have led to the integration of health promotion 
in the usual decision-making frameworks such as permanent political 
committees. 

From the description above it follows that introducing a national policy in a 
specific field only induces decentralized policy development if the policy is 
found acceptable by the political bodies and, of course, if they are not dictated 
to by the law. It is thus not unusual to talk about 300 independent public 
health and health promotion policies in Denmark.

3. Background to the 1999 Programme

The health situation in Denmark 

Denmark has a very good health information system comprising a very large 
number of registers – often combined for analytical purposes according to the 
unique civil personal number – and a regular health survey programme. Also, 
the entire Danish research output creates much knowledge about the health 
situation of the population (4–6).

During the 1990s, much emphasis was placed on life expectancy in Denmark, 
owing to the fact that for more than 20 years Denmark has experienced a 

National: 
         Parliament 
                Government 
                          Ministries

Regional:
14 county councils 

Frederiksberg 
Copenhagen 

Local: 
275 municipal 
councils 



POLICY LEARNING CURVE SERIES 
__________________________________________________________________________

______________________________________________________ 

European Centre for Health Policy

5

relatively static life expectancy compared to other European Union (EU) and 
OECD countries. 
In 1970 Danish men had the fifth highest life expectancy on a list of the 
present 15 EU member states, whereas by 1996 they were twenty-first on a 
list including even more countries. In Finland, men’s life expectancy grew by 7 
years between 1970 and 1996, whereas the increase among Danish men  
during that period was only 2 years. Around 1990, middle-aged Danish 
women had an almost 60% excess mortality compared to most other 
countries in Europe.  

Much analytical work has been performed by the National Institute of Public 
Health in the context of the so-called Life Expectancy Committee (7–9). The 
important conclusions from this research and analysis are the following. 

�� Health behaviour and lifestyle are the most important health 
determinants related to the current morbidity and mortality issues in 
Denmark. Danish women are the heaviest smokers in Europe, the diet is 
far removed from international healthy diet recommendations, and 
alcohol consumption is fairly high. 

�� Living conditions and the environment are known to have an impact on 
mortality, but are difficult to quantify in relation to other countries owing 
to a lack of international comparative research. Nevertheless, it seems 
that the high and stable unemployment rate during the 1980s in 
Denmark played a role, as did the earlier transformation of the family 
structure leading to a very high percentage of women in the labour 
market (7). No other European country experienced such a high rate of 
change in such a short time. Generally speaking, it took decades to 
develop a social and labour market policy that adequately supported the 
new reality of about 80% of women in the labour market. 

�� The contribution from health care services to life expectancy is very 
controversial and not clear. It is generally believed that it has had very 
little impact, although throughout the 1980s there was relative stagnation 
in health care costs in Denmark. 

�� From many perspectives Denmark is a country with a high degree of 
equity, but there is evidence of increasing social inequality in health over 
the past decades. 

�� Also, health-related quality of life seems to have developed as a problem 
in a number of areas.

Thus, owing to repeated reporting by the mass media, life expectancy, 
morbidity and mortality patterns and the other underlying health determinants, 
as well as social inequality in health, have attracted much attention in the 
professional and political debate. 

While a number of countries focus on inequality in health – as in Denmark – 
the specific Danish situation as to life expectancy should be remembered 
when looking at the overall objectives of the actual Danish Programme. 
Sweden, for example, does not need to focus that much on lifestyle issues, 
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because of a different pattern of health determinants. Smoking prevalence in 
Sweden, for example, is only half that in Denmark. Thus the Swedish national 
health promotion programme (10) can to a large extent abandon the issue of 
health behaviour and lifestyle and concentrate on the broader welfare 
perspective. 

The National Institute of Public Health regularly monitors the health condition 
of the Danish population – adults as well as children – and thereby produces 
the necessary indicators for a targeted programme. A health interview survey 
at national and county levels was conducted during 2000 to develop baseline 
data for the Programme. Also, the Ministry of Health has summarized 
mortality patterns, social inequality in health and indicators of disease 
prevention, health promotion and public health, including their relationship to 
the goals to be reached in 2008 (8,9,11).

The political background to the Programme

Early in 1998, a new Government was formed as a coalition between the 
social democrats and a centre party called the social-liberal party (Radikale). 
The new Government’s platform was “On our way – Denmark in the 21st 
century”. The platform had two parts: a general part where economic issues 
and broader developments in welfare were presented, including several 
general statements about prevention and promotion, and a specific part 
presenting government goals in every major sector of society. The section 
entitled “Hospital and health” stated “the Government shall establish a 
multisectoral health promotion and disease prevention programme in order to 
improve the health of the population. The starting point of the programme is a 
number of concrete objectives of health that have to be fulfilled within a ten-
year period”. This was the start of the Danish Government Programme on 
Public Health and Health Promotion, 1999–2008. One year later, the 
Programme was presented to the public. 

The Minister of Health was made the coordinating minister on behalf of the 
Government, and policy development was steered from the Health Promotion 
Office of the Department of Health. 

The text is interesting in that: 

�� it respects a ten-year horizon of programme development; 
�� the Programme has to improve the health of the population; 
�� the Programme should be multisectoral; and 
�� concrete health objectives should be established. 

Although the determinants of health are rooted in every sector of society, it 
was also clear from the very beginning of programme development that a 
public health and health promotion programme was more than merely the 
sum of policies arising from the various major sectors.  
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When reading national health promotion and public health programmes, one 
may sometimes wonder why one thing is included while something else is left 
out. In the Danish case it was clear that in principle each major sector 
(environment, labour market, health care, etc.) had its own policy 
development, but also that a broad intersectoral public health and health 
promotion programme should relate to a broad policy development. No 
research has been carried out on the process that decided what should be 
included in the Programme. 

The policy process of creating the Programme 

As stated above, the policy process started with a purely political document 
presenting the overall perspective in a short policy statement. The 
Department of Health decided to develop the Programme within a one-year 
period. Based on experience gained in developing the 1989 programme and 
certain programmes developed during the 1990s, the following ministries were 
involved: Labour, Housing and Urban Affairs, Business and Industry, Food 
and Agriculture, Environment and Energy, Social Affairs, Health, Transport 
and Education. A group of ministers was established, backed up by a parallel 
group of government officials. This parallel group ensured horizontal 
(interministerial) coordination at the national level, but also some vertical 
coordination between political levels through federations/associations 
representing the counties and municipalities. 

Within the Ministry of Health, a coordinating committee was established 
comprising representatives of the institutions in the Ministry of Health: the 
Department of Health, the National Board of Health, the National Institute of 
Public Health, the State Serum Institute, etc. On occasion, external experts in 
public health were also formally involved in the process. 

The principles of overall programme structure was established relatively early 
in the process, based on considerations and discussions in the coordinating 
committee and with public health experts. A total of 17 targets were adopted, 
and 17 groups were formed to develop the targets. A typical group comprised 
4–6 members representing the departments of the ministries involved, some 
experts and some representatives of local government.

The 1990s in Denmark saw many projects and developments in health 
promotion and disease prevention in different sectors of society. Central-level 
funding stimulated projects and developments in counties and municipalities. 
Inspired by WHO’s health for all policy, the evidence of the effectiveness of 
such decentralized interventions stimulated the process of creating targets 
and activities. Broader public hearings or open Internet discussions were 
considered, but as the Programme was to be developed within one year it 
was estimated that there was not enough time for such processes. The policy 
development approach could therefore generally be called a top-down, 
expert-oriented political administrative approach, albeit incorporating past 
experience from decentralized project and policy development. 
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A separate group involving the Department of Health and the National 
Institute of Public Health developed indicators to monitor the Programme. 
During the process, the Minister of Health also presented issues to the health 
committee of Parliament and developed political discussions. 

Formally, the counties and municipalities were not asked for their political 
opinion, although a number of administrators were involved in target 
development and in the group of government officials. In Denmark – as in 
many other countries – there is no political tradition for government to ask for 
the approval of decentralized political bodies or associations when introducing 
new programmes. 

Parallel to the programme policy process, the so-called Life Expectancy 
Committee published its various analyses on developments in mortality and 
morbidity and social inequality in health, and this material was used directly in 
developing the Programme.

The policy process generated the usual controversy. Certain sectors felt that 
proposals from “health people” should not be given too much weight in the 
political process development of other sectors, thus representing a barrier to 
agreement. A great deal of compromise between administrators and between 
ministers took place during the process. Such compromise took place at all 
levels – in the target groups, in the coordinating committee, in the committee 
of government officials, and at government level. The ministers involved in the 
process of developing the Programme had to make decisions on a few hot 
political issues. 

The Programme was accepted at a meeting of the Government in the spring 
of 1999. It was decided to accept the Programme before it was sent out to the 
various interest groups. Its publication created a great deal of media interest, 
with lifestyle issues having most media interest. The initial reaction by Danish 
society was broad acceptance of the Programme. 

The main impression was that the interest groups were positive and 
supportive. Nevertheless, a number of concerns were also expressed, 
including the financing of the Programme, priorities at local level, the lack of 
skilled manpower, and too little emphasis on health promotion vis-à-vis 
disease prevention. 

In the autumn of 1999 the Ministry of Health, on behalf of the Government, 
presented the Programme to Parliament and a debate took place in January 
2000. The general impression from that debate was broad acceptance of the 
Programme. The first priorities set out by the Government on the early 
development of the Programme were also introduced on that occasion. 
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Fig. 2. The policy process 

Every year the Government negotiates with the counties and municipalities an 
economic agreement as to growth and general political development. The 
agreement for 2000 mentioned the health promotion Programme as a 
common framework for setting priorities at all levels. Specific new budgets 
were not part of the agreement. 

Programme development has now begun. The first evaluation and revision of 
the Programme are due to take place in late 2001.  

Broad policy statement of new Government – including specific 
reference to a 10-year National Health Promotion Programme 

March 
1998

Organization
�� Coordinator: Minister of Health + Department of Health and 

Health Policy Office 
�� Group of Ministers: 10 ministers 
�� Parallel group of government officials + 2 representatives from 

federations/associations of counties and municipalities 
�� Discussion with Parliamentary Health Policy Committee and 

political leaders 
�� Coordination Committee: Department of Health, National Board 

of Health, National Institute of Public Health, State Serum 
Institute, etc. 

�� Meeting of experts in public health 
�� 17 target groups formed (4–6 members) 
�� Programme indicator group 

�� Life Expectancy Committee

Mid-
1998

Government adoption of 10-year programme Spring 
1999

Hearing among “interest groups” 

Programme presentation to Parliament (adopted January 2000) Autumn 
1999

�� Implementation at central government level 
�� Implementation at the level of counties and municipalities  

(Health Planning Law – period 1998–2001)
2000 – 
2001

Programme revision 2001
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4.  Structure and content of the Danish Government 
Programme on Public Health and Health Promotion,  

    1999–2008 

According to the political text behind the Programme, priority was given to 
intersectoral action and to activities to improve the health of the population. 
Thus an evidence-based approach has implicitly been adopted. The overall 
structure of the Programme is shown in Box 1. 

Box 1. Structure of the Programme

The first layer, comprising targets 1 and 2, deals with the overall objectives. 
As stated earlier, the static life expectancy in Denmark has been an important 
health issue for some decades. Target 2 deals with an issue that is also being 
taken up in the public health and health promotion programmes of a number 
of other European countries, namely equity and health. Both targets have 
important implications related to the determinants of health. 

OVERALL OBJECTIVES

 1: A longer life with a higher quality of life 
2: Social equity in health 

Targets for increased action 

  Risk factors  Age groups Arenas for health promotion
  3. Tobacco  8.  Children  11. Primary schools 
  4. Alcohol  9.  Young people 12. The workplace 
  5. Nutrition and  10. Senior citizens 13. Local communities 
         exercise     14. Health services 
  6. Obesity 
  7. Traffic accidents

Targets for management 

15. Co-operation between state/county/municipality 
16. Research 
17. Education 
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The second layer of programme structure focuses on strengthening of efforts. 
Three main perspectives are involved: risk factors, age groups and health-
promoting arenas/environments. 

As can be seen, the traditional risk factors (tobacco, alcohol, nutrition and 
exercise) are supplemented with obesity and traffic accidents. Targets 3–6 
reflect “pure” risk factor thinking, while traffic accidents are included in the risk 
factor targets for pragmatic purposes (the disease perspective is generally 
absent from the Programme). 

The age group perspective was selected as another important approach 
towards strengthening promotion and preventive efforts. The general adult 
population is not specifically included here, but is covered by the other 
perspectives. Also, gender is not specifically addressed in a separate target; 
the gender perspective is assumed to be included in all targets. 

The arenas (environments for health promotion) reflect the idea that primary 
schools, the workplace and the local community are important aspects of daily 
living. The arenas as such are intended to be health-promoting. Since the 
arenas strongly interact with and determine lifestyle and health behaviour 
related to tobacco, alcohol, nutrition, etc., they are important for policy 
development.  

Since it is important to include health promotion and disease prevention in all 
treatment systems, health services were also included as a priority health-
promoting arena. During the policy development process, other arenas for 
health promotion were discussed, including the family. It was nevertheless 
decided to stick to the four arenas as presented in Box 1.

Finally, the Programme includes supportive structures such as organization, 
responsibility for programme development and activities, research and 
education. 

Table 1 presents the overall target texts. 



POLICY LEARNING CURVE SERIES 
__________________________________________________________________________

______________________________________________________ 

European Centre for Health Policy 

12

Table 1. The 17 targets of the Danish Government Programme 
on Public Health and Health Promotion

Approach Issue Target 

Overall 

targets 

Target 1

Life expectancy and 
quality of life 

 Life expectancy in Denmark should be increased significantly.  
At the same time the number of years of life spent in good  
health should be increased, and health-related limitations to  
social and physical activity should be reduced. 

Target 2 
Equity in health 

Social inequality in health should be reduced to the extent 
possible, above all by strengthening efforts to improve health for 
the most disadvantaged groups 
.

Target 3 

Tobacco 

The number of smokers should be reduced significantly, partly 
through smoking cessation and partly through reducing the 
recruitment of new smokers. Denmark should be made smoke-
free for non-smokers, including children 
.

Target 4 

Alcohol 

The number of heavy consumers of alcohol should be 
significantly reduced. Alcohol consumption among young people 
should be reduced and there should be no alcohol consumption 
among children. 

Target 5 

Nutrition and exercise 

The number of people with healthy eating habits and who take 
exercise should be increased, partly through clear information 
and partly through easily available opportunities to practise 
healthy lifestyles. 

Target 6 

Obesity 

The increase in the number of people suffering from obesity 
should be halted. 

Risk factor 
targets 

Target 7 

Traffic accidents 

The number of injuries and deaths resulting from traffic accidents 
should be significantly reduced by strengthening preventive 
efforts. 

Age group 
targets 

Target 8 

Children 

Children’s health and wellbeing should be given top priority. 
Assistance to children in vulnerable families should especially be 
strengthened. 

Target 9 
Young people 

Young people should be secure from marginalization in relation to 
the educational system and working life 
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Target 10 
Senior citizens

Senior citizens should have access to services aiming to maintain 
their social, physical and mental abilities for as long as possible. 

Target 11 
Primary schools

Primary schools should constitute health-promoting environments 
and provide children with the qualifications they need for active 
promotion of their own health and that of others. 

Target 12 
The workplace

The workplace should be involved actively and broadly in prevention 
and health promotion initiatives. 

Target 13 
Local 
communities

Prevention and health promotion within local social and health 
services should be developed and strengthened. 

Health-
promoting 
environments
/arenas 

Target 14 
Health services

The health services should strengthen efforts within prevention and 
health promotion. During the programme period general 
practitioners and hospitals should develop and introduce well 
documented and effective prevention and health promotion activities 
as part of daily routines. 

Target 15 
Cooperation 
between the state, 
the counties and 
the municipalities

A clear and unambiguous division of tasks and responsibilities 
between state, county and municipal levels should be established in 
the area of prevention and health promotion. 

Target 16 
Research

Prevention and health promotion should be based on research in 
order to provide for the selection of well founded initiatives in this 
area.

Structural 
targets 

Target 17 
Education

Preventive measures should be made more professional through a 
strengthening of prevention and health promotion as an element and 
an approach in the basic and further training of staff within the social 
and health services and other relevant groups. 

The overall objectives, as stated in targets 1 and 2, are presented in Box 2, 
where the target is formulated together with the goals to be achieved within 
the programme period. Corresponding texts for all targets are presented in 
Annex 1. 
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Box 2. Formulation of overall targets (targets 1 and 2) and goals to be achieved

Target 12 has been chosen to illustrate how the Programme is constructed at 
the target level. Box 3 provides the text of target 12 and the goals to be 
achieved during the programme period.  

Target 1 – Life expectancy and quality of life 

Life expectancy in Denmark should be increased significantly. At the same time the 
number of years of life spent in good health should be increased, and health-related 
limitations to social and physical activity should be reduced 

The following should be achieved in the course of the programme. 

�� Life expectancy should be increased by at least two years for both men and women. 

�� The gap in life expectancy between Denmark on the one hand and other EU countries and 
Norway on the other should be reduced. The aim is that during the initial five-year period the rate 
of increase should be similar to that seen in these countries. In the following five-year period the 
rate of increase should be higher in Denmark. 

�� The expected number of years of life in good health should be increased. 

�� The proportion of the population experiencing health-related problems in carrying out daily tasks 
should be reduced. 

�� The proportion of the population with reduced mental capacity and wellbeing should be reduced. 

Target 2 – Equity in health 

Social inequality in health should be reduced to the extent possible, above all by 
strengthening efforts to improve health for the most disadvantaged groups 

The following should be achieved in the course of the programme. 

�� There should be a considerable reduction of inequality in health, as indicated by both morbidity 
and mortality. 

�� Priorities underlying the selection of initiatives and methods under the Programme’s targets 3–17 
should ensure that the most disadvantaged groups are secured significantly more favourable 
health development through concurrent initiatives addressing both basic differences in health 
behaviour and the considerable differences in living conditions. 

�� It should be made possible to monitor morbidity and mortality in various social groups during the 
programme period. 
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Box 3. Target 12 – the workplace 

The strategy of the target is given as follows. 

In the course of the coming ten years prevention and health promotion at the 
workplace should focus on: 

�� strengthening measures in the working environment and introducing 
measures for particularly exposed occupational groups with a view to 
reducing social inequality in health 

�� disseminating health promotion initiatives at the workplace and linking the 
working environment and health promotion. 

�� promoting corporate responsibility to counterbalance exclusion and 
marginalization. 

Under this target strategy the Programme lists a number of initiatives, as can 
be seen in Box  4 together with the ministry responsible for further programme 
development and action.

Target 12 – The Workplace 

The workplace should be involved actively and broadly in prevention and health-
promotion initiatives 

The following should be achieved in the course of the programme’s duration. 

�� Measures taken by companies concerning the working environment should be 
strengthened. 

�� The concept of the health-promoting workplace should to the extent possible be applied to 
private workplaces, and health-promotion policies should be established at all public 
workplaces. 

�� Preventive measures in the working environment should be coordinated with other 
prevention and health promotion initiatives. 

�� Companies should embrace social responsibility to a greater degree than at present.  
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Box 4. Initiatives related to target 12 – the workplace 

Initiative 12.1:   Intensification of preventive working environment measures
  Ministry of Labour 

Initiative 12.2:   Introduction of working environment measures for specially exposed job groups  
  Ministry of Labour 

Initiative 12.3:    Improved surveillance of the working environment
   Ministry of Labour 

Initiative 12.4:    Intensified research into accidents at work 
   Ministry of Labour 

Initiative 12.5:    Improvement of road safety as part of companies’ prevention policies
   Ministry of Transport 

Initiative 12.6:    Health-promotion activities at the workplace should be spread and initiatives  
                          should be launched that integrate the working environment and companies’   
                          social responsibility

   Ministry of Health; Ministry of Labour 

Initiative 12.7:    Health promotion policies at all public workplaces
   Ministry of Health; Ministry of Labour 

Initiative 12.8:    Smoke-free environments at all workplaces
  Ministry of Health; Ministry of Labour 

Initiative 12.9:    Improved early intervention measures in relation to persons whose alcohol  
                          consumption at the workplace constitutes a health hazard

   Ministry of Health 

Initiative 12.10: Promotion of healthy food habits at the workplace
  Ministry of Food 

Initiative 12.11: Promotion of sports at the workplace
  Ministry of Culture 

Initiative 12.12: Healthy traffic as part of working life
  Ministry of Transport 

Initiative 12.13: Integration of health-promotion activities and safety
  Ministry of Labour; Ministry of Health 

Initiative 12.14: Prevention initiatives in relation to stress and lack of exercise in sedentary jobs
 Ministry of Labour; Ministry of Health 

Initiative 12.15: Improvement of the working environment, health and wellbeing at sea
  Ministry of Business and Industry 

Initiative 12.16: Strengthening companies’ social responsibility
  Ministry of Social Affairs 

Initiative 12.17: Establishment of inclusive workplaces in order to keep senior staff in the labour 
                           force

  Ministry of Labour 
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5. Programme implementation, monitoring and evaluation

Major implementation strategies 

The Danish Programme is basically a government programme. Since, 
however, a high degree of decentralization as to policy-making and 
implementation exists in the country, there was a need to develop strategies 
that would facilitate its adoption. Box 5 sets out important strategies for 
programme development in the country as a whole.

Box 5. Major strategies for implementing the Programme 

Health promotion policies at all levels 

�� legislation (tobacco, alcohol, working environment, etc.) 
�� policies for food, exercise, smoking, etc. at county and municipality level 
�� policies for institutions (smoking, food, etc. in hospitals, day-care centres, etc) 
�� health promotion at the workplace 

New services offered to the population 

�� stop-smoking courses, etc. 
�� rehabilitation programmes (heart disease, etc.) 
�� programmes directed towards heavy users of alcohol 
�� programmes directed towards pregnant drug abusers 
�� dietary counselling related to overweight and heart disease 
�� social services related to “open labour market policy” 
�� support to the development of new settings for sports, leisure time and culture in local 

society 

Implementation and development 

�� health planning in counties and municipalities 
�� health promotion and disease prevention agreements with general practitioners, between 

counties and municipalities and between the Department of Health and local institutions 
�� professional guidelines following legislation 
�� action plans for selected areas of intervention 
�� evaluation 

Development of quality and professionalism 

�� certain educational initiatives 
�� applied research 
�� clinical guidelines for intervention 
�� guidelines and databases on good practice of health promotion and disease prevention 

Financial initiatives 

�� setting programme priorities in the budget of the relevant sector of society 
�� special national funds for the support of the programme 
�� local financing as part of local health planning and development 
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One basic idea of the Programme is to develop health promotion policies at all 
levels. This can be done by means of various tools, including legislation, and 
may encourage those responsible at county and municipal levels to develop 
policies for the various risk factors, for institutions such as hospitals and day-
care institutions, or for health promotion at the workplace. 

A number of services of a preventive nature – mainly in the health services 
sector and the public health sector – have not been very well developed. As 
shown in Box 5, a number of new services are to be strengthened and further 
developed as part of programme development. 
The development of professionalism in the field of health promotion and 
disease prevention is a key issue. A strengthening of educational initiatives is 
among those to be developed.

The financial issue is extremely important. The state budget for 2001 
represents an economic strengthening of the Programme from a national 
point of view. Also, a recently adopted national plan for prevention and 
treatment of cancer in Denmark represents a possible financial incentive to 
programme development. 

Prior to the adoption of the budget for 2001, there has been much public 
criticism that the Government had not secured enough money for the very 
ambitious programme development as reflected in the Programme. This 
public debate led to increased awareness of the financial situation. 

Monitoring and evaluation

During the process of developing the programme indicators to monitor the 
targets were developed. To make sure that the counties had a relevant 
baseline for implementing the Programme, the National Institute of Public 
Health is carrying out a huge health interview survey at national as well as 
county level. The survey is a broadly based, comprehensive survey reflecting 
a broad model of health and its determinants. About 20 000 people are being 
interviewed. Apart from being a baseline for the Programme it also forms part 
of early programme development, thereby providing ideas for revising the 
Programme in 2001. There are also plans for a revision of the Programme in 
2005, based on new survey data related to the indicators. 

As part of the health planning process it is expected that counties will provide 
information on health status and health determinants.  

Elements of programme evaluation are being developed through formal 
research activities. A coordination group has been established in the Ministry 
of Health to report on the status of the Programme and then follow up. 
Periodic reporting to Parliament by the Minister of Health as to the progress of 
the Programme is also part of the follow-up. 
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The health planning law

As described earlier, the creation of the new Ministry of Health in 1987 led to 
ambitious plans for the health sector as a whole. One of the results of a long-
lasting political discussion was the adoption of a health planning law, whose 
objectives were: 

�� to increase cooperation within the health field; 

�� to strengthen health promotion and disease prevention as a compulsory 
part of county and municipal activities; and 

�� to stimulate quality development. 

The law states that counties should establish a plan based on a review of the 
state of health in the county, and should include health care services and 
health promotion and disease prevention. The plan should be developed in 
cooperation with the municipalities and with the general practitioners, who are 
the “gatekeepers” of the health services. 

The first four-year planning period began in 1994 and covered 1994–1997. All 
counties found it useful to review the state of health as a basis for planning. 
Nevertheless, there was a great deal of variation in health promotion and 
disease prevention policy between the counties, most of them choosing to 
take account of Government initiatives in that field. The review also showed 
that it takes time to develop such policies in the counties. The following 
planning period for 1998–2001 was therefore expected to be mainly a phase 
in which county policies are implemented. 

At the municipal level the law requires a review rather than a full-scale plan. 
Nevertheless, those municipalities that are members of the Danish network of 
healthy cities (according to WHO Healthy Cities criteria) preferred to develop 
a plan. Also the county planning process stimulated a number of 
municipalities to go far beyond the initial ideas of health promotion and 
disease prevention at local level. 

The law states that the county council must establish a hearing process 
involving municipalities, regional medical officers of health, general 
practitioners and the National Board of Health. The idea is that the counties 
and municipalities should cooperate in the health field and establish 
cooperation with sectors related to health, for example the social sector. The 
final county council plan must be sent to the Ministry of Health and to the 
National Board of Health. 

It is important to underline that the Danish health planning approach is not like 
the communist idea of “central planning”. It is rather a process of “planning 
through dialogue” involving thematic planning and decisions without 
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sanctions. This approach reflects respect for decentralized decision-making – 
and of course a risk of very different developments at local level.

Box 6. Overview of the health planning law

Implementation at local level

The Danish political-administrative structure involves a high degree of 
regional and local political decision-making. Dissemination of new policy ideas 
from national to local level takes place only if the necessary mechanisms 
exist. Aside from the health planning law, a number of other mechanisms to 
stimulate local implementation exist (see Box 5). 

The case study by Niels-Erik Aaes from the County of South Jutland (see 
Section 7) addresses the possibilities and difficulties of local implementation.

6.  Some pros and cons from the public debate 
      on the Programme 
As stated earlier, there was broad acceptance of the Programme at all levels. 
As practical programme development takes place, one can see continued and 
strong support but also a sharper debate on the pros and cons.  

Objectives: 

�� increased cooperation within the health field 
�� strengthening of health promotion and disease prevention 
�� stimulating quality development. 

During a 4-year election period the political authorities must adopt: 
�� at county level: a plan (state of health, review, service planning, cooperation with 

municipalities and general practitioners, etc.) 
�� in municipalities: a review 
�� new: both counties and municipalities have to include health promotion and disease 

prevention. 

Cooperation 
�� The authorities of the counties and municipalities must establish cooperation in the health 

field and with sectors related to health. 
�� The County Council must establish a hearing process involving communities, medical 

health officers, general practitioners, etc. and the National Board of Health. 
�� The final County Council plan is sent to the Minister of Health and to the National Board of 

Health.

At the beginning of each 4-year planning period the Minister of Health reviews past
experience and issues planning guidelines. 
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Those who accept the Programme emphasize that: 
�� the Programme represents a political breakthrough in health promotion 

and disease prevention;
�� it is a very important intersectoral programme along the lines of WHO’s 

global strategy for health for all;
�� the Programme is very relevant to the actual Danish health situation;
�� it represents a well balanced model of intervention, including 

lifestyle/health behaviour, living conditions/environment and health 
services; and

�� it represents an important national ideological initiative that will inspire 
grassroots organizations and activities and stimulate increased efforts at 
that level.

Those critical of the Programme say, among other things, that: 

�� there is too much emphasis on lifestyle issues and health behaviour;
�� there is too little emphasis on living conditions and on the environment;
�� it is too ambitious;
�� there is hardly any money from state level for programme implementation;
�� there are weak or absent organizational perspectives, particularly in 

relation to organization at central government level; and
�� it is an “expert’s” programme, not a programme rooted in the daily life of 

the population.

Some of these criticisms have influenced decision-making at central level. 
The state budget for 2001 places increasing emphasis on the Programme. 

Through legislation, is has also been decided to strengthen the role of the 
National Board of Health as to further development of health promotion and 
disease prevention. A new centre for prevention has been created in the 
National Board of Health to support the development of the Programme and 
also to supporting evidence-based knowledge and interventions to be 
presented to programme implementation at decentralized level. 

Although the status report for 2001 has not yet been finalized, in the middle of 
the year it appears that: 

�� life expectancy over the last few years has improved much more than 
expected; 

�� health behaviour in the adult population is still improving, for example in 
relation to smoking; 

�� structural societal burdens such as unemployment have been reduced; 
�� increased public investments in health services have taken place over 

several years; 
�� a number of activities assumed to take place within the Programme have 

already been initiated and are working at national as well as at 
decentralized levels; and 
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�� preliminary information from the decentralized planning process seems to 
indicate a broad acceptance of the Programme and realistic 
considerations as to implementing all or part of it, at least at the regional 
level.

Thus there is reason to expect a much higher rate of general success at all 
levels compared to earlier Danish programmes. It seems as though 
politicians, professionals and a large part of the population are more ready 
this time to accept and implement the basic ideas and plan relevant 
interventions. 

7. Cooperating on health planning: 
     experiences in cooperation between county and  
     municipalities in South Jutland County 

Niels-Erik Aaes 
 Head, Department of Public Health, South Jutland County

Experience from the cooperative planning, 1994–1997 

The County of South Jutland has a population of well over 250 000 and 
comprises 23 municipalities with between 3000 and 30 000 citizens. 
Generally, health planning – which was introduced by law in 1994 – has 
caused difficulties in many municipalities. Particularly the smaller 
municipalities find it hard to allocate resources for the purpose, and this is 
reflected in the different degrees of quality and thoroughness among the first 
health reports from the municipalities.  

At county level a number of plans on specific public health issues, such as 
general practice, dental and hospital services, were collated into an overall 
health plan. During the first four-year period the county health committee held 
biannual meetings with representatives from the municipal councils. On the 
agenda was both general exchange of information and discussion on specific 
health service issues that by law had to be part of the health planning at both 
municipality and county level. The meetings also gave the county the 
possibility of monitoring the planning taking place in the municipalities. The 
county had offered all municipalities a health profile, i.e. a compilation of 
available data on health, illness and mortality, with the assistance of the 
Medical Officers of Health, who are regional representatives of the National 
Board of Health. 

Neither the health reports of the municipalities nor the county health plan were 
ready until the end of 1997, which means that the first-generation health plans 
are not coordinated. Afterwards, both parties expressed a need to be involved 
in each other’s future plans. 
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A new model for cooperation, 1998–2001 

Based on these rather mixed experiences, in the autumn of 1998 the County 
Council’s health committee adopted a new model for cooperation between the 
county and the municipalities concerning health planning for the second 
period from 1998 to 2001. At a hearing in the spring of 1999 this model was 
accepted by all municipalities (Fig. 3).  

Fig. 3. Health planning cooperation, 1999–2001 

Municipalities                  Areas of cooperation      County planning 

Municipality 
health report 

County health 
plan 1997 

Municipality 
health profile 
2000

County health 
profile 2000 

Meetings at 
administrative 
level 1999–2001 

Local planning 
committees within 
service area 

Meetings at political 
level 1999–2001 

Joint health 
programmes and 
action plans 

Health report 2001 Health plan 2001
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The main targets are to: 
�� increase the value and relevance of the health profiles to the 

municipalities; 
�� provide more thorough guidance to the municipalities concerning the 

preparation of health reports; 
�� promote extended local cooperation between hospitals and municipalities; 
�� create a direct dialogue between politicians at county and municipality 

levels; 
�� promote the development of joint health programmes and action plans 

between county and municipality; and establish a joint basis for health 
planning at municipality as well as county level. 

The model consists of the following five elements for cooperation: 
1. health profiles 
2. meetings at administrative level on selected health issues  
3. local planning committees 
4. meetings at political level  
5. joint programmes and action plans.

With one year left of the planning period, it appears that particularly the health 
profiles and the meetings between politicians – and the linking of these – have 
become the most important innovative element in cooperation. 

Health profiles 

The profiles are compiled for each individual municipality as well as for the 
entire county, using more or less the same design and basic data.  

The profile model was created by a cross-disciplinary working group and 
emphasizes a socioeconomic perspective on health data. This has made the 
profiles more relevant for the municipalities, and it has become possible to 
pay special attention to inequality in health. Data on children, 16–66-year-
olds, the elderly, premature deaths and utilization of the health services are 
related to relevant socioeconomic parameters, such as self-support/public 
support, educational background, participation in the labour market, and 
family status.

In order for the municipality to receive consultancy and funding to compile the 
health profiles, the county made it a condition that the work be undertaken in 
a cross-disciplinary group in each municipality, including top civil servants. 
Another condition was that the profiles contain recommendations for future 
public health targets and objectives, to allow for subsequent preparation of an 
action-oriented health report. 

Work on the health profiles started in late summer 1999 and was finalized at 
the beginning of 2001. It was the experience in the municipalities that the 
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health profiles created considerably greater focus and commitment in 
subsequent meetings at political level. 

The county profile was published in September 2000, and among other things 
it provided basic knowledge for a major conference – with 180 participants 
from the county and the municipalities – on furthering the cooperation on 
health promotion and implementing the Programme. 

Meetings at administrative level 

Every six months since 1999, the health department of the county has invited 
the professional and administrative staff in the municipalities involved in 
health planning – including the cross-disciplinary groups working with the 
health profiles – to a meeting. All meetings have focused on selected topics 
relevant for the planning process, and they provide an opportunity to 
exchange information and to further the harmonization of the process. In 
particular, the content and process of compiling the health profiles and the 
form of the local health reports have been discussed. Further, the 
organisation of cooperation on health promotion and the implementation of 
the Programme have been discussed. 

Another initiative was that the county created a Web site for health planners in 
the county and municipalities. The intention is to create an electronic 
newsletter and to establish a knowledge base. 

Local planning 

In relation to hospital planning, the county has asked the four hospitals to form 
planning committees at top administrative level together with the local 
communities. The planning committees were to be responsible for the further 
implementation of joint programmes. To strengthen the committees and get 
them to play a more prominent role in the health planning process, they were 
asked to present proposals on health issues to the respective authorities in 
the county and municipalities. Also, they were asked to suggest items for 
discussion at the meetings between city and county councils. 

Nevertheless, despite attempts in all four hospitals, only one succeeded in 
creating a forum for planning, and thus the committees do not play the role 
intended in health planning and in cooperation between the county and the 
municipalities.

Meetings at political level 

The county health committee arranges meetings with one municipality at a 
time. This prolonged process began in the spring of 2000,and 10 such 
meetings had taken place by the end of that year. Meetings with the 
remaining 13 municipalities are planned to take place in 2001.  
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The participants from the county are almost the entire health committee 
headed by the chairman or deputy chairman, assisted by a couple of senior 
administrative staff members and the director of the local hospital. The 
municipalities send a number of members of their committee on adults and 
personal affairs and their committee on children and culture (or social services 
or schools depending on the organizational structure) together with a number 
of administrative staff members. 

The main part of the agenda has been set beforehand, but the municipality 
has the opportunity to make special requests as to the agenda. 

The meeting begins with an exchange of information concerning the 
implementation of previous health planning, together with follow-up of ongoing 
initiatives including joint programmes. This item may also include questions 
and answers concerning both county and municipality health services. 

The next item on the agenda is a discussion of the findings and conclusions in 
the municipality and county health profiles, respectively. On the basis of this, 
possible health initiatives are discussed. 

The attempt is made to focus these discussions on joint programmes and 
action plans, such as: 

�� hospitalization, discharge and rehabilitation of the elderly; 
�� implementation of health promotion by employing a municipality-based 

public health officer; and 
�� specific health promotion projects, studies, etc. 

The minutes contain not only the conclusions of the meeting but also a 
summary of the discussions and a list of possible health initiatives. 

So far, political commitment, together with good administrative solutions to 
health service issues and documented health problems, has been 
transformed into a number of possible joint programmes and action plans. Up 
to now, the result of meetings with 9 municipalities is 42 joint programmes and 
action plans, 12 of which have to do with the flow of patient through the health 
care system and the elderly, 17 are health promotion projects, 6 are projects 
on developing methods on social equality in health, and 5 are projects in 
specific areas that need further study. 

From this process it seems reasonable to conclude that the politicians are 
very much concerned with exploring new fields of cooperation, development 
projects and health promotion, which otherwise receive lower priority than the 
hospital treatment at county level and social services in the municipalities. 
Also, the organization of the planning process results in commitment and a 
positive attitude towards the work at hand, both between administrative levels, 
i.e. between county and municipality, and within each of these administrative 
structures.
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Joint programmes and action plans 

The outcome of the meetings at political level is quantitatively far better than 
expected and makes serious demands on the follow-up. This may, however, 
be done over a period of several years including the next planning period. All 
things considered, we are dealing with a quantum leap in cooperation on 
health planning. 

Some of the joint programmes and action plans implemented in one 
municipality have been developed in other municipalities in the county. The 
implementation is therefore primarily a question of funding at municipality 
and/or county level. This is the point where political commitment is being put 
to the test. 

Concluding remarks 

Apart from specific follow-up on joint programmes and action plans, it is 
intended that conclusions from health profiles and meetings at political level 
are explicitly included in the municipal health reports and the county health 
plan. 

Seen from the county administrative level, the linking of health profiles and 
meetings at political level means putting coordination and health promotion on 
the agenda in the health planning process. Regardless of the heavy demand 
on resources, there is much in favour of applying a similar model in the next 
period of health planning from 2002 to 2005. 
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Annex 1 

The 17 targets and the goals to be achieved 

Target 1 – Life expectancy and quality of life 

Life expectancy in Denmark should be increased significantly. At the same 
time the number of years of life spent in good health should be increased, and 
health-related limitations to social and physical activity should be reduced. 

The following should be achieved in the course of the Programme. 

�� Life expectancy should be increased by at least two years for both men and 
women. 

�� The gap in life expectancy between Denmark on the one hand and other EU 
countries and Norway on the other should be reduced. The aim is that during 
the initial five-year period the rate of increase should be similar to that seen in 
these countries. In the following five-year period the rate of increase should be 
higher in Denmark. 

�� The expected number of years of life in good health should be increased. 
�� The proportion of the population experiencing health-related problems in 

carrying out daily tasks should be reduced. 
�� The proportion of the population with reduced mental capacity and wellbeing 

should be reduced. 

Target 2 – Equity in health 

Social inequality in health should be reduced to the extent possible, above all 
by strengthening efforts to improve health for the most disadvantaged groups. 

The following should be achieved in the course of the Programme. 

�� There should be a considerable reduction of inequality in health, as indicated 
by both morbidity and mortality. 

�� Priorities underlying the selection of initiatives and methods under the 
Programme’s targets 3–17 should ensure that the most disadvantaged groups 
are secured significantly more favourable development from a health point of 
view through concurrent initiatives addressing both basic differences in health 
behaviour and the considerable differences in living conditions. 

�� It should be made possible to monitor morbidity and mortality in various social 
groups during the programme period. 
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Target 3 – Tobacco 

The number of smokers should be reduced significantly, partly through 
smoking cessation and partly through reducing the recruitment of new 
smokers. Denmark should be made smoke-free for non-smokers, including 
children. 

The following should be achieved in the course of the Programme. 

�� The number of daily smokers in the whole population should be reduced by 
one percentage point per year (31% in 1998) corresponding to about one third 
during the whole period. 

�� The proportion of 16–19-year-olds who smoke every day should be down to 
16% at the end of the period (24% in 1996), and the proportion of 15-year-olds 
who smoke every day should be down to 9% (18% in 1998). 

�� The proportion of smokers among pregnant women should be reduced by 1.5 
percentage points per year (26% in 1996). 

�� The proportion of heavy cigarette smokers should be reduced by 0.5 
percentage points per year (16% in 1998). 

�� The proportion of employees who are involuntarily exposed to passive smoking 
at the workplace should be significantly reduced. 

�� The proportion of children who are exposed to passive smoking in child-care 
institutions should be reduced to zero by the year 2001. 

Daily smoking has been selected as a measuring point because it is by far the worst 
health hazard in relation to average life expectancy. 

Heavy cigarette smokers are those who smoke more than 15 cigarettes a day. 

Target 4 – Alcohol 

The number of heavy consumers of alcohol should be significantly reduced. 
Alcohol consumption among young people should be reduced and there 
should be no alcohol consumption among children. 

The following should be achieved in the course of the Programme: 

�� The proportion of people who drink more than the recommended maximum 
amounts of alcohol should be reduced by 0.25 percentage points each year. (It 
is assumed that the recommended maximum is exceeded by about 10% of 
women and by about 14% of men). 

�� Consumption among persons under 15 should be reduced as much as 
possible, in principle to zero. The National Board of Health recommends that 
men drink no more than 21 alcohol units per week and that women drink no 
more than 14 units per week. Heavy drinkers are defined as persons who 
exceed these limits. 
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Target 5 – Nutrition and exercise 

The number of people with healthy eating habits and who take exercise 
should be increased, partly though clear information and partly through easily 
available opportunities to practise healthy lifestyles. 

During the programme period, nutrition and exercise habits should 
become healthier.

�� When it is natural and appropriate, nutrition and exercise initiatives should be 
linked so as to optimize health outcomes at the personal level. 

�� A considerably greater proportion of the population should meet the following 
nutritional targets: 

- average fat intake should be reduced to about 30% of total energy intake: 
- the proportion of the population whose fat intake exceeds 40% should be 

reduced to zero (does not apply to children and the elderly); 
- intake of saturated fat should be reduced to a maximum of one third of total fat 

intake; 
- daily intake of fruit and vegetables should be increased to 600 grams per 

person; 
- intake of potatoes and cereal as well as fish should be increased; and 
- the number of patients in hospitals, residential homes, etc. who are 

undernourished should be reduced to the extent possible, and it should be 
ensured that those who depend on public catering receive food that 
corresponds to their needs. 

�� A considerably greater proportion of the population should meet officially 
recognized recommendations regarding exercise on a regular basis: 
- all adults should be physically active for half an hour every day; and  
- all children and young people of school age should be physically active at 

least one hour every day. 

Target 6 – Obesity 

The increase in the number of people suffering from obesity should be halted. 

The following should be achieved in the course of the Programme. 

�� The increase in obesity (BMI >30) should be stopped and at the end of the 
programme period obesity should be less widespread than at present. 

�� Effective systems for the support of people at special risk of developing obesity 
and related diseases should be established, and effective prevention and 
treatment should be developed. BMI is short for Body Mass Index and is 
calculated on the basis of weight and height (BMI = weight in kg divided by 
height in metres, squared). 
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Target 7 – Traffic accidents 

The number of injuries and deaths resulting from traffic accidents should be 
significantly reduced by strengthening preventive efforts. 

The following should be achieved in the course of the Programme. 

�� The number of deaths should be significantly reduced. 
�� The number of injuries should be significantly reduced and preventive 

measures should ensure that injuries become less serious. 
�� In particular, the number of children and young people involved in traffic 

accidents should be reduced. 
�� Measures should especially focus on the four areas of speed, alcohol, 

intersections and bicycles. At the end of 1999 the Commission on Road Safety 
will introduce proposals for national targets for road safety. When the 
quantitative targets have been presented, they will be part of the targets of the 
Government Programme on Public Health and Health Promotion for the period 
until 2008. 

Target 8 – Children 

Children’s health and wellbeing should be given top priority. Assistance to 
children in vulnerable families should especially be strengthened. 

At the end of the programme period: 

�� a significantly higher number of children should benefit from prevention and 
health promotion initiatives; 

�� there should be significantly fewer prenatal diseases and conditions and 
problems while growing up caused by inequity in health and by social 
background; and 

�� early intervention should be provided for in relation to pregnant women, 
children and families with children when a child’s needs are threatened or 
disregarded.  

This target especially concerns children from the prenatal phase to school age. 

Target 9 – Young people 

Young people should be secure from marginalization in relation to the 
educational system and working life. 

Coordinated efforts should be launched to ensure that: 

�� young people who drop out of the educational system or who are not part of the 
labour force, and young people with risk behaviour, are offered rapid and 
effective assistance in order to prevent lasting marginalization. 
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Target 10 – Senior citizens 

Senior citizens should have access to services aiming to maintain their social, 
physical and mental abilities for as long as possible. 

The following should be achieved in the course of the Programme. 

�� The proportion of physically inactive people over 66 should be reduced. This 
should be done through a number of initiatives aiming to maintain or re-
establish physical capacity. 

�� The proportion of socially isolated senior citizens should be reduced through 
initiatives aiming to prevent and counteract social isolation. 

Target 11 – Primary schools 

Primary schools should constitute health-promoting environments and provide 
children with the qualifications they need for active promotion of their own 
health and that of others. 

During the programme period primary schools should attempt to ensure 
that: 

�� teaching on health provides pupils with improved qualifications for the 
promotion of their own health and that of others; and 

�� the compulsory subject of health, sexuality and family studies and other 
subjects such as sport, home economics and science provide coherent 
prevention and health promotion elements in order to have an effect, including 
in relation to children with special needs. 

National legislation and/or development of local health policies should 
ensure: 

�� a school environment free from tobacco smoke, alcohol and drugs; 
�� that schools provide the facilities and the time needed for physical activity and 

provide for improved food habits; and 
�� a social and psychological environment that prevents bullying, promotes self-

esteem and equality, and promotes belief in individual and collective action. 
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Target 12 – The workplace 

The workplace should be involved actively and broadly in prevention and 
health promotion initiatives. 

The following should be achieved in the course of the Programme. 

�� Measures taken by companies concerning the working environment should be 
strengthened. 

�� The concept of the health-promoting workplace should be spread to private 
workplaces to the extent possible and health promotion policies should be 
established at all public workplaces. 

�� Preventive working environment measures in companies should be 
coordinated with other prevention and health promotion initiatives. 

�� Companies should to a greater degree take on social responsibility. 

Target 13 – Local communities 

Prevention and health promotion within local social and health services should 
be developed and strengthened. 

The following should be achieved in the course of the Programme. 

�� Prevention and health promotion in the municipalities should be strengthened. 
�� Cooperation between the health and social services should be intensified to 

ensure effective prevention and health promotion, especially for disadvantaged 
citizens. 

�� The local environment in neighbourhoods and residential areas should 
increasingly be the target of prevention and health promotion. 

Target 14 – Health services 

The health services should strengthen efforts within prevention and health 
promotion. 
During the programme period general practitioners and hospitals should 
develop and introduce well documented and effective prevention and health 
promotion activities as part of daily routines. 

The following should be achieved in the course of the Programme. 

�� Prevention in general practice and in the hospital sector should be developed 
and its quality improved. 

�� General practitioners and hospitals should systematically introduce well 
documented and effective prevention and health promotion activities as part of 
daily routines. 

�� New referral procedures should ensure a strengthening of prevention and 
health promotion taken care of by general practitioners. 
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�� Prevention and health promotion within the health services and development 
within preventive medicine should be assessed. 

�� The health services should become a health-promoting workplace. 

Target 15 – Cooperation between the state, the counties and the 
municipalities 

A clear and unambiguous division of tasks and responsibilities between state, 
county and municipal levels should be established in the area of prevention 
and health promotion. 

A clear and unambiguous division of tasks and responsibilities should 
be secured during the programme 
period by: 

�� introducing models for cooperation on health planning and day-to-day activities 
as part of the Minister for Health’s statement pertaining to health planning for 
the periods 2002–2005 and 2006–2009; 

�� describing present and future prevention and health promotion tasks; 
�� agreeing on the division of tasks; and 
�� strengthening national prevention and health promotion initiatives through local 

agreements involving units with special expertise. 

Target 16 – Research 

Prevention and health promotion should be based on research in order to 
provide for the selection of well founded initiatives in this area. 

During the programme period the following should be provided for: 

�� accessible and updated information on the population’s health status; 
�� stable research environments for research into average life expectancy and 

inequity in health; 
�� research on prevention, especially within two areas: factors underlying the 

population’s health behaviour (explanatory studies) and the effectiveness of 
prevention methods (intervention-related studies); and 

�� gathering and communicating existing knowledge on prevention and health 
promotion methods, and coordination and information exchange concerning 
relevant research projects. 

Target 17 – Education 

Preventive measures should be made more professional through a 
strengthening of prevention and health promotion as an element and an 
approach in the basic and further training of staff within the social and health 
services and other relevant groups. 
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The following should be achieved in the course of the Programme. 

�� Prevention should be given a central role in curricula for the training of health 
care personnel and for in-service and further training of health care staff. 

�� Prevention and health promotion should be given a more central role in a 
number of other educational curricula that play a strategic role in prevention 
and health promotion. 
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