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Abstract: Background: The Norwegian National government has developed public health policies
that reflect health promotion principles, and these are particularly reflected in the recent Public Health
Act (PHA). The counties (CMs) have been given a central role in the implementation of the PHA,
and in this paper we explore how the CMs fill this role. Methods: Qualitative as well as quantitative
data have been applied; a survey, a document study and personal interviews have been conducted.
Results: The findings show that the CMs find it challenging to influence all sectors to change the
focus from classical lifestyle issues to a focus on the social determinants of health. The Directorate of
Health has the main responsibility for implementing the PHA, but the signals from the Directorate
are not always consistent. The Directorate still launches campaigns and interventions to improve
diets and stimulate physical activity, without launching them in the context of the PHA. Conclusion:
The CMs regard the supporting role toward the municipalities as their highest priority. However,
they find it hard to anchor and integrate the principles of the PHA. They explain this partly with the
sectorised government organisation.
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1. Introduction

Norway is one of the so-called social democratic welfare states, as classified by
Esping-Andersen [1]. The “social democratic” regime is characterised by its emphasis on solidarity and
universalism, and the redistribution of resources among social groups, mainly through a progressive
tax system and entitlements to vulnerable groups. Action on the social determinants of health
was an important element in the building of the Norwegian welfare state, and housing, education,
and labour market policies were regarded as instruments in public health policy, as well as a means
to develop universal welfare and reduce social inequalities. However, in the 1960s and 70s, public
health increasingly included mostly individual measures, and lifestyle interventions became more
predominant [2–5].

Over the last decade, the Norwegian national government has developed public health policies
that reflect the Health promotion principles, as they are outlined in the Ottawa charter, particularly by
addressing social inequity in health [6]. A Government White paper on social inequalities in health
entitled National Strategy to Reduce Social Inequalities in Health was released in February 2007 [7] It had
a ten-year perspective for developing policies and strategies to reduce health inequities. One main
point of the White Paper is that “Equity is good public health policy”. This implies a view on public
health policies that aims at a more equal distribution of positive factors that influence health.
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The health promotion elements of the Norwegian public health policy are particularly reflected in
the Public Health Act (PHA) that was adopted in 2012 [8]. The PHA establishes a new foundation for
strengthening the systematic public health work and the development of policies and planning for
societal development based on regional and local challenges and needs. In the proposition underlying
the Act, it is stated that: “Only by integrating health and its social determinants as an aspect of all
social and welfare development through intersectoral action, good and equitable public health can be
achieved” [8].

Reducing social inequalities in health by addressing the social gradient is a main aim of the PHA.
The gradient approach to policy action comprises broad universal measures combined with targeted
(proportionate) strategies for disadvantaged groups; this is termed ‘proportionate universalism’ [9].
A gradient approach to policy also necessitates a focus on the upstream determinants of health
inequities (such as income, education, living, and working conditions) [10,11].

The principle of “Health in all policies” (HiAP) implies that equitable health systems are important
to public health, but health inequities arise from societal factors beyond health care [12–14]. HiAP
addresses the effects on health across all policies such as agriculture, education, the environment, fiscal
policies, housing, and transportation. It seeks to improve health through structures, mechanisms and
actions planned and managed mainly by sectors other than health. This implies that the impact on
health must be considered when policies and action are developed and implemented in all sectors.

The PHA embraces the idea of HiAP. In governance terms, one of its main features is that
it places the responsibility for public health work as a whole-of-government responsibility rather
than a responsibility for the health sector alone. Municipalities, county authorities, called county
municipalities (CMs), and central government authorities are all considered important actors in the
efforts to promote public health and reduce social inequalities in health. The PHA shall ensure that
municipalities, CMs and central government health authorities implement measures and coordinate
their activities in the area of public health work. Based on local assessments of the public health
challenges, public health policy development must be an integrated part of ordinary societal and
spatial planning and administration processes in counties and municipalities.

Even though municipalities have the main responsibility for implementing health promotion
policies at the local level, the CMs have been given a central role as coordinators and advocates towards
the municipalities. The PHA thus demands intersectoral collaboration to a wide extent. In this paper,
we will explore how the CMs fill their role as coordinators and facilitators.

1.1. CMs in the Norwegian Governance System

In Norway, 428 municipalities and 19 CMs have the overall responsibility for welfare provision.
This includes person-centred services, culture, agriculture, climate policies, transport and the
development of local areas, industry and jobs. CMs have responsibilities within public administration,
service provision, regional development and planning, and they are assigned with the tasks of planning
for the development of their region [15–17].

CMs are public authorities and are autonomous in their relations to the County Governor, the
national state representative at the regional level, and the municipalities within their jurisdictions [17].
The aim of the CM planning activity is to produce a planning strategy reflecting politically-stated
goals, and they are also mandated to coordinate stakeholders and decide on other CM plans to be
made. Examples include plans on regional development and public health. Particularly, the aims of
the PHA demand collaboration between a wide range of public and non-public stakeholders.

In 2004, the Directorate of Health established a program in which the CMs role to initiate and
facilitate municipal public health policies was stated. The CMs were invited to join in partnerships
with the Directorate, and in 2008 all had joined in. At the same time, CMs were to invite municipalities
in their county to enter partnerships. The CM partnership mechanisms included funding for the
municipalities to improve their efforts in developing health promotion policies. Among the measures
were the employment of Public Health Coordinators and the development of the local planning
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systems. During these years, the CMs built an administration and public health coordinators or
advisors were employed even at this level [18].

1.2. HiAP and Social Equity—The “New” Concept of Public Health

HiAP challenges the so-called siloed bureaucratic government structure, where each department
is responsible only for policies and measures within its own field (health, education, infrastructure etc.).
This is particularly problematic in an increasing number of fields, which demands action from many
sectors of society [19–21]. HiAP therefore should be regarded as a set of institutional arrangements
to achieve more intersectoral collaboration [22]. The PHA is the most distinctive of the institutional
arrangements, especially concerning the requirement of CMs and municipalities to develop overviews
over positive and negative factors determining health. Further institutional arrangements are the
establishment of intersectoral working groups and the employment of public health coordinators
or advisors [23]. Planning is regarded as a vital strategy to anchor and integrate health promotion
policies and measures both at the CM and municipal levels. The prioritization of these institutional
arrangements in many ways represents the “new” public health policies, moving in the direction of
health promotion.

The data from the current paper was collected as part of a larger project, where the main aim was
to study the implementation of the Norwegian public health policy in the municipalities. The project
applied a mixed methods approach. Data consist of two surveys to all municipalities in 2011 and
2014. The study participants were administrative leaders in all municipal sectors. The main focus was
on how the municipalities organised their policies regarding HI and HiAP. The questions included
whether the municipalities had employed public health coordinators, whether they had included
social inequality as part of their planning system, whether they had establishes inter-sectoral working
groups, etc. Furthermore, six municipalities take part in a qualitative study. Policy-makers and
administrative leaders were interviewed about the development of the public health work in their
respective municipalities, by following up on the questions from the surveys.

The surveys showed that the municipalities to a small extent had adopted the principles of HiAP
and HI [23,24]. Many municipalities focused mainly on lifestyle- and health care-related measures.
The findings identified a divide between the national policies and the strategies adopted at the
municipal level to implement the PHA [16]. Municipalities which has started the implementation of the
Act were included in the qualitative interview studies. Even these studies showed differences between
the municipalities. Some municipalities still prioritised individual lifestyle measures, while others were
in the process of integrating the policies across sectors [25]. The findings indicate that there is raised
awareness of the significance of social determinants among an increased number of municipalities and
that they are in the process of developing policies specifically to level the social gradient in health.

Research also shows that the CMs have developed many measures to strengthen public health [26].
The approach varies between the CMs, but there seems to be a strategic commitment, which is
illustrated by the fact that health promotion is being included in the planning strategies of the CMs.

In this paper, we will study how the CMs implement the aims of the PHA regarding the overall
aims of improving equity by addressing social inequalities and applying an HiAP approach. Our main
research question is:

How are the counties equipped to act as advocates for health promotion and particularly
HiAP? To answer this, we ask the following questions: How is health promotion policy included
in county plans? How is HiAP carried out at the county level? What are the priorities of CMs in
supporting the municipalities? To what extent do governance signals from the national level reflect the
HiAP approach?

2. Materials and Methods

Qualitative as well as quantitative data have been applied; a survey, a document study and
personal interviews have been conducted in the collection of data. The survey data includes all 19 CMs.
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The survey was sent to 903 politicians and top administrators as part of the project Countynode. 289 of
them answered questions on participation in a diverse set of coordinative and planning activities. The
response rate was 32%, and among the respondents were 232 politicians and 56 top administrators.
The actual question referred to here is: “Which actors do you consider important to mobilise on the
following policy areas?” The question was a matrix, and 102 ticked for mobilizing the actors according
to public health policy while 193 ticked for mobilizing them according to regional development.

The document analysis was undertaken as part of a masters’ degree in health promotion and is
presented in a masters’ thesis, and the data consisted of public health plans developed by the CMs [27].
The counties were not mandated to develop public health plans, but 13 of 19 counties had developed
such plans and the document study included these counties. The content of the plans was analysed
to document whether the CMs were giving priority to the overall aims of the PHA; reducing HI by
applying an HiAP approach. Five of the CMs had reducing HI as their overall aim, while seven did
not have this as a main aim. One CM plan did not have an overall aim. In this paper, we have used the
findings from the thesis as background material to show the overall situation regarding planning in
the CMs.

Individual interviews were conducted with policy-makers from three CMs. The CMs were
sampled strategically, and the main inclusion criterion was that they had already started the process
of implementing the PHA, particularly by addressing HI and the principles of HiAP. In each CM,
between five and nine informants were interviewed. Our contact persons were a public health
advisor/coordinator in each of the CMs and, on their advice, we included policy-makers who were
involved in public health. The CMs selected had different organisational models, and therefore the
relevant informants varied to some extent. In general, political and administrative leaders and leaders
of different sectors or units were interviewed along with public health coordinators. The aim of
this paper is not to compare the CMs; the interview data and quotes aim to present an in-depth
and nuanced picture. The interviews were transcribed verbatim and analysed by applying thematic
content analysis.

The different data sources were used to triangulate and validate the findings. The survey provided
data from many policy-makers and contributed to the broader picture of public health work in the CMs.
The document study showed the status of the public health planning process, while the interviews
provided policy-makers’ experiences and reflections.

The study is mainly a qualitative study and as such the findings cannot be statistically generalised.
It is also possible that we could have had other findings if we had chosen different CMs. However,
the survey and the document analysis provides a background picture that improves the reliability and
validity of the study. Both the document study and the interview study received ethical approval from
the Norwegian Data Protection Official for Research, while the survey did not need ethical approval.

3. Results: How Is HiAP Carried out at the County Level?

Public health has traditionally been the responsibility of the health sector, but this changed with
the PHA and all sectors are now held responsible. Another areas that the CMs are responsible for is
regional development, which is a theme that has had a clear intersectoral profile over many years since,
in principle, it covers many sectors and areas. We were therefore interested to compare the regional
development area to the public health area to get an impression of whether public health is being
understood as a field that demands intersectoral collaboration and participation.

As can be seen from Figure 1, more respondents answered the question concerning regional
development than the question on public health. Generally, those who answered for public health
considered it less important to mobilize actors across several sectors than those who answered for
regional development. In both policy areas, 63% of CM politicians and leading officers define other CM
sectors to be of importance to mobilize horizontally. Furthermore, mobilizing voluntary organizations
are considered much more important for public health than for regional development. The mobilization
of the County Governor, other regional authorities, working life organizations and private businesses
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are considered much more important to regional development than to public health. The findings
show that the respondents consider it more important to achieve intersectoral collaboration in the field
of regional development than in public health. This may indicate that the principles of the PHA have
not been fully understood by the CMs.Societies 2017, 7, 5  5 of 10 
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3.1. How Is Health Promotion Policy Included in County Plans?

Shandiz [27], studied how the CMs addressed the main health promotion principles of the
PHA; reducing inequities in health by levelling the social gradient, and applying an HiAP approach.
The study took its point of departure in the CMs that had developed regional public health plans.
The rationale for this approach was that, at both regional and local levels, developing plans is
considered essential by the national government for anchoring and integrating health promotion
in policies and services [8]. Even if it was not mandatory for CMs to develop health promotion plans,
it provides an indicator of how equity and HiAP was implemented. Thirteen of 19 CMs had developed
such plans, and the findings showed that the CMs that had published plans also included equity issues
and applied an HiAP approach. However, in their priorities of policies and strategies, there were few
measures that aimed at addressing equity issues or the social gradient. The plans mostly reflected
a perspective where equity issues meant addressing socially disadvantaged groups rather than the
social gradient.

The findings also indicate that the CMs acknowledge that health promotion demands intersectoral
collaboration. This is also reflected in the measures developed by several CMs. Still, measures
addressing lifestyle issues such as physical activity and diet were more predominant than measures that
addressed the social determinants of heath. Lifestyle interventions are traditionally a main responsibility
of the health sector and do not clearly reflect an understanding based on an HiAP approach.

In the following, we will present results from personal interviews with policy-makers in three
CMs to obtain a deeper understanding of how the principles of HiAP and equity are being addressed.

3.2. How Is HiAP Carried out at the County Level?

The CMs each had a different history in developing and applying HiAP. In one of the CMs,
the head of the Development department stated that the CM had applied an HiAP perspective even
before the PHA:

“We had that even before the Act. But we have of course become much more aware of the
role of the CM should have, and the role of the County Governor and the municipalities.
But one thing is to know your role, a different matter is implementation and to include it in
everything we do.”
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This informant goes on to tell that implementation has been difficult, but that they have taken the
point of departure in concrete projects:

“We have been working on a traffic security project that involves several sectors and we
collaborate with the dental services. We aim to present the good examples, but it is not
always easy. But we have lifted it to the leadership level, that is important.”

In this CM, the public health advisor confirms that it has been challenging to integrate a new
understanding of public health, in line with health promotion principles:

“It is a challenge, the old understanding of public health was related to physical activity
and diet, and these are the themes the CM used to work with, and the new understanding
is difficult to integrate.”

This CM has developed a regional plan for health promotion, and the same informant sees the
plan as a vehicle for the implementation of the PHA:

“I am very happy that we have developed a strategy, a regional plan, which means that we
already have integrated the new public health work at the strategic leadership level.”

A public health advisor from a different CM emphasized the importance of having the PHA:

“Having the Act that states how it is going to be and provides us with a hammer we can
bang on somebody’s head, we can make them accountable.”

A third public health advisor pointed to the challenge of gaining attention in other sectors and
influencing them to make the same priorities:

“Over the years, I have worked with public health, much has happened, but it is difficult
to get attention, it is always a struggle for attention. You must be an advocate, also within
your own sector.”

This informant also addresses the complexity of the new public health concept, and the
implications for intersectoral collaboration:

“We involve and try to influence other sectors, and their ordinary tasks. This is the difficult
part; what should be defined as public health and what is not public health?”

That the process of defining public health and HiAP has been demanding is confirmed by
other informants:

“In the beginning, we did not understand one another. First, we had to define public health,
and we have spent much time on that. Then we had to challenge each other to see things in
a new way and in a broader context.”

3.3. What Are the CMs’ Priorities in Supporting the Municipalities?

In addition to implementing the principles of HiAP and equity in their own organisations, the CMs
also have a role as advocates and facilitators towards the municipalities. As we have seen above,
this task is not so new for them; in the partnership agreements that existed before the PHA this role
was also important. After the Act was adopted, the focus is more on the implementation of the Act and
the municipal planning process has gained an important focus. This is also reflected in the interviews:

“We read and comment on municipal plans, these plans are sent to us.”

Another informant states that the planning process has gained more interest and has become
more important in the contact between the county and the municipalities:

“Earlier nobody asked what results came out of the planning process, and the focus was on
each sector, not on the collaboration between sectors and what the end results were. I now
work mostly with chief executive officers (CEOs) and the planning departments, we assist
them in the planning process and assist them in getting all sectors involved.”
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3.4. To What Extent do Governance Signals from the National Level Reflect the HiAP Approach?

The PHA presupposes that both horizontal and vertical integration is important for a successful
implementation of the PHA. The national level provides the institutional and legal framework for the
Act, and plays an important role in supporting and facilitating the implementation at the county and
municipal levels.

The Directorate of Health is responsible for facilitating the implementation and coordinating
efforts towards counties and municipalities. Research shows that the Directorate has taken on this
responsibility [16,28]. However, the Directorate is a large, bureaucratic organization and the PHA is
one among their many responsibilities, and other departments in the Directorate also communicate
with the CMs and the municipalities. The signals given are not always coordinated and particularly
lifestyle-related programs, that first and foremost are a responsibility of the health sector, may be
a competing message. These programs are often coordinated by the CMs and may even be in
competition with the PHA. One of the informants describes this as a problem:

“The PHA is so new, you have to work hard for it to have power, I don’t think it has that
much influence yet. What I miss is clearer signals from the Directorate.”

This informant states that much of the communication from the Directorate of Health to the
municipalities is about traditional lifestyle issues:

“The Directorate still talks about physical activity, diet and a little bit about alcohol, and
tries to say something about mental health. This does not contribute to an understanding
of the new public health in the municipalities, particularly not for the CEO and his staff.”

This informant also misses a stronger collaboration between national government departments
and directorates from different sectors:

“They don’t play on the same team; they don’t really collaborate. There is no coordination
at the top, and then there is no coordination further down in the hierarchy. They expect us
to walk into each other’s offices and talk. They don’t give any prescriptions for what we
should coordinate and how.”

These quotes indicate that there is also a way to go in intersectoral coordination at the
national level, and that the bureaucratic silos still represent an obstacle for the implementation of
an HiAP approach.

3.5. Summary of Findings

There are some main points that can be drawn from the data presented in this paper. The first
may be associated with the findings from the CountyNode project, that showed that policy-makers
in the CMs found it more important to implement intersectoral collaboration in the field of regional
development than in public health. This seems to support other findings indicating that the
consciousness about the “new” public health had not yet found a solid holding. The document
study included the 13 CMs that developed public health plans and, even if many of them addressed
issues of social inequalities, few had developed intersectoral policies to meet these challenges.
The interviews provided a deeper understanding of the processes, and the factors that may promote
or prevent the implementation of the PHA at the county level. These will be elaborated below in the
discussion section.

4. Discussion

Our main research question asked whether the CMs are equipped to act as advocates for health
promotion. Over the last decade, they have been given an increasingly important role and they are
responsible for several areas related to health promotion. They are mandated to develop policies
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to be followed up with plans, policies and measures. They have received resources to build up
an administration, including employing public health advisors. Even more important, they have
a very strong role as facilitators and advisors towards the municipalities. Over several years before the
PHA was adopted, they could support municipalities economically to stimulate the building of health
promotion structures. In this sense, the CMs, in principle, seem to be well equipped to address the
new themes of health equity and HiAP.

The CMs are not mandated to develop health promotion plans but still the majority of them have
developed such plans. The plans also include aims to reduce health inequalities through intersectoral
collaboration. However, many of the concrete measures suggested are interventions within the
traditional public health areas; diet, physical activity and other lifestyle issues [27].

Health promotion in the PHA is not about programs and intervention, but about developing
policies. The principles of health promotion should thus be integrated in all sectors. Public health
advisors have the most important role in coordinating health promotion in the CMs, and the interviews
show that they find it challenging to influence both their own and other sectors to change the focus
from the classical lifestyle issues to a focus on the social determinants of health.

The new health promotion-inspired concept is complex and it is not always easy to argue why
living conditions and social inequality are part of a health concept. It may also be demanding to include
these issues in the planning process as a first step to develop policies and measures further on in the
policy process. Furthermore, the CMs are responsible for several policy areas, and the CMs report that
there is a competition for attention between the different areas and sectors. Health promotion might
not necessarily win this competition.

The municipalities are mandated to include health promotion perspectives in the local planning
process. This emphasis on planning as an important vehicle in developing health promotion policies
was introduced in the PHA, and it might be difficult for the municipalities to shift the focus from
individual lifestyle issues to including public health in the policy process. Other research has shown
that the municipalities have struggled to integrate health promotion in their planning processes.
In a survey conducted in 2014, only 25% of the municipalities reported that they had conducted
the overview of the health situation in their municipality that would serve as the data basis for the
plan [24].

Our findings indicate that the role of supporting the municipalities in their planning process is
regarded the most important priority for the CMs. The services that are important to reducing social
inequalities are to a large degree a responsibility of the municipalities. In a determinant perspective,
these are, for example, schools, day care institutions, and leisure time activities, but also include
departments that are responsible for the environment and infrastructure.

However, the PHA is a national act, and the signals coming from the national level will of
course influence implementation in CMs and municipalities [29]. The Directorate of Health has
the main responsibility for implementing national goals in public health. The Directorate is a large
institution with many department with responsibilities within different sectors. The CMs report that
the signals from the Directorate are not always consistent. The Directorate still launches campaigns
and interventions to improve diets and stimulate physical activity, without launching them in the
context of the PHA. The CMs’ impression is that there is little coordination between the initiatives
coming from the Directorate, and that even within the Directorate there are silos. This may also
create confusion, since the main message of the PHA is based on the determinant perspective and not
individual lifestyle change.

In this sense, it seems that the silos of public administration create one of the major problems for
integrating health promotion principles in the implementation of the PHA. Carey and Crammond
apply the term “joined up government” to characterize themes that are multi-sectoral in character [22].
According to them, integration must happen at multiple levels and be supported by a range of cultural
and structural interventions. It is important to witness commitment and leadership at all levels,
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from the political level to the practitioners. In other words, there needs to be a process where both
top-down as well as bottom-up initiatives are prioritised.

5. Conclusions

The Norwegian PHA is ambitious, as it has introduced health promotion as guiding principles
in public health, with a particular aim of reducing social inequalities in health by taking actions to
change the social gradient. The PHA is a truly local act, as the CMs and municipalities have the main
responsibility for implementing policies and measures to level the social gradient in health though
HiAP strategies. This will demand changes in focus and priorities, and the local planning process
has been regarded as the first important step to integrate health promotion in policies and measures.
In the present paper, we have reported the situation in some CMs. The CMs regard the supporting
role toward the municipalities as their highest priority. However, they find it hard to anchor and
integrate the principles of the Act. The CMs have many tasks and they are not coordinated, and the
HiAP approach is not self-evident, as this is a term developed by the health sector. Also, the initiatives
from the Directorate of Health did not seem to be well-coordinated, and this makes the process of
integrating the principles of reducing social inequalities by applying a HiAP approach at the CM and
municipal levels a more demanding task.
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