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Abstract
The welfare state has been found to be highly resilient and protected from retrenchment by institutional and popular
support. However, marketization with restructuration of publicly funded health and welfare services is changing the
composition of service providers in the Nordic welfare model, heavily relying upon public provision. Sweden has
been the Nordic country most favourable for the establishment of for-profit private welfare providers. The present
article uses the case of residential substance use treatment (SUT) to outline and elaborate upon the mix of public, for-
profit and non-profit private providers in Denmark, Finland, Norway and Sweden in 2019–2020. The comparison
takes its point of departure in Sweden, which, as expected, presented the biggest and most profit-oriented SUT mar-
ket. The other countries presented smaller markets, measured by the number of units. Denmark and Norway had the
highest presence of NGOs, while Norway stood out with a high share of public provision and few for-profit units. The
article identified the market-friendly Sweden, ambivalent Finland, stable, market-regulating Denmark and stable, wel-
fare-corporatist Norway, and investigated the country-specific factors potentially influencing the different develop-
ments. Implications for the future development of SUT within the Nordic welfare state were discussed.
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Introduction
In comparing welfare states across the world, the Danish, Finnish, Norwegian, and Swedish
welfare state models or regimes have typically been categorised as Social democratic or
Scandinavian, (although Finland was initially labelled as Conservative) (Esping-Andersen,
1990). The extensive and redistributive Nordic welfare state has been presented as the
crowning achievement of welfare state development (cf. Larsson et al., 2012). It has been
characterised by universalistic and egalitarian aims, corporatism, and traditionally also by
a heavy reliance not only on public funding but also public provision of welfare services (cf.
Blomqvist, 2004). While most of the comparative welfare state research has focussed on
cash benefits and redistributive policies, e.g. sickness benefits, publicly funded service pro-
vision has also been stressed as an important characteristic of the Nordic welfare state (Esp-
ing-Andersen & Myles, 2011). However, scholars are increasingly acknowledging a restruc-
turation and marketization of publicly funded service provision in several areas, resulting
in changing compositions of providers and guiding logics. Nordic comparisons indicate
that Sweden has been especially prone to implement market ideas where the share of profit-
seeking providers stand out as high in many welfare areas, e.g. eldercare, youth care, and
elementary school (Bjøru et al., 2019; Lundström et al., 2020; Meagher & Szebehely, 2013;
Sivesind, 2017, 2018).

The present article deals with a service area rarely included in mainstream welfare state
or marketization research – substance use treatment (SUT). This service area is interesting
to study as SUT has been an integral part of the Nordic welfare state’s support to less socially
integrated citizens, the role of civil society has been strong, and handling addiction prob-
lems remains an important task in today’s welfare states. Although SUT remains a much
smaller service area than for example eldercare and constitutes a less profitable market than
for example youth care (Lundström et al., 2020), previous research indicates a significant
rise in for-profit providers in Swedish SUT at the expense of non-profit non-governmental
organizations (NGOs) (Storbjörk & Stenius, 2019). A Nordic comparison of welfare and
market logics in national public procurement regulations, departing from SUT, also under-
lined the market-oriented feature of Swedish SUT while for example Norway came out as
more welfare-oriented (Stenius & Storbjörk, 2020). The assumption in this article is that
Sweden is most marketized also when comparing its “mix” of public, for-profit and non-
profit providers of residential SUT with the less studied Denmark, Finland and Norway.
This cross-country comparison therefore takes its starting point in the Swedish situation,
uses previous research to outline tentative explanations for the country differences, and
contemplates implications thereof for the future development of SUT within the Nordic
welfare state.

Background: Welfare state resilience and reforms
After its “golden ages”, the welfare state was put under increasing internal and external pres-
sures – i.e. fiscal stress by increasing unemployment, ageing populations, and globalization.
Most scholars expected a welfare state dismantling as a result of these challenges in combi-
nation with the ideological shift reflected by Margaret Thatcher (UK) and Ronald Reagan
(USA) coming into office around 1980 and openly demanding welfare cutbacks. Interest-
ingly, retrenchment did not follow. On the contrary, the welfare state has proven to be
remarkably resilient. Retrenchment has appeared an unpopular and politically difficult
endeavour (Pierson, 1996; Starke, 2006). As suggested by Pierson (1996) a new context and
“new politics of the welfare state” was created, one that was different from the politics
involved with welfare state expansion. Removing benefits provokes voters more than the
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diffuse gain of slightly reduced taxes (negativity bias). While expansion is associated with
political credit claiming, retrenchment typically involves blame avoidance. Politicians seek
consensus or framings that will lower the electoral costs involved. Importantly, mature wel-
fare states have resulted in new, well-organized and strong interest groups, such as recipi-
ents (e.g. the pensioner lobby) and welfare professionals. Furthermore, path dependency
stipulates that systems change slowly and existing commitments may lock in policymakers
(e.g. intergenerational pension systems) (ibid.).

This persistent popular support for the welfare state has led scholars to ask under what
circumstances unpopular reforms may take place in developed welfare states (Pierson,
1996; Starke, 2006). Although budgetary crises may open opportunities and offer persua-
sive reform arguments (Pierson, 1996), it seems like explanations linked to internal and
external (socio-economic/financial) challenges have little to offer since many countries suf-
fer from an atmosphere of “permanent austerity” (Starke, 2006). Likewise, power resource
or conflict theories stressing the role of leftist parties and trade unions have lost some
explanatory power. Starke (2006) concluded that party politics matter but in more subtle
ways than before – as exemplified by the ambivalent policy reforms advocated by Social
Democratic Parties (Blomqvist, 2004; Green‐Pedersen, 2002; Meagher & Szebehely, 2019).
Besides path dependency, institutionalism also claims that the concentration of political
power or authority with few institutional veto players or checkpoints may facilitate cut-
backs, at the same time as accountability and blame are easier to escape in fragmented sys-
tems. Furthermore, reforms that may be presented as legally required by another party, e.g.
the EU, may free the messenger from blame (Pierson, 1996; Starke, 2006).

This links to another growing area on explaining welfare reforms: ideational approaches.
The role of ideas refers to agenda-setting, how problems and solutions are defined, and the
framing of a policy alternative as politically and culturally acceptable and desirable (Starke,
2006). An example of such ideational power is Selling’s (2021) analysis of the battle over prof-
its in the Swedish welfare sector. He concluded that the “welfare industry” got its way follow-
ing long-term lobbying and reframing. As ideas become institutionally embedded, perhaps
via ideational power to influence normative and cognitive beliefs, policymaking tends to
become limited to the ideas (cognitive locks) – in this case the rhetoric of freedom of choice
and diversity of service providers that, unless carefully regulated, tends to favour for-profit
providers (Meagher & Szebehely, 2019; Selling, 2021; Sivesind, 2017). In contrast, the idea
and trust in the social and humanitarian mission, innovative power, and added value of non-
profit NGOs have spurred political initiatives favouring the operation of NGOs in the Nor-
wegian welfare sector (Bogen & Backer Grønningsæter, 2016; Sivesind, 2017).

The case of substance use treatment (SUT) and aims
Embedded in the Nordic welfare state, SUT shares several features across Denmark, Fin-
land, Norway and Sweden such as traditions of universalism, predominant social perspec-
tives on substance use problems, and histories of high involvement of civil society and
NGOs both as advocacy groups and providers of publicly funded services (Edman & Ste-
nius, 2007). SUT in all four countries is still publicly funded, although a minor share may
pay for SUT by other means (e.g. out of their own pocket or through their employer, and
thereby may choose treatment themselves). It is free or almost free of charge and the social
services or other social/health insurance step in for those with insufficient income. Drug-
free psychological and psychosocial therapies, as well as pharmacotherapies, are available.
Residential SUT has a long history and continues to serve an important role, despite the
widespread prioritization of cheaper and probably equally effective outpatient services in
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all four countries. There is also a range of housing services targeting substance users, and
some of these services include also rehabilitative elements.

Even though marketization, privatization and New Public Management (NPM) appear
most evident in Swedish SUT, we know that such reforms and ideas have also impacted
upon Danish and Norwegian SUT (Bjerge, 2012; Nesvåg & Lie, 2010), and more recently
also SUT in Finland (Stenius & Storbjörk, 2020).

The aim of this article is to analyse the current composition of welfare providers in resi-
dential SUT: the relative roles of public, for-profit and non-profit private providers in Den-
mark, Finland, Norway and Sweden. We focus on residential SUT, the more expensive and
potentially more profitable treatment mode. Also, statistics for outpatient SUT are missing
or highly unreliable. As the welfare state gradually adapts to challenges and change is a pro-
cess that unfolds over time (Pierson, 1996), explanations for country differences are sought
in prevailing institutional settings and preceding policy reforms, important stakeholders
and interest groups, and persuasive ideas or ideologies. We thereby acknowledge some
important motives (e.g. partisan ideology), means (e.g. framing, lobbying, strategies of
blame avoidance), and opportunities (e.g. EU procurement directives, size of “market”)
(Starke, 2006) behind privatization. Potential implications regarding the systems’ sustaina-
bility, the future, and core values are discussed.

Method
The comparison relied upon each country’s official data or registers on providers of resi-
dential SUT (gambling treatment included as gambling disorders have become integrated
into the diagnostic criteria for addictive disorders and existing SUT systems in recent
years). By residential SUT, we mean 24-hour treatment where the service user is in an insti-
tution. The treatment typically consists of individual counselling and participation in
groups. The treatment is adapted based on the service user’s needs and there will be respon-
sible treatment staff available around the clock. While some facilities are for substance users
only, others treat other conditions as well such as mental ill-health. The units under com-
parison had to treat adults, aged 18 years or older. Detoxification units were included. Half-
way houses, pure housing or shelter-like facilities were excluded.

For each country the number of residential care units (with one or more wards) were
counted and categorized as run by the public (the state, a municipality or region or by a
municipal or other public association), by an NGO (associations, foundations, or social
enterprise such as the City Mission organized as a company but without dividend to the
owners or shareholders), or by a private company. The private companies were further
divided into smaller companies (running one or two units) or bigger companies (having at
least three units or belonging to a larger company group). The presence of multinational
care corporations was also explored via registers and web searches. Several data sources,
including registers and online databases of all businesses, were used for each country to
cover the full range of residential SUT units, and to manually check whether they offered
SUT, ownership, whether they were part of a larger company group, etc.

For Denmark, data was extracted in August 2020 from the national database of social
services (Tilbudsportalen), where all treatment providers are required to register. Web
searches added two privately owned treatment units. Ownership details of some units were
also found in Virk, which is the national register of businesses. The search was constrained
to residential treatment for alcohol use under the Danish Health Care act §141 and drug use
under the Danish Social Service Law §101. Nine treatment units were omitted, as these
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units did not provide treatment but were half-way houses or offered service similar to half-
way houses. One further unit was omitted as a duplicate entry in the database. 

For Finland, data was collected in May 2020 and included a list provided by the Social
Insurance Institution of Finland (Kela) of rehabilitation units for SUT, data from the SOTE
organization’s register, maintained by the Finnish Institute for Health and Welfare (THL)
and the TOPI register, maintained by THL, and a web search. All units had staff with rele-
vant competence on a 24-hour basis, use experience and evidence-based methods and are
aimed at substance users.

The Norwegian information was extracted from two data sources as statistics from the
Norwegian Directorate of Health on residential substance use treatment in multidisciplinary
specialized drug treatment (extracted in the end of 2019) were complemented with approved
Free treatment choice providers of residential SUT in 2020.

For Sweden, a list of all licensed residential care units (HVB; Hem för vård eller boende)
with a permit by the issuing and supervising government agency IVO (Health and Social
Care Inspectorate) was extracted by IVO on February 10, 2020. Units that could no longer
be found online or companies unlisted on Allabolag.se (an online database with company
information on all businesses) were excluded – i.e. if the unit had gone bankrupt or closed
down for other reasons.

This analysis stems out of joint efforts and discussions among scholars of a research net-
work on “Privatisation and competitive tendering within the personal social services in the
Nordic countries” – dealing with youth care and SUT. In outlining the tentative explanations
in the country case analyses, below, we draw upon the authors’ expertise in SUT, including
national registers, and its developments across the studied countries, our previous Nordic
comparisons of SUT (including marketization of SUT), Nordic comparisons of marketiza-
tion in adjacent service areas, as well as other relevant research that helped us elaborate upon
the development in each country in response to the theory outlined in the Background. Sim-
ilarities, differences and interpretations were discussed during network seminars.

Composition of residential SUT providers

Figure 1. Mix of providers of residential substance use treatment (SUT) units.
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As shown in Table 1 and illustrated in Figure 1 Sweden had by far both the largest number
of residential SUT units for adult problem substance users (n=223) and the biggest share of
for-profit companies (70%). Next was Norway with 83 units but with a high share of NGOs
(52%) and public providers (41%) and only eight percent for-profit providers. The Finnish
and especially the Danish markets were smaller, as measured by the number of units (52
and 31 respectively), both with about one-third for-profit providers. Denmark had the
highest share of NGOs (58%). Sweden was also the country with the greatest presence of
multinational care corporations, both in terms of different trademarks and number of units
(Table 2).

Table 1. Number and share of residential treatment units for adults with substance use or 
gambling problems in Denmark, Finland, Norway, and Sweden.

Table 2. Multinational care corporations’ presence in residential SUT in the Nordic countries 
(and number of residential SUT units) in 2020.

(a) Ambea is present in Denmark and in Finland (Mehiläinen) but not active in residential SUT as defined in the article; (b) 
Ambea, Attendo, Humana, and Team Olivia operate in Norway but not active in residential SUT; (C) Attendo exists in Fin-
land but is not running residential SUT; (d) Unicare is present in Swedish primary care but not active in SUT.

Numbers and share of units (%)

Denmark 2020 Finland 2020 Norway 2019 Sweden 2020

(n=31) (n=52) (n=83) (n=223)

For profit companies (in total) 11 (35.5 %) 19 (36,6%) 7 (8.4%) 153 (68.6%)

Small companies  6 (19.4 %) 16 (30,8%) 6 (7.2%) 56 (25.1%)

Large companies (3 or more units/large 
company group)

 5 (16.1 %) 3 (5,8%) 1 (1.2%) 97 (43.5%)

Non-profit organisations (NGOs) 18 (58.1 %) 21 (40,4%) 43 (51.8%) 20 (9.0%)

Public: Municipality, region or state 2 (6.5%) 12 (23,1%) 34 (40.9%) 50 (22.4%)

Country of origin Denmark * Finland Norway * Sweden 

Ambea (Stendi, Altiden; 
acquired Aleris 2019)

Sweden No (a) No (a) No (b) Yes, 14 SUT

Attendo Sweden No No (c) No (b) Yes, 2 SUT

dun & brandstreet (Det 
gode liv ApS)

Denmark Yes, 1 SUT No No No

Esperi Care Finland No Yes, 2 SUT No No

Humana Sweden No Yes, 1 SUT No (b) Yes, 10 SUT

Investor (Investment/ ven-
ture capital company)

Sweden No No No Yes, 9 SUT

Plan A Aps Denmark Yes, 1 SUT No No No

Team Olivia Sweden No No No (b) Yes, 6 SUT

Unicare Norway No No Yes, 1 SUT No (d)
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Country case analyses
The above snapshot reveals little about trends, but a comparison with 1993 (Stenius, 1997)
suggests some stability in the rank order, but also shrinking numbers of units. At that time
Sweden had both the highest number of residential SUT units (n=420) and a high share of
beds provided by “non-public” providers (57%), followed by Finland (n=180; ≈40%), Den-
mark (n=150; >50%), and Norway (n=125; 68%) (ibid.). These numbers conceal shifts from
NGOs to for-profit providers and shifts towards fewer but larger units that we know have
taken place at least in Sweden (Storbjörk & Stenius, 2019).

A previous SUT procurement regulation comparison offers one key to the present coun-
try differences (Stenius & Storbjörk, 2020). All four countries based their regulations on the
mandatory EU directive, yet some country differences were not only dependent on party
politics but could be understood in light of established steering practices and service provi-
sion – i.e. institutional setting, and prevailing ideas. While Norway and Denmark, in par-
ticular, had limited experiences of competitive purchasing and rather have favoured NGOs
and client choice combined with strict control of contracted providers, Sweden was most
market-advanced. Finland presented a dual face with a pronounced emphasis on both mar-
ket and welfare logics (Stenius & Storbjörk, 2020). These features and other factors deemed
of relevance for the current composition of ownership and role of profit-seeking providers,
as developed below, are summarized in Table 3.

Table 3. Factors of relevance for explaining the current composition of residential SUT 
providers and the role of profit-seeking providers.

Sweden Finland Denmark Norway

Institutional set-
ting, and pre-
vious reforms 
(path depen-
dency)

• Scepticism towards 
NGOs already in the 
1970s

• Early adoption of NPM 
and market-oriented re-
forms. Establishment of 
for-profit actors in the 
1980s, with good econ-
omy for SUT (expan-
ding market).

• System of choice with 
free establishment of 
providers since 2009, 
but rarely applied to 
(residential) SUT.

• Procurement: market-
oriented.

• No limits on transfer of 
profits to owners, and 
concentration of 
ownership in welfare 
conglomerates partly 
owned by international 
venture capitalists.

• Early adoption of NPM 
and market oriented mu-
nicipal steering. SUT pro-
tected by strong NGOs 
with ear-marked state sub-
sidies. Weak municipal 
economy (no “market”).

• No choice, but stress on 
user involvement.

• Procurement: Features of 
both welfare and market 
steering

• No restrictions of trans-
fer of profits. 

• Strict quality control and 
demands regarding SUT 
staff’ competence levels 
(e.g., must be social worker 
or nurse, vocational school 
training as substance use 
worker does not quality). 
Also, specified client-staff 
ratio as there must be ½ 
treatment competent staff/
client at all times).

• Market acceptance 
but long history of 
strong NGOs.

• Users entitled to 
choose among valida-
ted services, but rare-
ly applied to 
residential SUT.

• Procurement: Regu-
lated market. 

• Strict quality control, 
including require-
ment of auditing and 
monitoring, of units. 
Also, financial audi-
ting of single units.

• Some restrictions on 
transfer of profits.

• No “permanent aus-
terity” (big “mar-
ket”).

• Protection of the role 
of NGOs via political 
reforms. 

• Often prolonged fra-
me agreements and 
contracts without 
termination dates, 
instead of open 
competitive tende-
ring (increasing, and 
favours big for-profit 
providers).

• Centralisation of 
SUT in 2004.

• User involvement.
• Procurement: Wel-

fare oriented
• Some restrictions on 

transfer of profits.
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Next, we elaborate on the Swedish marketization and explore explanations for the reforms
by contrasting Sweden with the conditions and developments in the other three countries,
ordered by for-profit permeation.

Sweden
SUT is primarily a municipal social services responsibility. Historically, NGOs have been
important policy partners, innovators and providers of publicly funded SUT. In the 1970s,
the role of the public sector grew while NGOs were regarded as problematic from the point
of view of the rational planning of a publicly steered welfare system, and in the early 1980s
their share of residential SUT had diminished to one-quarter (Stenius, 1999). National
administrative reforms including changes in state subsidies, a growing municipal economy
with more lenient state control, and revised municipal law in the early 1990s, with NPM
features, implied a decentralization and a partly unintended establishment of for-profit pro-
viders in many service areas, SUT included (Bergmark & Oscarsson, 1994). By the end of
the 1990s, for-profit providers stood for about one-third of the beds in residential SUT (Ste-
nius, 1999). As noted, the Social Democrats have offered weak opposition to market-ori-
ented ideas, accepting the idea of consumer choice in marketized welfare provision (Vam-
stad & Stenius, 2015) and while in office implemented several such reforms, or refrained
from cancelling centre-right wing reforms. Neither have the unions effectively defended the
public sector (Meagher & Szebehely, 2019; Storbjörk & Stenius, 2019).

Interest groups 
and party poli-
tics (power)

• Weak political oppositi-
on against profits; only 
battled by the Left Party 
and more recently but 
ambivalently by the 
Social Democrats (no 
political majority for 
profits cap).

• Unanimous political 
support for “choice”.

• Many for-profit actors, 
and high presence of 
multinational care cor-
poration, incl. private 
equity firms/venture 
capital.

• Strong business interest 
groups and welfare lob-
bying (since the 1980s).

• No political consensus 
concerning privatization.

• After brief and late peri-
od with market-oriented 
government (2015-
2019), present govern-
ment stresses public re-
sponsibility for services.

• Few for-profit actors in 
rehabilitation, more in 
housing (multinational 
companies are entering).

• NGOs lobbying against 
market-influenced pro-
curement regulations.

• Strong political 
support regardless of 
party politics for 
NGOs.

• Unions have protec-
ted public ownership.

• Lack of stakeholders 
lobbying for for-pro-
fit service provision.

• Centre-right parties 
favour choice and 
market-oriented 
reforms – strongly 
opposed by red-green 
parties favouring good 
conditions for NGOs.

• System of choice 
introduced by Con-
servative Party and 
Progress Party in 
2015, applied also to 
SUT.

• Dialogue with and 
involvement of uni-
ons (offering strong 
resistance against 
privatizations) and 
social partners.

Ideas and fra-
mings

• “Choice revolution”: 
Strong promotion and 
framing in terms of fre-
edom of choice – lob-
bied by the welfare 
industry and adopted by 
politicians and others.

• Reframing promoting 
consumerism, individu-
al rights, economic effi-
ciency over e.g. 
egalitarianism.

• No choice discussion, but 
focus on user involve-
ment.

• Pragmatism.
• Reliance upon tradi-

tional welfare goals.
• Service user’s right to 

treatment: 14-day 
treatment guarantee 
since 2003 (alcohol) 
and 2005 (drug treat-
ment).

• Welfare focus, user 
involvement.

• NGOs as offering 
unique values and 
specific competen-
ces.

Sweden Finland Denmark Norway
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Several jointly strengthening factors appear to have promoted marketization and privat-
ization in general, influencing also SUT that rarely is the focus of important welfare reform.
Revising and implementing procurement laws in a market-oriented manner by stating that
one is following the EU directives enables blame avoidance. Once widely adopted, these
regulations favour big companies over small NGOs lacking resources to submit tenders and
compete. After the increase of for-profit providers in the 1990s, a concentration of owner-
ship via acquisitions and investments by international private equity firms have occurred
since the mid-2000s (Meagher & Szebehely, 2019). The present residential youth care mar-
ket has been described as unstable and turbulent (Lundström et al., 2020). From coding the
SUT units for this article, it was also obvious that some of the multinational care providers
could suddenly either sell off all SUT units or start several new SUT units. Furthermore,
many appeared generous in their advertised client profiles and admitted and treated a
broad array of psychiatric, social or substance use problems, as opposed to the earlier spe-
cialized alcohol institutions. This may partly explain the comparatively high number of
units treating substance use problems, and may be understood in light of private compa-
nies’ growth incentives, development of services and business expansion prior to sale (cf.
Sivesind, 2017).

Notably and in opposition to prevailing party politics, the support for profit motives and
dividends to owners or shareholders of welfare companies has remained low in the Swedish
population (also among centre-right wing voters). This was not publicly debated before the
2010s. In fact, political actors in Sweden have been able to restructure the welfare state with
political consensus as liberalizations have occurred without large cuts – “resilience through
restructuring” (Bergh & Erlingsson, 2009). In line with this, the public welfare sector
opened up for competing private providers during the 1990s, facilitated via a consumer
choice rhetoric and reframing of universalism and social egalitarianism (Vamstad & Ste-
nius, 2015). Blomqvist (2004) claims that this privatization and marketization of service
provision undermines the traditional core values of publicly provided high-quality services
to all citizens. She presents the transformation as a policy reorientation stressing values
such as consumerism, individual rights, and economic efficiency over egalitarianism.
Scholars have suggested that the seed for this “choice revolution” and market solutions was
planted already in the 1980s via framing actions by business interest groups and the grow-
ing welfare industry, which facilitated the political failure to stop a profit cap proposal
launched in 2016 (Meagher & Szebehely, 2019; Selling, 2021; Svallfors & Tyllström, 2019).
Blomqvist (2004) concludes that a change in the political power order in Sweden is visible
as the for-profit welfare companies and their interest organizations have gained and hold
strong influence over welfare policy – via influential lobbying efforts, reframing activities,
and revolving doors between politics and welfare companies (see also Meagher & Szebe-
hely, 2019; Svallfors & Tyllström, 2019).

Changing patterns of corporatism with the marketization of the Swedish welfare system
have also been noted as explanations for the weakened voice and advocacy function of
NGOs in policymaking (Lundberg, 2020). One explanation is that non-profit NGOs
become business-like when forced into welfare service provision on a contractual basis
(Johansson et al., 2015).

While Meagher and Szebehely (2019) stress the significance of the lack of proper quality
measures (i.e. specified staff ratios) in welfare services and financial auditing at the unit
level that may crimp profit opportunities (as has happened in Denmark), Selling (2021)
demonstrates how the Swedish welfare lobby managed not only to frame reforms in the
name of freedom of choice but also set the idea of quality on the agenda. Likewise, influenc-
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ing perceptions by redirecting the agenda towards quality issues, producing new quality
standards, and enacting transparency are strategic discursive activities of private companies
and business organizations in Sweden as they seek to promote and expand their existence
(Svallfors & Tyllström, 2019). In accordance, the Swedish Standards Institute has developed
Quality assurance of residential care homes (SS 41000:2018), despite the fact that IVO
already has a licensing procedure for issuing HVB permits and supervises the service area.
The permits and control are based on legislation and other regulations for HVB homes,
documentation practices, and quality and management systems (cf. Storbjörk et al., 2019).
It may be fair to say that the business side is taking over the quality talk and certain stand-
ards become tools in complex procurement processes – with unknown evidence for actual
quality in the HVB homes.

The Swedish welfare state restructuration, SUT included, may thereby be explained by
both institutionalized NPM reforms (early privatization, path dependency), partisan ideol-
ogy and lack of political opposition (few veto points), and profit motives and opportunities
that have attracted international investors (strong business stakeholders). EU directives
paved the way for blame avoidance in an unusually market-oriented procurement approach
(opportunity and means), and a successful framing of choice (and quality) has been lobbied
by the industry and adopted by politicians (ideas and means). There are no stakeholders
powerful enough or other convincing signs of reversed privatization in the Swedish welfare
sector in the near future.

Finland
After World War II, in the development of the welfare state, SUT has been provided by
municipal social care and NGOs in cooperation. The latter, especially the foundation-based
A-clinics, introduced a professionalization of SUT and also contributed, from the 1950s, to
a relative growth of the role of outpatient treatment (Ahonen, 2007).

The long-lasting cooperation between the public and the NGOs guaranteed stability in
the provision of treatment. Consequently, there was no interest to systematically follow-
up the division of labour in Finnish SUT, despite of a similar decentralization of the social
service financial responsibility to municipalities as in Sweden in the latter part of the
1980s. A special financing arrangement, where revenues from the state monopoly on
gambling was earmarked for support to NGO service providers, and not available for for-
profit, instead enabled stability for NGOs despite poor finances in the many small muni-
cipalities. 

The number of corporations limited in this field was, however, late but efficiently stim-
ulated by the conservative government in 2015–2019. It aimed at strengthening market
steering and searched for efficiency through competition in the social and health care sec-
tor (Stenius & Storbjörk, 2020). One requirement by the government was that all service
production should be corporatized in order for the competition on the social service mar-
ket to be fair. At about the same time the acquirement of state lottery money was re-regu-
lated to demand a separation between service provision and other activities within NGOs.
The previously solid contracts between municipalities and the NGOs broke up. The govern-
ment’s strivings towards marketization led to the transformation of former foundations or
associations active in the SUT field into “Social Enterprises”. A social enterprise, according
to the definition given by the Association for Finnish Work, is a business established to
solve a social problem, where at least half of its profits are reinvested into the development
of the activities. In the Finnish context, a social enterprise is viewed as part of the non-profit
sector. 
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Multinational companies entered the Finnish service sector within the growing housing
market, establishing units often broadly targeting persons with mental health or substance
use problems and sometimes declaring therapeutic or rehabilitative ambitions. 

To summarize, before 2015 there were few motives or opportunities and little ideological
support for marketization of residential SUT. The cooperation between the public and the
NGOs was well established, with a small financing model that was uninteresting for the big-
ger operators but partly protected the NGOs. When it came to means, there was no wide-
spread discussion about the importance of choice in the welfare system – and definitely not
in SUT – a discussion that the for-profit sector could have taken advantage of. With very lit-
tle free money in a SUT “market”, few for-profit actors were established as lobbying parties.
The attempts by the 2015 government to introduce market steering via procurement were
partly stifled by active NGOs and by the change of political majority in 2019.

It is, however, difficult to predict the future of the Finnish SUT market. An upcoming
centralization of SUT to 21 regions may mean growing potential markets for private provid-
ers. The recent entry of multinational companies into other welfare areas, e.g. housing, may
establish a welfare industry lobby also in Finland. At the moment, however, it seems that the
marketization drive has been halted by scepticism within the present centre-left govern-
ment.

Denmark
The non-profit sector is large and stable in the Danish welfare sector, and the role of private
providers in the residential SUT market is not prominent compared to Sweden. Since the
1940s, alcohol treatment has been a public responsibility for the health care system, with
strong emphases on outpatient interventions (e.g. Antabuse). Drug treatment was estab-
lished in the 1960s and, like alcohol treatment, was regarded as a health problem, yet in the
1970s it was redefined more as a social problem requiring psychosocial interventions. Hav-
ing thus been a divided responsibility for counties (alcohol) and municipalities (drugs), in
2007 the responsibility for all SUT was brought under the same municipal administrative
umbrella. It was in the early 1990s that the first private residential drug treatment unit was
established, and with expanding finances during the 1990s and 2000s, more drug users were
sent to private residential SUT. Since 2010 there has been a decline (Hesse et al., 2012). The
reason is probably that due to a 14-day SUT treatment guarantee and the 2007 structural
reform, the municipalities became responsible for financing SUT for all users contacting
them (Bjerge, 2012). Although users are formally entitled to choose between validated ser-
vices, this right is not always exercised. Residential SUT is, in fact, often disregarded by the
municipalities as it has not been proven to be more effective than outpatient services.

No evident political or economic efforts have been made to include more private provid-
ers in this field. As pointed out above, the number of “customers” for residential SUT is
fairly low also in Denmark, and unlike e.g. pensioners or cancer patients there are no well-
organized and strong interest groups lobbying for further marketization of SUT. Instead,
unions have actively defended public ownership on a general level (Meagher & Szebehely,
2019). Further, some of the for-profit providers have had difficulties in fulfilling the quality
criteria and documents that apply to SUT as this field has been highly professionalized since
the early 2000s (e.g. documentation requirements, strict auditing, and the development of
new types of services).

Another important reason for the non-existent expansion of for-profit SUT providers is
that the target group has changed over the past decade. Residential SUT service users in the
2000s were primarily using opioids (mainly heroin), were over 30 years of age and had other
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complex social and health problems. Since 2007, the proportion of youths with cannabis
and cocaine as their preferred substance has doubled. Although the SUT providers were
skilled in helping the older, severely marginalized drug users, these providers have not suc-
ceeded in adjusting to this new group of users. Neither the municipalities nor the users
themselves consider institutional care beneficial and desired. The target groups have also
changed in the other studied countries, but in contrast to Denmark, the more mature Swed-
ish SUT market seems to have adapted to this new younger target group by accepting and
treating a broad array of problems. Furthermore, the other Nordic countries have a stronger
tradition of institutional care that may have supported the interest in adapting these ser-
vices.

Taken together, the lack of more for-profit providers in the field is probably due to a mul-
titude of factors. There is no sign that this is about to change in a near future.

Although, the marketization of many other Danish public responsibilities such as
employment services and eldercare has been ongoing for the past decades, this public
debate has not been particularly outspoken or on the agenda in election campaigns (Lind-
holst & Hedegaard, 2019). With few exceptions, there has been a political consensus as well
as general public support or at least neutral approach to the process of increased marketiza-
tion. The legitimacy of this process is linked among other things to the fact that the devel-
opment in Denmark can be regarded as a pragmatic reform project for development of the
public sector rather than an ideological one aiming to dismantle the public sector and the
welfare state as we know it (ibid.); that is, as a means to generate more freedom of choice
and “better” services rather than divestment of public activities. There is also a general
acceptance of marketization of administrative areas, with a long tradition for co-operation
with the public sector (ibid.; Meagher & Szebehely, 2019). At the same time, there is, how-
ever, no public support for more marketization of public services (Lindholst & Hedegaard,
2019). It has also been pointed out that Denmark, in opposition to Sweden, has financial
auditing at unit level, which has probably prevented private commercial companies from
entering (Meagher & Szebehely, 2019; Stenius & Storbjörk, 2020). There is no overall indi-
cation that increasing procurement of residential SUT will alter the field.

In sum, the institutional setting and party politics suggest that the tame acceptance of
marketization does not threaten the strong support for and role of public service providers
and NGOs in SUT. For-profit providers appear to have missed the opportunity both to
establish themselves when the economy was good and adapt to new conditions – perhaps
due to a lack of interest or profit chances with the strict control. There is no strong welfare
industry lobbying for an alternative route to the prevailing idea of pragmatism.

Norway
There is a tradition in Norway for pragmatic task solution in the area of welfare policy with
a close collaboration between the public sector and NGOs (NOU 2020:13). There is also a
cross-party agreement that NGOs help to create diversity and enrich Norwegian society
and democracy.

Four regional and state-owned health trusts are responsible for residential SUT. The spe-
cialist health services are divided into somatic services, mental health services, and multi-
disciplinary specialized drug treatment (MSD) that includes also residential SUT. Treat-
ment is performed by 26 local health trusts owned by the regional health trusts that may
also enter into contracts with private providers to serve the trusts’ responsibility for provid-
ing services to the population. Since 2015 a free treatment choice allows patients entitled to
necessary specialist health service to choose where they want to receive treatment (public
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enterprises, private organizations contracted by the regional health authorities, or private
actors approved in the free choice of treatment scheme). This has given for-profit providers
a new opportunity to establish themselves in SUT. However, in practice choice also remains
weak in Norway. In order to provide specialist health services, there are requirements for
approval in the form of authorization, specialist approval and licensing.

The data from Norway show that there are very few for-profit companies. At the same
time, Norway has a high percentage of NGOs running SUT. These figures have been very
stable over a long period of time (Bogen & Backer Grønningsæter, 2016; Sivesind, 2017).
The for-profit providers are also small businesses mostly associated with the free choice of
treatment scheme. One problem with offering these types of services is that the need, or
demand, fluctuate greatly.

Although centre-right parties have promoted some market-oriented reforms, the red-
green parties have opposed these and instead favoured good conditions for NGOs. Like-
wise, unions offering strong resistance against privatizations have been involved in policy
dialogues (Sivesind, 2017). In recent years, several management signals have been given by
the government to continue to prioritize NGOs, including guidelines for reserving compe-
titions for interdisciplinary specialized drug treatment for NGOs (Bogen & Backer Grøn-
ningsæter, 2016; Stenius & Storbjörk, 2020) and to develop strategies for increased use of
private units by the regional health trusts. Assignments have also been commissioned for
increased collaboration with NGOs and there are requirements that the regional health
authorities do not build up and develop competing services to existing services run by
NGOs, well in line with the welfare-oriented procurement regulations (Stenius & Storbjörk,
2020).

In contrast with the other three countries, where SUT is of marginal interest in national-
level policy-making, for the Norwegian government up until the 2021 general election SUT
has been considered an important policy area from day one. The large number of NGOs has
been seen by governing political parties as important in ensuring diversity in the field. At
the same time, it can be argued that national professional guidelines for SUT, together with
several other measures to ensure the quality of treatment processes, have forced the NGOs
to operate in the same way as public treatment units and also to become more business-like.

To conclude, money is not the issue in oil-rich Norway, but the country does not present
itself as a market-friendly setting. There is no concentration of power favouring marketiza-
tion and large procurement processes and both previous reforms and present ideas support
the presence and survival of NGOs in welfare service provision. In Norway, the choice rhet-
oric and push for diversity have rather been framed as the right to choose the grassroots,
democracy-enhancing NGOs, and not as free competition in a market favouring profit-
seeking actors.

Discussion 
The marginal position of SUT in terms of volume and political weight means that this sec-
tor is not driving the general development of welfare services, whether it is towards privat-
ization, marketization, and choice, or in favour of a traditional Nordic welfare model. Nor-
dic comparisons of different service sectors will show slightly different results. It appears,
though, that the findings from the present comparison of SUT mirror overarching differ-
ences and diverging trends in the Nordic welfare state and its provider composition (cf.
Sivesind, 2017). In fact, the outlined differences in the relative roles of public, for-profit and
non-profit providers of residential SUT may be traced to differences in the institutional his-
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tories, interest groups and power struggles, ideas and development of welfare ideologies in
Denmark, Finland, Norway and Sweden (as summarized in Table 3).

Although the Nordic welfare states have important common features (e.g. the egalitarian
and universalism ideals remain strong), one conclusion to be drawn from the present com-
parison, with the large country differences and country specific explanations, is that it is
problematic to talk about one Nordic welfare state when scrutinizing the provision of wel-
fare services (Bjerge et al., 2016; Sivesind, 2017; Stenius & Storbjörk, 2020). The restruc-
tured “mix” of service provision may support Blomqvist’s (2004) prediction that Sweden is
moving away from the original Social Democratic regime with regard to service provision.
Sweden has moved the furthest away from the Nordic model with the dominant role of for-
profit providers, and among them a large share of big, multinational conglomerates and
venture capital in welfare provision. In contrast, the Norwegian division of labour in resi-
dential SUT, with a balanced mix of public and NGO providers, presents a picture similar
to the pre-NPM corporatist period in the Nordic welfare state. Furthermore, the role of civil
society (vis-à-vis the state and the market) appears continuously strong in Norway and Den-
mark, while diminishing in Sweden and also to some extent in Finland. 

Another tentative conclusion to be drawn, grounded in the main difference between
Sweden and the other countries, is that early entry, favourable conditions, rapid market
expansion and growth in ideational or political power of welfare companies are essential
driving forces for restructuring service provision. As suggested by Pierson (1996) and
Starke (2006), new interest groups and political constellations may have gained explanatory
power, and change is most likely to occur within existing institutional frameworks. Blom-
qvist (2004) also establishes that privatization creates its own political supporters. It seems
that one important factor behind the Swedish exceptionalism is the early establishment of
for-profit providers and the preceding marginalization of NGOs. The political support for
marketization in Sweden has increased continuously since the 1990s until recent years also
to include Social Democrats. In the other Nordic countries, the establishment of profit-
seeking providers was prevented or perhaps stalled, but for various reasons: Finland pre-
sents a small SUT economy and strong, state-protected professionalized NGOs, with polit-
ical efforts only recently to promote marketization in 2015–2019 with increased for-profit
influence and multinational welfare conglomerates entering the country; pragmatism, a
small market and economic control was a stumbling block in Denmark, where for-profit
providers have not managed to mobilize or seize the opportunity to expand within SUT;
and a strong political support for NGOs and welfare and democratic values across political
parties in Norway has thus far prevented a radical marketization. The comparison indicates
a combination of timing and economic opportunities, party-political support (with Swed-
ish politicians most broadly favouring marketization), power (potent opposition and stake-
holders), and lobbying and framing activities as reasons behind the development paths. In
line with previous research on SUT (Stenius & Storbjörk, 2020) and other welfare areas
(Sivesind, 2017), we identify market-friendly Sweden, ambivalent Finland, stable, market-
regulating Denmark and stable, welfare-corporatist Norway.

The establishment of a strong welfare industry in the Swedish system, with a fairly gen-
erous economic situation, will continue to influence national-level politics. There are some
signs of local-level demarketizations in Sweden (Stenius & Storbjörk, 2021), but it remains
to be seen if the extant NGOs have the resources to resume their advocacy role and survive
as service providers. In Finland, the future of for-profits depends on the application of the
procurement regulations in combination with a reform that will concentrate SUT to 21
regions. This implies bigger markets that can attract and favour for-profit actors, but in
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terms of treatment content in procurement there is a focus on quality that can favour NGOs
and continuity rather than short-term savings. Also, the NGOs in Finland are good at lob-
bying – hence more balanced power relations than in Sweden. In Denmark and Norway
there are no signs of major forces driving an establishment of strong for-profit providers,
with economic control and political support for NGOs and present corporatist system.
However, studies indicate that the large conglomerates present in Sweden are also trying to
gain share in “the emerging welfare markets in Denmark and Norway” (Sivesind, 2017, p.
296) and obviously also in Finland.

What are the potential implications of this restructuration for the sustainability of SUT
and the Nordic welfare state? The entrance of for-profit providers and corporate interests
do not at first sight appear to break the resilient welfare state. These actors constitute a new
and powerful interest group, closely linked to policy-making via lobbying and revolving
doors – at least in Sweden (Meagher & Szebehely, 2019; Svallfors & Tyllström, 2017). As
they lobby for more resources and services rather than retrenchment, a greater restructura-
tion of the welfare state appears more viable.

As noted, SUT will not be a driving force in this overarching development as it is a small
market, many of its “customers” are less resourceful, and choice is rarely realized in practice.
However, scholars have previously suggested that privatization and choice/diversity eventu-
ally also lead to demands for privatized service funding. A stratified service system, with
better-off citizens willing to pay for services privately rather than waiting for the public to
purchase a one-size-fits-all service on their behalf, would reflect an abrupt break with the
Nordic model. It would, by definition, undermine the traditional values of universalism and
egalitarianism in the Nordic welfare state and diminish citizens’ will to fund services via
taxes (Blomqvist, 2004). Notably, such a development, with the welfare industry promoting
and citizens taking out private health care insurance to get better access to care and illegally
queue-jump those in greater need, is currently being debated in Sweden (cf. Vårdanalys,
2020).

Alternatively, the ideological NPM and marketization trends may retreat. It seems pos-
sible that the attempts of the 2015–2019 Finnish government to change the social services
into a true quasi-market came too late to have a decisive effect, and that the Norwegian and
Danish systems remain fairly stable as the profit interests have not yet gained a strong foot-
hold. Another possible but unlikely alternative is that the small local-level steps towards
post-NPM (Stenius & Storbjörk, 2021) and the increasingly contested role of profits in wel-
fare services (cf. Meagher & Szebehely, 2019) will push Sweden to return to the fold – a re-
convergence of the Nordic welfare state and SUT system? At the moment there are more
questions than answers: Would stricter quality control drive big for-profit providers to
other market segments, and would they be substituted by public or NGO providers? Will we
see innovations and a more efficient system if the surplus was reinvested as opposed to
being taken as profit? Will the Swedish case and emerging (scientific) debate prevent Den-
mark, Norway, and Finland from walking down this road? In addition, it remains to be seen
what would happen in the case of extreme permanent austerity after the coronavirus pan-
demic. Substance users are rarely prioritized in such a situation, overall profitability may
decrease, and the welfare industry may search for better markets. Another scenario is that
the popular support of the Nordic welfare state increases, on behalf of market actors, as peo-
ple become more aware of the role of the public in dealing with health and other welfare
problems.

This comparison did not include service users as stakeholders, one reason being that
users’ organizations have not shown particular interest in marketization reforms. However,
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these welfare state reforms may have vast implications for the service users as they affect the
possibilities for them to make their voices heard in terms of what kind of SUT they regard
as helpful. All Nordic countries (most of all Norway) stress user involvement and user
choices. A classic NPM argument for encouraging more for-profit providers is that it can
generate “healthy competition” and better, diversified and/or cheaper services and thus pro-
vide more choice for various user groups. However, choice and influence in all countries do
seem to be weak in practice when it comes to residential SUT. The reasons are economic,
priority being given to outpatient treatment, or lack of real alternatives in terms of procured
services, location, methods, or target groups. In that sense, the developments in the man-
agement of procurement in SUT in all countries could be regarded as a failure. The reality
of choice and influence in the Nordic SUT should be a question for future research.

Although we sought to operationalize residential SUT in the same way across the four
studied countries, we must acknowledge that professionalized SUT (as studied here) is
often not clearly delineated from other caring our housing interventions. The role of SUT
vis-à-vis other measures may thereby differ by country. Neither can this comparison, nor
previous research, offer clear answers regarding how different dimensions or experiences of
treatment quality are affected by ownership, marketization, new accreditation systems
imposed by the business world, etc. The level of professionalization and quality control may
affect for-profit providers in different ways – e.g. it is easy to enter the unregulated housing
market, but professionalized services may be more attractive. These complex relationships
require further research.

Despite these limitations, the analysis of the development of residential SUT in the four
Nordic countries exemplifies how processes of marketization and for-profit providers are
on the one hand extremely dependent on a political and economic climate supporting such
initiatives, and on the other hand, how such for-profit actors manage to seize this opportu-
nity by lobbying, developing their services towards new target groups and adjusting their
services to quality demands. Such an analysis enables us to critically examine two things:
First, the possibilities and obstacles for for-profit providers to play a role in a small-scale
welfare area, which is seldom the centre of much political attention. The analysis demon-
strates how SUT to some degree mirrors developments in other welfare areas, but because
there are not many strong actors within the field lobbying specifically for residential SUT,
the current status is perhaps more related to more overall developments than other areas
such as e.g. eldercare, which do have strong political advocates – that are “victims of cir-
cumstances” (whether they are in favour of private providers or not) rather than active play-
ers. Second, the analysis also enables us to contemplate the position of contemporary Nor-
dic SUT and welfare state, and its future. As noted, apart from Sweden, and despite NPM
rhetoric and emphasis on marketization in the 2000s, other forces have been able to counter
this and develop public services and thereby convince politicians and others of the possibil-
ity of innovation, cost-effective and high-quality services even without market forces.
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