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ABSTRACT
Background Physical inactivity is one of the four
leading behavioural risk factors for non-communicable
disease (NCD). Like tobacco control, increasing levels of
health-enhancing physical activity (HEPA) will require a
national policy framework providing direction and a clear
set of actions. Despite frequent calls, there has been
insufﬁcient progress on policy development in the
majority of countries around the world. This study
sought and summarised national HEPA policy in seven
European countries (Finland, Italy, the Netherlands,
Norway, Portugal, Slovenia and Switzerland).
Methods Data collection used a policy audit tool
(PAT), a 27-item instrument structured into four sections.
Results All countries reported some legislation or
policy across the sectors of education, sport and health.
Only some countries reported supportive policy in the
transport and environment sectors. Five countries
reported a stand-alone HEPA policy and six countries
reported national recommendations. HEPA prevalence
targets varied in magnitude and speciﬁcity and the
presence of other relevant goals from different sectors
highlighted the opportunity for joint action. Evaluation
and the use of scientiﬁc evidence were endorsed but
described as weak in practice. Only two countries
reported a national multisector coordinating committee
and most countries reported challenges with
partnerships on different levels of policy implementation.
Conclusions Bringing together the key components for
success within a national HEPA policy framework is not
simple. This in-depth policy audit and country
comparison highlighted similarities and differences and
revealed new opportunities for consideration by other
countries. These examples can inform countries within
and beyond Europe and guide the development of
national HEPA policy within the NCD prevention agenda.

recurrent calls for countries to develop a national
policy approach to physical activity.6 7 A strong
policy framework for health-enhancing physical
activity (HEPA) is necessary to deﬁne a plan for
coherent multilevel action, to foster partnerships
across sectors and to secure political commitment
and gain recognition as a priority policy area.
Despite the recognition of need, arguably, there
has been insufﬁcient progress on the development
of national HEPA policy in the majority of countries around the world. Some, mostly high
income,8 9 countries have, or have had, policies
addressing HEPA either as a ‘stand-alone’ HEPA
policy or with HEPA integrated within sports,
health or education policy. However, there are few
countries that can demonstrate a sustained, comprehensive national policy framework combined with
evidence of effective implementation.
Recently, the need for policy level intervention
to increase HEPA received renewed endorsement at
the highest levels. The United Nations Declaration
and the recent WHO Global NCD Action Plan
2013–2020 reinforced the central role of HEPA in
a comprehensive approach to the treatment and
prevention of NCDs.10 11 Given these mandates,
many countries wish to learn what a successful
national policy framework for physical activity
might look like and how to develop and implement
such approaches in different contexts. The aim of
this study was to identify and summarise examples
of national policy approaches from a set of
European countries and to compare and contrast
the development process, content and implementation. The ﬁndings and insights aim to inform countries within and beyond Europe as they develop or
update their national HEPA policy and respond to
the NCD prevention agenda.

INTRODUCTION

METHODS

Non-communicable diseases (NCDs) are the
leading cause of global mortality, accounting for
two-thirds of deaths worldwide.1 2 In 2009, the
World Health Organization (WHO) identiﬁed
physical inactivity as the fourth leading risk factor
for mortality.2 People who are insufﬁciently active
have a 30% increased risk of all-cause mortality3
and physical inactivity is ‘conservatively’ estimated
to cause 6–10% of deaths from NCDs.3 4
For over a decade, and particularly since the publication of the Global Strategy on Diet, Physical
Activity and Health (DPAS),5 there have been

The project was undertaken during 2009–2012,
under the auspices of the European Network for
the Promotion of HEPA.12 Invitations to participate
were sent to members of the HEPA Europe
working group on national approaches to physical
activity promotion. National experts from seven
countries elected to take part (Finland, Italy, the
Netherlands, Norway, Portugal, Slovenia and
Switzerland). This set represents a group of countries with varying history in the promotion of physical activity and at different stages of policy
development and implementation.
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For each country, a primary contact person was identiﬁed
who led the coordination, collaboration and completion of the
policy audit. Lead individuals were from diverse backgrounds
and included: academics (n=2; Portugal and Switzerland);
national or subnational government ofﬁcials (n=2; Italy,
Norway) or representatives of a relevant national institute (n=3;
Finland, the Netherlands and Slovenia).
Data collection was undertaken using the policy audit tool
(PAT), a standardised instrument to assess national policy
approaches to physical activity. The PAT is a 27-item instrument
structured into four sections: (1) overview of the country and government structure; (2) policy and content; (3) policy implementation and (4) methods of completion and collaboration.13 14 The
PAT was developed based on a small number of previous
approaches to policy analysis and the key policy guidance available. Full details of the PAT development process are published
elsewhere.15
Country coordinators were advised to identify and review all
available policy documents, programmes and relevant activities
from across multiple sectors and, where possible, to collaborate
with colleagues from different agencies who have the necessary
expertise and knowledge (both current and historical) for completion and ﬁnalisation of the PAT. Some translated the PAT for
completion, and in some cases coordination meetings were held.
During the data collection period, project coordination and
technical assistance were provided by the core project team
(authors FB, KM and SK) via teleconferences and email communication. In most countries, data are representative of the
national situation up to May 2011.
The data analysis was performed using directed content analysis, whereby the key elements of physical activity policy captured via the PAT were used to guide the development of the
coding themes. The primary aim of the analysis was to identify
similarities and differences between countries on the key themes
of interest.16 This paper reports on the ﬁndings of the following
themes: presence of legislation, national policy and actions
plans; national HEPA recommendations, goals and surveillance;
community-wide education; use of evidence and evaluation and
leadership and intersectoral partnerships.14 Further details of
other analyses can be found in the Technical Report.

RESULTS
All countries completed the PAT using an iterative approach
involving collaboration with a range of government and nongovernment partners contributing to the responses. On average,
completion took approximately 1 year due to initial data collection being undertaken concurrently with the development of
the ﬁnal PAT.13 The detailed policy reports on each individual
country are available. Below is a summary of the key ﬁndings
from the cross-country analysis on key themes.14

education in schools. Italy was the only country to report legislation on school buildings and the provision of sports facilities.
Legislation within the health sector generally linked HEPA with
the wider public health agenda to promote health and prevent
disease. The level of detail on HEPA within these policy requirements varied. In the sports sector, examples of legislation
covered the creation of the National Olympic Committee
(Italy), the establishment of a National Sports Institute
(Portugal), the endorsement of physical activity guidelines
(Portugal), the delivery of national sports programmes
(Slovenia) and funding for sport (Switzerland).
HEPA-related legislation and policy from the transport and
environment sectors was reported by some, but not all, countries. Transport policies often stated requirements for nonmotorised transport (cycling or walking), actions aimed at
improving mobility, reducing carbon emissions and addressing
road safety. One example of legislation from the environment
sector was the speciﬁcation on free access to open space in
Switzerland.24
Two countries indicated that the Ministries of Health provided most of the funding (the Netherlands and Portugal),
whereas elsewhere the majority of funding came from sport
(Norway) or from the subnational level (Italy and Slovenia).
Three countries (Norway, Slovenia and Switzerland) reported
that the Ministry of Transport contributed funding for HEPA
promotion. Sustainability of funding was reported as a key challenge by a number of countries, often related to changes in political commitment, for example, after a change in government.

National recommendations on HEPA
National HEPA guidelines (or recommendations) provide a consensus position on the amount of physical activity needed for
health beneﬁts and also provide the foundation for national
targets and a benchmark for evaluating progress. Six countries
(excluding Italy) reported that they had national recommendations, either developed through a national consultation process
or by adopting international recommendations. These countries
reported separate guidelines or recommendations for children
and adults. Only in the Netherlands had speciﬁc recommendations been developed for the older adult population. The
recommendations for each age group were broadly similar
across countries, and reﬂect the international consensus on the
amount of physical activity necessary to beneﬁt health.
However, no country had yet adopted or ofﬁcially endorsed the
new WHO global recommendations.25 Several countries had tailored recommendations to speciﬁc health beneﬁts and/or speciﬁc
population groups (by gender, age, level of inactivity). Finland
and Switzerland had stated recommendations on limiting sedentary behaviour.

National goals and targets
Legislation and national policy context
Table 1 shows the presence of legislation, policy or other key
documents across relevant sectors by country. Five countries
reported having speciﬁc physical activity policies, three of them
solely on physical activity (Finland, Norway and Slovenia).17–19
In two countries, HEPA was combined with sport and education
(in the Netherlands) or healthy diet (in Switzerland).20 21 In the
remaining two countries, Italy and Portugal, physical activity
was incorporated within the broader public health policy.22 23
Interestingly, most countries identiﬁed legislation relevant to
HEPA in the areas of education, sport and health. The most
commonly reported sector with legislation was the education
sector, with all countries reporting mandatory physical
2

Setting speciﬁc, measurable targets provides a means of evaluating progress and a level of accountability. Six countries
reported national targets on increasing the prevalence of the
population achieving recommended levels of HEPA (table 2).
Two countries had only simple statements of intent, namely to
‘increase’ the number of people who are physically active and
‘decrease’ the number of people who take no exercise. Without
specifying a magnitude of change and a time frame for achievement, these countries cannot evaluate the success or failure of
their national policy and actions. In contrast, several countries
reported very speciﬁc targets; examples are: “to increase the
proportion of young people (4–17 years) that meet recommended physical activity levels from 40% in 2005 to 50% by
Bull F, et al. Br J Sports Med 2014;0:1–8. doi:10.1136/bjsports-2013-093200
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Table 1 Presence of legislation, policy and action plans by sectors and country
PA specific
Country

L

Finland
Italy
The Netherlands
Norway
Portugal
Slovenia
Switzerland

✓

P

Health
O

L

✓
✓
✓
✓

✓
✓
✓
✓
✓

✓
✓

Sport
P

O

L

✓
✓
✓
✓
✓
✓
✓

✓
✓

✓
✓

✓
✓
✓

Education
P

✓
✓
✓
✓
✓

O

L

✓

✓
✓
✓
✓
✓
✓
✓

✓
✓

P

Transport
O

L

✓

P

Environment
O

L

P

✓
✓
✓
✓

✓
✓
✓
✓
✓
✓

O

✓

✓
✓

✓
✓

✓
✓

✓
✓

✓

L, legislation; P, policy; PA, physical activity; O, other relevant documents.

2012” (the Netherlands); “to stabilise and then increase by 1%
per year the proportion of physically active people”
(Switzerland). In Portugal, very speciﬁc targets were set for different age categories (eg,15–24, 25–34, 35–44, 45–54, 55–64
and 65–74 years), and separate targets were set for men and
women. Although a relatively new ﬁeld of science, three of the
seven countries reported speciﬁc goals for reducing sedentary
behaviour.
In addition, goals other than those related to prevalence of
HEPA were identiﬁed from across different sectors and settings
including education, healthcare, transport, sport and the

Table 2

environment (table 3). Examples included: a requirement for
every household to have 75 m2 of green space (the
Netherlands); for 3% of residential areas to be allocated to a
playground (the Netherlands); for the proportion of cycling
trips to increase from 5% to 8% by 2019 (Norway); and for the
knowledge of the beneﬁts of HEPA to be increased among
health professionals (Finland).

Monitoring and surveillance
A national surveillance system is necessary to track trends in
HEPA and progress towards set goals and targets. Five countries

Presence of national goals and targets on physical activity

Country

Phrasing

Finland

Resolution concerning the development of health enhancing physical activity and diet, 2008
To increase the number of people exercising enough for their health and decrease the number of those who do not exercise at all
None specified
Time for Sport (2005)
▸ Youths (12–17 years old) who meet the exercise standard will increase from 35% in 2004 to 40% by 2010
▸ By 2010, 65% (2004, 60%) of the adult population in the Netherlands will meet the international exercise standard

Italy
The Netherlands

Norway

Portugal

Slovenia

Switzerland

Power of sport (2008)
▸ In 2012, at least 70% of adults (18+) do the recommended amount of exercise (2005, 63%)
▸ In 2012, at least 50% of young people (aged 4–17) do the recommended amount of exercise (2005, 40%)
▸ In 2012, no more than 5% of adults in the Netherlands are inactive (2005, 6%)
The Action Plan on Physical Activity, 2005–2009
▸ An increase in the number of children and youth who are physically active for at least 60 min/day
▸ An increase in the number of adults and elderly people who are moderately physically active for at least 30 min/day
National Health Plan, 2004–2010
To reduce the prevalence of individuals who have spent most of their free time with sedentary activities:
▸ Persons aged 15–24 years: 45.5–15% in men and 64.2–16% in women
▸ Individuals of 35–44 years: from 67.5% to 34% in men and 77% to 39% in women
▸ Individuals 55–64 years: 70–35% in men and 83.2–42% in women
▸ Individuals of 65–74 years: from 75.5% to 38% in men and from 87% to 44% in women
HEPA Strategy, 2007–2012
▸ Increasing the share of young people doing for at least 1 h every day by 30%
▸ Reducing the share of children and adolescents who in their free time spend more than 4 h a day sitting in front of the television or computer by 30%
▸ Reducing the share of completely inactive adults by 30%
▸ Reducing the share of adults who in their free time spend more than 4 h a day sitting in front of the television or computer by 30%
▸ Increasing the share of adults who are sufficiently active by 20%
▸ Reducing the share of physically completely inactive over-65s by 20%
▸ Reducing the share of over-65s who in their free time spend more than 4 h a day sitting in front of the television or computer by 20%
▸ Increasing the share of over-65s who are sufficiently active by 20%
▸ Increasing the share of participation of pregnant women in physical activity programmes by 40%
National Programme of Sport, 2000–2010
▸ 2.5% Annual increase of people practising sports regularly and 1% increase of (currently non) active citizens
Sport Policy, 2003–2006:
▸ First stabilising and then increasing by 1% per year the proportion of physically active people (adults)
Sport Policy, 2007–2010:
▸ Increase of physically active people

HEPA, health-enhancing physical activity. For full details of gaols see ref
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reported having an established surveillance system; some countries had a long history dating back to the 1970s (Finland and
Slovenia), whereas in other countries this was a relatively recent
development (Italy and the Netherlands). Systems varied from
continual data collection with annual reporting (eg, PASSI, Italy)
to repeated surveys conducted and reported on a 5-year cycle
(eg, Swiss Health Survey). In the remaining two countries,
Norway and Portugal, only one national survey had been conducted but plans were underway to develop an ongoing monitoring system.

Community-wide communication and education
Public education on lifestyle risk factors has been a cornerstone
of health promotion. Community-wide campaigns can raise
awareness and knowledge of the health beneﬁts of active living,
provide motivation and prompt behaviour change and promote
opportunities and programmes.26 Most countries reported some
experience with the national mass media (or large scale) communication campaigns, but in general these were linked to speciﬁc HEPA initiatives and were not an overarching or ‘unifying’
campaign on HEPA. However, there was one example from the
Netherlands where the ‘30 minutes moving’ message is used
consistently across and to link all interventions. In contrast,
Finland reported that many different providers promoted different activities and each had their own communication campaign.

Evidence-informed policy
All countries reported that their policy endorsed the use of the
best available evidence. However, they also acknowledged that
achieving this in practice was a challenge. Only one country (the
Netherlands) reported an established process for developing
evidence-based policy.
Here, the Netherlands Institute for Sport and Physical
Activity (NISB), a government funded agency, sought to keep
abreast of research developments and provided a central role
ensuring that the relevant scientiﬁc evidence was taken into consideration. Tasks included consultation with scientiﬁc organisations, universities and research institutes. Other countries
reported a general intent to use scientiﬁc evidence but no speciﬁc details of the systems or mechanism were provided. In
general, most countries reported that the use of evidence varied
considerably.

Evaluation
All countries reported recognition of the need to evaluate
policy; however, limited evidence of implementation was provided and, in general, practice was described as weak. There was
only one example (Norway) of a formal independent external
evaluation of national policy.27 In other countries, evaluation
was reported to be more commonly undertaken at the speciﬁc
programme level, and even then described as inconsistent.
Evaluations that were conducted tended to focus on impact and
outcomes, and there was recognition of the need for more
process evaluation to inform how to implement and deliver successful programmes. In some countries, no evaluation was
reported at all or it was planned but did not take place (eg,
Portugal reported that the planned evaluation of ‘Mexa-se’ did
not eventuate). In addition, examples were reported where programmes were abolished despite positive evaluation results.

Leadership and multisectoral collaboration
The Ministry of Health was most frequently identiﬁed by all
countries as the provider of leadership and coordination of
HEPA. Six countries (not Italy) reported either a clear
4

partnership with at least one other ministry and in two countries the existence of a larger multisector coordinating committee (Finland and Norway). All countries reported that policy
implementation was delegated to the subnational jurisdictions
(eg, provincial, canton or local level administrations). In many
countries, there was a requirement for regional and local area
plans to be developed and to align closely with the national
policy direction. However, the speciﬁcs of these and the process
and success of local planning was not assessed in detail in this
project.
All national policies and action plans were reported to
emphasise the importance of cross-government action and
working in partnership with stakeholders. Although recognised
‘in theory’, most countries reported that this was not effective
across all levels of policy development and implementation. For
example, collaboration was reported to be much stronger at the
national level than at the regional and local levels in Finland.
Also, Norway reported strong partnerships at the national level
in the development of the Action Plan on Physical Activity
which was signed and endorsed by eight ministries but experienced more challenges in establishing strong links between
other national bodies such as the Health Directorate, the private
sector and non-government organisations.

DISCUSSION
This project aimed to capture and compare the progress and
experiences on developing and implementing the national
HEPA policy framework in seven European countries. These
countries were selected to reﬂect diversity in experiences and
approaches, rather than to demonstrate ‘best practice’ in policy
development. Overall, the results demonstrate much activity in
the development of a national policy approach to physical activity promotion in these countries.
We found that all countries had a range of relevant legislation
and policies. As the most formal and legally binding instrument
of government, the presence of legislation with direct and indirect relevance to HEPA can and should be used to increase the
priority afforded to HEPA within the political agenda and to
leverage long-term human and ﬁnancial resources. Five countries had a speciﬁc physical activity policy and the breadth of
policies with direct links to HEPA promotion from across
sectors other than health and sports was encouraging.
The development of a stand-alone policy on HEPA was
recommended in DPAS;5 however, the recent direction set by
the WHO11 has shifted towards an overarching NCD treatment
and prevention action plan addressing multiple risk factors.
Although this approach has some advantages, there are potential
unintended outcomes. More focus may be given to those behavioural risk factors where there is stronger existing capacity or
advocacy, and this could result in insufﬁcient attention, or only
a narrow set of actions on HEPA in some countries. To ensure
that a broader NCD prevention policy contains a robust action
plan for HEPA requires vigilance by those directly involved in
policy making, as well as strong advocacy by those who can
inﬂuence and inform the policy process.
Successful components of a national action on physical activity have been previously identiﬁed 9 28 29 and we sought to identify progress in these seven countries. Key components include
national recommendations and targets on HEPA and we found
that both were reported by most countries, but the reporting of
measurable targets were lacking in several countries. National
guidelines can provide the foundation for planning interventions
and community-wide communication campaigns. We found the
guidelines to be consistent with international evidence25 and the
Bull F, et al. Br J Sports Med 2014;0:1–8. doi:10.1136/bjsports-2013-093200

Examples of HEPA-related goals and targets by sector and country
Health(care)

Environment

Transport

Finland

Students and employees have an
opportunity to get support and
encouragement for increasing physical
activity
Employers have effective ways to
enhance physical activity of employees

The knowledge of HEPA and a healthy
diet is increased in health and exercise
professionals
Physicians and nurses to give their
patients exercise prescriptions
In primary healthcare, there are enough
exercise guidance services available

Environment and
operational culture of
children care and
schools support a
physically active lifestyle
Every age group has
‘easy reached’ sport and
exercise places near their
homes

300 million more trips
should be carried out by
walking and cycling by the
year 2020

Italy
The Netherlands

None reported
By 2010, 90% of all schools will enable
every pupil to practise sport every day
during and outside school hours

By 2008, sports medicine will occupy a
position in its own right within the
occupational and educational structure of
healthcare
600 professionals will be taught to
practise the ‘beweegkuur’ programme
236 000 people will participate in courses

There should be 75 m2
green space per
household, and 3% of
habitation area should
be a playground for
children

Norway

Opportunities for physical activity in
kindergarten, school and workplace

Focus on physical activity in health and
social services

Physical environments
that promote an active
lifestyle

Portugal
Slovenia

None reported
Establishing and implementing a
strategy of physical activity for
employees in 10% of large-sized and
medium-sized enterprises and public

Greater healthy life expectancy and further
increase in the quality of life for all
population groups, health promotion and
health education, reduction of health

Sport

Other
More knowledge, support and
opportunities for physically active
lifestyle are available for children,
youths and families
Older people have high-quality, easily
reached and cost-effective exercise
service available
All people have good possibilities for
everyday physical activity
’Health in all policies’—principle is
taken into account in local decisions

By 2010, the likelihood
of an injury per 1000 h
of sport will drop by
10% from 1.0 to 0.9
injuries
By 2010, the quality
mark for modern sports
clubs will have been
introduced in 25% of
clubs

The proportion of cycling
trips out will be increased
from 4–5% to 8% by 2019.
Increase the proportion of
children and young people
(<15 years) who are
walking or cycling to school
from 60% to 80% before
2019.
All cities and towns shall
have a plan for network of
continuous bicycle routes by
2013
Increase road safety

As many people as
possible will be given the
opportunity to
participate in sport and
physical activity

Increasing the share of young
people who normally walk or
cycle to school and in their
everyday routine by 20%

The main long-term goal
is to become a sport
nation. That can be
reached by:

By 2010, the disparity in sports
participation among youths from
immigrant backgrounds will have
disappeared
500 sports clubs and sports schools
will work together to provide
additional supervision, while 50 will
focus on care programmes for
immigrant youths
In 2011, a total number of 2500
professionals should be working on a
local level to increase youth
participation in sport, PA and culture.
The main aim is to make links
between the sport and PA and
educational sector
More in physical activity at leisure
time
Sectoral and concerted efforts to
promote physical activity in the
population
Enhanced knowledge and improved
skills on physical activity and health
Communication, physical activity and
health and motivation to an active
lifestyle

Reducing the share of overweight
and obesity in children and
adolescents by 10%
Ensuring equal opportunities for
Continued
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Switzerland

Continued
Education/work

Health(care)

institutions, and establishing physical
activity programmes at work for 20% of
employees in the public administration

inequalities and early detection of chronic
non-communicable diseases

Legally binding obligation of the
cantons and communities to provide
three lessons of physical education per
week in their schools

Environment

Transport

Sport

Other

Increasing the share of adults
who normally walk or cycle to
work and in their everyday
routine by 20%
Municipality of Ljubljana to
increase the share of bicycle
trips from 8% (2003) to 20%
in the following years

▸ Increasing the number
of people practising
sports regularly
▸ Growth of sports
culture awareness of
the Slovenian nation
▸ Development of sport
profession and
science; raising the
awareness of the
individual
▸ Using nature as the
largest sport area;
building a network of
sports facilities and
sites for all
categories, etc
By 2006, 75% of all
communities with more
than 10 000 inhabitants
should have a sport
vision statement and
concept

health enhancing physical activity for
persons with special needs and for all
disabled persons

Increasing physically active
transport by 15% within
10 years (not officially
adopted*)
Increase in the proportion
of physically active transport
stages within the modal
split of overall mobility
A reduction of individual
motorised transport in
favour of public transport
and non-motorised
transport

*From: Draft Mission statement on human powered mobility 2002, which was not officially finalised and adopted. An action plan on human powered mobility is currently being finalised.
HEPA, health-enhancing physical activity; PA, physical activity.

By the end of 2006, 75% of all
communities with 5000–10 000
inhabitants and 50% of all
communities with 2000–5000
communities should have a
functioning physical activity and sport
network with a coordinator
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time frames for achievement were typically stated as a 5-year or
10-year period. However, the magnitude of change differed and
not all countries stated a quantiﬁable target. The presence of
additional goals outside the health sector yet still closely related
to HEPA was encouraging and these present signiﬁcant opportunities for partnership and joint action on a shared agenda.
Tracking progress on HEPA requires a monitoring system,30
yet only ﬁve countries reported an established surveillance
system. In each, this was developed after conducting several
national cross-sectional surveys, a common ﬁrst step to HEPA
surveillance. An alternative is to secure HEPA items in an existing surveillance system. Both approaches require signiﬁcant government support (and resources) and a commitment to regular
data collection and reporting; however, the effort is returned in
the value of trend data and a powerful advocacy tool.
Community-wide communication campaigns are used to raise
awareness and educate. Also, they can provide motivational
prompts for behaviour change and advertise local HEPA opportunities. We found little use of a unifying national ‘branding’ campaign in these countries. Instead, there was more project-speciﬁc
communications with the potential unintended consequence of
confusing the community with mixed messages (and overload) as
well as the missed opportunity for programme synergy and cross
promotion. Establishing a sustained communication campaign
requires the conﬂuence of political support, policy, budget and
capacity. There are very few exemplars of such campaigns within
the physical activity ﬁeld.31 ParticipACTION (in Canada) was the
longest running continuous campaign with a 30-year history and
evidence of success.32 33 Collating more examples from other
countries would support the development of a repository of exemplars. As an identiﬁed ‘best buy’ by the WHO,2 it is important to
understand why countries are not adopting and implementing
mass communication strategies and what support is required to
facilitate their development.
It is widely cited by academics and policy makers that policy decisions should be based on the best available evidence and evaluated.
Although endorsed by all countries, getting evidence-informed
actions into policy and practice was identiﬁed as a challenge. This
may be due to inadequate leadership, resourcing, skills and/or the
absence of a mechanism to hold anyone accountable. Addressing
this ‘science-policy-practice’ translation gap34 35 is necessary and yet
the prevailing methods of dissemination are largely ineffective or
insufﬁcient. Researchers and practitioners alike must turn their
attention to focusing on how we should collectively work in different ways to improve translation and reduce the time it takes for evidence to be available and put to use.
The need for strong leadership to initiate new policy and
secure sustained implementation of actions on physical activity
is well recognised.6 36 Although there are many cross-sector
opportunities, there is also a risk that HEPA can ‘fall between
the cracks’ of government portfolios. The Ministry of Health
was identiﬁed as the sole or dominant lead agency in these
countries with the Ministry of Sport as the lead agency for the
sports-related policies and actions. Partnerships between these,
as well as other, ministries are an identiﬁed area of difﬁculty at
the national and subnational levels. Interestingly, only two of
these countries had a formal structure supporting the necessary
multisector approach. As there is great interest in learning how
to bring together and sustain effective leadership and partnership for HEPA, more examples and experiences of success
should be shared in the literature and through professional
networks.
Bringing together all the key components to form a strong
national policy framework directed towards increasing
Bull F, et al. Br J Sports Med 2014;0:1–8. doi:10.1136/bjsports-2013-093200

population levels of HEPA is not simple. For some time, physical activity has been the ‘Cinderella’ of risk factors—widely
recognised and largely ignored.37 The UN political declaration
and WHO Global Action Plan11 provide strong endorsements
for increasing HEPA; however, changing population levels of
HEPA will require a ‘systems approach’38 combining and coordinating changes at the individual, social and cultural, as well as
environmental and policy, levels. A systems approach acknowledges the non-linear nature of changes in health behaviours,
including interactions, delays in adoption, adaptations, competing actions and unintended consequences, which we are only
just beginning to understand.39 Although notable progress is
evident within this set of seven countries, there is still a long
way to go. It is estimated that less than one-quarter of all countries have any national policy or action plan addressing HEPA.
Moreover, many of those countries with HEPA policies struggle
to secure the necessary resources and level of implementation to
achieve the desired success. This project has shown that an
in-depth policy audit and cross-country comparison highlights
similarities and differences, and can reveal new ideas and opportunities for other countries. The sharing of good examples of
comprehensive HEPA policy and action plans between countries
would be beneﬁcial. Furthermore, global advocacy efforts and
international support for countries embarking on developing
HEPA policy should be increased to assist efforts to create more
active populations.

What are the new ﬁndings?
▸ Increasing levels of health-enhancing physical activity (HEPA)
require a robust national policy framework. National policy
should provide clear direction and a coherent set of actions.
▸ There has been insufﬁcient progress on HEPA policy
development in many countries around the world.
▸ This study compared the national policy framework in seven
European countries, namely Italy, Finland, Portugal, the
Netherlands, Norway, Slovenia and Switzerland. The policy
audit tool (PAT) has 27 items and is structured to help
countries assess the existing HEPA-related legislation and
policy framework and review progress and challenges in
implementation.
▸ Although supportive legislation and policy was evident in
the health, sport and education sectors, opportunities for
more supportive policy in transport and environment
exist.
▸ National targets on HEPA should be speciﬁc, measurable
and time-bound. Identifying HEPA-related goals in
sectors other than sports and health presents
opportunities for partnerships and joint national action
across sectors.
▸ Assessing the existing national policy context is an
important ﬁrst step to better policy. The use of PAT to
collate and summarise policy provides a process and a
product. The data provide a better understanding of the
gaps and opportunities and the process builds collaboration
and cooperation between and within sectors. Further
research and dissemination of examples of HEPA policy is
recommended to support countries worldwide promote
physical activity.
7
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How might it impact on clinical practice in the near
future?

8
9

▸ General practitioners as well as other health professionals
should use their inﬂuence to support the development and
implementation of national and local level policy aimed at
increasing physical activity.
▸ Governments should be held accountable for providing
leadership, time-bound targets and comprehensive action
directed towards increasing levels of physical activity as part
of the system wide approach to the prevention of
non-communicable disease.
▸ Medical and health practitioners and all relevant healthcare
providers should reinforce the importance of regular physical
activity to patients during day-to-day practice.
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