
D
P
I
A
V

A

I

“

D
a
t
t
t
c
s
p
g
t
i
c
p

F
(
S
(
C
C

M
S
2

A
©

issemination of Physical Activity Evidence,
rograms, Policies, and Surveillance in the
nternational Public Health Arena
drian E. Bauman, MBBS, MPH, PhD, FAFPHM, David E. Nelson, PhD, Michael Pratt, MA, MPH, MD,
ictor Matsudo, MD, Stephanie Schoeppe

bstract: The concepts of dissemination can be applied to the international challenges of promoting
physical activity. With the 2004 release of the World Health Organization Global Strategy
for Diet and Physical Activity, risk factor reduction and noncommunicable disease control
are of global health interest. A six-step framework is proposed for understanding the
attributes of successful international dissemination. These include the development of
clear and evidence based resources or innovations, defining the target audience, selecting
communication channels, engaging decision makers, and developing evaluation frame-
works around dissemination. Four case studies to illustrate aspects of the framework are
presented: (1) learning from dissemination of effective tobacco control initiatives, (2) the
experience of developing global measures and surveillance systems for physical activity,
(3) case study of disseminating the Agita program—an effective community wide interven-
tion, and (4) disseminating the World Health Organization Global Strategy on Diet and
Physical Activity. Substantial similarities across the experiences described in these case
studies suggest underlying common themes for international dissemination, but develop-
ing a stronger evidence base for dissemination efforts remains a research priority.
(Am J Prev Med 2006;31(4S):S57–S65) © 2006 American Journal of Preventive Medicine
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Diffusion of innovations” research has been in
existence for several decades,1 but little has
been applied to the transnational context.

issemination of physical activity programs, strategies,
nd evidence has been usually considered in the con-
ext of implementing specific interventions, mostly at
he local or regional level.2 Dissemination is one step in
he process of “diffusion” of an innovation communi-
ated over time within defined social and cultural
ystems.3 The innovation may be any approach to
hysical activity promotion—interventions, policies,
uidelines, or measurement techniques. Attributes of
he innovation thought to be related to its adoption
nclude advantage over existing programs or methods,
ompatibility with existing services and structures, sim-
licity to implement, capacity for initial trialing or

rom the Centre for Physical Activity and Health, Sydney University
Bauman, Schoeppe), Sydney New South Wales, Australia; Office of
moking and Health, Centers for Disease Control and Prevention
Nelson), Atlanta Georgia; Physical Activity and Nutrition Branch,
enters for Disease Control and Prevention (Pratt), Atlanta Georgia;
ELAFISCS Laboratory (Matsudo), Sao Paulo, Brazil
Address correspondence and reprint requests: Adrian Bauman,
BBS, MPH, PHD, FAFPHM, Centre for Physical Activity and Health,
a
chool of Public Health, Level 2, Building K25, Sydney University
006 NSW, Australia. E-mail: adrianb@health.usyd.edu.au

m J Prev Med 2006;31(4S)
2006 American Journal of Preventive Medicine • Published by
xperimentation with the innovation, and recognition
y many people.3

The Diffusion of Innovation theory, developed by
ogers,4 provides a hypothetical scenario of what usu-
lly happens when information is spread into a popu-
ation.5,6 In the international context, diffusion is the
rocess by which an innovation is communicated over
ime into or between new countries or regions,4,7

ometimes referring to the process of communication,
nd at other times describing the processes of changes
n social norms or organizations required for popula-
ion-level lifestyle and behavior change.

Dissemination is one part of the process of diffusion,
hich is composed of innovation development and

esting, innovation dissemination, its adoption by a
opulation, implementation into that population, and
aintenance or sustainability of the innovation.3,8 Dis-

emination describes the process of communicating
nformation (e.g., research or guidelines developed by
rofessional associations) through defined channels
nd media (e.g., websites, journals, conferences, word
f mouth, popular press) in order to reach various
arget groups (e.g., national policymakers, researchers,
ealth professionals, or consumers):9–12

This article provides a definition of dissemination, a
ramework for international approaches to physical

ctivity diffusion and dissemination, and case studies

S570749-3797/06/$–see front matter
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rom international initiatives to promote or assess phys-
cal activity. The framework includes a six-step ap-
roach to the dissemination of physical activity and
ublic health (PAPH) work, with examples from the

nternational arena. This is followed by four case studies
f international dissemination from measurement
hrough to policy, guidelines, and community-interven-
ion dissemination.

Six-Step Framework For
nternational Physical Activity Dissemination

here are two groups of reasons to promote interna-
ional dissemination of PAPH interventions and strate-
ies. The first is the dissemination of evidence-based
pproaches to physical activity promotion, so that coun-
ries and international nongovernmental organizations
an learn from experiences elsewhere. Given scarce
esources for evidence generation, it is important to use
xisting evidence, and where possible, translate it into
nternationally usable policies and programs. The sec-
nd reason is to understand the processes of diffusion
nd dissemination in an international context, so that
ubsequent innovations can be more effectively repli-
ated and extended across countries and regions.

The six steps proposed in this model are:

1) Describe the innovation, its rationale and evidence
base, and its relevance in an international context;

2) Describe the target audience for dissemination
(professionals, general population) and the se-
quence, timing, and formatting of dissemination
strategies;

3) Define the international communication channels
for the innovation;

4) Determine the role of key policymakers and sus-
tainable partnerships that are needed to imple-
ment the innovation at different levels (local, state,
national, international);

5) Identify the barriers and facilitators of the innova-
tion in the international context; and

6) Conduct research and evaluation to understand
the dissemination process.

There are prerequisites for the dissemination of any
ublic health problem. The issue should be important
nd solutions or effective interventions need to be de-
cribed.13 Note that much of the intervention evidence in
he peer-reviewed scientific literature may not be usable,
specially in developing country setting, as evidence is
enerally based on controlled trial results that provide
igh internal validity, to maximize the scientific truth of

he findings, rather than on the external validity or
eneralizability of the project.13–15 Interventions to in-
rease physical activity usually emphasize their scientific
uality16 and hence may be efficacious, but not widely
dopted, following program evaluation. This highlights

he differences between researchers generating evidence i

58 American Journal of Preventive Medicine, Volume 31, Num
nd the practitioners and policymakers who need to use
nformation for on-the-ground, affordable, and feasible
opulation-wide programs.14 Some examples of PAPH

opics suitable for dissemination are shown in the Appen-
ix, Step 1.
The second step in the Appendix, defining the target

udience, will depend on the level of dissemination.
he largest scale is the global dissemination of a
hysical activity guideline or policy, with smaller efforts
ocusing on national or regional dissemination of
APH evidence or programs. The third step is commu-
ication regarding physical activity, and this can occur

hrough a range of internationally accessible channels,
ncluding the Internet, regional networks, and chat
ora, as well as international training courses and
orkshops. Next is the identification of key policymak-
rs and practitioners, shown as Step 4 in the Appendix,
ho may become the intermediaries and advocates for

urther dissemination. Their knowledge needs should
e met first, to engage their commitment to the issue.
his capacity building will have long-term benefits in

he international context. The support of key policy-
akers and practitioners is necessary to garner suffi-

ient resources with a long enough timeframe to start
he process of translating, disseminating, and adopting
particular program.
Physical activity work usually involves regular interac-

ion across multiple sectors and agencies17; partnerships
r coalitions are required to enact and deliver the range
f program elements required for a comprehensive ap-
roach to physical activity. The formation of sustainable
artnerships, between practice and academia, and across
ther relevant agencies, will allow greater time for pro-
ram adoption across geographic regions and profes-
ional groups. Dissemination work is optimized if ele-
ents are coordinated and supported by credible role
odels, well-known authority figures, or experts.
There are a range of potential barriers to the dissem-

nation of PAPH information internationally (Step 5,
ppendix). For many countries, an important barrier
as been access to information. This is being overcome

hrough widespread information distribution using
nternet-based communications systems.18–20 Barriers
ccur at the policy-development phase of disseminating

nnovations. Governments and decision makers who
ank other public health issues as priorities are unlikely
o divert resources to physical activity promotion. Cost
s another barrier, and if the required initial investment
s high then governmental agencies will approach this
nnovation with caution. A final barrier is when pro-
osed interventions are too extensive or detailed to be
fforded or planned within short time frames. The
riginal diffusion of innovations framework identified
hat innovations needed to be affordable, and that
nvesting in small steps and then reviewing progress
ould facilitate dissemination and adoption. The same
s true of investment in physical activity, especially in

ber 4S www.ajpm-online.net
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eveloping countries where physical activity may be a
ompletely new component of noncommunicable dis-
ase (NCD) control programs.21 For example, a physi-
ian counseling program to advise patients about phys-
cal activity could be piloted in one region, or a policy
nitiative tested in one jurisdiction before being gener-
lized across a country.

Most dissemination approaches are not evaluated (Ap-
endix, Step 6). At the very least, process evaluation, or
onitoring the implementation and adoption of an in-
ovation is essential in assessing the reach of any pro-
ram. For example, how many family physicians coun-
eled their patients, how many children participated in
hysical education (PE) lessons across all schools, or how
any people in the general community attended mass

hysical activity events? These process measures are the
rst step in the evaluation of the innovation, and should
e carried out, even in developing or transitional coun-
ries with limited budgets. More-definitive steps in evalu-
tion are then to assess the impact on the targeted
opulations: Did they increase their physical activity? This
equires careful attention to research design and popula-
ion measurement of physical activity. However, for a
ational program, even a quasi-experimental design with
comparison control group or region may be difficult to
rganize, and a time-series comparison in trends in the
utcomes of interest may be the optimal research design.

nternational Examples of Dissemination
f Physical Activity Programs or Initiatives

he international context poses challenges to the dis-
emination process. First, the contexts vary, and in
ome countries, physical activity initiatives are chan-
eled through the health sector, whereas in other
ountries, sport or recreation agencies seem to be
entral advocates of the physical activity agenda
hrough encouraging community-level participation.
port-sector initiatives are prominent in Finland and
ew Zealand where the Push-Play Campaign, organized

hrough SPARC (Federal Department of Sport) is cen-
ral to physical activity promotion in the community
nd even in primary care settings.22,23 In other coun-
ries, nongovernmental agencies (NGOs) promote
hysical activity (Heartfile in Pakistan and Agita Mundo
GO, which started in Brazil).24,25 The extent of phys-

cal activity interest varies among countries; it is better
ecognized as a public health issue in countries with
ncreasing NCD rates. There are also cultural and
conomic factors in each country and region that
mpede or facilitate the adoption of physical activity
nitiatives, which may be independent of the “epidemi-
logic case” for action, based solely on the NCD-related
urden of disease.21,26

The widespread lack of national coordination and

ccountability is a problem for physical activity innova- 1

ctober 2006
ions. For example, the principles of having credible
ole models, having champions for the innovation, and
ocusing on changing sedentary social norms are sel-
om present.3 The networks for dissemination are
atchy, especially in developing and transitional coun-
ries, and advocacy efforts are required to establish
hysical inactivity as an important NCD risk factor.
Nonetheless, there are examples and lessons from

ational and international experiences that illustrate dis-
emination of physical activity information. One impor-
ant idea is that not all dissemination efforts are planned.
nplanned adaptation of new ideas occurs,4 often a result
f local and national decisions and structures. This is not
lways productive; for example, Pentz describes the diffu-
ion and widespread adoption of an ineffective public
ealth program (the DARE [Drug Abuse Resistance Ed-
cation] project) to prevent adolescent substance use.
his was widely adopted as a potentially good idea, even

hough systematically demonstrated to be ineffective.27,28

owever, not all unplanned or spontaneous dissemina-
ion is negative; good ideas can spread rapidly and widely
f there is great need for them, even in the absence of a
tructured dissemination strategy.4 Innovators can act as
nitial catalysts, and innovative information can spread
apidly through national and international communica-
ion channels. These processes are illustrated in the case
tudies that follow on international dissemination of phys-
cal activity projects and initiatives. The four case studies
re: (1) learning from the dissemination of tobacco
ontrol, (2) dissemination of physical activity measure-
ent and surveillance systems, (3) a case study of dissem-

nating a community-wide approach to increasing physical
ctivity in South America, and (4) dissemination of the
orld Health Organization (WHO) Global Strategy on
iet, Physical Activity, and Health.

ase Study 1. International Experiences:
he Dissemination of Information Regarding Tobacco
ontrol

or public health research findings to have an impact
n improving population health, they need to be
ffectively communicated to targeted audiences. Dis-
emination refers to the systematic process through
hich information messages are distributed, and by
hich intended audiences receive, accept, and utilize

he information.3–5 Examples from transnational pub-
ic health work around tobacco prevention are used to
llustrate the principles of international dissemination.

The first studies on the adverse health effects of
moking appeared in the 1950s, but it was only in the
arly-to-mid 1960s that tobacco received widespread
edia publicity. Then health professionals and the

ublic paid attention and initial actions were taken
e.g., warning label requirements).29,30 During the

980s, Canada enacted federal cigarette excise taxes

Am J Prev Med 2006;31(4S) S59
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nd restricted tobacco advertising.30,31 Major anti-
obacco media campaigns began in Australia and parts
f the United States.32

By the late 1980s and 1990s, anti-tobacco efforts
ecame well established in Western nations, relying on

variety of approaches (e.g., secondhand smoke
revention, advertising restrictions).30 Other nations,

ncluding China, Brazil, and Japan, also started anti-
obacco efforts.31,33,34 A major recent achievement
emonstrating that tobacco prevention and control
ere internationally accepted was the adoption of the
HO Framework Convention on Tobacco Control

reaty in 2003.35

For many years the major targets for anti-tobacco
essages were healthcare providers (as communication

ntermediaries) and the general public itself, in the
elief that messages about the dangers of smoking
ould discourage individual tobacco use.30 By the early
990s it was evident that policy interventions, particu-
arly excise tax increases, tobacco advertising restric-
ions or bans, and secondhand smoke exposure policies
ere more effective.30 This led to disseminating mes-

ages targeted more toward policymakers and journal-
sts (e.g., through media advocacy).30,35,36

There are several drivers for disseminating informa-
ion for tobacco prevention and control. There is a
trong evidence base.30,37 Tobacco use is recognized as
n important problem, and some collaborative partner-
hips exist among researchers, anti-tobacco advocates,
nd policymakers; relationships with policy makers,
owever, depend on a variety of factors (e.g., policy-
akers’ worldviews, campaign contribution sources).33,36

here are funded anti-tobacco governmental and non-
overnmental organization programs in some coun-
ries, but this varies between and within countries.31

uch programs are not institutionalized in the same
ay as immunization programs, and are subject to
ajor cutbacks or elimination by policymakers.38

The major contemporary barriers to tobacco control
re counter-strategies used by the tobacco industry.31,33,36

ecause of their large profits, these companies are pow-
rful and influential political players internationally. This
ower has allowed them to support the publication of
isleading or incorrect information (“manufacturing un-

ertainty”), or by preventing the continuation of effective
nti-tobacco programs or policies.31,33,36 The intimidation
f workers in government and other sectors by the to-
acco industry or their representatives has resulted in
eluctance to disseminate information altogether or em-
hasizing “politically safer” messages,39 for example,
tressing individual responsibility over environmental and
egulatory approaches.

These lessons from the dissemination of tobacco
ontrol programs have implications for physical activity
romotion. It is important to move beyond disseminat-

ng “information-only” strategies, and to develop policy

nd environmental supports for being active. Inter- s

60 American Journal of Preventive Medicine, Volume 31, Num
gency partnerships are important drivers of dissemi-
ation, as they increase communication channels and
ccess to diverse populations and professionals.40 Sub-
tantial funding commitments are required, for initial
ass efforts at public education, followed by infrastruc-

ure developments to support the change. Finally, the
adversaries” of physical activity are less clear cut than
or tobacco control, but may include industries that
ncourage sedentary pursuits (passive recreation, lei-
ure, and entertainment industries) and increased car
ependence (e.g., gasoline and automobile manufac-
uring industries).

ase Study 2. Physical Activity Measurements:
issemination of the International Physical Activity
uestionnaire (IPAQ) and the Behavioral Risk Factor
urveillance System (BRFSS)
PAQ

he need for the standardized population measure-
ent of physical activity is an important prerequisite

or the public health surveillance of physical activity
evels.41 The IPAQ instrument was developed between
997 and 2003 to meet the needs of countries to
ompare population levels of physical activity.42 Up to
hat point, diverse surveys and measurement systems
ere in place with almost no comparability between
ountries and over time.

The IPAQ instrument was developed by a group of
nterested scientists in 1997, and went through stages of
evelopment, including cultural adaptations, formative
esting, and international reliability and validity test-
ng.43 The IPAQ short form was a generic measure of all
omains of physical activity (work, leisure, domestic,
nd active transport), with a long form IPAQ instru-
ent expanding on each domain. Both forms and their

coring protocols are available online (see www.ipaq.
i.se). IPAQ was designed for use in surveillance only at
he population level, to assess and compare physical
ctivity prevalence rates within and between countries.
he measurement studies showed that IPAQ was re-
eatable in diverse countries and had measurement
roperties similar to established self-report leisure time
hysical activity questionnaires.43

The dissemination of IPAQ was unintended and un-
lanned. The original IPAQ group planned logically—
easurement studies followed by a pilot set of compar-

tive prevalence studies, using standard protocols and
epresentative population samples, the International
revalence Study. The perceived need for an interna-
ional instrument was great, so interest in its use was
oted by the WHO, other groups, and a panoply of
esearchers. The use of IPAQ started to spread, well
efore the original group had finished scientific test-

ng. Some early uses of IPAQ were in surveillance

ystems in regional surveys in Europe and elsewhere44

ber 4S www.ajpm-online.net
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s well as in South America, Russia, and in the 2002
HO World Health Survey. Some researchers started

o use IPAQ to assess intervention effectiveness, even
hough this was not an original role for this measure.
inally, WHO developed an intermediate form of the
PAQ measure, known as the Global Physical Activity
uestionnaire (GPAQ), which has physical activity do-
ain-specific estimates, but is substantially shorter than

he IPAQ long form (www.who.int/chp/steps/GPAQ/
n/index.html). It is now used in regional risk factor
onitoring, through the WHO STEPwise approach to

hronic disease risk factor surveillance (STEPS) cardio-
ascular surveillance system. Globally, physical activity
urveillance is far from solved by IPAQ or GPAQ, but
his example illustrates the rapid adoption of these

easures, a possible case of “premature dissemination,”
iven the high perceived demand for such measures.
The IPAQ instrument addressed a long-standing

nmet need for international physical activity mea-
ures, leading to its early adoption, perhaps even pre-
aturely in terms of scientific testing. There was some

esearch evidence available, but this was accumulating
oo slowly for policymakers, reflecting a tension be-
ween acute policy needs and the time taken for
nternational (and in this case unfunded) collaborative
esearch. The potential users of IPAQ were working
ndependently of the IPAQ developers, and decisions
ere made in a fragmented way regarding its use or
otential. Additional research groups started IPAQ
esting, and finally, alternate measures such as GPAQ
ere developed. This case study illustrates the complex-

ty of international dissemination of an innovative
hysical activity measurement and surveillance system.

RFSS

more systematic and controlled process was the
evelopment of telephone-based surveillance survey
ystems in the United States. This instrument, the
RFSS, was established in the early 1980s to monitor

he prevalence of established health risk behaviors
ssociated with premature mortality and morbidity
hrough monthly telephone surveys of adults.45–47

rom its onset, the BRFSS was designed to obtain on a
egular basis data that were directly relevant to state
ublic health programs, as such information was
eeded for planning and evaluation purposes.44,48

Since its initial development, the BRFSS has diffused
idely in the United States and in several other coun-

ries, including usage in parts of China, Russia, and
exico.46 Key components of international dissemina-

ion have been the contribution of regional and local
ealth staff in (1) recognizing the value of locally
elevant health risk behavior data, (2) working to help
arner local resources and support, and (3) adapting
ata collection to local conditions. For example, data

ollection may require in-person interviews, carried out A

ctober 2006
n China,46 where telephone-based surveys would be
nappropriate. The international adaptation of BRFSS
as been supported by Centers for Disease Control and
revention staff, through the provision of technical
upport in survey implementation and in the reporting
esults to local stakeholders.46

The success of the BRFSS as an innovation can be
ttributed primarily to its ability to address the unmet
eeds of public health program staff for data, and
ecause of its flexibility and potential for adaptation.4

ecause of the extensive input from health department
rogram staff (as opposed to solely from researchers
nd survey experts), relevant data are obtained for
rogram interests and activities. The BRFSS successfully
ddresses the need to collect comparable data across
eographic areas, balanced against unique needs at the
tate or local level.

Dissemination of information about the BRFSS has
ccurred along several fronts. During the early 1980s,
.S. health department staff in early adopter states

ctivated formal and informal communication net-
orks among other states,4 leading to increased
nowledge about the system and more widespread
doption. In 1992, Dr. David McQueen became the
irector of the BRFSS, and he functioned as a highly

nfluential individual change agent and advocate for
he system.4 Under McQueen’s leadership, data col-
ection was improved, and the visibility of the BRFSS
as increased through presentations at scientific
onferences and the publication of research studies
n scientific journals.49

ase Study 3. International
issemination of the Agita São Paulo Program

he Agita São Paulo Program is a comprehensive com-
unity campaign for promoting physical activity and

nhancing quality of life that targeted the entire popula-
ion of 40 million in the Brazilian State of São Paulo.50

he program was initiated in 1996 by an independent
esearch institution (Centre for Laboratory Studies on
hysical Fitness of São Caetano do Sul [CELAFISCS]) and
oon gained the support of the state health secretariat.
gita São Paulo is built on a strong partnership model

nvolving more than 300 institutions and explicitly focus-
ng on both the governmental and nongovernmental
ectors.51 Program awareness is greater than 60% among
he adult population of São Paulo, and physical activity
evels appear to be increasing.52 The Agita concept has
pread across Brazil and Latin America. In this case study,
e examine how this has occurred using the six-step

ramework for international physical activity dissemina-
ion (Appendix).

The first step was to accept the issue as worthy of
issemination, given the NCD burden in South America.

gita São Paulo advocated for comprehensive community

Am J Prev Med 2006;31(4S) S61
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fforts to promote physical activity. It is theoretically and
ractically sound and has a clear theme and identity,
aking it a good candidate for message and concept

issemination. Agita is as much a philosophy as it is a
rogram. The focus on social mobilization, pleasure, and

nclusion reflect its Brazilian origin.52

The next step is to identify the target group for the
nformation being disseminated. The goal of dissemi-
ating Agita was to replicate the local physical activity
rogram as a comprehensive state or national program.
he Agita effort targeted influential leaders who could

nitiate large-scale programs at the city, state, or na-
ional level. Because Agita explicitly includes govern-

ental and nongovernmental institutions, the target
udience also includes leaders from both sectors: Min-
sters of health, mayors, prominent researchers and
hysicians, and community leaders. The common ele-
ent linking these groups is the ability to mobilize

esources and motivate the community around the
romotion of physical activity.
Agita is an interesting example of international pro-

ram dissemination because it depends on new dissemi-
ation technology and more traditional forms of com
unication. Agita has been disseminated internationally

hrough four primary channels: scientific publications
nd presentations, networks, the conduct of “mega
vents,” and effective personal contact with influential
eople. The first two approaches were facilitated through
he distribution of physical activity-related information via
he Internet. The Physical Activity Networks in the Amer-
cas18 plays an important role in organizing and delivering
nformation. The Agita Mundo Network is even broader
nd connects and communicates with more than 200
rganizations globally.25

The remaining two dissemination strategies for Agita
ão Paulo are based on direct personal contact. Mega
vents, such as the 2002 WHO World Health Day, focused
n physical activity and the subsequent derivative World
ove for Health Day both focus attention on physical

ctivity and the Agita identity to reach millions of people
n thousands of events annually around the world.53

The fifth step in the dissemination process considers
arriers and drivers of dissemination. Drivers for the
issemination of Agita São Paulo include the increases

n chronic diseases and obesity in most parts of the
orld, including Central and South America. Policy
ocuments and physical activity manifestos were distrib-
ted and support obtained from international organi-
ations. Dissemination has been constrained by limited
nancial and personnel resources, the inertia of health-
are and public health systems at the national level, and
n unwillingness of decision makers to consider physi-
al inactivity as a serious issue. Priority is often given to
he competing demands of other health issues. In
eneral, the barriers have not greatly limited the reach

r breadth of dissemination of the Agita message or E

62 American Journal of Preventive Medicine, Volume 31, Num
oncept, but they have restricted the depth of adoption
f more intensive physical activity programs.
The final step in the dissemination framework is an

ssessment of the balance between the costs and effects
f dissemination. This analysis has not been carried out
or Agita. Much of the dissemination utilizes networks,
rograms, and channels that serve multiple purposes so
he direct costs of disseminating Agita São Paulo appear
o be relatively low.

ase Study 4. The Global Strategy on
iet and Physical Activity: An Opportunity

or Testing and Monitoring Dissemination

he Global Strategy on Diet and Physical Activity was
eveloped by the WHO between 2002 and 2003, to act
s a framework for developing diet and physical activity
rograms at the national level in response to the global

ncrease in NCD.54 Prior to the Global Strategy, WHO
ad shown increasing interest in the problem of esca-

ating obesity, noncommunicable diseases, and in the
lobal burden of chronic disease.55 In addition, there
ere developing links between the Agita project and

he WHO, which culminated in World Health Day in
002 focusing on “Move for Health,” and the later
stablishment of a global nongovernmental organiza-
ion, Agita Mundo.

The Global Strategy development was guided by
HO and an Expert Reference Committee, and

hrough widespread consultations with Health and
ther agencies in the WHO regions, as well as with the
rivate sector and NGOs.56 The Global Strategy was
eleased in May 2004.54 It functioned as a set of
ecommendations for countries interested in physical
ctivity and health. Suggested strategies included inter-
gency planning and partnerships, the need for na-
ional physical activity plans, and their integration with
iet and obesity control programs.
The WHO offered the Global Strategy to countries to

se and adopt for their own NCD prevention and
ontrol programs. The critical window of opportunity
o assess physical activity levels and develop interagency
artnerships to increase activity levels occurs the first
ew years after any Global Strategy is released. Regional
hysical activity networks18–20 and regional WHO of-
ces supported the Global Strategy and assisted coun-

ries with physical activity strategic planning.
The implementation of the Global Strategy presents

n excellent opportunity for monitoring and research-
ng the dissemination process, and further, the rela-
ionship between the adoption of Global Strategy ele-

ents and subsequent changes in physical activity
revalence.56 The monitoring of physical activity prev-
lence, using instruments such as IPAQ and GPAQ are
eing used to assess population prevalence trends.

fforts at researching the dissemination process are

ber 4S www.ajpm-online.net
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ossible; for example, examining the attributes of
ountries who are early adopters of physical activity
uidelines and programs will help to understand the
rocesses of dissemination.

iscussion

iffusion and dissemination efforts are likely to follow
he usual S-shaped adoption curve in the international
ontext. Some countries, individuals, and organizations
re likely to be early adopters of physical activity and
ublic health approaches, most will be intermediate,
nd a few will be later adopters, based on local NCD
urden and their interest in physical activity. It is likely
hat the best efforts at dissemination will utilize clear
nd new physical activity messages, with a focus on
olving increasing problems (such as the burden of
hronic disease) and will be consistent with current
reventive health approaches. Where no PAPH pro-
rams exist in a country, then decision makers will
equire a strong evidence base, clear population tar-
ets, strong champions and advocates, and sufficient
esources and commitment to initiate innovative ef-
orts. As well as considering the principles of dissemi-
ation, attention to local adaptation is important; def-

nitions of physical activity, its local practice, and
ultural identity differ among countries, and programs
eed to be developed using best practice principles21,26

ut implemented in relevant ways for local programs.
The area of physical activity diffusion has benefited

rom global efforts to disseminate effective tobacco
ontrol strategies (Case Study 1). The history of to-
acco control and the spread of evidence-based ap-
roaches, especially environmental and regulatory in-
erventions, have provided a precedent for physical
ctivity efforts. The impact of U.S. Surgeon General’s
USSG) reports on tobacco (1964) and USSG reports
n physical activity and health (1996) are noteworthy in
eframing the prevention agenda, and establishing a
limate for change internationally.57

The four examples here were not designed to be compa-
able case studies. All describe different aspects of dissemi-
ation relevant to physical activity; the first one learning

rom tobacco, the second, an example of “premature dis-
emination” using IPAQ; the third, the natural history of
issemination of an idea Agita; and the fourth, dissemina-

ion research opportunities presented by the WHO global
trategy. These four examples of international dissemination
hare some common elements, including strong advocacy,
ood communications between key individuals and institu-
ions, and the presence of shared values and population-level
pproaches. The need for a strong evidence base is clear. An
vidence base may be grounded in a systematic review
rocess, with a strong public health focus, such as the
ommunity Guide for Physical Activity interventions58 married

o a clear post-intervention public health dissemination

pproach.14–16 However, for some innovations, there is a

ctober 2006
ompelling need, which may outweigh the state of the
vidence. Such an example is Case Study 2, where the need
or international physical activity surveillance tools out-
eighed their research development; their spread and adop-

ion was faster than the science that underpinned their
esting.

The communication channels for international dissem-
nation are sometimes formal, such as with established
hysical activity measures (BRFSS, Case Study 2), and
ometimes informal (IPAQ and GPAQ, Case Study 2).
imilarly, the community-wide Agita intervention (Case
tudy 3) was communicated through formal governmen-
al and informal NGO networks, the so-called “two-hats”
pproach to message and strategy distribution.51,52

Engagement with policy and decision makers was a
ey strategy for the Agita program, even reaching WHO
irector-General level; obtaining support at that level

ttracted substantial transnational interest. Another
omponent of the Agita program was its influential and
ommitted leadership, ongoing staff commitment, and
ersistent physical activity advocacy at every opportu-
ity. These efforts led to sustainable partnerships, fi-
ally at the international-network level; this provided
n ongoing forum for new countries to participate in or
dopt new physical activity elements as part of their
ealth, sport, or physical activity program.19

Finally, the evidence base on “what works in dissem-
nation” is at an early stage. Much of the information
escribed here is based on expert opinion and experi-
nces, but a conceptual six-stage framework is proposed
or further examination. Testing these elements, in
elation to physical activity program adoption and
aintenance remains an evaluation challenge.59 The

eality of physical activity and public health has seen
dissemination before science” (IPAQ), and the need
or evaluating international and global approaches
Case Study 4). In all cases, there is a real need for
tandardized efforts at process evaluation using check-
ists and monitoring systems. The development of in-
ernational “dissemination research” has the potential
o identify and classify effective system-level attributes.
uch research could facilitate the more rapid transla-
ion of the physical activity and health evidence base
nto international programmatic action.

he findings and conclusions in this article are those of the
uthors and do not necessarily represent the views of the
enters for Disease Control and Prevention.
No financial conflict of interest was reported by the authors

f this article.
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ppendix

Examples of the six-step model for disseminating international PAPH work

tep in the model Examples from international PAPH practice

. Describe the innovation and its rationale
and evidence base

Develop new models for international physical activity surveillance
systems (e.g., STEPS) or PA measurements (e.g., IPAQ, GPAQ)

Describing PA promoting programs and developing frameworks for
describing the attributes of best practice in PA (interventions and
policies) for developed and developing countries1–4

. Target audience and timing for the PAPH
dissemination

There needs to be a defined dissemination agency; for example, WHO
headquarters and Regional WHO office staff; national level
policymakers; ministries of health, sport and/or education; national
level experts and policymakers; Nongovernmental organizations
concerned with NCDs (diabetes, cardiovascular disease)

In addition, dissemination can occur through global or large scale
regional PA networks such as the Physical Activity Network of the
Americas, RAFA/PANA or the European Network for the Promotion
of Health-enhancing Physical Activity, HEPA Europe 5; Asia-Pacific
PA network (APPAN); or regional NGOs (such as Heartfile in
Pakistan6 or through nongovernmental NCD-related global
organizations7–8

. Select communication channels for the
innovation

Media channels can be organized (through public education
campaigns) or informal (through incidental use of the mass media);
other channels may be existing PA networks; publications; training
courses such as the International PAPH Training Course by the
Centers for Disease Control and the International Union for Health
Promotion and Education/IUHPE; or dissemination via individual
PAPH experts

. Determine the role of key policymakers and
sustainable partnerships that are needed

International linkages such as regional networks including
governmental and NGO sectors; possible role for private sector in
some instances

National and regional interagency PA policy committees and taskforces
. Identify barriers and facilitators to the
PAPH innovation

Barriers: competing public health priorities other than PAPH (such as
infections disease control) or competition for resources within broad
NCD prevention (such as resources for tobacco or injury control)
may retard the dissemination of specific PAPH innovations; also
consider local cultural and economic factors

Facilitators: a supportive policy framework that provides resources for
dissemination of new PAPH approaches

. Research and evaluate to understand the
PAPH dissemination process

Process monitoring of the implementation of a new approach;
dissemination and uptake of PA guidelines

PAQ, Global Physical Activity Questionnaire; HEPA, health-enhancing physical activity; IPAQ, International Physical Activity Questionnaire;

CD, noncommunicable disease; NGO, nongovernmental organizat
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