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Low global physical activity despite two  
decades of policy progress
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Global physical inactivity has remained high and unchanged for the past 
two decades. We assessed global political priority for physical activity. An 
analysis of national policy documents from 200 countries revealed notable 
progress in policy adoption since 2004, but we found limited evidence of 
implementation. A qualitative case study design, including insights from 
46 key informants, confirmed low political priority. Four key challenges 
emerged: (1) domination of health-centric approaches; (2) limited 
recognition of benefits beyond non-communicable disease prevention; (3) 
interest across sectors but lack of clarity defining physical activity policy 
and of leadership; and (4) limited multisectoral partnerships. Proposed 
solutions include: (1) building consensus on physical activity policy with 
consideration of context; (2) acknowledging the scope of benefits; (3) 
clarifying multisectoral leadership and responsibilities; and (4) increasing 
partnerships beyond obvious proponents. Prioritizing physical activity 
policy is essential for improving human, societal and planetary health.

The prevalence of physical inactivity globally has remained unchanged 
in most countries for the last two decades, with approximately 80% of 
adolescents and one in three adults worldwide not meeting the World 
Health Organization (WHO) physical activity guidelines1–3. Despite 
advances in surveillance and research capacity, physical inactivity 
remains high, and the WHO’s target of a 15% relative reduction by 2030 
(ref. 4) is unlikely to be met in most countries2.

The stagnant global prevalence of physical activity might mis-
takenly suggest that no policy action has occurred over the past two 
decades. However, since 2004, many policy-related advances have 
occurred, including increased availability of evidence-based recom-
mendations, action plans, strategic initiatives, transnational moni-
toring and advocacy networks. Some efforts have tried to raise the 
political priority of physical activity promotion globally (Fig. 1)1,4–7. 
Yet, critical questions remain unanswered: Why has the apparent suc-
cess of physical activity policy adoption not resulted in more active 

populations? Has policy implementation been insufficient? Are cur-
rently adopted policies suboptimal in their content, design and/or 
structure to elicit meaningful change?

Unlike tobacco use, which holds high global political priority8,9, 
the global crisis of physical inactivity has not received comparable 
attention despite known commensurate consequences10,11. Although a 
leading risk factor for non-communicable diseases (NCDs), its burden 
has been systematically underestimated in global health metrics12,13. 
 Lee et al. estimated that it contributes to more than 5 million deaths 
annually, with an all-cause mortality risk because of inactivity compa-
rable to smoking or obesity10. It accounts for 6–10% of global cases of 
coronary heart disease, type 2 diabetes, breast and colon cancer, and 
premature mortality, generating more than US$53.8 billion14 in global 
healthcare costs each year10,11. Yet, the Global Burden of Disease attrib-
utes only a fraction of this burden, reporting deaths from inactivity as 
just 17% and 10% of those from smoking and obesity, respectively15. 
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Fig. 1 | Overview of global advances in physical activity policy and monitoring 
initiatives since 2004. A chronological overview of major international policy 
milestones, advocacy initiatives and global monitoring efforts related to physical 

activity from 2004 to 2023. Shaded boxes indicate key global strategies, action plans, 
declarations and reporting initiatives led by international organizations, while the 
vertical timeline marks the year of introduction or publication of each initiative.
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This discrepancy underscores the need to examine the unique chal-
lenges associated with physical activity and the mismatch between 
its substantial health importance and the disproportionately limited 
policy implementation and resourcing16.

Physical activity policy is defined as a coordinated package of 
measures—formal or informal legislative or regulatory action, state-
ments of intent or guides to action—issued by governments and 
intended to directly or indirectly affect physical activity17. Such policies 
may be standalone or embedded in other agendas (for example, NCD 
prevention where physical activity is a co-benefit). Optimal policies 
identify physical activity as a priority area and include measurable 
targets, clearly defined tasks, dedicated budgets and a timeline for 
implementation17,18. They also provide strategic recommendations, 
a framework for coordinated action and mechanisms to support 
multisectoral collaboration.

Public health policies have an important role in prevention 
because they deliver evidence-based interventions and strategies 
that reach entire populations19. Contrary to health services or clini-
cal setting policies, they are inherently multisectoral, involving col-
laboration with governmental and non-governmental organizations 
(NGOs) and actors beyond the health sector. Lessons from other public 
health domains, where policy development and action have attained 
high political priority, may inform the challenges for developing and 
implementing physical activity policies.

In 2017, the WHO introduced ‘Best Buys’ for effective public health 
NCD prevention and control policies, covering tobacco and alcohol 
control, dietary interventions, NCD planning and access to preventive 
treatments20–22. Tobacco control policies focus on regulating a small 
set of behaviours and have universal recognition of their effectiveness. 
Supported by an agreed international framework23, they align with the 
2030 sustainable development agenda8 and are often institutionalized 
in national and international political agendas. Evidence-based policy 
interventions, such as excise (taxes), point-of-sale display restrictions, 
smoking and advertising bans, restricting E-cigarettes and plain pack-
aging, have a pivotal role in reducing smoking prevalence8,24; despite 
monitoring, implementation varies according to context and govern-
ment commitment23,25–27. Meanwhile, obesity policies are complex, often 
consisting of a patchwork of sequential prevention policies, addressing 
healthy food promotion, marketing restrictions and nutrition label-
ling. Concurrently, policy implementation has been inconsistent and 
demonstrable reductions in obesity prevalence remain limited28–30.

However, to date physical activity has received less attention and 
political priority in the public health discourse. For example, it was 
omitted from the WHO ‘Best Buy policy guidelines’ and was only men-
tioned in the WHO Global Progress Monitor when referencing physical 
activity communications campaigns31. Physical inactivity affects health 
to a degree similar to other public health priorities, including tobacco 
and obesity5, yet a narrow interpretation risks reducing its impact to 
the increases in regulation and medicalization of daily life32, limiting 
its broader societal relevance. Addressing the global crisis of physical 
inactivity requires broad cross-sectoral strategies because efforts to 
increase population-wide physical activity remain resistant to change. 
Comprehensive physical activity policies should encompass a broad 
range of settings and behaviours and underlying motivations (for 
example, competitive sport, play and recreation, fitness-driven and 
health-driven exercise, active travel according to choice in support-
ive settings, active travel according to necessity, active labour, social 
interaction, cultural practices, solitude, spirituality). Unlike other 
public health policies, physical activity-oriented policies have broader 
impact, extending beyond individual human health-related outcomes 
and intersecting with diverse societal sectors33,34, offering holistic 
solutions for enhancing societal well-being, community resilience 
and planetary health35,36. For example, active travel policies contrib-
ute to environmental sustainability by encouraging non-motorized 
transport that reduces carbon emissions. Hence, multiple concurrent, 

multisectoral, upstream actions (including those underpinned by 
legal and regulatory enforcement) are needed to influence population 
physical activity4,37–39.

This article critically examines global priorities for physical activ-
ity policy, identifies factors contributing to the current level of prior-
itization and provides strategic considerations to enhance efforts to 
increase global levels of physical activity. By examining how and why 
physical activity gains traction on policy agendas, we sought to shed 
light on the upstream dynamics that influence whether and how gov-
ernments choose to act on this issue. These insights are an important 
complement to impact evaluations because they help explain the politi-
cal and institutional conditions under which policies are developed, 
adopted and potentially implemented across diverse national contexts. 
We believe it is a necessary step in strengthening the policy response 
and, ultimately, population health outcomes.

Results
Qualitative case study results
To understand current perceptions about the challenges and oppor-
tunities for physical activity prioritization among policy leaders, 60 
individuals were contacted for an interview; 53 agreed to participate 
(retention rate = 88.3%) and 46 were interviewed (response rate = 76.7%) 
(Supplementary Information 3 (Fig. 4)). Key informants included policy-
makers, directors, heads of units, departments and offices, researchers, 
professors and consultants or advisers from international networks, 
societies and organizations relevant to physical activity (Supplemen-
tary Information 3). Almost half (47.8%) were academics, 23.9% were 
policymakers (mainly from the health and sport sectors and 28.3% were 
from outside the physical activity sector) indirectly linked to physical 
activity through work in transport, urban design or environmental 
sustainability. These participants (58.7% males) were mostly from the 
Americas (43.5%) and Europe (41.3%), followed by the Western Pacific 
(13.0%) and Africa (2.2%); they represented high (89.1%), and low- and 
middle-income countries (10.9%). They were affiliated with a broad 
range of institutions and organizations (Supplementary Information 3).

Interview findings suggest that physical activity has moved from 
being an essentially non-existent policy priority, to “a low but increasing 
priority” in most countries and “a defined priority” in a few countries. 
According to respondents, variation occurred for governmental and 
non-governmental actors and were wide-ranging according to country-
specific political environments over time. Interviewees attributed this 
shift to the emergence of NCDs as a major public health concern. This 
led to increased leadership and discussion of physical activity, and to the 
proliferation of networks (Fig. 1) and evidence-based policy documents, 
guidelines and recommendations (see Box 1 and the Global Observatory 
for Physical Activity (GoPA!) Policy Directory section in Methods for 
more details). Respondents highlighted that global leadership initia-
tives, particularly WHO’s GAPPA 2018–2030 (ref. 4), helped elevate the 
priority of physical activity, but emphasized that policy adoption alone 
does not necessarily translate into sufficient political commitment.

“It’s a policy priority in the sense of the work that has been col-
lectively done to establish its importance within the health policy 
arena. Whether it is actually perceived to be a policy priority is 
a different question, and I don’t believe it’s perceived to be as 
important as it is … While the existence (adoption) of policies 
suggests growing political prioritization, it may be insufficient.”

I14 [March 2024]

Effective policymaking necessitates a multifaceted approach that 
engages diverse coalitions to address complex and “wicked problems”, 
such as physical inactivity40,41. The policy landscape in recent decades 
is more congested. Most interviewees concluded that physical activity 
still occupied a relatively minor role in national policy discourses and 
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that, in most countries, clear policy solutions, financial investment, 
integration into other policy agendas and support from major political 
leaders, had yet to be identified.

This analysis found that the inherent nature of physical activity is 
challenged by the way in which proponents define physical (in)activ-
ity and its solutions (problem definition), how they make the case to 
decision-makers about the importance of the problem and the actions 
needed to address it (framing), the way in which they work together 
towards collective action (governance) and their efforts to make stra-
tegic links with other actors and sectors outside the physical activity 
field (coalition-building).

Physical activity (issue) characteristics
Respondents noted that physical activity differs from other public 
health issues—it is not a single behaviour, has limited immediate vis-
ible health effects and is a positive behaviour that is not medicalized 
or associated with a simple treatment. Its meaning varies according 
to cultural and social context, country and individual income level. 
For example, leisure time physical activity is frequently perceived as 
a luxury (for example, gym membership, extracurricular sports) and 
a predominantly middle-to-upper-class phenomenon. By contrast, 
others indicated transportation-related physical activity (biking and 
walking out of economic necessity) and occupation-related physical 
activity (active labour, which is frequently poorly compensated and 
occurs in hazardous environments) is often associated with poverty3. 
The paradox of promoting a positive behaviour, such as physical activ-
ity, differs from efforts to reduce negative health-compromising behav-
iours, like tobacco, unhealthy eating or alcohol use. This highlights the 
need for complex, cross-sectoral approaches to physical activity to 
support actions across physical activity types and settings.

Physical activity definition and solutions
There is lack of consensus among proponents on whether physical 
activity should be conceptualized as a desired outcome or as the 
means to an outcome. This has led to disagreements regarding 
policy solutions. For example, respondents presented contrasting 
views on which types of physical activity should be promoted (for 
example, exercise and sport versus physical activity, active travel 
versus active leisure, “every move counts” versus “health-enhancing 
physical activity guidelines”). Respondents acknowledged that this 
lack of consensus could lead to confusion among political leaders. 
Decision-makers are unclear about what they are being asked to pro-
mote and how actions should vary according to sector and agency, 
which may also help explain the scarcity of successful policy imple-
mentation examples worldwide, especially in populous low- and 
middle-income countries.

“Each stakeholder comes with different priorities, perspectives, 
and expertise, and that often leads to varying viewpoints on the 
problem and solutions that need to be explored … the complex-
ity of the issue itself.”

I2 [March 2024]

“Governments get how inactive we are as a society and how sig-
nificant it is … however … most of the investment comes in treat-
ment … it’s so difficult to see the benefits of physical activity in 
preventing chronic conditions and disease, it’s hard to show 
something never happened.”

I12 [March 2024]

BOX 1

National physical activity policy trends across 218 countries 
(Global Observatory for Physical Activity (GoPA!) 2004–2025)
Since 2004, 91.7% of 218 countries have adopted standalone 
physical activity policies or NCD policies inclusive of physical activity 
promotion. From 2012 onwards, there has been an increase in the 
proportion of countries with physical activity policies in all global 
regions and country–income groups. Despite most WHO Member 
States having adopted national physical activity policies by 2024, 
this has not been accompanied by increases in population levels of 
physical activity4,56. The content analysis found that most adopted 
policies were highly aspirational, with no measurable targets 
(that is, country-specific goals, distinct from the WHO’s global 
target of 15% relative reduction in physical inactivity)4, financial/
resource commitments or accountable agencies responsible for 
implementation109–111.

Data from GoPA! show that since 2004, 35.8% of countries (95% 
confidence interval (CI) = 29.4–42.5) have adopted standalone 
physical activity policies and 56.0% of countries (95% CI = 49.1–62.7) 
have embedded physical activity promotion in NCD policies. Figure 2  
summarizes physical activity policy adoption (operationalized as 
policy document availability) in 2025 among the 218 countries 
included in GoPA! (Fig. 2a) and shows trends in the adoption of 
physical activity policy (Fig. 2b–e) since 2004.

Of the 661 documents describing standalone or NCD policies, 
including physical activity, included in the Policy Directory, only 
256 (38.7%; 95% CI = 35.0–43.5) were comprehensive policies, with 

three or more sectors assigned specific actions for physical activity 
(Supplementary Information 2 (Tables 2–4)). The most common 
sectors responsible for policy implementation were health (50.4%; 
95% CI = 46.5–54.3), education (38.9%; 95% CI = 35.2–42.7) and sport 
(34.8%; 95% CI = 31.2–38.6) (Supplementary Information 2 (Table 9)). 
Content analysis of the policy documents showed that 81.3% (n = 541; 
95% CI = 78.7–84.7) of national physical activity policies mentioned 
at least one implementation enabler (that is, tasks and subtasks, 
budgets, timelines/time frames, collaborators) (Supplementary 
Information 2 (Table 6)). Information on implementation strategies 
was most prevalent for 100% of countries in the Americas (one-sided 
97.5% CI = 91.4–100.0), South-East Asia (one-sided 97.5% CI = 71.5–
100.0) and the Western Pacific (one-sided 97.5% CI = 88.8–100.0), with 
100% having at least one implementation enabler mentioned in their 
national policy document(s) (Supplementary Information 2 (Table 5)). 
In other global regions, the inclusion of at least one policy enabler 
in the adopted national policy documents was slightly lower, being 
94.7% (95% CI = 85.4–98.9) in Europe, 94.4% (95% CI = 72.7–99.9) in 
the Eastern Mediterranean and 92.9% (95% CI = 80.5–98.5) in Africa. 
On the other hand, only 14.1% (n = 93; 95% CI = 11.5–17.0) of national 
policies mentioned all policy enablers (Supplementary Information 2  
(Tables 6 and 7)). Additionally, 26.5% (n = 53; 95% CI = 20.5–33.2) of 
the physical activity policies did not include measurable quantitative 
targets (Supplementary Information 2 (Table 8)).
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Respondents also highlighted how the current human health- 
centric conceptualization of physical activity may limit policy 
options, while adding complexity to the issue’s framing, govern-
ance and coalition-building. Thus, they believe that this approach 
(centring the discourse of the importance of physical activity pro-
motion as a matter primarily concerning human health) has alien-
ated some critical actors, resulting in fragmented governance  
arrangements.

“We have too many people talking to themselves. They’re build-
ing big networks of like-minded people who share the same 
agenda, very uniform in thinking.”

I44 [April 2024]

“You should show the co-benefits … transportation may have 
other goals, and you need to recognize that utilitarian physical 
activity is part of the good things that can come out of sustainable 
transportation policy … reducing travel time, air pollution and 
greenhouse gases … as is showing the road safety side because 
you are saving lives while you travel.”

I10 [March 2024]

Another challenge was related to the types of physical activity 
policies that should be developed. Respondents differed on whether 
standalone policies should be preferred to broader policies across 
multiple issues. What was clear for all was the need for multisectoral 
physical activity policies aimed at jointly improving multiple human, 
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societal and planetary health outcomes, versus those with a single-issue 
focus (typically NCDs and obesity). Creating fewer but more meaning-
ful physical activity policies, for which implementation strategies 
are well defined and resourced, was identified as critical for effective 
governance and sustainable development.

“We’re probably just on the brink of policy saturation … So, less 
policies but more meaningful policies. Less actions but more 
targeted actions … the people on the ground would like to see 
less policy but clearer, better articulated … interconnectivity, 
that consistency, that harmony between those actors.”

I7 [March 2024]

“It’s just not the policy adoption itself … it has to be implemented 
in the way it’s intended … who checks to see if they’re actually 
doing it? And what is the ramification of not doing it?”

I3 [March 2024]

Framing of physical activity within policy
Respondents noted that physical activity is often perceived as a trivial 
and intangible “problem”, making it seem like a “nice to have, but not 
a need to have” (I17 [March 2024]) element among competing public 
health priorities. Further, physical activity efforts are often misaligned 
with policymakers’ timelines. The discourse to address physical inactiv-
ity has traditionally focused on long-term outcomes (that is, NCDs), 
limiting the emphasis on the immediate effects of physical activity—
improved mental health, immunity42, social connections and children’s 
well-being—which tend to resonate more with policymakers.

“Mostly for chronic disease risk factors … most elected officials 
operate on a two-to-six-year time frame, which happens to coin-
cide with their own election … it’s hard to get them thinking about 
if we do something about physical activity now, colon cancer 
rates will go down 20 years from now … so a lot of it has to do with 
a mismatch of the time frame between public health and policy 
change … policy tends to be more reactionary, and crisis driven.”

I34 [March 2024]

Most respondents agreed that physical inactivity historically had 
been positioned as a behaviour resulting from individual choices, which 
would call for educational, persuasive and incentive approaches and risk 
of perceptions of “nanny state” governmental control43. More recent 
conceptualizations emphasize policies to support environments that 
make it easier to be active in parks, schools and workplaces, and to walk 
and bicycle to destinations. However, schools, employers and transpor-
tation leaders often do not perceive promoting physical activity as their 
responsibility, and physical activity goals may be seen as competing 
with their mandates. Yet, substantial evidence shows that supportive 
policies and environments can be effective and are likely essential to 
facilitate the “active choice” by individuals. For example, it is not simply 
that people choose to walk or cycle that is the issue (individual perspec-
tive), it is whether policies in the urban design, transportation, and parks 
and recreation sectors, enable active choices for transport and leisure 
that make the active choice easy, convenient and safe for all individuals.

“Physical activity policy is the entire ecosystem which makes it 
possible, easy, to engage in physical activity in a sustainable man-
ner … it’s a framework which enables everybody to participate 
regardless of their ability, race, sex, religion, and beliefs …which 
ensures no one is left behind.”

I14 [March 2024]

Lastly, physical activity’s non-human health benefits have not 
been effectively communicated to date, and these issues are central 
to other sectors’ agendas. For instance, respondents underscored 
the promising potential of aligning physical activity promotion 
with other agendas: climate, pandemic preparedness, liveable com-
munities, social determinants of health, population ageing, mental 
health, cognitive impairment, economics and education. While 
many of these topics are highlighted by Salvo and colleagues42, 
this has yet to be internalized among representatives of these 
respective agendas.

“On physical activity, you still don’t see that level of interest … for 
example, the need to incorporate it in our daily life rather than 
think about it as sporadic engagement is something that really 
hasn’t permeated yet at the policy level.”

I43 [April 2024]

Hinckson and colleagues44 also discussed the importance of inte-
gration with other policy agendas, including climate action, with the 
dual policy goals of mitigating and adapting to climate change risks 
while promoting human and societal health through physical activ-
ity. Given the current salience of the climate change agenda, high-
lighting bidirectional and synergistic pathways with the potential to 
simultaneously reduce carbon emissions and physical inactivity is 
strategically important44.

Physical activity governance
There is consensus among proponents that the governance of physi-
cal activity is limited by the absence of an “official home” within any 
specific sector or institution—a challenge exacerbated by physical 
activity’s multisectoral nature.

“At national level the very big problem of physical activity … is 
that it’s a nonidentified sector … It’s very often moving from one 
ministry to the other … very often falls under health but … there’s 
no real assigned sector and isn’t yet perceived as a solution or as a 
cross-sectoral approach which can serve the mandates of various 
different sectors as well.”

I17 [March 2024]

In addition, many interviewees reported that physical activity 
expertise is not recognized because it encompasses a broad spec-
trum of behaviours in diverse settings and is applicable to myriad 
health and non-health issues. This has led to a fragmented commu-
nity of specialists operating in silos, further compounded by chal-
lenges with global leadership, institutions and country coordination 
systems. While international organizations have played important 
leadership roles (Fig. 1), more effort is required to bring this com-
munity together, especially non-health-centric actors (for example, 
development agencies, philanthropic foundations, NGOs and the 
private sector). The many actors complicate programme delivery 
and produce a frequently controversial policy climate. Respondents 
emphasized that accountability for promoting physical activity is 
unclear across government institutions, resulting in redundancy and 
inefficiencies. They reported a need for effective governance and 
a transnational platform, particularly for leadership from low- and 
middle-income countries and through standardized international  
monitoring systems.

“I like to say that physical activity is said to be of interest and 
importance to everyone, but it’s owned by no one.”

I19 [March 2024]
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Examples of translational monitoring platforms are shown in  
Box 2 (refs. 4,45–47) and the whole-of-government approaches in 
 Box 3 (refs. 48,49).

Coalition-building for physical activity advocacy
Coalition-building for physical activity advocacy is limited. Although 
respondents reported no direct opposition, there are sectors whose 
agendas have, intentionally or not, served to reduce physical activity 
historically. Research on the commercial determinants of physical 
activity highlights how specific industries shape policy environments 
in ways that deprioritize active transport and compact urban design50,51.

For example, road construction, automobile, fossil fuel industries 
and entertainment and technology conglomerates passively discour-
age active lifestyles and may influence policy and planning in ways 
that prioritize car use, limit mixed-use development and maintain 
incentives like fuel or parking subsidies50–53. Digital media and enter-
tainment platforms may also compete for time that could otherwise 
be spent in active pursuits50–52,54. Together, these factors contribute to 
environments that are less supportive of physical activity. Respondents 
perceived that the lack of explicit opposition could be because these 
industries do not identify a threat to their business models from the 
current state of physical activity52.

“Physical activity has kind of been everybody’s darling because 
it doesn’t take away from anybody … there is no real industry 

interest that opposes it. I think we would be seeing that once 
we look at harder policy measures, such as congestion charges 
in all cities and higher taxes and subsidies for active transport.”

I31 [March 2024]

Evidence suggests that public health and civil society must address 
the fundamental economic, commercial and social drivers of physical 
inactivity. Public health experts can assist global policy discussions 
regarding the roles of individuals, governments and corporations in 
safeguarding public health and changing corporate policies52. However, 
examples of successful coalition-building are infrequent. There was 
the impression among interviewees that many relevant actors (for 
example, technology companies, environmental advocacy groups 
and social media influencers) have not been effectively engaged, with 
limited progress in the co-benefits agenda. Also, respondents referred 
to a lack of expected support from transport and urban design sectors, 
which were potential allies. These sectors could provide more clarity 
on their roles in promoting physical activity in the future. Ultimately, 
the effectiveness of physical activity advocacy will result from direct 
outputs (guidance on intervention strategies, research priorities and 
international meetings), policy consequences (international resolu-
tions, national policy adoption, the scaling up of interventions with 
allocated funding) and impact (increase in enabling environments for 
physical activity), which are all needed to improve population health55.

BOX 2

Global physical activity policy monitoring systems launched since 
2012
The European Health-Enhancing Physical Activity (HEPA) Focal 
Point network
The HEPA Focal Point network was created in 2004 based on a 
recommendation of the Council of the European Union (EU) on 
promoting health-enhancing physical activity across sectors45. EU 
member states appointed a focal point responsible for monitoring 
23 indicators related to physical activity levels, programmes 
and policies. Data collection has been supported by the WHO 
Europe regional office. Every 3 years, a set of EU country profiles 
is published describing indicators, including physical activity 
guidelines, surveillance systems and plans. A recent survey of the 
HEPA Focal Points indicated that governments appreciate regular, 
systematic and comparative monitoring of their national physical 
activity policies112. According to the focal points, results from the 
monitoring framework are used to take stock of the situation in their 
own countries to understand developments in other countries, 
to foster communication between sectors and to further develop 
national policy112.

The Global Observatory for Physical Activity (GoPA!)
The GoPA! was launched in 2012 after the first Lancet Physical Activity 
Series46. GoPA! has monitored national physical activity policy since 
2015 (139 countries in 2015, 164 in 2020, 186 in 2025)46,57,99,113,114, and 
has been an independent and local representative-based observatory 
producing ‘physical activity Country Cards’ that monitor research, 
surveillance and policy indicators. These profiles are developed in 
partnership with key local researchers, government officers and 
practitioners. In the last decade, GoPA! has tracked the progress of 
physical activity policy worldwide, supported global advocacy for 
physical activity, monitored the effects of the coronavirus disease 

2019 (COVID-19) pandemic on physical activity and vice versa, and 
informed public health practice in many countries. The 2021 GoPA! 
report revealed that 88.2% of the global population lived in countries 
requiring substantial support in the capacity for physical activity 
promotion, with large inequalities between countries and world 
regions observed for physical activity policy, recommendations and 
monitoring systems1,6,46,57.

The Global Action Plan on Physical Activity and the ACTIVE 
package
In 2018, the WHO launched the Global Action Plan on Physical 
Activity 2018–2030 with the target of achieving a 15% relative 
reduction in global physical inactivity by 2030 (ref. 4). The plan 
outlined four objectives and proposed 20 evidence-based policies 
adaptable to diverse national contexts. Concurrently, the ACTIVE 
technical package was developed to facilitate policy implementation, 
focusing on the four policy action areas outlined in the Global Action 
Plan: (1) Active Societies; (2) Active Environments; (3) Active People; 
and (4) Active Systems47. This approach aimed to enhance local 
capacity for programme implementation across sectors, spanning 
health, sports, transportation, urban design, civil society, academia, 
the private sector and community-based organizations.

The initial report published in 2022 reported slow progress in 
reducing physical inactivity, especially in low- and middle-income 
countries. Implementation was patchy across countries, resulting 
in inequitable access to physical-activity-supportive opportunities 
and environments. WHO urged all countries to incorporate physical 
activity into primary healthcare strategies, NCD policies, sustainable 
mobility plans, sport policies and COVID-19 response and recovery 
plans to achieve broader physical activity participation.

http://www.nature.com/NatHealth


Nature Health | Volume 1 | March 2026 | 338–354 345

Analysis https://doi.org/10.1038/s44360-025-00044-3

BOX 3

Achieving sustained and defined political priority for physical 
activity: case studies
These case studies are examples of concerted efforts showing that 
cross-sectoral solutions to physical activity policy and promotion 
are feasible, sustainable and have some evidence of effectiveness. 
The Healthy Ireland initiative48 and the Colombian National Physical 
Activity Program49 are whole-of-government approaches with cross-
sectoral accountability, illustrating the potential generalizability of 
such initiatives to both high-income and middle-income countries.

Ireland, an example for high-income countries
In 2016, Ireland published its first standalone national physical 
activity policy115. This process began in 2008 with agenda setting116. 
Collective action by a coalition of academics, government and civil 
society stakeholders strove to put physical activity on the national 
policy agenda. Strategies included highlighting the high prevalence 
of inactivity and its associated consequences (problem stream)84, and 
advocating for feasible, acceptable and viable evidence-informed 
solutions to address the issue (policy stream and Advocacy Coalition 
Framework)116. This resulted in action 2.11 of the Healthy Ireland 
framework48, where physical activity policy development became 
embedded within a whole-of-government and whole-of-society 
approach to improving population health and well-being.

Over the next 3 years, Ireland’s first national physical activity 
plan (NPAP) was developed and published115. Chaired jointly by the 
Department of Health and the Department of Transport, Tourism 
and Sport, the NPAP development team were multisectoral and 
multi-agency, with academic observation and consultation. NPAP’s 
aim was to “increase physical activity levels across the entire 
population thereby improving the health and well-being of people 
living in Ireland” (NPAP, p. 11)115. NPAP was informed by the Toronto 
Charter117, the International Society for Physical Activity and Health 
(ISPAH)’s investments that work for physical activity34 and the 
EU Council Recommendations on promoting health-enhancing 
physical activity118.

National targets were set for children, adults and older adults; 
eight thematic areas and 60 actions were identified for a 4-year 
time frame (extended to 6 years because of COVID-19). Thematic 
area 8, ‘Implementation through Partnership’, included establishing 
an NPAP cross-sectoral group to oversee its implementation, 
identify resources required, explore funding mechanisms and 
conduct ongoing reviews of NPAP actions and targets. Each 
action had a lead responsibility, partners involved and time frame 
assigned. An evaluation of NPAP implementation was conducted 
by an external agency, independent of government, highlighting 
several key achievements. The review used document analysis, 
and quantitative and qualitative data collection and analysis. NPAP 
actions were categorized as completed (clear evidence), partially 
completed, changed (because of COVID-19 in the main) or not 
completed. Results revealed that 54% of actions were completed, 
38% partially completed, 5% changed and 3% not completed. 
Although an increase in the proportion of 10–18-year-olds meeting 
national physical activity guidelines since policy publication was 
estimated, the review concluded that it was unlikely that NPAP 
reached its stated goal of raising physical activity levels of the 
population of Ireland by 1% per annum, explaining that this was 
in part mitigated by the negative impact of COVID-19 during the 
evaluation period.

The evaluation also identified key achievements, such as the 
Healthy Ireland Fund, with specific-purpose funding for physical 
activity and sports programmes. The education, health, planning 
and transport sectors, as well as workplaces, communities and 
research settings, also reported progress. The Irish Physical Activity 
Research Collaboration (https://i-parc.ie/) is an example of a new 
network of policy, practice and academic stakeholders working 
to achieve “socially notable” change119 in physical activity. This 
network is supporting implementation of NPAP through capacity 
building and networking events, by evaluating the application of 
the Global Action Plan on Physical Activity framework to Ireland120, 
and by gaining an understanding of effective implementation of 
physical activity programmes in community settings121,122. Research 
on the status of physical activity policy implementation in Ireland 
revealed low-to-high scores123. While the extent of implementation 
varied across policy sectors (for example, education, transport), 
variation was less and scores were higher in the policy infrastructure 
support domains (that is, governance, leadership, surveillance). 
This supports the importance of a comprehensive policy approach, 
cautions that change is slow and emphasizes that the physical activity 
community must understand the process of political prioritization to 
ensure sustainability of effort. Evidence is needed on how to do this 
effectively.

Colombia, an example for middle-income countries
Colombia has a well-organized multisectoral approach to physical 
activity promotion, physical education and sports dating back to 1925 
(ref. 124). The 1991 Constitution established sports and recreation as 
a right for all Colombians, effectively making this a national-level, 
state-level and municipal-level responsibility. Programmes funded 
specifically for sports and physical activity promotion combined with 
a deep cultural value for sport and a strong municipal organization 
led to many creative local physical activity promotion programmes 
that in 1995 coalesced into the National Sports System, which 
remains operational today. Over the last 25 years, Colombia has 
created a broad governmental policy infrastructure for physical 
activity. Key components include a 2008 intersectoral government 
commission for physical activity promotion, the 2009 National 
Obesity Prevention law, the National Physical Activity Network (Red 
Colombiana de Actividad Física) REDCOLAF, the physical activity 
promotion programmes of the National Sports Institute (Coldeportes) 
launched in 2003 and 2008, ‘Visión Colombia 2019’, the Ten-
year Sports Plan 2009–2019 and the National and Subnational 
Development Plans, which included specific targets for physical 
activity, sports, recreation, physical education and public health. The 
Ministry of Sport formed in 2019 provides leadership and technical 
guidance for physical activity promotion. National programmes have 
been multisectoral, targeting many population groups, addressed all 
ISPAH’s investments that work for physical activity34 and have been 
implemented in all 32 departments49, such as the iconic nationwide 
Healthy Habits and Lifestyles (HEVS) programme that already 
demonstrated a high cost-benefit ratio.

The overall population impact is being assessed through national 
health surveys (Encuesta Nacional de la Situación Nutricional) 
conducted every 5 years (not conducted in 2020 because of planning 
delays followed by COVID-19). The proportion of adults meeting the 
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Discussion
Physical inactivity is a long-term rather than acute policy challenge, and 
one where the application of appropriate policy instruments should 
yield a reduction in physical inactivity rather than its elimination 
(Extended Data Table 1, key findings)13. Although most countries now 
have some form of written physical activity policy, gaps persist in the 
African and South-East Asia regions, and across low- and lower-middle-
income countries (Box 1). Also, changing political and institutional 
contexts may have influenced policy development and implementation 
across countries; in virtually all countries, policy implementation is 
poor and better mechanisms to initiate and drive implementation are 
needed. Our findings are consistent with WHO data suggesting that 
countries implemented fewer than half of the WHO-recommended 
NCD prevention and control policies between 2014 and 2021, with most 
physical activity policies remaining in stasis5,6,20,21,56–58. Enhancing physi-
cal activity recognition in the policy environment has been insufficient. 
Policies should incorporate national physical activity guidelines, set 
targets and allocate budgets, and provide clear accountability mecha-
nisms59. Even where countries have well-integrated physical activity 
policies (for example, Ireland and Colombia), effects on population 
physical activity levels are either small or not yet apparent. Multi-
component surveillance systems are needed to determine whether 
the unchanged physical activity prevalence is due to competing secular 
trends driving down physical activity, ineffective or mismatched pro-
grammes, poor implementation of policies or simply that more time 
is required to see results34,60,61. More focused research is required to 
identify best practices to design, implement and evaluate public sector 
policies for physical activity promotion62,63.

Current conceptualization and prioritization of physical activity 
has been predominantly shaped by epidemiological perspectives 
from high-income countries, largely focusing on health-centric and 
NCD-centric views64. This dominance has restricted policy options 
and efforts in framing, governance and coalition-building for physical 
activity promotion. In response, independent global organizations and 
platforms have emerged over the past two decades (Fig. 1), advanc-
ing arguments for addressing the physical inactivity pandemic5, and 
repeatedly underscoring the need for integrated approaches. However, 
evidence on how to translate this compelling argument into a prior-
itized political agenda is limited. An improved understanding on how to 
better integrate different cultures, sectors, perspectives and contexts 
is important to develop a flexible global framework that countries can 
draw from. This might lead to more effective communication about 
physical activity, its many benefits beyond obesity and NCD preven-
tion, and better targeted and tailored policies for physical activity 
promotion42. Despite these challenges, there are several reasons to 
be optimistic about physical activity’s potential as a global priority.

Generating internal consensus on physical activity—defining what 
it means, to whom and in what context—is a necessary step towards 
more effective promotion. Current messaging overlooks the cultural 
and contextual nuances of physical activity. Surveillance efforts 

typically focus on energy expenditure or reported minutes, while 
omitting the type, setting and purpose of the activity3,65. This may 
limit the utility of the data for sectors outside health or in low- and 
middle-income countries.

Recognition of the multiple benefits and co-benefits of physical 
activity must transcend traditional boundaries, as emphasized by Salvo 
et al.42 and Hinckson et al.44. Even within the health sector, discourse 
needs to move beyond obesity and NCD prevention, and include mental 
health, immunity and healthy ageing. More importantly the evidence-
based benefits of physical activity to society and the planet need to be 
reframed in ways that provide value to other sectors. One strategy may 
be monetizing these many cross-sectoral benefits from the perspec-
tive of the relevant sectors. Monitoring of macro-level indicators of 
economic, social and mental well-being within physical activity surveil-
lance systems may also be helpful for identifying intermediate effects 
of policies expected to lead to changes in population physical activity.

Our findings resonate with wider debates on the limitations of 
health-centric framing in multisectoral action for health. As highlighted 
in the literature, when health dominates policy agendas, other sec-
tors may perceive it as overreach or ‘health imperialism’, potentially 
weakening coalition-building, leadership and shared ownership across 
government and society66,67. This underscores the need for approaches 
that foster genuine cross-sectoral engagement and distributed leader-
ship. Therefore, forging alliances and building partnerships beyond 
the obvious physical activity proponents—education, transport, urban 
planning and community development—is essential for cross-sectoral 
ownership and leadership. Broad coalitions can provide synergistic 
impact, especially when non-governmental actors can facilitate effec-
tive collaboration among diverse agencies and actors68. Without such 
engagement, initiatives risk being siloed within health ministries, lim-
iting their reach, sustainability and ability to mobilize resources and 
influence policy. Therefore, strengthening coalitions through shared 
leadership and responsibility is critical to enhancing the legitimacy 
and long-term impact of physical activity policies.

Once policies have been adopted, implementation science and 
participatory research frameworks are critical for evaluating their 
reach and impact. Collaboration between researchers and policymak-
ers is necessary to explore implementation strategies and outcomes. 
Although tools for policy implementation evaluation in physical activ-
ity exist (for example, HEPA Policy Audit Tool69, GoPA! Policy Inven-
tory58, GoPA! national/subnational multisectoral policy audit tool70,71, 
Physical Activity Environment Policy Index (PA-EPI) tool62,72), these 
are relatively new and require further testing. The GoPA! and PA-EPI 
tools can be used in the long term to monitor and benchmark public 
sector physical activity policies, with results facilitating comparison 
of policies over time and across countries. However, knowledge of the 
effectiveness of physical activity policies, how to measure it and how 
to assess its impact on health equity is limited, with little guidance on 
which policies governments should use in different settings or under 
various conditions73. The literature highlights both the potential and 

recommended leisure time physical activity increased from 19.9% 
(95% CI = 19.1–20.8) in 2012 to 22.5% (95% CI = 21.2–23.9) in 2015, which 
was concomitant with the implementation of the Decennial Sports 
Plan 2009–2019 (ref. 125,126).

An evaluation revealed significant implementation of high-
quality subprogrammes targeted at population groups with lower 
physical activity, and progress securing the right to recreation, 
physical activity and enjoyment of free time, along with community 
cohesion and reduction of violence in communities. These results 
were sufficient to justify public investment to increase 3.8-fold 

between 2009 and 2019 (ref. 127). Colombia has been a leader among 
middle-income countries in developing comprehensive evidence-
informed policy for physical activity coupled with sustained technical 
guidance and capacity building, cross-sectoral collaboration, 
community engagement and funding to ensure that programmes 
were implemented. The country’s next steps include developing 
an implementation strategy for actions across sectors, an ongoing 
monitoring system and leveraging the 2022 guidelines for promoting 
physical activity and reducing sedentary behaviour to increase the 
political and public priority for physical activity.

(continued from previous page)
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relevance of public policy to improve health equity in physical activ-
ity74,75, showing that, across populations with social disadvantages, 
tailored policy approaches for physical activity promotion are likely 
to be effective76. This is in line with Frieden’s77 ‘health impact pyramid’, 
which emphasizes the significance of contextual measures, like poli-
cies, for broader population impact compared to the narrower impact 
of interventions such as clinical or counselling programmes. However, 
research on physical activity policies has also shown that equity is rarely 
explicitly addressed, concluding that equity and equality considera-
tions “were rather more symbolic than instrumental”75.

Another central research question is whether standalone physical 
activity policies or integration into NCD plans yield better results for 
physical activity promotion. While there is a strong case for embedding 
physical activity policies within NCD strategies for health reasons, 
there is also an important downside. Most physical activity promotion 
efforts and potential budgets are in sectors like transportation, parks 
and recreation, environment and education, which do not see disease 
prevention as important to their missions. Their support and budgets 
are vital for effective policy implementation; however, they are unlikely 
to commit to health-centric plans. Starting the policy process with a 
broad multisectoral coalition focused on the synergies of physical activ-
ity promotion may be more effective for engaging these key sectors.

While examples such as the Active Living Research programme 
in the United States and the Irish Physical Activity Research Collabo-
ration demonstrate how targeted funding and cross-sector steering 
can support sustained, interdisciplinary engagement, they remain 
mostly limited to high-income contexts, with Colombia standing out 
as a notable example from a middle-income context. The broader 

challenge lies in initiating, scaling and sustaining such comprehensive, 
multisectoral collaborations globally. Future research must move 
beyond mapping existing structures to actively explore strategies for 
initiating, monitoring and maintaining effective partnerships across 
sectors and income levels. Without this foundation, efforts to promote 
physical activity will continue to rely on isolated successes rather than 
systemic, sustained impact.

Finally, establishing a structure to facilitate collective action 
requires clarifying leadership for physical activity. Collaborative part-
nerships are important, but without clear leadership, governance 
and accountability, sustained action is unlikely. At a national level, a 
cross-government resolution for physical activity as a policy priority is 
needed through universal political commitment (the ‘imprimatur’)78,79. 
This could provide comprehensive, integrated and collaborative strat-
egies to increase physical activity, such as those already applied to 
tobacco control8,80. Involving supranational organizations could prove 
useful for sharing successful models and mobilizing the advocacy 
needed for these types of significant political change.

Documenting the existence of policy actions is insufficient to 
achieve meaningful societal-level change. Policies in isolation run the 
risk of dissipating efforts or duplicating or negating work among sec-
tors. However, a multisectoral physical activity plan could potentially 
integrate and align policies for effective collective action. Evidence 
from other public health domains, simulation studies of physical activ-
ity policy and a few country examples suggest that this is feasible81,82. 
Research needs to inform the optimal governance structure, leadership 
and roles in this collaboration, including a defined designation for the 
workforce in physical activity, to avoid physical activity becoming 
everyone’s job, yet nobody’s responsibility, and to maximize the col-
lective effort. Embracing systems approaches5,83 is a central organizing 
concept to move physical activity forward, by identifying non-obvious 
policy options and strategic political actions. Aligning physical activity 
initiatives with policy windows of opportunity within political cycles84 
could further enhance their impact.

In conclusion, integrated physical activity policy can potentially 
close gaps and inequities by making physical activity accessible to all 
while enhancing community and population resilience82. Active and 
healthy populations are better equipped to confront and recover from 
various challenges, including pandemics, climate-related disasters 
and economic shocks. This resilience is a cornerstone of sustainable 
development in an ever-changing world. We emphasize the critical need 
for increasing physical activity as a global political priority by shifting 
towards a more holistic view of physical activity that extends beyond 
traditional NCD-centric approaches (Box 4, Study limitations). With 
a call to action for increased global political support, inclusive policy 
frameworks, community engagement and fostering partnerships 
across sectors, this study suggests a pathway for advancing physical 
activity as a ‘best buy’ to address some of the most pressing individual, 
societal and planetary health issues of our times.

Methods
Study design
This study includes a qualitative case design that triangulated data from 
key informant interviewees and literature from peer-reviewed research 
and grey literature, including organizational reports, media and policy 
documents organized as the GoPA! Policy Directory.

Semi-structured interviews with policy expert key informants
Theoretical framework. We used the Shiffman framework on determi-
nants of political priority for global initiatives85. Global political priority 
was defined as the degree to which international and national political 
leaders actively pay attention to an issue and back up that attention with 
financial, technical and human resources that are commensurate with 
the severity and importance of the issue, including the development, 
adoption and implementation of aligned policies and policy actions86.

BOX 4

Study limitations
This analysis has limitations. Limited input from a broader range of 
geographies and stakeholders—particularly from low- and middle-
income countries and frontline policymakers (for example, elected 
officials and senior public servants)—may have reduced perspective 
diversity, partly because of recruitment challenges. As noted, 47.8% 
of respondents were from academic institutions and 89.1% were 
based in high-income countries. This reflects a broader structural 
reality: physical activity policy research and development remains 
relatively nascent in many contexts and has historically been led by 
institutions and experts in high-income countries, particularly those 
based in the Global North. This pattern has been well documented, 
including in the global mapping of physical activity policy research 
by Ramirez Varela et al.128. Nonetheless, our intent was to include 
respondents who are most actively involved in shaping physical 
activity policy at national or international levels. In many cases, 
these individuals are situated in academia or multilateral agencies 
but have direct roles in advising governments, shaping national 
plans and influencing policy discourse. We also made targeted 
efforts to engage a diversity of decision-makers across sectors, 
including government, civil society and technical experts working 
in low- and middle-income countries. Additionally, global evidence 
on policy implementation effectiveness remains scarce, reflecting 
a broader evidence gap that, if addressed, could support the 
development of more effective and equitable policies. As such, it 
was not possible to determine whether national policy interventions 
were implemented as intended or led to increased physical activity 
in most countries. Given our focus on identifying factors that 
supported the emergence and prioritization of physical activity in 
policy, a detailed longitudinal analysis was beyond scope.
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The policy framework consists of three broad categories of fac-
tors55: (1) network and actor features are characteristics of relevant 
individuals and organizations, who work on the issue, and the quality of 
relationships among them. These include attributes such as the quality 
of leadership. It also includes four challenges that networks face, that 
is, problem definition (whether proponents agree on what the problem 
is), positioning or framing (how proponents convey the issue to policy-
makers)87, governance (whether proponents have established effective 
leadership structures to coordinate action) and coalition-building (the 
extent to which proponents have built broad alliances)85; (2) policy envi-
ronment factors are external to these networks, over which they do not 
have extensive control, such as the strength of organized opposition, 
and whether the issue is included in global development goals; and (3) 
issue characteristics pertain to inherent features of the problem, such 
as the level of morbidity or mortality associated with it.

Participant selection and setting. Previous research by Shawar and 
Shiffman86,88–90, examining the global priority of a health issue, required 
around 25–30 key informant interviews. In this study, we aimed at 
recruiting a similar number of participants, including influential lead-
ers, experts and actors within and beyond the community of physical 
activity, such as government officials, civil society representatives, 
academics and experts, among others.

Our study is premised on the understanding that policy agendas 
are influenced by a broader ecosystem that includes not only policy-
makers, but also decision-makers and leaders across sectors, including 
academia, NGOs and service provision, who often have a key role in 
advocating for, framing and implementing policy ideas. For this reason, 
our sampling strategy intentionally included a range of stakehold-
ers involved in the policy process. We believe that this multisectoral 
representation strengthens the study because it allows us to capture 
the complex and often cross-cutting dynamics that shape how certain 
issues gain policy traction.

Interviewees were selected based on their expertise and deline-
ated by ISPAH’s “best investments that work” for physical activity34. 
They included experts in public health topics historically and currently 
linked to physical activity, such as nutrition, tobacco, obesity, disabil-
ity and climate change. This strategic decision aimed to incorporate 
diverse and broad perspectives from professionals who understand the 
interconnectedness of these issues and their relationship to physical 
activity and policy. Efforts were made to ensure gender balance and 
regional diversity in the sample of key informants. We used purposive 
sampling and conducted interviews until reaching theoretical satura-
tion, which determined the final number of key informants.

We invited key actors from several institutions, networks and 
societies relevant to physical activity (Extended Data Table 2). Par-
ticipants were categorized as either within or outside the physical 
activity community.

Actors within the physical activity community were identified 
as: (1) leaders of organizations within government or supranational 
organizations with responsibility for policy issues and decision-mak-
ing (for example, resource allocation). For example, policymakers 
(national or subnational decision-makers) who inform public policy, 
technical officials, heads of units, departments and offices, directors, 
presidents, ministers from sectors directly concerned with physical 
activity, usually health, education (minimally via physical educa-
tion) and sport, may have influenced the policy agenda and may be 
employed by prominent international organizations (governmental, 
non-governmental), agencies and foundations; (2) experts who have 
observed the dynamics and who have influence in decision-making. 
For example, researchers, advisers, consultants and advocates. Their 
research and work is aligned with physical-activity-relevant topics or 
aimed at informing physical activity policy; they may have carried 
out policy evaluations, may be known for their leadership in working 
to translate and disseminate their work to policymakers and may be 

part of societies, networks, collaborating centres, associations and 
academic institutions.

Actors outside the physical activity community were identified 
as individuals who potentially have control over the resources that the 
physical activity community needs for effective policy implementation. 
For example, policymakers (national or subnational decision-makers) 
who inform public policy, technical officials, heads of units, depart-
ments or offices, directors, presidents, ministers from other sectors 
(transport, environment, urban or rural planning, tourism, work and 
employment, public finance), may be employed by prominent inter-
national organizations (governmental, non-governmental), agencies 
and foundations, and may have first-hand experience of developing, 
implementing or evaluating interventions that directly or indirectly 
promote physical activity.

Data collection, analysis and reporting. Before starting data collec-
tion, the study team developed a set of research questions and a key 
informant guide that was used to guide the interviews. These were 
pilot-tested and adjusted in January 2024. Invitations were sent out 
by email (February and March 2024), and one reminder was sent out 1 
week after the initial invitation. Participants provided informed oral 
and written consent to participate in the study. We explained the pur-
pose of the study, the kind of information we sought to collect and its 
management, how it was going to be reported ensuring confidentiality, 
how long the interview was going to last, and the background of those 
involved (qualifications, affiliations). We coordinated the date and 
time to conduct the interviews with the key informants who accepted 
to participate.

Research team and reflexivity. All interviews were conducted by the 
lead author (A.R.V., who received training in qualitative research to con-
duct the interviews); two of the co-authors, experts in the prioritization 
framework (Y.R.S., expert in qualitative research; J.S., expert in qualita-
tive research), joined 20% of the interviews (March and April 2024).

Interviews lasted an average of 1 h and took place over Zoom in a 
quiet, non-public place throughout March and April 2024. An audio 
recording was taken (upon receiving consent from the key informant); 
we also took notes during the interview. We uploaded the recording and 
notes on a shared drive, in a password-protected file. In addition, we 
uploaded an Excel file with the actual names of participants and codes 
to recognize them in the transcribed documents; the Word documents 
were referenced using a code rather than the actual participant’s name. 
No repeat interviews were carried out and no transcripts returned to 
participants for comment, correction, or feedback.

As each transcript was completed and available, the lead author 
(A.R.V.) made a close reading of the transcript, carried out a deductive 
thematic or theory-driven analysis, drawing on social science scholar-
ship. The de-identified transcripts of the interviews were coded by the 
lead author (A.R.V.), with support from the co-authors (A.B., Y.R.S., J.S., 
P.C.H.) in Word (April 2024).

The coding tree to identify patterns, themes and insights was 
based on factors influencing the global prioritization of physical activ-
ity. The elements that were considered were the magnitude and his-
torical trajectory of its importance, the stakeholders and networks 
advocating for policy, the nature of the issues within the policy envi-
ronment and proposed recommendations from involved parties for 
further research engagement. These factors involved examining the 
extent of physical activity’s global policy priority over the past few 
decades, identifying influential actors and communities shaping its 
policies, assessing the challenges and dimensions affecting its pri-
oritization and considering suggestions to expand conversations 
among recommended participants in the research process. Extended 
Data Table 3 presents the factors and their description according to 
Shiffman & Smith86,88–90, which were used to identify the key themes 
emerging from the interviews. Observations, questions and tentative 
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interpretations to an ongoing analytical analysis were added to a memo 
created for this purpose.

Diversity in perspective was rigorously explored. The lead author 
(A.R.V.) convened with four co-authors (A.B., Y.R.S., J.S., P.C.H.) to dis-
cuss initial reactions to the transcripts and take notes of convergent and 
divergent themes emerging in the transcripts and literature. Through 
this process, the team identified initial themes and, where relevant, 
adapted the remaining in-depth interviews to build on the identified 
themes, and continued to iteratively discuss with team members until 
thematic saturation was reached. This was followed by a rapid thematic 
analysis across all the transcripts to synthesize prominent themes, 
fine-tune reflections from the data and have iterative discussions on 
key findings.

For interpretation, data from the key informant interviews were 
triangulated with the literature from peer-reviewed research and grey 
literature, including organizational reports and media, and drew on evi-
dence from policy documents from the GoPA! Policy Directory. We fol-
lowed the COREQ checklist (Supplementary Information 3 (Table 10))91.

Approaches to assessing national physical activity policy 
progress (2004–2025)
In this paper, a clear standalone/single-issue physical activity policy 
defines one common goal, that is, to reduce population levels of physi-
cal inactivity, recognizing the myriad benefits of physical activity for 
health and a co-benefit for other sectors92. It provides a framework for 
targeted action through multisectoral coordination and collaboration, 
it articulates national physical activity guidelines, it can set targets for 
action, it clarifies implementation goals, enablers (roles, resources, 
responsibilities, timeline/time frame) and outputs93. Comprehensive 
physical activity policies are defined as multisectoral or intersectoral 
policies, with joint ownership across several policy areas18,94. A physi-
cal activity policy may be operationalized through policy actions and 
policy programmes.

Policy actions are specific tactics selected by policymakers to 
achieve policy objectives in a target population and can be classified 
as: (1) multisectoral actions that involves efforts across multiple sec-
tors (for example, health, education, transport, environment), each 
advancing physical activity independently through their own sectoral 
strategies; (2) intersectoral actions referring to coordinated, joint 
efforts across sectors (for example, collaboration between health, 
urban design and transport sectors to develop active transport infra-
structure for walking and cycling)18,94.

A policy programme generally consists of multiple policy actions 
aimed at achieving objectives in a target population18. Policy adoption 
refers to the decision by a government to enact or pass a policy, and is 
usually reflected by the publication of an official policy document (for 
example, a law). Meanwhile, policy implementation refers to translat-
ing adopted policies into actions across different levels of govern-
ment, using administrative structures and capacities, and cognizant 
of political interests or underlying normative and power structures17,18. 
For example, if a policy document (that is, an adopted policy) includes 
the construction of facilities to promote participation, implementation 
is achieved once those facilities are completed and operational17,18,58,95. 
Hence, policy implementation requires allocation of commensurate 
human and material resources.

The GoPA! Policy Directory
The GoPA! was launched in 2012, after the inaugural Lancet Physical 
Activity Series46, as an independent observatory supported by local 
representatives to monitor research, surveillance and policy indicators. 
Since 2015 (ref. 96), GoPA! has produced ‘physical activity Country 
Cards’ summarizing these indicators worldwide57,97,98.

A directory of national policy documents between 2004 and 2025 
was developed in 2023–2025 as a comprehensive repository of publicly 
available national physical activity policies worldwide. This freely 

accessible surveillance resource via the GoPA! website allows for audit-
ing and comparison of physical activity policy documents and content/
details (https://new.globalphysicalactivityobservatory.com/).

The GoPA! Policy Directory contains data for 218 countries  
worldwide.

Data sources
Data were compiled from physical-activity-related policy informa-
tion identified in (1) the GoPA! Country Cards 2015, 2021, 2025, and 
the Policy Inventory58,97–99; (2) WHO Country Capacity Surveys 2001, 
2005, 2007, 2010, 2013, 2015, 2017, 2019 (ref. 100); (3) NCD Progress 
Monitor Reports 2015, 2017, 2020, 2022 (ref. 101); (4) Global Physical 
Activity Report country profiles56; and (5) the 2021 and 2024 Physical 
Activity Factsheets for the EU Member States in the WHO European 
Region69,102. Documents were obtained between March 2023 and May 
2025 according to standardized methods used for data collection of 
the GoPA! Country Cards46. Countries were grouped using the WHO 
regional classification, that is, Africa, Eastern Mediterranean, Europe, 
Americas, South-East Asia and Western Pacific, and according to the 
World Bank income level classification: high-income, upper-middle-
income, lower-middle-income and low-income countries.

The validation process involved obtaining original policy docu-
ments from all countries listed in the World Bank (Supplementary 
Information 1). This was supplemented by website searches from the 
WHO NCD Document Repository103, the International Cancer Control 
Partnership104, the World Obesity Federation Global Obesity Observa-
tory105, the United Nations-Habitat National Urban Policy Database106, 
the WHO Global Database on the Implementation of Food and Nutrition 
Action107 and the WHO Country Planning Cycle Database108.

For some countries, we consulted the EU HEPA Focal Point net-
work and the WHO European Office for the Prevention and Control 
of NCDs to retrieve documents mentioned in the EU Physical Activity 
Factsheets69,102. GoPA! Country Contacts (physical activity researchers, 
policymakers and practitioners with previous experience in GoPA! 
country reports) further assisted in locating or translating docu-
ments57. The documents were reviewed and compared to identify and 
remove duplicates. To ensure accuracy and consistency, two authors 
extracted and cross-referenced the data (A.R.V., J.M.-G.); the lead author 
(A.R.V.) resolved the inconsistencies that arose in this process.

Documents in the Policy Directory were audited separately by 
five authors (A.R.V., C.B.W., K.S., W.W.-V., J.M.-G.) and focused on clas-
sifying them as standalone physical activity policy or NCD prevention 
policy/plan including physical activity. Policies were also coded for 
policy sector(s) that (co-)authored the document; policy sector(s) 
mentioned as relevant stakeholders; and policy sector(s) given specific 
tasks for physical activity actions or activities. Policies with actions 
involving three or more sectors were deemed comprehensive physical 
activity policies; policy implementation enablers62, namely tasks and 
subtasks (activities), budgets, timeline/time frame and collaborators 
(lead, responsible) were identified. Inconsistencies were resolved by 
consensus. Quality content control—checking for errors or missing 
elements and ensuring that the content aligned with the predefined 
criteria—was conducted on 75% of the documents.

Every country’s classification was supported by extensive docu-
mentation included in this directory. Our analysis focused on broader 
structures and global dynamics that affected the national level, rather 
than analysing individual countries. Initially, we did not incorporate 
other health-centred documents embedding physical activity (for 
example, mental health, wellness, environmental sustainability). 
However, this living resource will progressively include them for 
further analysis.

We asked Country Contacts from Denmark, Indonesia, Russia, 
United Arab Emirates, Slovak Republic, Macedonia, Slovenia, Jordan, 
Thailand, Mongolia, Israel, Georgia, Estonia, Bulgaria, Bahrain, Italy, 
Iran, Brunei Darussalam, Turkey, Saudi Arabia, Japan, China, Oman, 
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Bosnia-Herzegovina, Czech Republic, Vietnam, Lithuania, Moldova, 
Nepal, Serbia, Ukraine, Cyprus, Iraq, Republic of Korea, Kazakhstan, 
Kyrgyzstan, Uzbekistan and Tajikistan to help with translations.

The Policy Directory included 661 documents describing physi-
cal activity policies (exclusive for physical activity or NCD policies 
including physical activity) from 200 countries (Extended Data Fig. 
1). No data were located for 16 countries (Curaçao, Equatorial Guinea, 
Faroe Islands, Gabon, Guinea-Bissau, Isle of Man, Kosovo, Libya, Liech-
tenstein, Monaco, São Tomé and Príncipe, Sint Maarten (Dutch part), 
Somalia, Syrian Arab Republic, Turks and Caicos Islands, Republic 
of Yemen).

Ethics declarations
This study was approved by the Institutional Review Board (IRB) of 
the University of Texas Health Science Centre at Houston (UTHealth 
Houston) School of Public Health, USA and Johns Hopkins University, 
USA (IRB no. HSC-SPH-24-0032). All participants provided informed 
oral and written consent to participate in the study.

Reporting summary
Further information on research design is available in the Nature 
Portfolio Reporting Summary linked to this article.

Data availability
All data supporting the findings of this study are included in the manu-
script or the supplementary information. Because of privacy concerns, 
individual participant and de-identifiable data will not be made publicly 
available. The GoPA! Policy Directory, which serves as a publicly acces-
sible surveillance resource, is available at https://new.globalphysica-
lactivityobservatory.com/directory.php
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Extended Data Fig. 1 | The Global Observatory for Physical Activity – GoPA! Policy Directory flowchart.
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Extended Data Table 1 | Study key findings
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Extended Data Table 2 | Key informant organization affiliations
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Extended Data Table 3 | Factors for identifying the themes emerging from the transcripts
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