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Executive summary
The Research into Policy to enhance Physical Activity (REPOPA) Consortium aims to integrate scientific
research evidence and expert know-how with policy making processes to increase synergy and
sustainability in promoting health and preventing disease among Europeans. The REPOPA Consortium
brings together scientific researchers, experts, policy makers and stakeholders from different disciplines
and countries. The REPOPA Consortium consists of scientific excellence in health research, including
physical activity, and links to real life experience in policy making and expertise in knowledge translation in
six countries in Europe and in Canada. This report summarizes the results of the first 18 months of the fiveyear project, and is the final report for the REPOPA work package 1. Six EU countries participated in the
research reported here; Canada’s role is to be the evaluator of REPOPA.
The objectives of REPOPA during the first reporting period were to assess the needs, roles and use of
research evidence in policy making and to study possible ways that research evidence is combined and
negotiated with ‘other kinds of evidence’ in cross-sector policy making processes focusing on physical
activity policies, more specifically health enhancing physical activity (HEPA) policies. HEPA policies
comprised policies that had a focus on HEPA. Whereas HEPA-related policies were those that had a general
focus on public health or transport, but nevertheless mentioned HEPA as an important part of the policy.
The terms ‘knowledge integration’ and ‘knowledge exchange’ are used as the main terms in REPOPA and in
this report. Rather similar terms, like ‘knowledge transfer’ and ‘knowledge translation’, can be found in the
scientific literature.
In order to identify the needs of policy makers as regards evidence utilization, and identifying how these
needs are met by the research community, the partners analysed and reported findings from 19 selected
HEPA policy documents on research evidence and other types of evidence used in formulating HEPA policy
making on national, regional and local levels. Stakeholder interviews in each EC country complemented the
information on facilitators and barriers for evidence use. The interviews also provided information on how
to develop the best interaction between policy makers and the research community in delivering and
communicating evidence. These results of both the policy document analysis and interviews were discussed
at national and international scientific conferences and other meetings.
The findings of this research suggest that research evidence was put to use in connection with the decisionmaking processes of policy development, but not in a systematic or explicit way. There were some links or
references to research evidence in the HEPA policy documents. However, in many cases it was not possible
to identify the original research sources, as they were mixed with other kinds of evidence, such as
experiences, values, political statements, and ambitions. Interestingly, in this study, sample of local-level
policies seemed to use research evidence more explicitly than national-level policies. Examples of other
kinds of information used in the HEPA policies were good practices, information from media (newspapers,
internet), information about society (economics, traditions), political statements and community activity
(values, inspirations and citizens´ opinions).
Various facilitators and barriers were identified for the use of research evidence. Main facilitators included
receiving support from administration departments to use research evidence and an organizational culture
ii

that supported the use of research evidence. Other facilitators consisted of achievable and relevant
research that contained information that was easy to apply in practice. Furthermore, an important
facilitator was direct or institutional relationships between policy makers and researchers. The research
bodies may function as knowledge brokers through open forums (such as seminars) or through direct
relationships. However, it is crucial to find a common language between policy makers and researchers.
Main barriers for the use of research evidence consisted of traditions, certain bureaucratic and
organizational factors as well as the nature of policy making processes and political interests, such as
pursuit of voters and a value base. There was also a lack of concurrency between the research carried out
and policy making processes, and a lack of applicability of research evidence to policy making. Furthermore,
there was a lack of time, financial and human resources, competences and joint criteria for the use of
research evidence in the policy processes (formulation, development, implementation, monitoring and
evaluation). As a conclusion, the insufficient collaboration between researchers and policy makers in
general was seen as a barrier for the use of research evidence in policy making.
To carry out its objectives, the REPOPA Consortium developed a proposal for an evidence-informed policy
making framework (REPOPA framework) to guide its work; and based on this framework, the consortium
will develop indicators to monitor and assess evidence-informed policy making processes (REPOPA
indicators). The framework and indicators will be refined and tested based on the results of the work
package 1 and the following work packages of REPOPA.
Furthermore, to facilitate and enhance sustainability in evidence-informed policy making, the Consortium
will establish platforms for cross-sector evidence-informed policy making in all participating countries
during the REPOPA project time. Each partner can either search for in-country work group or launch a
forum that has an interest in evidence-informed policy making to enhance physical activity on local,
regional or national level. This kind of platform was formed during the work package 1 in Finland, where a
common platform for HEPA policy discussion was established by the working group in conjunction with
others that allowed access to information on physical activity within the Ministry of Education and Culture.
As a member of the working group, THL (work package 1 leader) participated in this process.
The work package 1 results will be used in the other REPOPA work packages, both in the work package 2
and work package 3 interventions that are aimed at increasing cross-sector collaboration and stewardshipbased tailored integration of research evidence and real-life policy making. These experiences will be
formulated into guidance resources and policy briefs which will be tested and validated in work package 4
to promote on-going communication between scientists, research centres and policy makers.
The address of the project public website: www.repopa.eu
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1. Introduction
This report covers the process and outcomes of the first part of the Research into Policy to enhance
Physical Activity (REPOPA) project, which can be summarized as a study of the integration of research
evidence and ‘other kinds of evidence’ in health-enhancing physical activity (HEPA) policies in six European
countries (Denmark, Finland, Italy, the Netherlands, Romania, and United Kingdom). A Canadian partner
acts as an external evaluator for the REPOPA project. The consortium has chosen to focus on HEPA policies
in order to capture a broad scope of health promotion in policies to enhance physical activity, which also
comprises sedentarism and environmental infrastructure. Work package 1 covers the following overall
project aims 1) to assess the needs, role and use of research evidence in policy making, and 2) to study
ways in which research evidence is combined and negotiated with ‘other kinds of evidence’ in HEPA policy
making. The National Institute for Health and Welfare (THL, Helsinki, Finland) has led the work package
with each of the partners in turn being responsible for the national conduct of the work package.
More in depth, the study objectives in work package 1 were to explore and analyse the ways in which
research evidence and other kinds of evidence is used when formulating local/regional and national policies
to enhance physical activity; to identify the needs of policy makers in regard to making use of research
evidence (facilitators and barriers) and how these needs are met by the research community; to evaluate
ways of delivering/communicating evidence to policy makers; and to develop both a framework and
indicators for evidence-informed policy development.
The main tasks of work package 1 have been 1) the identification of national and regional/local policies for
policy analysis, 2) analysis of policy documents and stakeholder interviews to identify what kinds of
evidence were used and 3) how they were used to develop the policies. In addition, the published literature
has been used; both the literature in the REPOPA Document of Work and more recent literature. Also the
usability of existing infrastructures for knowledge exchange (such as centres of expertise, evidence centres,
knowledge brokers, and the potential web-based provision of research evidence) have been identified and
evaluated. Based on the previous literature and the research findings of both policy analysis and interviews
an initial REPOPA framework and indicators for assessing and analysing evidence-informed policy
development have been suggested. Both the framework and indicators will be revised based on new
findings throughout the life of the project.
The terms ‘knowledge integration’ and ‘knowledge exchange’ are used as the main terms in REPOPA and in
this report, although literature uses interchangeably ‘knowledge transfer’ and ‘knowledge translation’. The
term ‘evidence’ is used for both best available research evidence and other kinds of evidence such as
expert know-how and contextual priorities, values and resources.
The purpose of this final report for work package 1 is to summarize the main results concerning the HEPA
policy documents and interview analyses conducted in the six European REPOPA partner countries. The
report consists of the theoretical background, research methods, main results, discussion, implications, and
conclusions.
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2. Theoretical background
2.1. Interrelationship between policy making and research evidence
The purpose of this chapter is to introduce the policy making process and use of research evidence and
other types of evidence in policy making. The theoretical approaches to studying knowledge exchange are
briefly described. Also earlier studies on evidence-informed policy making in HEPA are described.
2.1.1. Policy, policy making and types of evidence
In this study policy, policy making and types of evidence are important concepts, which are briefly
described. Policy as a term is a plan or course of action for a government, political party, or business to
influence and determine decisions, actions, and other matters. Based on Walker et al (2003) a policy is a set
of actions taken by an administration to control the system, to help solve problems within it or caused by it,
or to obtain benefits from it. Policy documents can for example be strategic papers, decisions by the
government, plans of the ministry, or statements. Bell (2010) summarizes that policies can be classified as
functional policies dealing with the roles of services for a society or sector (practical level physical activity
arrangements e.g. in municipalities); intentional policies dealing with statements of purposes or goals
(national physical activity policies); population-focused policies dealing with statements or actions targeting
certain population groups (e.g. policies to enhance physical activity among elderly or certain immigrant
groups); and programmatic policies relating to a package of related policies (healthy cities policies). Policy
gives direction for actions to be carried out and guides the selection of issues, matters and actions. Policy
making is the formulation of ideas or plans that are used by an organization or government as a basis for
making decisions.
The process of policy-making consists of various stages of problem identification and issue recognition,
policy formulation, policy implementation, and policy evaluation (Walt 1994). Policy development is a
continuous process of initiation, adoption, implementation, evaluation, and reformulation, but not
necessarily a linear social and political process (Milio 1987). Policy processes include also testing the
agenda, specifying possible alternatives, making an authoritative choice from those alternatives, and
implementing the decisions (Kingdon 1984). The policy making is often a process of negotiation, bargaining,
and adjusting among different interest groups that aim to influence policy choices and alternatives. Policies
are intertwined together with their aims, objectives, and implementation to avoid conflicts. Therefore
during the HEPA policy analysis, the context and the policy making processes were explored during the
document analysis and complemented by the interviews to understand the choices made for the use of
evidence.
Policy makers can be contrasted with practitioners who implement (and interpret) policy. Practice and
policy are not really separate. E.g. a review of health research and policy making (Bell 2010) identified: a)
governance/legislative policy making; b) service/administrative policy making; c) practice/clinical
policymaking. This shows that policy makers can be legislators, bureaucrats, clinical health service
administrators etc. Further, policies operate on micro level (local community), meso (regional) and macro
(national or international) level, which are often interdependent. In the REPOPA policy analyses, policy
2

makers were characterized as individuals, who have an active and/or influential role in formulating the
policy content or developing the policy.
2.1.2. Evidence
When identifying research evidence used in policy making one can pay attention to demographic and
statistical data (facts and reports used as background or for prioritizing policy areas), systematically and
non-systematically derived peer-reviewed scientific literature (ad hoc search for research articles or other
similar materials which are not systematically assessed and applied) or systematically derived peerreviewed scientific literature (literature derived from a systematic literature search in databases, reviewed,
summarized and contextualized to a specific policy context). In addition to research evidence, standards
and guidelines (international, transnational, national, regional or local) and knowledge derived from
community consultations, stakeholder workshops, and in-house consultations bring evidence to policy
making. Also various types of reports (national reports on urban development and HEPA or other reports)
and knowledge derived from expert consultations or policy briefs developed by research institutions and
studies can be used for policy making (Lavis, Ross, Hurley et al. 2002). Looking at the types of evidence
other than research evidence, it can be seen that in many policy making processes, colleagues or relevant
areas of expertise are also used for evidence-informed decision making (Kothari et al. 2009; Orton et al.
2011). The policy making process and use of research evidence and other evidence is usually influenced by
the positions of stakeholders or existing institutional arrangements at national, regional and local levels
(Lavis et al. 2003).
The available collection of facts or information indicating whether a belief or proposition is true or valid can
be defined as evidence. In the REPOPA project, evidence-informed decisions are made by combining best
available research evidence with the population characteristics, needs, values and preferences and people’s
experiences and circumstances, all in the view of the environmental and organizational context (Satterfield
et al. 2009). As a reaction to the traditional approach of evidence-based policy making, Young et al. (2002)
proposed a realistic approach which should be directed towards evidence-informed policy making.
Evidence for larger contexts (Regehr, Stern, and Shlonsky 2007) consists of professional expertise,
management and policy, in addition to practice. The model includes intra-organizational, extraorganizational, and practitioner-level factors that need to be taken into account when merging evidence
and practice. This more developed appreciation for political, economic, organizational, and other
contextual factors represents an important perspective that has been absent from most models of
evidence-based practice. The Knowledge-to-Action Cycle (Straus et al 2008) provides a framework
describing the process of integration of best available research evidence with local context and practice,
adaptation, implementation, and evaluation of policy (or intervention) and feeding back to the knowledge
base. The general consensus (within public health field) is that knowledge generated from research is just
one type of information, supplementing information stemming from, for instance, professional and
practical experience (Nutley et al. 2007, Head 2008).
2.1.3. Evidence-informed policy making
Various countries and different policy sectors are interested in the model of evidence-informed policy
making to remedy the problems regarding the (in)effectiveness of policies. While emphasizing the use of
scientifically derived expert-knowledge in the design of decision-making procedures, the model of
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evidence-informed policy making has also been presented as saving citizens from the pitfalls of
ideologically-driven policies or otherwise haphazard decisions (Lin & Gibson 2003). The use of research
evidence is often challenged by the complexity and non-linear character of policy making processes and
that those policies should not be solely based on research evidence. The linear relationship is dependent on
an unrealistically simple account of policy making as policy decisions are contingent upon many other
factors, such as ideology, values, public opinions and lobbying (Young et al. 2002, Smith, Joyce 2012).
The literature suggests that use of research evidence would be improved by overcoming institutional,
cultural and communication gaps between research producers and users (Lomas 2000, Pettigrew et al.
2004). Increased interactions between policy makers and researchers are likely to increase research
utilization (Lavis et al. 2005, Walter et al. 2005). Co-productions of research, where research users are
directly involved in the research process, seem to increase the use of research evidence (Lavis et al. 2005,
Pope et al. 2006).
Often the professional boundaries between researchers and research users have led to tensions between
stakeholders involved in the policy process. These stakeholder groupings can be theorized to be policy
networks (Marsh, Rhodes 1992, Marsh, Smith 2000), epistemic communities (Haas 1992) and advocacy
coalitions (Sabatier, Jenkins-Smith 1993). Epistemic communities are groups of professionals usually
recruited from various disciplines with specialist knowledge and acting as conduits for knowledge that
serve policy makers (Haas 1990). Knowledge translation is rounded by multiple relationships and
boundaries between knowledge producers and knowledge users in the infrastructure of knowledge
exchanges. Both knowledge utilization and knowledge translation use various routes between stakeholders
so as to realize the information exchange. Despite challenges between information producers, users,
brokers and others, one needs to take into consideration the multiple links and divisions around the use of
information and evidence, and thereby try to focus on explaining knowledge translation across boundaries,
towards whole systems of HEPA (Young et al. 2002, Duncan 2005).
To sum up, evidence-informed policy making is a contingent, complex system-like, non-linear and emergent
process of producing, managing and implementing new knowledge. Most authors appear to agree with at
least the possibility that evidence-informed policy making can work as a virtuous cycle to improve policy
making, even if there are widely divergent ideas about what constitutes the component parts of the
evidence-informed policy making process, how this can and should be done and what it should achieve
(Best and Holmes 2011, Shine, Bartley 2011).
2.2. HEPA policies and policy making
The definition of HEPA has different starting points, from a health promoting entity, to shifting attention
away from competitive sport and elite sport, or as a means for marketing and establishing trade and
commerce for services and goods (equipment, cloths, construction material etc.). Many citizens practice
physical activity in their daily life, but the definition of HEPA includes always a presumption of physical
activity which adds health to individuals´ lives. HEPA emphasizes the connection with health by focusing on
any form of physical activity that benefits health and functional capacity without undue harm or risk.
Physical activity does not need to be strenuous to be effective, although, in general, HEPA comprises
activities that are of at least moderate intensity. Thus a minimum of thirty minutes of moderate activity per
day remains a primary public health recommendation. The choice of activities is ample and include brisk
walking, cross-country skiing, washing windows or a car, cycling, gardening, shovelling snow, swimming,
4

mowing the lawn, walking to work or shops, dancing and walking the dog (Foster 1996, 2000). The benefits
of HEPA for health have been widely reported (Caspersen, Powell, Christenson 1985, Manson et al. 2002,
Oja, Borms 2004, Sjöström et al. 2006, Heath et al 2012, Lee et al 2012, for example).
Based on the analysis conducted for the Document of Work for REPOPA there is a lack of systematic
analysis of the role of evidence-informed policy making in HEPA policies. Neither has it been studied to
what extent national, regional or local level policy makers really use research evidence to justify or
legitimize their actions. Analysing the use of research evidence and other types of evidence in policy
making contributes to understanding HEPA policy making and knowledge integration in relation to
organizational learning and ways of communicating research evidence top-down and bottom-up in policy
processes. In many cases, the evidence available for promoting physical activity derives from sport and
health sciences, despite the fact that cooperation with other sciences might prove even more fruitful in
contributing to enhance physical activity.
HEPA policy making is expected to give guidance about the alternative target groups of the action, about
how to organize and finance HEPA, or what kind of services for HEPA should be made available. HEPA is
often seen as part of a health policy even though the organizational frame at national, regional or local
levels extends to other areas than health, that is, mostly to culture, transport, education and/or sport
sectors and where health usually is not the primary focus. Therefore, the decision making and policy
making for HEPA are not always the result of health-related discussion, evidence and evaluation. The
contexts in which the decisions and policies are made are often quite political concerning the degree of
public physical activity provision and funding. HEPA policy decisions also depend on value judgments, which
are implicit in all societies, but important to understand for the implementation of policies (e.g. values
based on socio-economic differences in HEPA).
2.3. Studies on physical activity and HEPA policies in Europe
In relation to HEPA policies, abundant health benefits of physical activity have been reported in scientific
journals (Heath et al 2012). Within the European Union there are different traditions for HEPA policies. This
is clearly presented in the two reported policy analyses of physical activity policies in Europe (Daugbjerg et
al. 2009, Bull FC et al. 2004). Concluding from these studies, the development principles of a policy should
be followed more closely to increase the effectiveness of the preparation and implementation of HEPA
policy. For policy development, three interrelated factors can be described as influencing the development,
implementation and outcomes of physical activity policy: the knowledge base (research/evidence), social
strategy (effective interventions/solutions) and political will.
Cavill et al. (2006) emphasized a cross-sectorial approach at both national and international levels in HEPA
policies. Schöppe, Bauman and Bull (2004) reviewed national physical activity policies and found
insufficient approaches in process evaluation and monitoring of physical activity policies. There was also a
lack of delineation of roles and accountability among partners and concrete timeframes for the funding and
implementation of single strategies. The studies from Europe suggest that research evidence can be an
effective facilitator of health promotion policy implementation when political will is low (Lengerke et al.
2004). Bornstein, Pate and Pratt (2009) surveyed six national physical activity plans and concluded that
plans were lacking in regard to roles and leadership responsibilities for implementing the plan, including
measuring progress and evaluating the plan.
5

For the sake of utility, comparative research on HEPA policies should involve a systematic assessment of
structures and institutional arrangements in order to lead to physical activity and to shape the formation,
implementation and effectiveness of policies and interventions designed to increase HEPA. To sum up, the
international comparative work on physical activity policies has leaned toward country-specific descriptive
case studies or decontextualized systematic reviews of physical activity policies, neither of which yield firm
conclusions about the factors that might influence observed differences in policy approaches or outcomes.
However, one can note that process evaluation, monitoring, accountability, implementation, further
interaction between stakeholders and use of research evidence were insufficiently present in the analysed
HEPA policies.
2.4. Facilitators and barriers for the use of research evidence in HEPA
While research evidence about HEPA might be available, it appears not to be optimally used to inform
policy making (Lomas 2000, McCaughey, Bruning 2010). According to Lavis (2009) there is a substantial
amount of information regarding the question of how to increase the use of research evidence by policy
makers. Policy makers are likely to use research evidence if they have easy access to relevant and useful
research and have frequent opportunities to interact with researchers (Lomas et al. 2003) and work in
organizations that are research receptive (Bowen, Zwi 2005). Based on Bowen and Zwi (2005), the actors
that were the key to increase the use of research in policy making were managers, public officers and
administrators. There is a significant difference in the use of research evidence by clinicians and by policy
makers, as clinicians concentrate on a specific issue and policy makers need to pay attention to larger
entities, such as communities, municipalities, resources, politics and other considerations (Aro, Smith,
Dekker 2008).
Moore et al. (2011) reported that tailored and targeted messages, with access to registries of research, as
well as the training of policy makers, may increase the use of research evidence. Knowledge brokers and
frequent interaction between policy makers and researchers were not found to be efficient, but could
possibly built trust and receptivity that would facilitate the use of research evidence. The most common
facilitator for the use of research evidence was personal contacts, timely relevance of research and the
inclusion of summaries with policy recommendations. Also organizational factors, such as receptivity to
research findings influenced the use of research evidence (Aro, Smith, Dekker 2008).
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3. Research methods
HEPA policies were analysed by using policy analysis as a technique and tool to study the characteristics of
policies, how the policies came to be, and what their consequences were (Ham 1990, John 1999, Ritchie,
Spencer 2002).
In the REPOPA study, policy analysis was methodologically close to the policy making approach (Portney
1986, Walt 1996), where a policy is a political process and has stages of problem formation, policy
formulations, policy adoption, policy implementation and policy evaluation. As policy analysis often deals
with broad questions, it is subject to considerable uncertainty (Pope et al. 2000, Mays, Pope 2000). Policy
analysis can be divided into two major fields: the analysis of policy can be analytical and descriptive, i.e., it
attempts to explain policies and their development; and the analysis for policy can be prescriptive, i.e., it is
involved with formulating policies and proposals (e.g., to improve health enhancing physical activity)
(Bunton, Nettleton, Burrows 1996). The area of interest and the purpose of analysis determine what types
of analyses are conducted. The analysis presented here was the analysis of policy, but the analysis can be
used for policy making.
3.1. HEPA policy selection
At least two actual HEPA policies or HEPA related policies were identified from national, regional or local
levels in the EC partner countries and selected for analysis in a way that brought richness and variation to
the study (Table 1). For the policy analysis 19 policies were selected. HEPA policies were defined as those
that had a focus on HEPA only. HEPA-related policies were those that had a general focus on public health
or transport, but nevertheless mentioned HEPA as an important part of the policy. The baseline variations
of the 19 HEPA policies were between national, regional and local policies and their choices of HEPA topics.
In the rest of this report the term HEPA policies only will be used.
The first part of the REPOPA study tried to understand how much research evidence and other types of
evidence was used in policy making, who participated in policy making, and how consideration was given to
research evidence and/or other types of evidence as policies were formed and decisions made. In the
selection of policies for the policy analysis, the aim was to accommodate various types of policies and bring
about possibilities for comparisons between countries and policies.
In each policy case, the sources used for policy development were identified, such as policy makers
(legislators or policy advisers), researchers (those whose research may have been used in the policymaking
process) and documents (list of proclaimed legislation and other background documents). Some policies
referred directly to research evidence or noted the sources of evidence in the list of reference. When
looking at evidence-informed HEPA policy making, the stakeholders and developers of policies were the
primary sources of information.
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Table 1: Selected national, regional, and local HEPA (related) policies for the policy analysis
National
Nutrition, healthy weight,
physical activity, sport, HEPA
Finland: Government resolution
on development guidelines for
health enhancing physical
activity and nutrition, 2008
Finland: Government resolution
on policies promoting sport and
physical activity, 2009
Netherlands: National health
policy Health Nearby, 2012-15
Italy: National project for the
promotion of physical activity
base on the Ministry of Health
policy Gaining health, 2007

Regional

Local

HEPA, prevention, transport

Physical activity

Denmark: Region of Zealand:
The regional development
strategy – Region of Zealand,
2012-2015

Denmark: The sports and
physical activity policy of the
Esbjerg municipality 2011-12

Finland: Regional strategy of
health related sport, PäijätHäme 2009-2020, 2008
Italy: Emilia-Romagna regional
prevention plan 2010-2012
Italy: Tuscany regional project
Strade della salute (Ways to
health) 2009-2011

Finland: City of Lahti health
enhancing physical activity
strategy 2007
Italy: Municipaliadi local policy
for sport promotion for young
people in Rome 2011-12

Young people, physical
activity, schools

Romania: National program
movement for health

Netherlands: Youth on healthy
weight (JOGG) 2010-2015

Romania: National program
sport for all 3rd millennium
Romania – a different lifestyle

Romania: The protocol of
organizing sport activities for
children in Cluj County

Olympics

Health policy
Denmark: Copenhagen City’s
public health policy – long live
Copenhagen 2011-14

United Kingdom: Places people
play –delivering a mass
participation sporting legacy
from the 2012 Olympic and
Paralympics games

Denmark: The healthy policy of
Odense municipality 2011

Walking and cycling

Transport

Finland: National action plan for
walking and cycling 2020, 2011

United Kingdom:
Herefordshire local transport
plan 2
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3.2. Analysing HEPA policy documents in REPOPA
HEPA policy document analysis detected and defined the use of research evidence in the HEPA policy
documents e.g. content analysis of document themes were categorized and classified according to common
questions. The main focus in the HEPA policy document analysis was the question of what constitutes
research evidence and other kinds of evidence in HEPA policy making process. Research evidence is able to
answer questions concerning health determinants and the efficacy, effectiveness, and efficiency of
interventions, although in this analysis, other kinds of evidence were also sought. This other kind of
evidence is seen to reflect contextually salient factors, such as culture, community and organizational
values, resources and political priorities, which may define the usefulness of evidence for HEPA policy
making and implementation (Dobrow, Goel, Upshur 2003, Skovgaard, Nielsen, Aro 2008).
The policy analysis used specific and common questions across countries. Themes for the document and
interview analysis to look for use of research evidence and other kinds of evidence were the following:
1)

HEPA policy development phase: extent of the use of research evidence and other types of
evidence
a)
Background information, contexts of policy making
b)
Stakeholders and actors
c)
Inter-sectorial cooperation and research evidence and other kinds of evidence
d)
Triggers for HEPA policy making and the relation to research evidence and
other kinds of evidence

2)

Contents of HEPA policies and use of research evidence and other kinds of evidence
a)
Subgroups, equity, ethics and research evidence and other kinds of evidence
b)
Use of research evidence and other kinds of evidence in HEPA policy making
c)
Accountability and research evidence and other kinds of evidence
d)
Evaluation and research evidence and other kinds of evidence
e)
Sustainability and research evidence and other kinds of evidence
f)
Other emerging issues

3.2.1. Interviews of the main stakeholders of the chosen policies
A guideline for semi-structured interviews was developed for the interviewers and each interview adjusted
questions in relation to information needs after policy analysis. In addition to the interview questions, an
interviewee information sheet about REPOPA project and a consent form for interviewees were developed.
The purposeful sampling of interviewees was dependent on the chosen HEPA policy documents.
Interviewees were selected among experts and specialists in the ministries, in administrative areas,
including politicians and public sector officers, in research institutes, in associations and among other
partners who have been involved in the preparation of the HEPA policy documents. Altogether 79
interviews were conducted in six countries. All interviews were audio-recorded if the interviewee gave
his/her permission. If recording was not allowed, notes were taken. The interviewee completed the signed
consent form prior to the interview.
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Recorded interviews were transcribed in full. The transcripts were coded according to interview questions
and supplemented with other issues as they emerged from the data. The interview data were processed
using content analysis e.g. communication content of interviews was categorized and classified. First the
data were broken down into parts that were conceptualized and finally rearranged into a new coherent
text entity. At the same time, content analysis was used to classify, search for differences and similarities,
and to summarize the information (Ritchie, Spencer 2002).
Ethical approval for the interviews was sought and received from national ethical boards, as applicable
(Edwards et al. 2012). The REPOPA coordinator sent the ethics clearance documents to the EC project
offices according to the requirements. All interviewees were asked to give informed consent and data were
stored anonymously and codes kept in password-protected areas of data servers.
3.2.2. Discourse analysis of some HEPA policy documents
Discourse analysis was mentioned in the REPOPA Document of Work as an optional method of analysis for
REPOPA project. Discourse analysis provides one of the key methods to understand the policy process
(Smith et al. 2009).
Three partners carried out discourse analyses. The approach for the discourse analysis in the REPOPA study
was based on Fairclough (1992), Freeman (2006) and Tervonen-Gonçalves (2012). On this basis, the
frameworks of key questions were compiled to aid the analysis of each document in Finland, Italy and
Romania.
Written texts formed an important part of this study. However, written texts are often under-analysed
compared to research that focuses on interactions with people (or even interview-based analyses). Public
policy statements, such as HEPA-related policy documents are a distinctive kind of text, which frame the
nature of challenges in health, physical activity and evidence used for policy making as well as shape the
boundaries of possible responses; they act as points of reference for a wide variety of actors to justify
actions (Freeman 2006). As a result of authorship, policy documents are able to impose a particular kind of
power through their words. What seems to be presented as facts within policy statements often represents
policy decisions (or non-decisions) that may be based on implicit assumptions (Iannantuono, Eyles 1997).
Therefore analysing policy documents and their texts reveals what these assumptions are and how they are
likely to shape the way actors understand and respond to particular policy challenges.
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4. Results
The main results of the REPOPA work package 1 - concerning the assessment of the needs, roles and use of
research evidence in HEPA policy making and ways that the research evidence is combined and negotiated
with other kind of evidence - are presented below. Reporting of the results starts with the main results on
the use of research evidence and access to research information and continues with facilitators and
barriers for the use of research evidence. Thereafter platforms for evidence-informed policy making for
HEPA and the initial REPOPA framework and indicators are discussed. The main results of the analysis of
HEPA policy documents and interviews are combined results of the six European REPOPA partner countries.
4.1. Use of evidence in HEPA policy making – knowledge and information sources
Based on the analysed interviews the use of information for the HEPA policies can be divided into three
main categories of information used in HEPA policy making: research evidence, media, and the political
base. The use of research evidence in the policies was published research, demographic data and country
specific statistical data. Media-based information included the use of newsletters and the internet. The
political basis for policies was based on societal and individual factors. The political basis seemed to play a
bigger part in HEPA policy making as the policy making processes were political in the first place. For
example, in some cases propositions did not get through without the political support of citizens and,
alternatively, of government.
The research evidence that was mostly utilized was ad hoc research, epidemiological research, population
studies or statistics and case studies. Peer-reviewed research articles, surveys or monitoring, evaluation
and implementation studies were rarely used. Research evidence was considered irrelevant if used without
any other type of evidence, as the main functions of the analysed HEPA policies was implementation, which
required practical information about the concrete actions that need to be taken. However, research
evidence was seen to offer, at least in some cases, stronger arguments for the justification of HEPA policies
than other types of evidence. The issues behind HEPA policies were justified by research evidence, in some
cases, by subgroups or the target groups.
The main criterion in the use of research evidence seemed to be a common sense filter: does the proposed
solution make sense? Does it feel like it would work? This practical and hands-on approach can even be
seen to provide stronger useful evidence than academic studies as one of our interviewees stated that “I’m
confident enough to say that actually you’re unlikely to find a study that would show that based on the
experience that we’ve had.” This implies that even if this respondent read such a study, he would be
unlikely to believe it.
Experience-based knowledge was often used in HEPA policy making and included experts’ know-how and
best practices from former experiences.
The HEPA policy making was often based on former strategies, programs, recommendations, guidelines,
alignments, traditions, political support, trends, legislation or economics, which were partly due to the
continuation of former policy processes. Seldom were lessons learnt from projects and interventions used
in policy making. Moreover, individual and socially structured factors such as values, interests, common
sense and inspiration influenced policy making.
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The use of evidence was more often implicit than explicit in the policy documents analysed. The citations
and references were used rarely and the evidence was filtered into the policy making process. The research
evidence became common sense and was not explicitly cited. Key professionals were used as brokers to
deliver knowledge or information to policy makers and in the delivery process; the knowledge or
information became mixed according to the diverse needs of policy making.
When asking interviewees what kinds of evidence would be needed to support the policy making, the most
important needs seemed to be related to information (e.g. epidemiological data) and good practices in the
implementation processes (tools and guidelines) and current challenges relating for example to economics,
cost efficiency and future trends. Information and knowledge was needed from the research community,
implementation experts, and administrators. According to the interviewees the information and knowledge
should be provided in short newsletters, other short publications and electronic national information banks
and sources in the language of the policy makers.
The use of research evidence would be facilitated by increasing the time available for the policy process as
well as the infrastructure and resources for public sector officers. Continuous relationships between public
sector officers and researchers in research institutes would increase the use of research evidence in policy
making. Finally, even though the research evidence would be easily accessible, the political priorities were
seen as essential to policy making. This meant that the use of the research evidence appeared to be
relegated to the level of justifying particular political needs and thus the use of evidence became highly
selective.
4.2. Barriers and facilitators for the use of research evidence in HEPA policy making
Based on the analysis of the interviews, facilitators for the use of research evidence were divided into
supporting features of administration, using media to communicate research evidence, facilitating
accessibility to information, and creating joint goals for the use of research evidence. Facilitators for the use
of research evidence and other types of evidence were the supporting culture for the use of research
information in the public administration, competence and training of administration personnel, and
financial situation of administrative entities. In addition, use of research evidence was facilitated by time
allocation for the policy making processes and its various stages and monitoring of policy making in
administration. Media facilitated use of research evidence by raising trends and daily issues for discussion
before, during and after policy making by researchers. To facilitate use of research evidence, the sources of
research evidence need to be accessible, easily available and in the language of policy makers to be used in
policy making. In addition policy makers’ information needs should be geared to relevant and integrated
knowledge. One of the facilitators in the use of research evidence is the inclusion of economic perspective
in relation to researched topics. Also research should be timely and knowledgeable about administration
and its policy making processes.
One main facilitator for the use of research evidence was the relationships between policy makers, various
networks, research infrastructures and researchers. Use of research evidence was facilitated by personal
relationships and joint projects with researchers across sectors as well as through open forums, such as
conferences, seminars and discussions. In addition, the use of research evidence was facilitated by
continuous monitoring of health data and getting researchers into the policy making processes.

12

Facilitators to the use of research evidence depended on the nature of the policy making, a sufficient
number of joint criteria for the use of research evidence and resources (financial and human). The use of
research evidence was facilitated by research and cooperation interests between policy makers and
researchers, but also by the simultaneity of the research work during the policy making process. In the
policy making process the political will to use research evidence depended on the priorities laid down by
voters to research evidence e.g. appreciation of universities and research institutes and the values given to
research evidence. If joint criteria for the use of research evidence were found in the policy making process,
encouragement from management was important for the use of research evidence, as was data collection
and its interpretation. Individual and socially created interests played a role in defining the joint criteria for
using research evidence; these were based on interests, traditions in the use of research evidence, and
background information needed for the policy process. The use of research evidence in terms of accessing
various databases requires resources, using different competences of researchers, and having the time.
Barriers to the use of research evidence included that research did not fit the needs of the policy process or
to implementing the research evidence into policy. Additional barriers included the effects of adopting
research evidence into policy and also economic concerns, as well as a lack of cooperation and the lack of
joint activities with researchers. The timing of the use of research evidence was very important in relation
to policy making. The concurrence of research and policy making improved the use of research evidence, as
did daily working with researches, having access to publications and attending seminars.
4.2.1. Needs of policy makers
The type of evidence and information used differed between the public sector officers; it depended on
their interests, work related traditions and educational and professional backgrounds. The main need
expressed was that the use of research evidence was timely in relation to the policy making process. Often
policy makers faced situations where applicable research evidence was not available and did not relate to
the impact, context or competing interests of politicians and researchers. According to the interviews, the
research institutes and policy makers could benefit from collaboration from the beginning of the policymaking process. Also research findings were often found to be difficult to apply in real-life situations, which
also brought into question the balance between research evidence and other types of evidence, such as
best practices and knowledge on ‘what works’ in different contexts. Further, political will and research
evidence may not complement each other and thus do not provide a basis for compromise, meaning that
research evidence might not be utilized.
According to the interviews, the preferred information channels were newsletters and different
publications from various national and regional organizations, institutions and networks. Other important
information channels mentioned were direct communication with different professionals, hearings of
partners, conferences and seminars on various topics. Nevertheless, public administration connected to
HEPA often had to trust that the evidence they had access to, was up-to-date. The results did not show a
real expressed need for developing skills, providing resources for information search, for using research
evidence or providing easy access to research knowledge.
4.2.2. Networks, collaboration and partnerships for knowledge generation and gathering
The infrastructures for knowledge exchange were described by each partner country through a stakeholder
analysis and complemented by information received in the interviews. In HEPA policy making, knowledge
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exchange should be cross-sectorial and between various interrelated national, regional and local
administrative and research entities. The knowledge exchange infrastructure seemed to be based on adhoc needs and the formal knowledge-exchange structures seemed to be sporadic. At present stage it is
possible to give examples of infrastructure of knowledge exchange from Denmark and The Netherlands.
In Denmark knowledge exchange infrastructure includes research institutions, the Danish Health and
Medicines Authority, the Danish Institute for Sports Studies and the Danish Society for Public Health. They
provide research evidence on HEPA to the national, regional and local governmental authorities, as well as
to other associations and actors related to physical activity. However, there is no formal forum for
knowledge exchange across stakeholders, and no structures have been established by which stakeholders
can validate their recommendations by expert committees or provide shared recommendations to policy
makers. A policy oriented national platform for knowledge exchange is currently under establishment in
Denmark facilitated by the Danish REPOPA team.
In The Netherlands national public health policy is structured and supported by a 4-year prevention cycle as
is laid down in the Dutch Public Health Act. The processes and outcomes of this prevention cycle are
evaluated and monitored by the Dutch Health Inspectorate (IGZ). Next the Public health status and forecast
report (VTV) with all relevant research evidence is written by the National Institute on Health and the
Environment (RIVM). Departments of the Ministry of Health write the national policy document and
municipalities write local policy documents based on the national policy document followed by the
implementation of the local health policy. After that, the cycle starts again with the monitoring and
evaluation through the Inspectorate. Relevant research evidence comes from the Central Bureau of
Statistics (CBS) and The Netherlands Organization for Health Research and Development (ZonMw).
Knowledge and useful information for policy development come about through these institutes which are
acting upon instructions of the Ministry of Health, Welfare and Sports. The research infrastructure in public
health on the local and regional level is supported by the regional and municipal health services. They
monitor the health status on regional and local level. The use of evidence is hindered at the level of
monitoring the data especially at the local level (municipalities, neighbourhoods) and between services
such as health monitoring data and data from hospitals and primary care.
The interviewees expressed the need for collaboration and for creating a system of evidence-informed
reporting; collaboration was particularly emphasized with research institutions, which would give access to
new knowledge and a faster transfer of research findings to improve health. Increased cooperation and
collaboration with similar projects was also seen as beneficial, as was testing interventions jointly in
municipalities and cooperating over HEPA at the grass-roots level. Such efforts were anticipated to increase
understanding of the systematic use of evidence-informed working methods. Interviewees mentioned that
there is a need to elaborate on the working methods e.g. to avoid top-down approaches and to include
practitioners in the use of research evidence. Knowledge and information needs could be increased by
creating national “centres for municipal research” with the focus on municipal interventions and projects.
In addition, there is a need to improve documentation of interventions and explanations of causal chains
for successes and failures of interventions. Various platforms were also suggested to solve and find
partners to work out solutions. Suggestions were made for more collaboration with local universities and
for establishing think tanks to facilitate knowledge exchange between practice and research-professionals.
The need to establish national information banks, data sources and good practices available via internet
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was apparent, in addition to more networks for professionals and other stakeholders to share research
evidence. Ease of access to knowledge and information should be promoted and the balance between
formal and informal relations for consultations, discussions and knowledge exchange needs to be
considered.
5. Platforms for knowledge exchange for HEPA
One of the aims of the REPOPA is to form national platforms for evidence-informed policy making for HEPA.
Based on the REPOPA work package 6 contributions, the development of the platform offered two eligible
scenarios to the Consortium partners. Each partner was able to choose between a) search for an in-country
work group or task force that has an interest in evidence informed policy making to enhance physical
activity and to join that group representing REPOPA, having at least 12 months continuity as members of
the work group or task force or b) to develop an in-country working group, outside the REPOPA in-country
team members, with an interest in evidence informed policy making to enhance physical activity. Both
above mentioned actions could be local, regional and national and should be developed during the REPOPA
project duration. The overall scope of the in-country platforms and networks is to increase the usability of
evidence in policy-making process, having the REPOPA project as a promoter and supporter. Therefore, the
aim is to bring together professionals and create several discussion meetings and working sessions having
common vision and goals that may also evolve during the developed network.
The THL, lead of the WP1, is part of a national platform for health enhancing physical activity policy,
contributing through a working group on information access to physical activity related information
coordinated by the Finnish Ministry of Education and Culture. They have meetings every other month until
May 2013 to discuss the importance of having specific health enhancing physical activity policies, as well as
how evidence can be translated into policies and practice. Other countries will form platforms as their work
packages progress and set up their processes during 2013-2016 as part of the WP6 main activities. As THL is
a leader in the identification of needs, roles and the use of evidence in HEPA policy making, it was found
useful to participate in a working group (April 2012) on access to information on physical activity that was
offered by the Ministry of Education and Culture, Finland. The working group consisted of invited
participants and representatives from universities, The Youth Research Society, sport and physical activity
organizations, Finnish Society of Sports Sciences and regional administration. Discussions were held on the
use of research evidence and other information in policy making for physical activity in Finland. The
working group was led by the Ministry of Education and Culture.
As an example of these kinds of platforms, the tasks of the Finnish working group are described here: 1)
Map the use of research evidence and other types of evidence in HEPA policy making and the level and
quality of information used in policy making; 2) Define the role of stakeholders in policy making and
decision-making from the point of view of using research evidence; 3) Make proposals and suggestions to
improve interaction and needed actions for further use of research evidence in policy making; 4) Make
proposals and suggestions for improving and renewing the current practices and roles of various
stakeholders; 5) Search for possibilities to improve access to research and other information concerning
physical activity and facilitate this through information and communication technology.
The working group participated in two hearings: use of research evidence and other information in
decision-making and policy making and the renewal of legislation governing physical activity. The working
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group participated also in round table discussions, adjunct research and development projects as
interviewees and commentators, and in a national seminar on Physical Activity Policy. The working group
invited experts to give presentations on the use of research evidence in physical activity policies (REPOPA);
the architecture of information and communication technology for information dissemination; and also
communication and information dissemination in regard to sport and physical activity science. The final
report of the working group and its conclusions and recommendations was published June 10, 2013 by the
Finnish Ministry of Education and Culture (Finnish Ministry of Education and Culture 2013).
In June, an application of the establishment of an interest group within the Danish Society of Public Health
has been sent by the Danish REPOPA team, who will facilitate a sustainable coordination and management
of the interest group as a platform for knowledge exchange. This interest group aims to exchange
knowledge on evidence-informed public health policy making and practice, with an outset of the REPOPA
results.
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6. Preliminary REPOPA framework and indicators
6.1. REPOPA framework
The policy analysis and interview results, complemented by a new literature review since the REPOPA
Document of Work was written, confirmed the relevance of the preliminary REPOPA framework and
indicators. The framework for the intersection of public health decision making (Satterfield et al 2009),
which describes the overlapping circles of best available research evidence, environmental and
organizational context, resources, including practitioner/policy maker expertize and contextual
characteristics such as population, its needs, values and preferences, seems to be well-fitting for the
REPOPA work. In line with this, a health promotion evidence paradigm (Aro et al 2008, Skovgaard et al
2008, Edwards and Di Ruggiero 2011) that helps assess salient contextual factors and challenges for policy
implementation was supported by the WP 1 results.
The Knowledge-to-Action (KTA) Cycle (Straus et al 2008), also described in the REPOPA Document of Work,
also turned out to provide a viable model for the analysis of and later interventions on evidence-informed
policy making. Building on the research knowledge synthesis, providing locally relevant knowledge and
assessing facilitators and barriers of knowledge integration and working towards tailored interventions
were all enforced by the results. Further, in the course of REPOPA, Edwards (2012) developed a revised
version for CIHR’s (Canadian Institutes of Health Research) Institute of Population and Public Health (IPPH)
of Graham et al.’s (2006) original Knowledge-to-Action Framework (original framework: http://www.cihrirsc.gc.ca/e/39033.html). The revised version includes scalability of knowledge, intersectoral collaboration,
implementation systems, economic analyses, equity and ethics considerations. These elements (except
implementation systems due to the scope of work package 1) were also covered in the work package 1
results, and seem to be relevant for further research such as REPOPA interventions in work package 1 and
work package 2.
In addition, as systems approach (Best, Holmes 2010) shortly described in the REPOPA Document of Work
suggests, European physical activity policy making seems to benefit from the non-linear, complex systems
perspective, which allows unpredictable changes but also helps to better understand policy processes.
The future REPOPA work will aim to make a synthesis of the above models and pursue a combination of
them to describe evidence-informed physical activity policy making in Europe.
6.2. REPOPA indicators
The aim of developing preliminary REPOPA indicators based on work package 1 results is to suggest a
usable method for evaluating the process of developing and implementing policies rather than establishing
the status of policies. Hence, the proposed indicators identify possible areas for improvement in integrating
research evidence into real-life policy making. They also provide input for the other work packages of
REPOPA. The indicators will be further developed during the REPOPA project and a final set of tested and
validated indicators will be published when the REPOPA project ends. The list below gives an idea of the
types of indicators to be tested and refined in the REPOPA project.
1)

Is the best available research evidence taken into account?
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•

2)

Is research evidence integrated with contextual needs?
•

3)

Yes/no. If yes, which sectors?

Are equity issues taken into account in the policy making process?
•

6)

Yes/no. If yes, which stakeholders and how are stakeholders involved? And to what
degree is the research community represented?

Have all relevant sectors been identified and involved in the policy development and
implementation?
•

5)

Yes/no. If yes, what kind of contextual needs e.g. feasibility, political priorities,
resources, population characteristics etc. are taken into account?

Are relevant stakeholders involved?
•

4)

If so, is it based on an evidence hierarchy (systematic review, evidence synthesis, article
synopses, randomized controlled trials, cohort studies, case-control studies, etc.):
yes/no; please specify

Yes/no. If yes, how is equity taken into account? (E.g. inclusion of those whom the policy
concerns, consideration of possible special needs for vulnerable or ethnic minority
groups in terms of access to physical activity facilities)

Is policy evaluation and/or policy impact assessment in place?
•

Evaluation: outcome, process, context evaluation. Yes/no: please specify

•

Impact: health impact, environmental impact, social impact. Yes/no: please specify.

7)

Is a systems approach taken into account, meaning that policy development can be nonlinear, with inter-dependences between levels, triggered by e.g. media events, negotiated
interests and communication? Yes/no, please specify.

8)

Are supporting structures (evidence platforms, working groups, and networks) and
knowledge dissemination of evidence-informed policy making in place/built/encouraged?
Yes/no. Please specify.

The future REPOPA work will test and refine the indicators and will suggest empirically tested and validated
set of indicators for evidence-informed physical activity policy making in Europe.
6.3. Methodological note
Strengths: Six EU member states plus evaluation expertize from Canada; multi-disciplinary research group
including representatives from universities, sector institutes and implementation institutes; wide range of
policy documents and interviews included in the analysis; comprehensive definition of research evidence;
rich and exploratory study for how and what types of evidence is used in integrated health policy; attention
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paid to other sources of evidence and political needs and use of evidence in the policy making process; in
addition to the research evidence, other types of information are very important in policy making.
Limitations: In this kind of study using qualitative methods for various different policies, comparison of
results across contexts and countries is not possible; further, at this early phase of REPOPA and due to data
gathered in different contexts and languages, understanding and determining comparability of certain
concepts is a challenge. However, the REPOPA project continues to clarify and harmonize the terms and
concepts used for evidence-informed policy making e.g. by developing a glossary for evidence-informed
policy making.
6.4. European added value
This study with six European countries provides an informative basis for understanding evidence-informed
policy making in a wide range of cultural settings, which also differ in their experiences and also in their
readiness to integrate research evidence with policy making in the area of physical activity.
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7. Conclusions
The objective of the work package 1 in the REPOPA project was to assess the needs, role and use of
research evidence in HEPA policy making and possible ways of knowledge exchange. In addition, this study
analysed how research evidence is being combined and negotiated with other kinds of evidence in HEPA
policy making. Moreover, the barriers and facilitators for the use of research evidence were explored. All
these questions were analysed using the 19 HEPA policy documents and the 79 interviews with the key
stakeholders from six European REPOPA partner countries.
Objective 1: Ways evidence is used in formulating the local/regional and national policies to enhance
physical activity
Summary of the findings
The analysed HEPA policies were context-dependent and therefore varied due to a country’s culture,
history, economy, and politics.
Also stakeholders in the six countries varied and their contributions to the HEPA policies varied from a
systematic approach to integrating research evidence and other kinds of evidence (e.g. stakeholder
opinions) to a sporadic or ad hoc approach to integrate research evidence and other kind of evidence in the
policy making process. Overall, peer-reviewed research was rarely used or referenced. When it was used,
mostly ad hoc research and epidemiological research was used. Instead, former strategies/ programs,
recommendations, traditions, political support, trends, legislation or economical information were used.
Experience-based information was often used in HEPA policy making and included expert know-how as well
as best practices from former experiences. Socially and contextually formed individual factors such as
values, interests, common sense and inspiration played a part in the policy making. All in all, often the
evidence used was implicit.
Conclusion No 1: Evidence integration by combining research evidence with expert know-how and
contextual needs seems to happen in the recent policies in the six EC countries involved. It looks that the
inclusion of best available research, using references indicating the source, could be further increased and
developed; further, making implicit evidence use explicit in all kinds of evidence used in policy making,
would increase transparency.
Objectives 2-3: Needs of policy makers (facilitators and barriers) in evidence use and ways of
communicating evidence to the policy makers
Summary of the findings
The central facilitators for the use of research evidence in policy making found were: support of
administration in terms of competences, financial, managerial and time resources; access to applicable
research, information, media, personal relationships and networks between researchers and policy makers,
and joint goals for the use of research evidence. In addition, the use of research evidence was promoted by
a common language between researchers and policy makers, continuous monitoring of health and other
data sources and including research persons in policy making processes.
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The main barrier to the use of research evidence in policy making was limited time available in the policy
making process. Often policy makers faced situations when relevant research evidence was not available in
relation to the impact, context or competing interests of politicians and researchers. Further, barriers
found included unpredictable and non-linear nature of the policy making, insufficient number of joint
criteria for the use of research evidence, lack of resources (financial and human), different or lacking
research and collaboration interests, as well as on the lack of simultaneity of research work during the
policy making process. Also in the policy making process, the political will to use research evidence
depended on the priorities laid down by voters and the values given to research evidence e.g. support to
finance the major research contributors, such as universities and research institutes. The type of evidence
used differed between public sector officers, which further depended on their interests, work-related
traditions and educational and professional backgrounds.
Conclusion No 2: Evidence-informed policy making could be strengthened by creating a supporting
organizational culture, access to research knowledge and providing economic resources, developing
competences, creative use of media and importantly, enhancing formation of relationships and networks
between researchers and policy makers by organizing working groups, seminars and forums,
commissioning research and evaluation work. Further, researchers and research institutes could focus
more on interaction with policy makers and provide research evidence in an applicable form and with
understandable, concise and clear language. To overcome the central barriers found, the research
community could try to provide salient and applicable research evidence in a timelier manner to policy
makers (assuming publication interests are not harmed); further, more research and development work is
needed to genuinely integrate research knowledge and on the other hand, political interests. This could
probably be enhanced by longer-term collaboration based on local priorities between those who carry out
research and those who develop policies. This approach would also help to overcome the lack of
simultaneity of research work during the policy making process.
Objective 4: REPOPA framework and indicators
Summary of the findings
The chosen REPOPA framework for evidence-informed policy making based on combining best available
research evidence with the population characteristics, needs, values and preferences and people’s
experiences and circumstances (Satterfield et al 2009), seemed to provide a functioning model for
conceptualizing the cross-sector and multiple-stakeholder-based evidence-informed decision-making. The
results indicate the need for longer-term collaboration between researchers and policy makers to learn the
traditions, conditions, values as well as resources of each other, are in line with the Knowledge-to-Action
framework chosen for the study. Further, the unpredictable nature of policy making exemplifies a systems
approach, which was one of the frameworks REPOPA was built upon.
The preliminary REPOPA indicators for evidence-informed policy making suggest a usable method for
evaluating the process of developing and implementing policies. Indicators are meant to identify possible
areas for monitoring and improvement in integrating research evidence into HEPA policy making. At this
point, based on the literature and work package 1 work, the Consortium has found eight topics (use of
research evidence, contextual needs, stakeholder involvement, multiple sectors inclusion, equity,
evaluation, systems approach, supporting structures) to develop indicators, and the Consortium will
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continue to further develop their measurement scale, refine them and complement the preliminary list of
indicators in the REPOPA project until 2016.
Conclusion No 3: The REPOPA framework and indicators provide promising and feasible model, concepts
and tools to monitor and further develop evidence-informed policy making.
Objective 5: Evidence-informed policy making platforms
Summary of the findings:
In order to evaluate the usability of existing infrastructures of knowledge exchange and furthermore, to
facilitate and enhance sustainability in evidence-informed policy making, the Consortium has started to join
or if needed, establish platforms for cross-sector evidence-informed policy making in all participating
countries. In Finland, the REPOPA partner there participated in a working group which facilitates access to
information on physical activity within the Ministry of Education and Culture. Other REPOPA countries are
either in a similar process or planning it e.g. an interest group within the Danish Society of Public Health has
been applied for.
Conclusion No 4: Creating or joining national inter-organizational platforms or working groups brings
sustainability beyond the REPOPA project time frame for the integration of research knowledge and policy
making.
Objective 6: Implications for other work packages in REPOPA
Summary of the findings:
These findings provide an informative basis for the intervention work packages, No2 and No3. First, they
confirmed the relevance of the draft REPOPA framework and indicators as tools for the further work.
Second, the country-specific findings can directly be applied to tailor the planned interventions in the four
intervention countries of Denmark, Italy, the Netherlands and Romania. Examples of these country-specific
findings are: background information such as research evidence used, details of the policy processes,
relevant sectors and key stakeholders, main facilitators and barriers in evidence-informed policy making,
context analysis, existing infrastructures of knowledge exchange, links between policy makers and
researchers, awareness and competences among policy makers and other stakeholders.
For other work packages (No4 and No6) these results provide mapping of infrastructure and networks for
physical activity policy making, information on the communication needs related to research evidence, and
existing competences in evidence-informed policy making. Work package 4 can start to prepare its Delphi
process based on this information and work package 6 can continue its work e.g. on evidence brief
development as well as country-specific platform and evidence informed policy making infrastructure
support.
Conclusion No 5: The other work packages can use the results of WP 1 to develop resources for evidenceinformed physical activity policy making, planning interventions, and disseminating REPOPA findings.
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