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Executive summary 
 
Aim and scope  
Policy makers and practitioners have long recognised the contribution that health promotion and disease 
prevention (HPDP) interventions can make to improving health and well-being and making health systems 
in Europe more sustainable, but investments in the field remain stubbornly low. There is a wide range of 
knowledge across Europe about effective approaches to prevent or delay the onset of chronic diseases and 
to alleviate their impact. JA CHRODIS (2014-2016) identified many good policies and interventions from 
across Europe, but also confirmed that they are being applied in a piecemeal rather than systematic fashion 
within and across countries. JA CHRODIS PLUS (2017-2020) built on this work, to identify how and what has 
proved effective in one setting can be transferred and scaled in another, as an approach to strengthening 
this field. This report investigates the process of transfer and implementation of five good practices 
selected by CHRODIS PLUS, to eight new settings across the EU. The five practices involved working across 
sectors and focused on improving physical activity and/or diet and nutrition amongst different target 
groups (children, employers, older people). Two were set in schools, one in the workplace, and two in the 
community, with a focus on ensuring a ‘whole of community’ approach to health promotion and disease 
prevention.  
 

Results and Conclusions 
The report includes summaries of these transfer and implementation processes, the approaches taken, the 
facilitators and barriers encountered, and the outcomes. Many implementors faced challenges such as the 
lack of: qualified staff to deliver the programmes; time available on the part of those delivering the 
programmes; adequate facilities; and lack of a ‘culture’ around health promotion, affecting the motivation 
of some target group participants. Despite such challenges, all the initiatives met their established 
objectives, and have plans to multiply or scale the full, or components of the programmes, nationally.  

CHRODIS PLUS generated useful lessons on how good practice in HPDP can be transferred and 
implemented from one setting to another, to strengthen collaboration across sectors and foster health 
promoting ‘cultures’ and communities. Many implementers attributed their achievements to the CHRODIS 
PLUS implementation strategy. They also noted the importance of a strong relationship between the good 
practice owner and the implementer. It was apparent that it was easier for localities with a comparatively 
stronger foundation in health promotion and disease prevention to trail the new initiatives. The more 
established the ‘culture’ of HPDP, the greater the incentive for professionals at all levels to invest their time 
and energy in relevant activities. The experience of the transfer of good practice in CHRODIS PLUS reflects 
this can strengthen networks and structures for HPDP in the implementing countries, but requires careful 
planning and dedicated resources. Investing appropriately can however yield significant returns, since 
positive outcomes and evidence of effectiveness can motivate the target groups and those delivering the 
programme and inspire other stakeholders, and activate a process of strengthend capacities and further 
‘roll-out. Harnessing the power of modern technologies to establish and engage in ‘communities of good 
practice’, where those applying interventions within and across European countries share experiences, can 
also accelerate this process.  

CHRODIS PLUS instigated these processes; it is hoped that government authorities and stakeholders will 
take them further, by investing in the further transfer and implementation of interventions included in e.g. 
the European Best Practice Portal. The CHRODIS PLUS Governing Board1 can play a key role by encouraging 

                                                           
1 The CHRODIS PLUS Governing Board was established in order to generate synergies between EU institutions and EU 
Member States and EEA countries in relation to the health agenda on chronic diseases and healthy ageing. It is 
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their national ministries of health to (also) transfer, implement, mainstream, and scale the CHRODIS PLUS 
good practices and/or others across Europe, and apply the learnings from CHODIS PLUS to do so, to ensure 
the sustainability of the results. This can contribute to the more systematic application of health promotion 
and disease prevention across Europe, and to a stronger ‘culture’ in this field, to reduce the costs of 
medical care for preventable conditions, whilst above all improving the quality of life and well-being of 
Europeans and their ability to contribute to society.  

Recommendations  
CHRODIS PLUS’s work in the area of health promotion and disease prevention has led to the following 
recommendations for all those interested in strengthening their activities, by drawing on, transferring and 
implementing the best practices that Europe has to offer: 

1. Commit to the vision and goal of health promotion as a process of working with other sectors to 

create environments and communities that support health, and to embedding this role in health 

systems, to improve health and well-being outcomes while reducing or delaying costs of health 

care. Draw on good practice from other settings and countries to achieve this. 

 

2. Build on existing motivation and resources: select good practices that address clear needs and 

national priorities and implement them in sites that already have some relevant structures and 

resources in place; involve existing networks and staff with pertinent experience. Also invest in 

building a strong implementation team with committed leadership and the relevant 

representatives working at different levels of government and sectors that can provide different 

perspectives. 

 

3. Apply a clear implementation framework to guide the implementation process, like the CHRODIS 

PLUS framework, which, in the experience of the implementations sites, works. Consider carefully 

how differences in local contexts (e.g., cultural aspects, social and organisational structures) can 

affect the implementation of the good practice, and what must be done to address this. Also 

consider from the outset what is needed to multiply and scale an intervention, and incorporate this 

in the implementation process. Be realistic when setting objectives and indicators and anticipating 

resources needed, including those for monitoring and evaluation. 

 

4. Invest in strong links between project ‘owners’ and ‘implementers’ in all phases of the intervention. 

Decide from the outset the nature of the transfer (e.g., exact or loose replication) and sign a 

Memorandum of Understanding (MoU), setting out the agreements between the two parties. 

Maintain close contacts through exchange visits and by e-mails, teleconferencing and the use of 

social media, throughout the process. Allocate sufficient staff time and other resources to enable 

this. 

 

5. Make the process of transferring and implementing the good practice fun, and invest in creating 

‘communities of good practice and change’, by networking with other stakeholders and making use 

of opportunities to mainstream, multiply and/or scale initiatives. This includes linking to other 

national and international initiatives to share learning and experiences through ‘communities of 

good practice’ and engaging the media, to inspire broader support and participation. 

                                                           
comprised of representatives nominated by the health ministries of EU Members States, EEA countries, and 
representatives of the European Commission and the European Region of the World Health Organization (WHO). 
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1. Introduction 
Over the past decades, advances in scientific and technological knowledge as well as in medical care have led 
to increases in life expectancy in Europe and across the world. As countries grow wealthier, communicable 
diseases have been replaced by chronic, non-communicable ‘lifestyle related’ diseases like cardiovascular 
disease, chronic obstructive pulmonary disease (COPD) and diabetes as a leading cause of illness and death. 
While the world is currently focused on the pandemic resulting from a new communicable disease - COVID-
19, the focus must also remain on chronic conditions, which continue to affect the lives of millions of people 
across Europe.  

Many chronic conditions now affect 8 out of 10 people aged over 65 in Europe. They are linked to aging and 
genetic predispositions, but also in large part to behaviours like smoking, unhealthy diets (e.g. 
overconsumption of sugar, salts and fats), alcohol consumption and a lack of physical activity. It  has been 
estimated that in the EU, in 2016, two-thirds of deaths of people under 75, i.e. 1.2 of 1.7 million deaths could 
have been avoidedi: 741,000 (62%) could have been avoided through more effective public health and 
primary prevention interventions; and one third, 422,000 (38%) through more timely healthcare 
interventionsii. Many of the deaths caused by COVID-19 in recent months could also have been avoided had 
patients had fewer avoidable pre-existing chronic conditions, that made them less able to withstand the 
virus. There is a risk that an increasing number of people will develop chronic diseases as a result of the 
secondary effects of COVID-19 (recession, physical distancing) and that the conditions of those already 
diagnosed will worsen, as people become more reluctant to seek medical treatment and advice, and medical 
services are over-stretched. The social isolation and physical distancing still required of those who are more 
vulnerable to infection can negatively affect mental health, physical health, and functional capacity. Health 
promotion and disease prevention therefore play a crucial role in strategies to contain the spread of the virus 
and its impact. 

Not only do persistent, long term conditions reduce quality of life and people’s ability to contribute to 
societies and the economy, they are also expensive to manage and treat. Since most chronic diseases can be 
avoided or delayed, the expenditures related to treating them would be better spent on effective measures 
to keep people healthy in the first place. There is a substantial evidence base suggesting that many health 
promotion and disease prevention interventions, delivered within the health system as well as in partnership 
with other sectors, are highly cost-effectiveiii. These resources are also invested in improving the quality of 
people’s lives; being healthier makes people feel better, whilst well-designed activities that promote health 
are, as this report will showcase, enjoyable and can generate social engagement, which also enhance health 
and well-being. Yet the vast majority of budgets earmarked for health continue to be spent on curative 
approaches, as investments in prevention remain stubbornly lowiv. While national and regional governments 
indicate a need for a greater emphasis on health promotion and prevention in their health plans, this 
intention is not being translated into action.  

For decades the predominant narrative in relation to health promotion and disease prevention has been that 
individuals are responsible for their lifestyles and their health related behaviours, and that the role of health 
promotion is to provide people with the tools that they need to take responsibility for their health. There is 
much more awareness today that structural factors have an enormous influence on people’s ability to 
respond to health related messages and guidelines. There is also more understanding that factors like income 
and education levels, the conditions in which people live and characteristics of their direct environment 
significantly influence their health related behaviours, affecting their capacities, as well as the opportunities 
and the motivation that they have to act in ways that promote their health and to protect themselves from 
illnessv.  It is therefore crucial to ‘make the healthy choice the easy choice’, particularly when it comes to 
people facing vulnerabilityvivii. This however requires coordinated action and collaboration across sectors to 
create such conditions and environments. More targeted interventions are also needed, that are designed 
to address the needs of and attract specific groups at different stages of the life course, like older people or 
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children, or for groups with a different cultural background. Investments to encourage and enable people to 
behave in ways that promote health and prevent illness should be targeted at those who are structurally 
disadvantaged, to ensure that they do not aggravate, but rather reduce health inequalities.  

At EU level, health is primarily an EU Member State ‘competency’; the EU cannot impose laws and regulations 
that affect how each Member State choose to run their health systems. The EU can however recommend 
that EU Member States make changes, in the context of for example the EU Semester process, and encourage 
EU Member States to learn from one-another’s effective practiceviii. An important part of its approach is also 
to facilitate a process of identifying and transferring best practice. In 2011, in this capacity, EU Member States 
requested the EC’s DG Health and Consumers (DG SANTE) to reflect on how to optimise the response to the 
challenges of chronic diseasesix. The mandate and the resulting report placed a strong emphasis on health 
promotion and prevention of chronic diseases. EU Member States, in response, expressed their support for 
a mechanism to validate and exchange good practice in the areas of health promotion and the prevention of 
chronic diseases and the management of chronic conditions, including patient empowerment. This initiated 
the work of the Joint Actionx on Chronic Diseases (CHRODIS 2014-2017). The work strand focusing on health 
promotion and disease prevention identified, on the basis of jointly developed set of criteria, 41 good 
practices in this field to reduce the burden of chronic disease. These interventions were fed into a “Platform 
for Knowledge Exchange”, an up-to-date repository of good practices for disease prevention and chronic care 
stakeholders. To further encourage the dialogue between Member States and EC in prioritising health 
challenges for good practice exchange, European Commission has established a Steering Group on Health 
Promotion, Disease Prevention and Management of Non-Communicable Diseasesxi. Ever since its formal 
establishment in 2018, it became a key communication and consultation mechanism for the Member States 
and the EC.  

CHRODIS’s work in the field of health promotion and disease prevention led to a report outlining Health 
Promotion and Primary Prevention in 21 European Countriesxii. It reveals that there is a diversity of systems 
and structures in relation to health promotion and prevention policies, programmes and practice. The report 
confirmed that most health programmes lack consistent and dedicated funding for health promotion and 
primary prevention, and structured and coordinated approaches to develop and sustain workforce capacity, 
for monitoring and evaluation, and for dissemination and use of findings in these areas. More investments 
are also needed to develop and maintain effective and sustainable partnerships for health promotion and 
disease prevention. Overall, there are many promising prevention and early detection programmes across 
Europe, but they are far from well-developed in most countries. The report confirmed that given the severe 
medical, social and economic consequences of chronic diseases, more effort and resources need to be 
invested in health promotion and disease prevention.  

The Joint Action (JA) CHRODIS-PLUS (2017-2020) built on this work, to promote the transfer and 
implementation of the kinds of innovative practices selected under CHRODIS for health promotion and 
primary prevention as well as patient empowerment and the quality management of chronic disease. 23 
partners from 14 EU Member States were involved in the work strand on health promotion and disease 
prevention. The main focus of the work strand was the transfer and implementation of five good practices in 
health promotion and disease prevention to different regions in five European Member States. The aim has 
been to make a direct contribution to strengthening health promotion systems in these countries, whilst 
drawing on these experiences to contribute knowledge on how the EU Member States can strengthen their 
health systems by drawing on effective practice from across the Europe. 
The work has led to a better understanding of how European countries can learn from each other, and 
successfully plan for, transfer and implement a good practice from one setting to another.  
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2. Transfer and implementation of Good Practices 
The JA CHRODIS identified a range of criteria for good practices, that were subsequently considered by the 
European Commission and incorporated into the criteria being applied by the Public Health ‘Best Practice’ 
Portalxiii. This defines ‘best practice’ as “a relevant policy or intervention implemented in a real life setting 
and which has been favourable assessed in terms of adequacy (ethics and evidence) and equity as well as 
effectiveness and efficiency related to process and outcomes. Other criteria are important for a successful 
transferability of the practice such as a clear definition of the context, sustainability, inter-sectorality and 
participation of stakeholders”xiv. 

The process of collecting good practices in the context of the first Joint Action CHRODIS (2014-2017) has 
revealed that there is a wealth of information and experience within EU Member States on effective and 
efficient ways to prevent and manage cardiovascular disease, stroke and diabetes type-2, and great potential 
to reduce the burden of chronic disease by making better use of this knowledge. Lack of emphasis and 
investment in health promotion and prevention is by no means the result of a lack of knowledge of what 
works. Making use of this knowledge, and strengthening prevention and early detection programmes across 
Europe by transferring and implementing programmes and interventions that have proven to be effective 
elsewhere, can however be a complex undertaking. Differences in context, like geography, culture and 
climate can significantly influence whether what works in one setting is effective in another setting as well. 

Transferring and implementing a good practice are inter-related but different processes. Transfer requires 
the participation of the initial good practice developers or owners, and those involved in implementing a 
good practice in a new setting. Even if a good practice is thoroughly described, regular support may be 
needed from the initial developers, to help maintain the integrity of the core elements that made it a success.  
Transfer therefore refers to the processes agreed to maintain these links, so that the initial developers 
continue to provide assistance over time. Implementation refers to the process of bringing together the 
actors involved, and of designing and carrying out an action plan to apply the good practice in the new 
context.  

There are many factors that affect how successfully a good practice can be implemented from one setting to 
another. Efforts to understand these different factors, and how they interact and influence outcomes has led 
to the development of the field of ‘implementation science’ which refers to "the scientific study of methods 
to promote the systematic uptake of research findings and other evidence based practices into routine 
practice, and, hence, to improve the quality and effectiveness of health services.xv"   

Implementation science emphasises the importance of understanding the context into which good practice 
will be implemented, including the composition and configuration of health systems, how these relate to 
other sectors and systems, and how health and health promoting activities are delivered. Another key tenet 
of implementation science is that it is crucial to work with the actual people that will be affected by the 
implementation. 

CHRODIS PLUS has aimed to contribute to knowledge on how good practice identified in one part of Europe 
can be transferred and implemented into another context. The partnership developed an implementation 
strategy and approach that was tested in the context of various CHRODIS PLUS work strands (see next 
section).  As part of the design of CHRODIS PLUS, partners involved in this work strand on health promotion 
and prevention identified five good practice interventions that addressed different groups across the life-
course. They were interventions that have been proven effective in promoting health-related behaviours in 
their original settings, and which could therefore make a contribution to reducing the burden of chronic 
diseases. Most of the interventions studied were more ‘downstream’, in that they encouraged the target 
groups (older people, the working population and children) to adopt new health-related behaviours, but they 
took place in settings like schools, the workplace, the community at large and required collaboration with 
other sectors to adapt and create the conditions for good health. The application of the CHRODIS PLUS 
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3. The CHRODIS PLUS implementation strategy and approach 

CHRODIS PLUS partners developed a strategy (Table 3) to support the transfer and implementation of good 
practices across the project. The organisations involved in implementing and transferring the good practices 
did so by applying the four steps involved in the strategy (see Figure 1, p.13). In the first year, all partners 
involved reviewed and agreed on the common use of the CHRODIS PLUS implementation framework. 
Partners worked with local implementers of the good practice to undertake a scope analysis, situation 
analysis (SWOT), identification of improvement areas and design of the Action Plan. This involved recognizing 
the existing structures and local resources where the good practice is to be implemented. They then assessed 
and adjusted the original initiatives to suit their local working culture and situation. During the 
implementation phase that lasted just over a year, implementing sites monitored the progress of 
implementations and collected data. During the final post-implementation stage, the implementers of the 
good practice evaluated whether the implementation was successful based on indicators included in the 
action plans, identified barriers and enablers, reported their experiences and suggestions for future 
implementation and sustainability/transferability. 

CHRODIS PLUS project leaders, researchers, and good practice owners supported the implementers, 
provided tools to complete implementation strategy steps, and facilitated group discussions. An external 
expert reviewed the pilot action plans and provided suggestions on what could be done to make them 
more effective, and also reviewed the final reports. Work package leaders monitored the implementation 
process through site visits, while virtual meetings took place once every two months between the work 
package leads, the original good practice owner and the implementers. Where the good practice owners 
were not available, work package leaders supported the implementers. In some cases, communication also 
took place via social media channels.  
 

Table 3: The CHRODIS PLUS Implementation Strategy 

 
The strategy consists of four stages that were followed in all implementation sites. Context is defined 
here as the local setting in which the implementation of a good practice takes place. The inner 
context, or setting, refers to the people, guidelines, decision-making structures, etc. The outer context 
or setting refers to the municipality, local, or national educational and/or health and/or health-
promoting systems that can affect implementation. For the interventions transferred in the context of 
CHRODIS PLUS, this included the executive board, experts, and researchers are part of the outer 
context. 

Step 1: Scope Analysis 

In the scope analysis, implementation working groups at local level considered carefully how the 
intervention could address specific challenges in the local context. This involved consideration of: the 
health situation of the local population and local needs, interests, and capabilities. A structured group 
discussion was applied that involved five steps to: (1) identify and describe the problem/challenge, (2) 
describe the general purpose of the intervention, (3) describe the target population, (4) analyse the 
intervention’s components and identify the central features that are essential to achieve the desired 
results, and (5) select the components of the proposed good practice that will be locally 
implemented.  

 

 

https://www.mdpi.com/1660-4601/17/4/1281/htm#fig_body_display_ijerph-17-01281-f001
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Step 2: SWOT Analysis 

Situation analysis — “strengths, weaknesses, opportunities, threats” (SWOT)—is used to identify the 
respective organizations’ internal strengths and weaknesses, as well as external opportunities for, and 
threats to, implementing the interventions based on the selected components. The SWOT was 
designed to help with both strategic planning and decision-making in relation to the planned 
intervention. SWOT was chosen as a tool because it is a structured, well-known, and easy-to-use 
method. During the SWOT analysis, the local working group in each implementing site considers the 
strengths, weaknesses, opportunities, and threats to the implementation of a good practice across 
five dimensions: (1) sustainability, (2) organization, (3) empowerment, (4) communication, and (5) 
monitoring and evaluation.  

On the basis of a template developed by CHRODIS PLUS to facilitate discussion, all implementing sites 
prepared a document that presented the most important strengths, weaknesses, opportunities, and 
threats for their organization, with an overview of major issues, priorities, and strategic actions 
needed in relation to their planned intervention. 

 
Figure 1. JA CHRODIS PLUS Transfer and Implementation Strategy 
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Step 3: Elaboration of Pilot Action Plans 

Members of the local implementation working groups met to develop and improve their action plans, 
which provide a concrete set of steps and activities that need to be conducted in order to implement 
their respective health promotion interventions. 

This process involved an adapted version of the iterative cyclic nature of “collaborative methodology” 
[22] which required the working groups to address three main questions: (1) What are we trying to 
accomplish? (2) What changes can we make that will result in a successful implementation of the 
proposed good practice as well as improvement? (3) How will we know that a change is an 
improvement? These questions were used to develop a concrete action plan, which was devised in 
five steps: (1) identify the specific issues to work on, (2) detect improvement areas, (3) define specific 
objectives, (4) develop the change package, and (5) set key performance indicators. CHRODIS PLUS 
also developed a template that all implementing sites to use to develop their action plans.  

Step 4: Plan–Do–Study–Act (PDSA) Cycle 

The plan–do–study–act (PDSA) cycle presents a pragmatic scientific method to test for changes in 
complex systems. The four stages mirror the scientific experimental method of formulating a 
hypothesis, collecting data to test this hypothesis, analysing and interpreting the results, and making 
inferences to iterate the hypothesis [23,24,25]. The pragmatic principles of PDSA cycles promote the 
use of an iterative approach to test interventions. This enables rapid assessment and provides 
flexibility to adapt the intervention according to feedback to ensure fit-for-purpose solutions are 
developed. 

The steps of the PDSA approach are as follows: (1) plan: plan the actions defined in the pilot action 
plan. Detail actors (who), functions and roles (what), timeframe (when) and setting (where); (2) do: 
test the action and, once finished, collect data and document any problem or unexpected 
occurrences; (3) study: analyse the data obtained during the testing step. Compare the results to the 
predictions, and summarise the learning; (4) act: based on the lessons learned, refine changes and 
determine modifications. This improved change is then re-implemented in a new PDSA cycle. 

 
Documents from each implementation strategy step, notes from the meetings, site visits, recorded webinars, 
and other documentation from the communication were stored to help the analysis of the implementation 
process and to understand the outcomes. All implementers provided a detailed report setting out their 
implementation strategy, the enablers and barriers and lessons learnt. The following draws on these reports, 
to highlight the key factors within the local context that affected implementation, the approaches taken and 
the outcomes and the lessons learned. 

  

https://www.mdpi.com/1660-4601/17/4/1281/htm#B22-ijerph-17-01281
https://www.mdpi.com/1660-4601/17/4/1281/htm#B23-ijerph-17-01281
https://www.mdpi.com/1660-4601/17/4/1281/htm#B24-ijerph-17-01281
https://www.mdpi.com/1660-4601/17/4/1281/htm#B25-ijerph-17-01281


https://webgate.ec.europa.eu/dyna/bp-portal/practice.cfm?id=62
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One of the reasons that Utebo was selected as an implementation site was that there were existing structures 
to build on. Health care systems in Spain tend to be very medicalised. The aim of the pilot in Utebo, which 
was also incorporated into the Action Plan, was not just to implement the Multimodal Training Intervention 
Programme, but also the model of community based care in which it was embedded in Iceland. The pilot 
therefore also involved strengthening primary, community based care models, as an approach to using health 
resources more efficiently and to ensuring the sustainability of interventions like the Multimodal Training 
Intervention.  This entailed a mapping of all health-related community resources in the city of Utebo and 
including this in a database that could be consulted by primary health care providers.  This would enable, for 
example, primary care nurses to refer older patients to sport centres able to accommodate them. 

Approach  
The implementation of the pilot involved 
collaboration between several services. The Health 
Department in the government of Aragón provided 
strategic vision the personnel needed to monitor 
health of participants. The Utebo City Council 
provided the infrastructure and human resources 
needed to implement the programme, via its 
departments of sports and public works, Social work, 
health and consumption, direction of municipal sports 
services. These different actors were able to identify 
and bring together the people and facilities that were 
needed to implement the programme. The primary 
health care centres were responsible for helping to 
recruit and to monitor participants, the municipal 
sport services provided the training locations and trainers. 

Before the implementation started in Spain, trainers and project managers came to Iceland for a site visit 
where they learned all about the MTI, were given the opportunity to take part in measuring a new group in 
Iceland, visit the training areas and were given lessons on how everything works, from measuring, training, 
organize and maintain lectures, collecting and working with data and communicating with participants. In 
addition, before the teams in Lithuania and Spain started, the team from Iceland, Janus Gudlaugsson (PhD) 
and Lára Janusdóttir (MBA) went to each location to help them get started with the measurements, teach 
the rest of the teams how everything is done and correct them if needed. This was also very important to 
make some minor corrections on measurements, so everything would be correct from the start and 
comparable between countries.  

Fifty-two people over the age of 65, who were able live and function independently, were recruited through 
nurses at the primary care centres, following clinical criteria. Their participation was sustained throughout 
the trial period. The initiative was also publicised through the local and regional media during different 
phases of the pilot, while a local television channel also took interest. It was disseminated through social 
networks (Facebook and Twitter). Visibility was in addition achieved through specially made t-shirts worn by 
all participants, to create an identity. 

Outcomes and lessons learned 
The measurements of the health outcomes of the 51 participants reflect improvements in their physical 
condition, state of health and quality of life. Those who completed the programme experienced 
measurable improvements in for example lower resting heart rates, greater endurance, improvements in 
flexibility, strength and balance.   

Picture 1. Article that appeared in ‘Heraldo de Aragon’ 

about the Multimodal Training Intervention (18 March 

2019) 
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Amongst the barriers identified to the implementation of the programme were the additional burden it 
places on the work load of all professionals involved, related to bringing together different community 
resources to refer patients to community resources and to establish specific spaces and times where older 
people could come together and engage in physical activity.  Nevertheless, it was recognised that the initial 
investments to build community, asset-based health models would bear fruit in the future, leading to better 
and more efficient models of health.  It was however difficult to reach those in most need. The resulting 
database for example now includes all initiatives in the community relating to health and physical activity, 
such as occupational therapy services, dance therapy, social theatre for children, municipal voluntary 
programmes as well as the Multimodal programme, that medical professionals can refer their patients to.   

The three main government directorates involved have expressed a commitment to maintain the 
collaboration and expand the Multimodal training programme and the broader community-based care model 
that it sits within. The General Directorate of Sport will for example continue with the process identifying 
people who can implement the programme to guarantee the sustainability of the action in the long term. 
The Directorates-General for Healthcare and Public Health will continue to recruit participants and 
recommend the activity, while it also expects it to expand via ‘word of mouth’ from existing participants.  

The team from Iceland was planning to visit the implementers in Spain and have a meeting with politicians 
and others with the interest in further roll-out in Spain. The meeting had to be postponed because of Covid-
19, but will be re-scheduled as soon as possible.  

For more information about the transfer and implementation, see Annex 1. p.41. 

 

4.1.2 Implementation in Klaipėda city and Klaipėda district municipalities in Lithuania 

Context 
The Lithuanian Institute of Hygiene collaborated with Public Health Bureaus of Klaipėda city municipality and 
Klaipėda district municipality to implement the Multimodal training intervention programme.  Klaipėda city 
municipality (98 km²) has a population of 184,657, while the more rural Klaipėda district municipality (1336 
km²) has a population of 50, 617, of which approximately 15.2% is over the age of 65. Results of the adult 
lifestyle survey conducted in 2018 show that there were 35.2% of physically active adults in Klaipėda city in 
comparison to 40.5% in Lithuania as a whole.   

In Klaipėda district municipality, two groups in the more rural areas, and another in the city of Gardzdai 
participated in the programme While infrastructure for physical activity is expanding in both districts and 
there are activities to promote this, the resources available to do so are quite scarce, particularly when it 
comes to facilities and activities for older people.  
 
Approach 
The implementation in Klaipėda city and district municipalities was almost exactly the same as the original 
practice, since the goal was to transfer the practice as it was rolled out in Iceland. As in Spain, project 
managers and trainers visited Iceland before the intervention, while the team from Iceland visited each 
location to help them get started with the measurements, teach the rest of the teams how everything is done 
and correct them if needed.  

Public Health Bureaus involved other public health specialists and recruited students studying physical 
education, public health and kinesitherapy as volunteers. Municipal governments were also involved, by e.g. 
buying monitoring equipment.  

Participants were recruited through the Public Health Bureaus, who already had some contact with the target 
populations recruited the participants, in collaboration with other bodies like Alzheimer’s and carers 
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associations in case of Klaipėda city. They also recruited participants by publishing information in social 
networks and distributing flyers encouraging participation in libraries, churches and other public spaces. In 
Klaipėda city there was an overwhelming interest to participate in the intervention, while it was more difficult 
to recruit participants in the more rural Klaipėda district municipality. 

In total, in Klaipėda city municipality, 170 participants over the age of 60 took part in the programme and 
were organised into 11 different groups. The progress was measured of all participants, during the course of 
17 sessions that took place during the year-long implementation period. In Klaipėda district municipality, a 
total of 175 participants were enrolled in the program and 19 measurements took place.  

 
Outcomes and lessons learned 
Initially, the implementation faced a number of obstacles. Finding adequate infrastructure proved 
challenging, as public infrastructure was not adequate, and privately owned sports centres were not keen 
to participate without financial incentives. It was therefore difficult to find the space to accommodate large 
groups. It also took more time than anticipated to translate relevant documents from English into 
Lithuanian, and to retain staff over the year-long period. Maintaining the motivation of some participants 
was also an issue, particularly in the more rural Klaipėda district, where they had to travel long distances by 
car to take part in training or monitoring activities.  

Despite these obstacles, the intervention was found to benefit 
the participants. It improved their physical activity, flexibility, 
endurance, posture, people’s body composition, weight, vitamin 
D levels and their general sense of well-being. Since participants 
trained alongside other community members, it also improved 
their sense of inclusion, and improved intergenerational 
relations in the community. Younger people often helped older 
people use certain equipment, and learning how to use the 
exercise machines built their confidence to go to the gym on 
their own. The implementers indicated that participants often 
expressed they were happy with the programme and inquired if 
others could join, and if it would be continued. They noted that 
factors like family support, positive attitudes of doctors vis-à-vis 
the intervention and personable trainers who attended to the 
needs of participants were important and contributed to the 
overall positive outcomes.  

Klaipėda district municipality shared the information about good practice with the Public Health Bureau of 
Sakiai District, who showed an interest in the programme. There are two polyclinics in Klaipėda city that are 
interested in the intervention and would like to cooperate with Public Health Bureau and prescribe the 
training to their patients. The Multimodal training intervention will be presented during the next annual 
meeting of all Public Health Bureaus across Lithuania, with the aim of transferring it as a good practice to 
other municipalities. In January 2020, the Ministry of Health in Lithuania visited the practice owners in Iceland 
(Janus Health Promotion) as part of their plans to roll-out MTI across the country.  

For more information about the transfer and implementation, see Annex 1. p.46. 

 

Picture 2. A MTI Nordic walking group in 

Lithuania (a capture from Twitter) 





Building on what works: transferring and implementing good practices 
 

 

P a g e  | 20 

Schools are recruited to the ASF program by invitation and, once engaged with the program, they are 
supported on a program of action planning and self-evaluation. They must apply a ‘whole-school’ 
approach, and review their current provision across the areas of physical education (PE) and physical 
activity and to commit to a number of improvements. They review areas include elements of planning 
and PE curriculum, professional development, school PE resources, activity during break times, cross-
curricular activities and inclusive physical activity. There is also a strong emphasis on partnership and on 
working with pupils, parents, the local community and national agencies. The focus on issues of inclusion 
and partnership may be of particular relevance to addressing inequalities in physical activity and in 
sustaining physical activity. 

More information about the practice is available here www.activeschoolflag.ie 

The ASF is an ever-evolving programme. Adjustments are made to the process on an annual basis in 
response to school feedback. A new ASF for the secondary school (post primary) sector (ages 12-19 
years) is currently being designed’.  

 

4.2.1 Implementation in two schools in the Piedmont Region, Italy 

Context 
According to a survey conducted in selected schools of Piedmont Region in 2016, about 1 in 7 children (15%) 
are physically inactive. Only 1 in 3 children get the recommended level of physical activity for their agexvi.    

Schools in Italy are generally very big, with 1,200 pupils on average, and have a lot of autonomy. They provide 
physical activities, but often not in a coordinated manner. Teachers who are not specifically physical activity 
educators do not receive training in the subject and do not feel confident engaging children in physical 
activities.  The Centro Storico Moncalieri school which is located in a small town in the metropolitan area of 
Turin, the capital city of Piedmont, in the north-west of Italy, has 1300 students (aged between 3-14) from a 
variety of socio-economic backgrounds; 20% of students are immigrants, largely from Romania, but also 
Africa and other countries. The school is comprised of a single building. Istituto Comprensivo “Rita Levi 
Montalcini” with 1200 students, is based in the historic district of Torino, that has become a well-off 
residential area, housing public services and businesses. The school is comprised of four buildings in separate 
locations.  

Approach 
The Piedmont Regional Health Promotion Documentation Center (DORS), a CHRODIS PLUS partner, and the 
Azienda Sanitaria Locale di Collegno e Pinerolo (Italy), worked together to transfer and implement ASF in two 
schools in the Piedmont SHE Network, that expressed an interest in participating in the programme. The two 
schools appointed a coordinator to implement the activities in the school. Teachers in the two schools (six at 
primary level at the Rita Levi Montalcini School and five primary and middle school levels at the Centro Storico 
Moncalieri school) volunteered to implement the activities relating to the ASF. Rita Levi Montalcini school 
introduced activities in all 6 first classes, Centro Storico Moncalieri school introduced activities in 5 classes. 

A delegation of the implementing schools visited the Irish good practice owners (Department of Education 
and Skills in Ireland) to learn about the programme before the implementation began. A delegation of good 
practice owners visited the pilot sites in Italy in the middle of the implementation to share experiences and 
receive suggestions directly from the donors. In addition, the implementing sites exchanged e-mails and 
experiences through a closed Facebook group.  

file:///C:/Users/i.stegeman/Documents/To%20do%20June/CHRODIS+%20Overview%20report/www.activeschoolflag.ie
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The schools compared the self-evaluation instrument with those already in 
the schools of the SHE Network, undertook a context analysis applying the 
Irish instruments, and introduced a selection of ASF activities, modifying 
the organisation and the cultures of the school accordingly. They revised 
their existing physical activity and education programmes to ensure that all 
received at least an hour a week with wide and broad content. They also 
introduced a minimum of two physical activities such as stretching, ‘The 
Daily Mile’ programme, active homework (ex: “take a walk with parents for 
15 min”), active breaks in class and outdoors (using Go Noodle, action 
songs, wake up shake up activities). The schools in addition collaborated 
with local sport clubs promoting ‘taster session activities’ and public sport 
events in which families could participate (e.g. Bimbinbici, Turin Marathon.) 
The Rita Levi Montalcini School organized an active school week, pairing 
with St Clare’s school (an Irish school in Dublin). The Centro Storico school 
organized a “play day” with games and activities for all classes, in the last 
day of the school year. Each school formed a working group (composed of 
teachers, parents and students) to embed physical activity in the school 
policy.  

Outcomes and lessons learnt 
The programme was implemented as planned, with positive outcomes. More than 21% of students were 
involved over the implementation period, and teachers found the programme easy and feasible to 
implement. Initially the implementers wanted to introduce ASF in only two classes but ended up 
implementing in even more. When other teachers saw the routines and activities, some asked to join in.The 
reported benefits of the initiative include: increased levels in concentration and focus, greater attentiveness 
and participation during lessons. Children were eager to come to school for ‘Wake Up, Shake Up’. The medical 
team of a young boy with Down syndrome indicated he benefitted a lot from daily running activities. The 
programme helped to shift the perception of physical activity as an ‘add-on’ or a ‘waste of time’, to a 
mechanism to enhance the teaching and learning environment with a justifiable place within the school day. 

Amongst the factors identified that contributed to the success was the high level of engagement from 
teachers and school principals, and the fact that the regional authority was involved in the local 
implementation working group which was important for recruitment and to sustainability. The extent to 
which coordinator had contact with teachers across the schools was important. The coordinator of the ASF 
in Rita Moncalieri school had daily contact with her colleagues and implemented activities in her own class. 
The coordinator in CS Moncalieri school was a teacher in the middle school, which is in a separate building 
to the primary school. This made it more difficult for her to motivate and engage elementary school teachers. 
Both schools benefited however, from a highly engaged principal, who embedded ASF in school policy and in 
school PTOF (three years school educational offer plan).  

Crucial were also the exchange visits between the implementers and the original owners of the intervention 
at the start and during the implementation processes. For example, during the site visit the good practice 
owner encouraged the school to organise an Active School Week, but advised to start with a small number 
of activities rather than doing a lot at once. They aslo advised on how to reshape some activities. Finding a 
mechanism to enable schools to share ideas, activities and successes with one another can help to strengthen 
the programmes outcomes. The video footage taken during the donor’s school visits (‘Wake Up, Shake, Up – 
Daily Running – Active Maths – Breaking Up Sitting Time etc) for example provided rich and valuable material 
for future development work. The fact that the implementation sites in Lithuania and Italy didn’t exchange 
and compare their experiences was considered a missed opportunity that could have been enriching for 
everyone.  

Picture 4. Article about ASF in 

Irish Times 
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Italy recently began a project funded by the National Centre for Disease Prevention and Control (CCM), called 
”Muovinsieme” (move together): School and local authorities for the promotion of healthy and active 
lifestyle, that will incorporate elements of the ASF programme.  It  also addresses physical activity in school 
settings, and involves Piedmonte and three other Italian Regions. The aim is to incorporate the Active School 
framework, to continue to promote activities like the active break, morning run, Active School Week and to 
extend them to all the regions in Italy. 

For more information about the transfer and implementation, see Annex 1. p.59. 

 

4.2.2 Implementation in Klaipėda city and Klaipėda district municipality, Lithuania 

 

Context 
Physical activity levels in Lithuania are amongst the lowest in Europe; only 9,7 % of children in Lithuania meet 
the requirement of 60 minutes daily physical activity. This number is slightly higher in Klaipėda city, were 
12,1 % of 5th, 7th and 9th grades achieve this. While most children in Klaipėda district municipality, a more 
rural area, walk more than one hour per day, the overall time that they spend on physical activity is declining.  

In Lithuania, schools are committed to a long-term strategy to promote physical activity and healthy lifestyle, 
via the Healthy School programme led by the Ministry of Health. Nevertheless, national level surveys 
indicated that there is a lack of public appreciation amongst the general public for the importance and 
benefits of physical exercise. Infrastructure and equipment in most schools is often lacking or worn out, 
obsolete or broken while schools lack staff the time to deliver programmes.  

Approach 
Two schools in Klaipėda city implemented the intervention: Gilijos Primary School (598 pupils) and Sendvario 
Progymnasium (680 pupils). Three schools in Klaipėda district municipality also piloted ASF, involving 190 
children in 11 classes (aged 6 – 11). Supervised by the Institute of Hygiene, employees from the Public Health 
Bureaus (PHB), responsible for checking and promoting of students’ health and safety, managed the pilots. 
They worked with each participating school to build an ASF team, consisting of administration workers, 
teachers and health specialists. The school’s health specialists were primarily responsible for implementing 
the programme in schools, and for liaising with PHBs, while the Institute of Hygiene (HI) was the main contact 
with the ASF project owner team in Ireland.  

A delegation of the implementing schools visited the Irish good practice owners (Department of Education 
and Skills in Ireland) to learn about the programme before the implementation began, but no other exchange 
visits took place during the implementation process. 

The approach involved investigating and making improvements in the regular school curriculum in order to 
ensure that children engaged in at least 60 minutes of moderate physical activity a day. It also involved 
determining how to involve the whole community, including students, teachers, parents, the school 
administration and the local community in this process. In accordance with the original programme, the 
schools created an ASF committee, including a team leader, teachers and parents. The schools were 
encouraged to organise activities that would best suit their location or interests. Those selected included: 
introduction of new physical activities (Run around Europe and Lithuania, mile a day, active breaks, active 
travel and etc.) and the organisation of longer duration events like an Active School Week, active September, 
and a European mobility week. Where there was a lack of suitable equipment, project partners helped 
implementers source these. The schools also collaborated with local sport clubs and organisations and took 
part in local events (Healthy days, Independence Day running). 
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Outcomes and lessons learned 
The implementation project experienced some delays in translating materials and coordinating evaluation 
process, reflecting a need to receive, adapt and translate methodological material at the pre-implementation 
stage.  The Institute of Hygiene was primarily in contact with the practice owners, but experienced a high 
staff turnover during the implementation period. This affected the otherwise mutually beneficial link 
between the practice owner and the local Public Health Bureau employees responsible for the pilots, and 
their ability to benefit more from the practice owner’s experience. 

Despite these difficulties, the schools were able to implement all planned activities, and achieve the most 
important objectives with good results.  Measurements of the number of activities organised and students 
engaged in Klaipėda district municipality reflect that all students were involved.  The programme evaluations 
results derived from the Self-evaluation Questionnaire and Teachers’ Questionnaire in all implementing sites 
were positive. Teachers from both Klaipėda city schools indicated that the intervention increased their 
confidence in the delivery of the PE curriculum, generated a more positive school atmosphere and improved 
teacher-student relationships. The qualitative results reflect that teachers noticed children were more 
attentive, punctual, and that their behaviours improved and they participated more in lessons, with better 
academic results. Overall, they noticed that the programme created a positive atmosphere in school, and 
improved children/pupil relations. They also noticed that children who have behavioural and attention 
problems were more involved in ASF activities. The programme led health promotion activities to be 
perceived as positive, fun and inclusive. The fact that 19 other schools in the district would also like to 
implement elements of ASF, and an application has been made and accepted by the Sport Support Fund to 
enable this, reflects the programme’s positive impact. In addition, both schools from Klaipėda city will take 
part in the National Network of Active Schools that was recently launched in Lithuania. The government of 
Lithuania is planning a nation-wide physical activity policy that will be advised through the experience of 
piloting the interventions by the Institute of Hygiene.  

For more information about the transfer and implementation, see Annex 1. p.63. 

 

4.3  ToyBox from Greece transferred to schools in Malta 
 

Early childhood is a critical period for addressing obesity prevention since behaviours, psychological 
traits and physiological processes are largely developed or formed at this young age. The development 
and adoption of the desired behaviours will help to ensure optimum growth during childhood and 
increase the likelihood of long-term health in adulthood. 

The Greek ToyBox - Taste and move adventures project is an evidence-based, multicomponent, 
intervention primarily involving the kindergarten setting. The programme targets four energy-balance 
related behaviours (EBRBs) among 3-4-year-old preschool children and their families that contribute to 
early childhood obesity i.e. drinking, eating and snacking, physical activity and sedentary behaviour and 
their determinants, with the aim of promoting water consumption and healthy snacking, increasing 
physical activity and reducing sedentary behaviour, both within and outside of the school. Teachers are 
regarded as key role models throughout the project, and are asked to facilitate a health-promoting 
environment during school hours. Parents are also included in the intervention through newsletters and 
are encouraged to create a home environment that facilitates these behaviours.   

The project was implemented over 24 weeks, with each behaviour (i.e. healthy snacking, increasing 
physical activity, reduction in sedentary behaviour and promoting water consumption) targeted 
sequentially over a 4-week period. The cycle was then repeated, with each behaviour being focused 
upon for a 2-week period. Classroom environments were reshaped at the beginning of the scholastic 



http://chrodis.eu/wp-content/uploads/2018/01/toybox-intervention.pdf



























































































































