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� e epidemiological pro� le and health problems 
of the Brazilian population have changed over the last 
century in Brazil1-2. Longitudinal studies have shown 
a decrease in infant mortality, as well as improvements 
in educational levels, increasing areas covered by basic 
sanitation, housing improvements and increases in 
vaccination reach3. � ese changes contributed to 
the increase in life expectancy. However, there was 
concomitantly an increase in excess body weight 
and in morbidity and mortality due to chronic non-
communicable diseases2. Currently in Brazil, over 

50% of adults are overweight, 14.8% are smokers 
and 79.8% do not consume at least � ve or more 
servings of fruits, vegetables or greens4. Heart diseases, 
chronic respiratory diseases, diabetes, cancers and 
renal diseases are the main causes of death in Brazil 
today5. In addition, surveys among samples of adult 
population in Brazilian capitals have indicated that 
60% of adults do not engage in any kind of leisure 
physical activity and about 85% of people do not 
practice at least 150 minutes of physical activity in 
this domain6-7.

Abstract

The present study aimed at: 1) describing the prevalence of actions to promote physical activity and healthy 
eating and describing the characteristics of family health strategies in Brazilian municipalities funded to 
implement the “Health Gym Program”; and 2) verifying the prevalence of these actions according to the 
presence of Family Health Support Centers (FHSC) and the presence of physical education professionals and 
nutritionists in the health family teams. We conducted telephone interviews with public health managers 
in 2012 in all cities funded to implement the “Health Gym Program”. We described the frequencies (%) of 
the family health teams’ characteristics and of the physical activity and healthy eating actions, and we 
calculated the prevalence in municipalities with and without FHSC, and in municipalities with and without 
physical education professionals and nutritionists in the teams. We used the chi-square test to evaluate the 
associations. Out of a total of 5,570 municipalities in Brazil in 2012, 2,074 (37.2%) were funded to implement 
the program, and amongst them, 44.1% (n = 914 public health managers) participated in the survey. Most of 
the municipalities did not have FHSC teams (61.5%), though reported developing physical activity (84.1%) or 
healthy eating actions (83.9%). The education sector was referred to as a public partner in most actions. The 
prevalence of physical activity (91.5%, p < 0.001) and healthy eating (88.2%, p = 0.006) actions was higher in 
cities with FHSC than in their counterparts. The prevalence of primary care actions was higher in municipalities 
that had physical education professionals and nutritionists in teams. Having FHSC with physical education 
professionals and nutritionists is an important factor for promoting physical activity and healthy eating.
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A recent study emphasized the severity of these 
problems in the world, showing that excess body 
weight, smoking, lack of physical activity and low 
consumption of fruits and vegetables are among the 
main risk factors for diseases8. � erefore, the current 
health problems are very complex, they include 
among their main causes risk factors that are related 
to lifestyle and that can be modi� ed, requiring in 
this way ample actions that address the issue and 
prioritize the factors that are determinant for good 
health. � e organic health law in Brazil places food, 
housing, education, leisure, transportation, income, 
labor, environment, primary health services and 
basic sanitation and physical activity as determinants 
in the health-disease process9-10, considering that 
health promotion aims to act directly to improve 
these determinants through a combination of 
educational, behavioral, social and environmental 
support, with popular participation and social 
control11-12. In this sense, the National Health 
Promotion Policy presents principles and guidelines 
for the improvement of health determinants and to 
address the problems that a� ect Public Health in 
Brazil, and places the Uni� ed Health System (SUS) 
as an important driver in this process13.

� e Family Health Strategy is one of SUS’ main 
primary health care policies. It was implemented in 
1994, initially with teams composed of doctors, nurses, 
nursing auxiliaries and community health agents, 
which have contributed to improve the primary health 
care, mainly by shifting the focus from individual care, 
based on the biomedical and curative model, to a 
collective health approach aimed at primary prevention 
of diseases and health promotion14-15. � e Family 

Method

Health Support Centers (FHSC - NASF) emerged 
in 200816 as part of the Family Health Strategy and 
aimed at improving integral care, interdisciplinarity 
and intersectoriality related to health promotion and 
disease prevention within the SUS scope, through 
the matricial support and support to the actions in 
the territory where health teams work, including 
other professional categories in this care level, i.e. 
nutritionists and physical education professional.

In 2011, the Ministry of Health launched the 
Health Gym Program, which aims to contribute to 
the promotion of health, to the production of care 
and to healthy lifestyles from the implantation of 
hubs with infrastructure and skilled professionals17-18. 
Also in 2011, the National Plan for Combating 
Chronic Non-Communicable Diseases established 
health promotion as one of its guidelines, including 
promotion of physical activity, promotion of healthy 
eating, active aging, prevention and control of 
smoking and of excessive alcohol consumption19.

However, there are still few descriptive quantitative 
studies on actions to promote physical activity and 
healthy eating in Brazilian municipalities, mainly 
analyzing the participation of FHSC in these actions. 
Given that this type of diagnosis is essential for 
monitoring the health policies implementation, the 
objectives of the present study were: 1) to describe the 
prevalence of actions to promote physical activity and 
healthy eating, and the characteristics of family health 
strategy in Brazilian municipalities that were funded 
for the development of the Health Gym Program; and 
2) to verify the prevalence of these actions according 
to the presence of FHSC and of physical education 
professionals and nutritionists in the teams.

� is study is part of a multicentre research entitled 
"Health Gym: evaluation of programs to promote 
physical activity in Brazil". � e study was conducted 
between December 2011 and November 2014. 
� e data presented in this article refer to a cross-
sectional survey carried out with the main health 
managers (Secretaries, Undersecretaries, Directors, 
Superintendents, and Coordinators) in municipalities 
with resources from the Ministry of Health for 
the development of the Health Gym Program in 
2011 and 2012. As of July 2012, there were 2,074 
municipalities with resources for the implementation 
of the Health Gym program throughout the country 

(37.2% of a total of 5,570 Brazilian municipalities). 
� e interviews with the managers were carried out 
by a company specialized in data collection, using the 
computer-assisted telephone interview system. � is 
procedure is used by the health surveillance system of 
the Brazil’s Ministry of Health (VIGITEL)4.

� e questionnaire used during the interviews 
with the managers was elaborated by the project’s 
group of researchers, based on the National Policy 
for Health Promotion documents13 and the 
ordinance that created the Health Gym Program17. 
� e � nal version of the interview instrument was 
composed of 68 questions divided into seven blocks: 
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1) General information on the interviewed manager; 
2) Structure of the municipality’s primary care and 
family health network; 3) Municipality’s health 
promotion actions; 4) Manager’s knowledge about 
the Health Gym Program; 5) Information about 
the implementation of the Health Gym Program 
in the municipality; 6) Expected results for the 
Health Gym Program; 7) Questions about new 
submissions to request funds for the Health Gym 
Program. � is paper worked with the information 
obtained in blocks one, two and three.

� e registry of the telephone numbers of the 
municipalities contemplated was made available 
by the Health Surveillance Secretariat of the 
Ministry of Health for the company responsible 
for data collection. Initially, the company made 
the � rst telephone contact with the Municipal 
Health Secretariats and tried to schedule the 
interview with the respective Secretary or with 
the main health manager of the municipality 
(Directors, Coordinators, Managers, or Health 
Superintendents). In the absence or unavailability 
of one of these, the interview was conducted with 
another professional responsible for the Health 
Academy Program. On average, � ve attempts were 
made to � nd or conduct the interview with the 
managers in the municipalities.

� e number of habitants per municipality was 
obtained from the Demographic Census of 201020.

Statistical data analysis comprised the distribution 
by frequency (absolute and relative) of information 
related to the characteristics of the Family Health 
Strategy and of the FHSC in the municipalities, of 
the actions to promote physical activity and healthy 
eating in general implemented in primary care.

� e prevalence of actions to promote physical 
activity and to promote healthy eating, generally 
performed and implemented in primary care, and 
the association of these prevalences according to the 
presence or absence of FHSC in the municipalities 
were evaluated.

� e prevalence of physical activity promotion 
actions implemented in primary care and association 
with the presence of physical education professionals 
in the FHSC teams and the prevalence of actions 
to promote healthy eating and the association with 
the presence of nutrition professionals in the FHSC 
teams were calculated.

All associations were calculated by the chi-square 
test adopting p < 0.05 as signi� cant value. All statistical 
analyzes were performed in SPSS software version 15.0.

� e research was approved by the Research Ethics 
Committee of the Federal University of Pelotas 
(protocol n. 151.238).

Results

Out of a total of 2,074 municipalities that received 
funds from 2011 to 2012 for the development of the 
Health Gym Program, 44.1% (n = 914 managers) 
participated in the interviews. Regarding the losses, 
in 34.5% of the cases there were problems with 
contacting the municipalities, because the telephone 
lines remained busy or no one answered the calls; in 
18.1% of the cases the telephone records were wrong 
or calls were mute and in 2.4% it was not possible to 
o!  cially schedule the interview by landline phone 
with the municipalities’ health o!  cers. In less than 
1% of the cases there was refusal to participate or 
it was not possible to conduct the interview even 
after an appointment was made.

It was veri� ed that the majority of the interviewees 
were Health Secretaries or Directors / Coordinators 
/ Managers / Health Superintendents (85.3%), 
aged up to 39 years old (55.4%), female (68.1%), 
with university degree (77.3%), training time of 

up to 10 years (60.7%) and that have been on the 
management job for up to four years (76.5%).

With regard to the municipalities, 82% had up 
to 49 thousand inhabitants, 33.4% were from the 
Southeast, 25.9% from the South, 24.1% from 
the Northeast, 10.5% from the Midwest and 6.1% 
from the North.

Regarding the Family Health Strategy 
characteristics (TABLE 1), half of the municipalities 
had up to three teams. Most municipalities 
had family health strategy reach of above 80%, 
but 61.5% of them did not have FHSC team. 
Nutritionists were the third most present category in 
the teams and physical education professionals were 
the � fth most present category. Most of the centers 
had infrastructure with computer, a telephone for 
all types of calls, and high-speed internet, but only 
half of the FHSC had bibliographic material with 
health records.
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TABLE 1 - Description of the composition and structure of the Family Health Strategy teams and of the Family 
Health Support Centers in the municipalities that received funds for the development of the Health 
Gym Program in 2011 and 2012.

*Only for municipalities 

with FHSC; 

**Only for municipalities 

with FHSC: the answers 

to each one of those 

items ranged from 0 to 

100%. 

Variable %

Number of family health teams in municipalities

One team 13.9

Two to three teams 32.4

Four to seven teams 27.0

Eight or more teams 26.7

Percentage of family health reach in municipalities

≤ 49 % 11.3

From 50 to 80 % 20.4

≥ 81 % 68.3

Presence of Family Health Support Centers (FHSC - NASF) in municipalities

Municipalities with FHSC 38.5

Municipalities without FHSC 61.5

Amount of FHSC in municipalities*

Only one center 77.8

Two or more centers 22.2

Types of FHSC in municipalities*

FHSC type 1 68.4

 FHSC type 2 31.6

Professional classes that are part of FHSC teams **

Psychologists 77.8

Physiotherapists 74.6

Nutritionists 65.2

Social workers 55.8

Physical Education professionals 49.9

Speech therapists 33.9

Pharmacists 29.1

Occupational therapists 14.2

Veterinarians 1.0

Information on work resources for FHSC teams in municipalities**

Running and accessible computer 98.9

Telephone available for all types of calls 96.6

Updated list of Ministry of Health ordinances 81.5

High speed internet 77.5

Bibliographical material on health promotion 74.6

Expert sta#  for writing and preparing projects 63.8

Bibliographic material on physical activity programs 52.4

Library updated with the current documents on health 47.6
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TABLE 2 describes speci� c characteristics of 
promoting physical activity and healthy eating. 
� e professional classes that were the most cited 
regarding the participation of actions to promote 
physical activity and healthy eating in primary 
care were, respectively, physical education 

professionals and nutritionists. � e public instance 
mostly quoted as a partner for these actions was 
the Secretary of Education, there was popular 
participation in most of the actions and most 
municipalities had no partnerships outside the 
public sectors.

TABLE 2 - Description of the structure of actions to promote physical activity and healthy eating in the 
municipalities that received resources for the development of the Health Gym Program in 2011 and 2012.

Variable %

Professional class that was the most cited in actions to promote physical activity in primary health care *

Physical Education professionals 64.7

Professional class that was the most cited in actions to promote healthy eating in primary health care *

Nutritionists 69.9

Municipalities with health sector partnerships with other secretariats 
in actions to promote physical activity

65.5

Municipalities with health sector partnerships with other secretariats 
in actions to promote healthy eating

82.6

Public secretariat that was the most cited as a partner in actions to promote physical activity

Education 79.4

Public secretariat that was the most cited as a partner in actions to promote healthy eating

Education 77.3

Municipalities with partnerships with other sectors 
for the development of physical activity promotion

36.1

Municipalities with partnerships with other sectors 
for the development of healthy eating promotion

34.6

Main partner except the public sector in actions to promote physical activity

Non-governmental organizations 55.0

Main partner except the public sector in actions to promote healthy eating

Non-governmental organizations 55.8

Municipalities with the people’s participation in actions to promote physical activity 89.8

Municipalities with the people’s participation in actions to promote healthy eating 86.9

It was observed that 84.1% of these municipalities 
carried out actions to promote physical activity and 
85.4% of them carried out actions to promote 
healthy eating. Regarding the implementation of 
these actions in primary health care, 89.3% of the 
municipalities had implemented actions to promote 

physical activity and 83.9% had implemented 
actions to promote healthy eating.

� e prevalence of actions to promote physical 
activity and actions to promote healthy eating were 
more prevalent and associated with the presence of 
FHSC in the municipalities (FIGURE 1).
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FIGURE 1 - Prevalence (%) of general actions and actions implemented in primary health care to promote physical 
activity and healthy eating and associations with the presence or absence of Family Health Support 
Centers (FHSC) in the municipalities. 

*Association by the chi-

square test;

p < 0.05.

Physical activity promotion actions implemented 
in primary care were more prevalent in municipalities 
where FHSC had physical education professionals, as 

well as actions to promote healthy eating implemented 
in primary care were more prevalent in municipalities 
where FHSC had nutrition professionals (FIGURE 2).
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Discussion

� e main results of this study showed that the 
prevalence of actions to promote physical activity 
and healthy eating was higher in the municipalities 
that had FHSC and that had professionals of physical 
education (for physical activity actions) and nutrition 
(for healthy eating actions) in the FHSC teams.

� is study showed that 61% of the municipalities 
contemplated with resources for the development of 
the Health Gym Program in the years 2011 and 2012 
did not have FHSC. � e fact that the ordinance 
2,684 dated November 8, 2013 from the Ministry 
of Health18 states that the Health Gym Program 

FIGURE 2 - Prevalence of actions to promote physical activity and healthy eating implemented in primary care 
and associations with presence of physical education and nutrition professionals in the Family Health 
Support Centers (FHSC) teams in the municipalities.

*Association by the chi-

-square test;

p < 0.05.

hubs should be linked to primary health care referral 
establishments and, if they have FHSC, there should 
be this linkage to these centers, reinforces the need 
to implement FHSC in these municipalities.

Most of the municipalities investigated in this 
study already carried out actions to promote physical 
activity and to promote healthy eating. � e prevalence 
of these actions was high and this result indicates that 
the municipalities analyzed in the present study are 
on the right path to ful! ll some objectives established 
in the National Plan of Strategic Actions for Coping 
with Chronic Non-communicable Diseases of the 
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Ministry of Health, since the promotion of physical 
activity and healthy eating is part of the health 
promotion axis of this plan19. It is interesting to note 
that interventions to promote healthy eating and 
physical activity are extremely important to prevent 
several risk factors that are among the main causes of 
morbidity and mortality in the world8, 21.

Information about prevalence and type of actions to 
promote physical activity and healthy eating performed 
by Brazilian municipalities are still scarce. In the 
literature review for the present study, we found only 
two studies conducted in Brazil that have comparative 
data22-23. Amorim et al.22 surveyed 1,354 municipalities 
that received resources from the Ministry of Health 
between 2005 and 2009 for the development of 
actions of the health promotion network. Of a total 
of 1,000 municipalities that participated in the 
survey, 74.8% were performing actions to promote 
physical activity, values lower than those found in the 
present study. Ramos et al.23 investigated the health 
promotion actions that were performed in primary 
health units throughout Brazil. � e main actions 
were promotion of healthy environments (77.7%), 
promotion of healthy eating (72%), smoking control 
(54.4%), control of alcohol abuse (41.6%) and lastly 
the promotion of physical activity (39.8%).

However, it is important to note that Ramos et al.23 
interviewed the units’ managers and coordinators, 
who are more closely related to the work performed 
compared to the municipalities’ secretaries and 
managers, who have a broader and more general 
notion. Despite the possibility of an overestimated 
report of actions to promote healthy eating and 
physical activity by the managers interviewed in the 
present study, it is believed that the municipalities 
that were part of this sample stand out in health 
promotion actions in relation to other Brazilian 
municipalities, mainly because they already have a 
history of approval for Health Gym program actions.

� e professional classes that were the most quoted 
when referring to the participation in actions to 
promote physical activity were the physical education 
professionals and, in the actions to promote healthy 
eating, were nutritionists. � ese professionals have 
been pointed out as being extremely relevant for 
health promotion in the SUS. A survey done with 
a sample of professionals working in primary health 
units in Brazil in 2011 showed that doctors and 
nurses considered physical education professionals 
as the main professionals responsible for promoting 
physical activity within the teams24. A recent 
systematic review study emphasized the increase in 

the participation of physical education professionals 
in the actions carried out in the scope of primary 
health care in Brazil25. Regarding the promotion of 
healthy eating, Jaime et al.26 pointed out that eating 
and nutrition actions were strengthened with the 
inclusion of nutritionists in FHSC teams.

Most of the municipalities had a partnership with 
public secretariats for the development of actions 
to promote physical activity and healthy eating, 
indicating that, as advocated by the documents 
of the National Policy for Health Promotion 
and the Plan of Strategic Action for Coping with 
Chronic Non-communicable Diseases, intersector 
interventions are extremely important for health 
promotion and for the prevention of chronic non 
communicable diseases13, 19. The public sector 
mostly cited as a partner was education. � e study 
by Amorim et al.22 showed that communication, 
information and education actions were the most 
prevalent in municipalities that received resources 
from the Ministry of Health to develop physical 
activity programs by 2009, which meets the 
results obtained in the present study, showing the 
importance of this sector in health promotion 
actions in Brazil. Jaime et al.26 showed that the 
education sector has been one of the intersector 
partners in eating and nutrition actions in Brazil25.

In this sense, the Food Guide for the Brazilian 
Population itself states that food and nutritional 
education strategies, when directed towards the support 
of individuals, families and communities, contribute to 
the strengthening of the individuals’ right to healthy 
eating27. � is partnership with the education sector is 
believed to be very important, since it contributes to 
strengthening and facilitating the people’s autonomy 
in the process of health promotion. However, it 
cannot be limited to lectures or guidelines, as shown 
by Rodrigues et al.25 in the systematic review study 
about the actions of physical education professionals in 
primary care. � ese educational actions must assume 
health promotion conceptions, and be based not only 
on transmitting information, but also seeking processes 
of strengthening and addressing the barriers to the 
adoption of healthy lifestyles28-30.

Most of the municipalities investigated in the 
present study had no partnership with other sectors 
of society except the public sectors. � e promotion of 
healthy behaviors in the population context is quite 
complex and should not be restricted to the public 
sectors alone. Support from other sectors of society, 
such as the private sector (companies and universities), 
or even the S system (SESC and SESI, for example)a are 
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important and these partnerships should be stimulated 
by the Ministry of Health in these municipalities. 
Among the municipalities that had partnerships 
outside the public sectors, most of them received 
support from non-governmental organizations. 
According to Ramos et al.23, the presence of non-
governmental organizations was extremely important 
for health policies in the � eld of AIDS, women's health 
and mental health31. � e results of the present study 
show that non-governmental organizations are also 
important for actions to promote healthy eating and 
physical activity in the municipalities.

� e popular participation in actions to promote 
physical activity and healthy eating was highly 
reported by the managers. � is type of result is in 
line with the recommendations of the National 
Policy for Health Promotion13, which suggests 
the implementation of interdisciplinary and social 
control actions, as well as the Advocacy established 
by the Plan to Combat Chronic Non-communicable 
Diseases19, showing that actions of this type 
permeate the traditional healthcare sector related 
to care. However, qualitative studies are necessary 
to further investigate how the popular participation 
happens in these actions in the municipalities.

One of the most important results of the present 
study was showing that the prevalence of actions 
to promote physical activity and healthy eating was 
higher in municipalities with the presence of FHSC 
and with greater reach by the Family Health Strategy. 
Corroborating with the data found, a recent study 
that investigated the characteristics of actions to 
promote physical activity in a representative sample 
of primary health units throughout Brazil, showed 
that the prevalence of physical activity interventions 
was higher in units located in municipalities with 
FHSC32. � e Ministry of Health has been increasing 
the number of FHSC teams in Brazil. For example, 
the National Health Establishments website33 shows 
that the number of FHSC teams increased from 457 
teams in 2008 to 1973 teams in 2012. � is investment 
contributes to complementing the work of primary care 
in the territories and to improving health promotion, 
strengthening interdisciplinary and intersector actions.

� ere was a higher prevalence of actions to promote 
healthy eating and to promote physical activity 
implemented in primary care in the municipalities 
where, respectively, the FHSC had the presence of 
nutritionists and physical education professionals 
in the teams. A descriptive study of the programs 
that were part of the health promotion network in 
Brazil showed that physical education professionals 

were the ones mainly responsible for coordinating 
activities in municipalities22. Most of the interventions 
to promote physical activity performed in primary 
health units in Brazil are already coordinated by 
physical education professionals32. Health managers 
and professionals working in primary health care also 
recognize physical education professionals as very 
important in actions to promote physical activity in 
SUS24, 34. Regarding healthy eating, it was observed 
that food and nutritional surveillance was advanced in 
the SUS35. � e insertion of nutritionists into primary 
care level was important for the actions aimed at a 
diagnosis of the food and nutritional security situation 
in the territories and, more recently, for the actions to 
promote healthy eating, with multiprofessional and 
interdisciplinary reach in the FHSC26, 36-37.

Nutritionists and physical education professionals 
are important qualifying agents for the promotion 
of physical activity and healthy eating within SUS, 
since they have the potential to work with these 
actions in an interdisciplinary and intersector 
perspective28, 30. However, it should be noted that 
the number of nutritionists and physical education 
professionals is still low compared to the demand for 
interdisciplinary actions to promote physical activity 
and healthy eating in the population context37-38.

� e main limitation of this study was the low 
response rate in the survey with the municipalities’ 
managers. � e study was conducted in the second 
half of 2012 and close to the elections, which 
probably caused the unavailability for interview 
and di�  culty locating managers. However, some 
characteristics of the sample of municipalities where 
the managers were not interviewed were similar to 
the municipalities that were examined in the present 
study, since the majority had up to 49 thousand 
inhabitants (81.9%) and had no FHSC (74%).

One of the main results of this study was to show 
that FHSC can contribute to actions to promote 
physical activity and healthy eating in municipalities 
that are already more involved in health promotion 
actions, such as those investigated in the present 
study, and that physical education professionals and 
nutritionists in the FHSC teams are also important 
for these actions in the municipalities. However, 
qualitative studies are necessary to deepen the 
clarification of some evidences obtained in the 
present study, such as, for example: the characteristics 
of the FHSC and the professionals that the teams are 
composed of in some of these municipalities; how 
does popular participation happens in the actions or 
how does the education sector or non-governmental 
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organizations participate in the actions. In addition, 
further research in these municipalities is required 
to monitor the implementation of the Health 
Gym Program and to verify the e� ectiveness of this 
program’s actions in the population’s physical activity 
and healthy eating levels.

� e expansion of FHSC teams with professionals 
with the potential to guarantee good quality actions 
to promote physical activity and healthy eating, such 
as physical education professionals and nutritionists, 
is a way to improve health promotion interventions 
in the SUS.

Resumo

Promoção da atividade física e da alimentação saudável e a saúde da família em municípios com academia 
da saúde

Os objetivos do presente estudo foram: 1) Descrever as prevalências de ações de promoção da atividade física 
e da alimentação saudável e as características da estratégia de saúde da família em municípios brasileiros 
que receberam recursos para o desenvolvimento do programa Academia da Saúde; e 2) Verifi car as preva-
lências dessas ações segundo a presença de Núcleos de Apoio à Saúde da Família (NASF) e de profi ssionais 
de educação física e nutricionistas nas equipes. Foi realizada entrevista telefônica em 2012 com gestores 
de saúde de municípios de todo o Brasil que receberam recursos para o desenvolvimento do Academia da 
Saúde. Foram descritas as frequências (%) das características da saúde da família e das ações de atividade 
física e de alimentação saudável e calculadas as prevalências em municípios com e sem NASF e com e sem 
profi ssionais de educação física e nutricionistas nas equipes. O teste do qui-quadrado foi usado para avaliar 
as associações. Do total de 5.570 municípios brasileiros em 2012, 2.074 (37,2%) receberam recursos, e destes, 
44,1% (n = 914 gestores) responderam as entrevistas. A maioria dos municípios não tinha NASF (61,5%), 
mas estava desenvolvendo ações de atividade física (84,1%) e de alimentação saudável (83,9%). O parceiro 
público mais citado foi o setor educação. A prevalência de ações de atividade física (91,5%, p < 0,001) e de 
alimentação saudável (88,2%, p = 0,006) foi maior nos municípios que tinham NASF em comparação com 
os que não tinham. A prevalência de ações na atenção básica foi maior nos municípios com profi ssionais 
de educação física e com nutricionistas nas equipes. Os NASF contendo profi ssionais de educação física e 
nutricionistas são importantes para a promoção da atividade física e da alimentação saudável nos municípios.

PALAVRAS-CHAVE: Promoção da saúde; Núcleos de Apoio à Saúde da Família; Educação Física; Nutrição.

Notes

� e author Rodrigo Reis is part of Post-Graduation Physical Education program at Federal University of Parana.

Translator note

a. � e Sistema S (S system) is made of organizations and institutions all related to the productive sector, such as industries, 

commerce, agriculture, transport and cooperatives, with the objective to improve and promote the well-being of its employees 

in health and leisure, as well as to provide a good professional education. � e institutions of the S System are not public, 

but receive subsidies from the government. � ey were established based on the article 149 of the Brazilian Constitution.
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