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Abstract
Objective: Health promotion in sports clubs is receiving increased attention, but its benefits have not been
widely evaluated for two reasons: (1) the difficulty in measuring ecological approach outcomes and (2) the
existing literature having focused more on coaches’ efficiency rather than on health promotion. This article
analyses the relationship between coaches’ health promotion activities, sports experience and health among
adult sports participants.
Design: A cross-sectional study using self-reported measurement among 204 adult sports participants
(Mage = 49.05). A questionnaire measuring demographics, coaches’ health promotion activities (healthy
lifestyle, substance use and respect for oneself and others), sports experience (enjoyment, subjective vitality)
and health (perceived health and quality of life, self-esteem) was completed either before or after a training
session.
Setting: Sixteen sports clubs in France
Method: Multilevel analyses were used to evaluate the relationships between health promotion, sports
experience and health outcomes, while t-tests compared differences between male adult and youth samples.
Results: Adult perceptions of coaches’ health promotion activities were linked to enjoyment, perceived
health and subjective vitality. The topic ‘healthy lifestyle’ was related to enjoyment and perceived health
among adults. The topic ‘respect for oneself and others’ was related to self-esteem.
Conclusion: Adult and youth perceptions of coaches’ health promotion activities vary and are linked to
different health outcomes. More research is needed to better identify the benefits of health promotion in
sports clubs for sports participants, including longitudinal studies to explore causal relationships between
variables.
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Introduction
Building on the Ottawa Charter (World Health Organization [WHO], 1986), the WHO has defined
health promotion as ‘the process of enabling people to increase control over and to improve their
health’, which has encouraged the use of settings as places for health promotion planning and
action. While this approach has been largely implemented in contexts such as schools (Lee et al.,
2003) or universities (Dooris et al., 2014), non-traditional settings, such as sports clubs, have only
recently been targeted (Kokko et al., 2014). Sports clubs may be defined as organisations ‘having
in common the provision of opportunities for competition and sports practice, while some can also
be considered social organisations, promoting social welfare and health’ (Donaldson and Finch,
2012: 4). Sports clubs are important settings from a public health perspective, for several reasons.
First, they target a large and broadly diverse population, cutting across socioeconomic status and
lifespan (Eime et al., 2013). Second, the voluntary nature of sports participation may support members’ receptiveness to health information (Kokko et al., 2015a). Moreover, previous work has
shown the benefits of promoting health in sports clubs, such as increased membership (Meganck
et al., 2015) or higher motivation for coaches to continue coaching (Van Hoye et al., 2015).
In the last decade, the literature has principally focused on identifying the benefits of sports
participation and/or physical activity, showing that sports clubs can contribute to physical activity
(Van Hoye et al., 2013) and also to sports participants’ social, mental and physical health (Eime
et al., 2013; Oja et al., 2015). In an effort to go beyond sports or physical activity provision, multiple authors (Geidne et al., 2019; Kokko et al., 2015b), as well as the European Commission’s
(2007) White Paper on Sport, have argued that sports have the potential to develop health promotion, which could lead to even better sports experiences and health (Van Hoye et al., 2016). In
France specifically, policy makers launched the Plan Sport Santé Bien-être (Sport, Health and
Well-being) (Honta, 2016) to better link sports and public health.
Studies have focused on the theoretical aspects of health-promoting sports clubs (Geidne et al.,
2019; Kokko et al., 2014) or on how the board of directors can improve health promotion (Casey
et al., 2009, 2012b; Meganck et al., 2015), but much less is known about the implications and benefits of coaches’ health promotion activities. Previous work (Quested et al., 2013) has supported
the assumption that coaches’ behaviours are related to variability in participants’ sports experiences. In other words, research has shown that coaches’ behaviour may predict sports participants’
emotional, cognitive and behavioural outcomes (Quested et al., 2013). To our knowledge, the
existing literature has focused principally on the coach–athlete interaction, especially on coaches’
efficiency and performance, but less on directly encouraging health promotion, which encompasses social, physical and mental health.
Only one study to date (Van Hoye et al., 2016) has reported the benefits of coaches’ health promotion activities on youth participants’ sports experiences and health. The results of this study
showed a relationship between coaches’ health promotion activities and positive sports experience
(greater enjoyment and fewer drop-out intentions) and a higher quality of life among young male
football players in France (Van Hoye et al., 2016). Two studies, however, have compared coaches’
and participants’ perceptions of coaches’ health promotion activities among youth participants
(Kokko et al., 2015a; Van Hoye et al., 2018). Results have shown that youth coaches principally
promote greater ‘respect for one-self and others’, compared to ‘healthy lifestyles’ and ‘substance
abuse’ (Kokko et al., 2015a; Van Hoye et al., 2018).
In addition, the difficulty in identifying the outcomes of health promotion approaches has been
broadly discussed (Dooris, 2006). In principle, health promotion activities should theoretically
impact health in a holistic manner, producing physical, social and mental health benefits (WHO,
1986). However, the number of determinants of health and their interactions makes it difficult to
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identify the path between coaches’ health promotion activities and sports participants’ outcomes
(Dooris et al., 2014). To our knowledge, no previous study has undertaken this work. As a result,
we decided to investigate selected health outcomes of a positive motivational climate on social
health. Variables measured in previous European studies (Duda et al., 2013) were chosen, including those that described positive motivational experiences (subjective vitality and enjoyment), as
well as variables used to evaluate health in general population surveys (self-reported health, quality of life and self-esteem) (Currie et al., 2009).
To provide more evidence and a rationale for lobbying to policy makers on the public health
benefits of health promotion in sports clubs, especially on how coaches’ behaviours are linked to
adult sports participants’ experience and health, this study expands on a previous youth sports
publication (Van Hoye et al., 2016). As relationships to health and to sports experiences vary across
the lifespan (Allender et al., 2006), such studies are needed to understand how to improve coaches’
health promotion behaviours from sports participants’ perspectives. In addition, our work sought
to compare youth and adult perceptions of coaches’ health promotion activities to help identify
approaches attuned to specific characteristics of the targeted population, either adults or youth.
More specifically, the aims of the study were to (1) analyse the relationship between adult sports
participants’ perceptions of coaches’ health promotion activities and sports experiences (subjective
vitality and enjoyment), as well as health (perceived health, perceived quality of life and selfesteem) and (2) compare youth and adult sports participants’ scores of perceptions of coaches’
health promotion activities using a sample from a previously published study (Van Hoye et al.,
2016).

Materials and methods
Data collection and procedures
Data were collected in Lorraine, North-East France, from 16 sports clubs that agreed to participate
in the study (39% of contacted clubs). A total of 204 participants, on average 13 participants (⩾8)
per club, took part in the study. Half of the participants were women (49.5%). Their ages ranged
between 18 and 82 years, with an average of 46.08 years (standard deviation [SD] = 18.59). On
average, sports experience was 12.47 years (SD = 12.12). Among participants, 43% also volunteered within their sports club.
The sample included 38% team sports participants (soccer, volleyball, water polo, handball) and
62% individual sports participants (gymnastics, badminton, tennis, fencing, pilates). The study was
registered with the CNIL (Commission Nationale de l’Informatique et des Libertés) and approved
by the Agence Régionale de Santé Grand Est (Regional health Agency Grand Est) and the Direction
départementale de la cohésion sociale (Departmental Directorate of Social Cohesion). Sports club
presidents and/or secretaries were contacted to request agreement to participate in the study. Once
agreement had been obtained, trained researchers travelled to the clubs before or after training or
practice events to ask sports participants to complete a questionnaire. Data collection took place
mid-season (January–March 2018). Each participant was required to provide written informed
consent before inclusion, and participants were allowed to withdraw at any time, without
consequence.

Instruments
The questionnaire assessed demographics (age, gender, type of sports, experience in sports and
volunteering in sports clubs), enjoyment, subjective vitality, self-esteem, self-reported quality of
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life and self-reported health. Participants were also asked to rate how they perceived their coaches’
health promotion activities using the Coach Health Promotion Activities Scale (CHPAS) (Van
Hoye et al., 2016, 2018).
The CHPAS (Van Hoye et al., 2016) has been used to measure sports participants’ perceptions
of coaches’ health promotion activities. The questionnaire includes three topics: ‘substance use’,
‘respect for oneself and others’ and ‘healthy lifestyle’. Sports participants were asked to rate
coaches’ health promotion activities (e.g. ‘To what extent, in your opinion, did your coach emphasise health promotion topics during the last month?’) on a 5-point scale ranging from 1 (does not
describe my coach at all) to 5 (describes my coach very well). The higher the score, the higher the
perceived involvement of coaches in the item or the topic. The scale has been validated among
youth sports participants in previous work (Van Hoye et al., 2016, 2018). Reliability analysis
showed good internal consistency for the general score (α = .88), substance use (α = .84), respect
for oneself and others (α = .80) and healthy lifestyle (α = .82).
The enjoyment subscale from the Intrinsic Motivation Inventory (McAuley et al., 1989) assessed
the degree of sports participants’ enjoyment while practising sport during the last month. Participants
answered four items (e.g. I enjoyed the activities in my sports) on a 5-point Likert-type scale ranging from 1 (do not agree at all) to 5 (completely agree), with a high score representing high enjoyment in sports practice. The scale has shown good internal consistency (α = .88).
Subjective vitality was assessed by the Subjective Vitality Scale (Ryan and Frederick, 1997),
which included five items (e.g. ‘I felt full of vitality’). Sports participants were asked to describe
how they felt during the last month in their daily life. Ratings were based on a 5-point Likert-type
scale ranging from 1 (do not agree at all) to 5 (completely agree), with a high score representing
high subjective vitality. Internal consistency for this scale was good (α = .90). Both enjoyment and
subjective vitality measures have been used in a previous study among youth football players as
measures of positive sports experience (Duda et al., 2013).
Perceived health was measured via a single item: ‘Would you say your health is: (1) excellent;
(2) good; (3) fair; (4) poor’. Perceived quality of life was also assessed through a single item
(Cantril, 1965), with participants rating their ‘perceived worst’ to their ‘perceived best’ life on a
10-point scale. Both indicators have been used extensively in public health research (Benjamins
et al., 2004) as well as in a youth soccer player sample (Wold et al., 2013).
Global self-esteem was assessed by the Short Version of the Physical Self-Description
Questionnaire (Marsh et al., 2010), a 4-item questionnaire which demonstrated acceptable internal
consistency (with this sample, α = .79). Sports participants used a 5-point Likert-type scale ranging
from 1 (do not agree at all) to 5 (completely agree), with higher scores demonstrating higher selfesteem. Two items were reversed to obtain the mean score. The three health measures (perceived
health and quality of life, as well as self-esteem) are variables often measured in data collection on
youth health behaviours and have been previously used in a youth football sample (Wold et al.,
2013).

Data analysis
After preliminary screening and treatment of missing data, descriptive analysis and cofounder
influence on the results were tested using univariate analysis of variance (ANOVA) and multivariate analysis of variance (MANOVA). Multilevel modelling, using Predictive Analytics Software
version 21, was used to control for club variability (level 2). Intra-class correlations (ICCs) were
calculated to estimate how much clubs contributed to the variance in each sports experience and
health variable, using a completely unconditional two-level hierarchical model accounting for club
variance. The proportion of total variance in the dependent variables attributed to sports clubs was
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5% for enjoyment, 1% for subjective vitality, 16% for perceived health, 1% for life quality and 3%
for self-esteem. To reveal within-sports-club agreement, ICCs were calculated in each club for the
global health promotion score and for the three topics: respect for oneself and others, healthy lifestyle and substance use. To test the relationship between coaches’ health promotion activities and
sports experience and health, two models were compared. The first was our unconditional model
and the second included the global score for health promotion or its three component topics. A
significant improvement of the fit statistic was calculated by the level of deviance statistic of the
model (i.e. −2 log L/df), which follows a к² distribution at k degrees of freedom (k representing the
number of added parameters to estimate). A significant к² at p < .05 indicates a greater improvement in the fit statistic compared to the previous model (Rasbash et al., 2000). To compare the data
with previous results among a sample collected during a French study of male youth football players (Van Hoye et al., 2016), t-tests between the two samples were used.

Results
Preliminary analysis
A verification of the assumption of multivariate analysis (Tabachnick and Fidell, 2007) confirmed
that the conditions of normality (skewness ranging from −0.60 to 1.05 and kurtosis from −0.83 to
0.83; except a high kurtosis for self-esteem with 2.16), linearity, homogeneity of variance, homoscedasticity and independence were all met. Data were missing at random (up to 10%), as determined by a non-significant Little’s MCAR (Missing Completely At Random) test (p = 1.00).
List-wise deletion (i.e. deletion of an individual if data were missing) was undertaken. A one-way
MANOVA with the club as an independent variable and sports participants’ demographic variables (age, experience) as dependent variables found no significant differences between clubs,
Wilks’ λ = .46, F(2, 146) = 0.82, p > .05. These variables were therefore not added to the multilevel model.

Descriptive statistics
In general, sports participants’ perceptions of coaches’ health promotion activities averaged 2.96
(SD = 0.88), acknowledging first ‘respect for oneself and others’ (M = 3.37; SD = 1.04), before
‘healthy lifestyle’ (M = 3.21; SD = 1.05) and ‘substance use’ (M = 2.08; SD = 1.14) (see Table 1 for
details). Post hoc least significant difference (LSD) tests indicated significant differences between
the three topics (p < .02). With respect to gender, a one-way ANOVA with gender as an independent variable and coaches’ health promotion scores as a dependent variable showed a significant
difference, F(1, 202) = 17.00, p < .001. Men (M = 3.20; SD = 0.88) had a higher perception of
coaches’ health promotion activities than women (M = 2.71; SD = 0.81). A significant difference
was also found for health promotion topics, Wilks’ λ = .91, F(3, 200) = 6.39, p < .001, with respect
to gender. No differences were found for sports experience and age on health promotion. A significant difference was found, however, for the type of sports, F(1, 188) = 11.76, p < .01, with individual sports (M = 2.76; SD = 0.87) having lower health promotion scores compared to collective
sports (M = 3.19; SD = 0.79). A significant difference was also found for the three topics, Wilks’
λ = .87, F(3, 186) = 9.26, p < .001, when taking type of sports into consideration. Volunteering at
the sports club also played a role in the perception of coaches’ health promotion scores,
F(1, 187) = 3.99, p < .05. Sports participants who volunteered had higher scores (M = 3.08;
SD = 0.80) compared to those who did not (M = 2.84; SD = 0.87). In a multivariate variance analysis, with volunteering as an independent variable and the three topics as dependent variables,
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Table 1. Descriptive results.
HP score

Gender
Male
Female
Volunteering
Yes
No
Type of sports
Individual
Collective
Total

Substance use

Respect for oneself and
others

Healthy
lifestyle

M

SD

M

SD

M

SD

M

SD

3.20
2.71

0.88
0.81

2.29
1.86

1.26
0.97

3.66
3.08

0.96
1.05

3.42
2.99

1.01
0.98

3.08
2.84

0.80
0.87

2.11
1.97

1.07
1.12

3.56
3.21

0.95
1.06

3.34
3.11

1.05
1.05

2.76
3.19
2.96

0.77
0.79
0.88

1.87
2.25
2.08

0.98
0.12
1.14

3.12
3.83
3.37

0.09
0.11
1.04

3.08
3.26
3.21

0.97
0.12
1.05

HP: health promotion; SD: standard deviation.

non-significant results were found. Only univariate results showed a significant difference for
‘respect of oneself and others’ F(1, 187) = 5.37, p < .05, with volunteers having higher scores
(M = 3.56; SD = 0.95) compared to non-volunteers (M = 3.21; SD = 1.06).
A significant difference was found between clubs for the health promotion activities,
F(1, 188) = 4.18, p < .001, and for the three topics, Wilks’ λ = .48, F(3, 186) = 3.37, p < .001. ICCs
were calculated for each club to compare participants’ perceptions of the three topics and to analyse the consistency of their perceptions, varying from acceptable to very good (MICC = 0.82, ranging from 0.67 to 0.94).

Relationship between coaches’ health promotion activities and sports experience
and health
Looking at the model of enjoyment (see Table 2 for details), the addition of the general health
promotion score showed a significant decrease (p < .05) of the deviance statistic of the model
(Δ = 4.46). The general health promotion score was significantly related to sports participants’
enjoyment (β = 0.92, p < .05). In a second model, the addition of the three topics did not significantly decrease the deviance statistic of the model. Moreover, the addition of the general health
promotion score did not significantly decrease the deviance statistic of the model for perceived
quality of life, but the addition of the three topics did significantly reduce the deviance (Δ = 13.80,
p < .01). Respect for oneself and others (β = −0.31, p < .05) and healthy lifestyle (β = 0.31, p < .05)
were significantly related to quality of life. The addition of the general health promotion score did
not significantly decrease the deviance statistic of the model of self-esteem, but by adding the three
topics, the deviance statistic was significantly reduced (Δ = 8.75, p < .05). Respect for oneself and
others (β = 0.16, p < .01) was significantly related to self-esteem. The addition of the general health
promotion score showed a significant decrease (p < .001) of the deviance statistic of the model of
subjective vitality (Δ = 12.55). The general health promotion score was significantly related to
sports participants’ subjective vitality (β = 0.35, p < .001). When analysed a second time, the addition of the three topics significantly reduced the deviance statistic (Δ = 15.22, p < .05). Substance
use (β = 0.19, p < .05) was significantly related to subjective vitality. The addition of the general
health promotion score showed a significant decrease (p < .05) in the deviance statistic of the
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Table 2. Results of the multilevel model for prediction of adult sports participants’ experience and
health.
Model 1*

Enjoyment
–2 Log L
Intercept
HP
Substance use
Respect for oneself and others
Healthy lifestyle
Subjective vitality
–2 Log L
Intercept
HP
Substance use
Respect for oneself and others
Healthy lifestyle
Quality of life
–2 Log L
Intercept
HP
Substance use
Respect for oneself and others
Healthy lifestyle
Self-esteem
–2 Log L
Intercept
HP
Substance use
Respect for oneself and others
Healthy lifestyle
Perceived health
–2 Log L
Intercept
HP
Substance use
Respect for oneself and others
Healthy lifestyle

Model HP

Model topics

Estimate

SE

Estimate

SE

305.98
4.28***

0.51

301.52
4.01***
0.92*

1.36
0.04

Estimate

SE

299.21
3.97***

0.14

−0.01
0.01
0.1*
667.96
4.46***

765.80
7.14***

414.47
3.91***

322.98
2.10***

0.08

0.12

0.06

0.06

655.43
3.39***
0.36***

763.05
6.49***
0.21

414.15
4.00***
−0.03

319.04
2.36***
−0.09*

0.31
0.01

0.40
0.12

0.17
0.05

0.14
0.4

0.03
0.04
0.04

652.74
3.49***

0.32

0.19*
−0.06
0.19

0.09
0.09
0.10

751.99
6.79***

0.42

0.20
−0.31*
0.31*

0.11
0.12
0.13

405.72
4.16***

0.18

0.06
0.16**
0.05

0.05
0.05
0.05

314.22
2.45***

0.15

0.04
−0.01
−0.12**

0.04
0.04
0.04

HP: health promotion; SE: standard error.
Model 1 = model with control variables as fixed effect, club as random effect.
*p<.05; **p<.01; ***p<.001.

model of perceived health (Δ = 3.94). The health promotion general score was significantly related
to sports participants’ perceived health (β = −0.09, p < .001). During the second analysis, the addition of the three topics significantly reduced the deviance statistic (Δ = 8.76, p < .05), and healthy
lifestyle (β = −0.12, p < .01) was significantly related to perceived health.
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Table 3. Comparison of youth and adult health promotion scores.
Adult score

Health promotion
Substance use
Respect for oneself and others
Healthy lifestyle

Youth score

Difference

M

SD

M

SD

3.20
2.28
3.66
3.42

0.87
1.26
0.95
1.09

3.44
2.49
4.00
3.58

0.76
1.38
0.81
0.94

−0.24**
−0.21
−0.34***
−0.16

SD: standard deviation.
*p<.05; **p<.01; ***p<.001.

Comparison between youth and adult perceptions of coaches’ health promotion
activities
The youth sample from a previous French study (Van Hoye et al., 2016) was compared to our adult
sample. To be able to compare youth and adult scores, female data were removed for two reasons: (1)
low female representation in the youth sample and (2) gender as a confounder in the adult sample. The
youth sample was not gender balanced; only 5% of the sample was women, which is similar to French
participation rates in football. Moreover, as described earlier, gender seemed to play a role in perceptions of coaches’ health promotion activities within the adult sample. Comparisons of male scores (103
adults and 333 youth with a mean age of 11.20 years) showed a significant difference in the general
health promotion score, F(1, 443) = 7.21, p < .01. In relation to the three topics, only ‘respect for oneself and others’ showed a significant difference, F(1, 443) = 12.90, p < .001, between youth and adult
scores (see Table 3 for details). Adult scores were lower than youth scores for each topic.

Discussion
Sports clubs are increasingly recognised as health-promoting settings by researchers (Geidne et al.,
2019) as well as policy makers (European Commission, 2007), but evidence on the benefits of such
an approach on sports participants is limited, especially among adults and in different sports
(Geidne et al., 2019). This study analysed the relationship between coaches’ health promotion
activities among adults and their sports experience and health, and then compared these results to
those from a sample of youth football players (Van Hoye et al., 2016).
To date, descriptive results regarding the three health promotion topics have shown similar patterns within different samples (Kokko et al., 2015b; Van Hoye et al., 2016), with ’respect for oneself and others’ ranking first, followed by ‘healthy lifestyle’ and ‘substance use’. These results
reinforce the idea of there being agreement about the priorities of sports clubs in regard to health
promotion, focusing first on social health and then on behavioural health and addictions in both
France and Finland (Kokko et al., 2015b; Van Hoye et al., 2018). These results are also consistent
with previous studies found at the coaching level, leading us to think that actors within sports clubs
agree on such health promotion activities in France and Finland (Kokko et al., 2009; Van Hoye
et al., 2018). They should encourage policy makers to focus more on healthy lifestyle promotion
and substance use prevention, as a complement to the social aspects of sports, which seemed to be
well provided for within these nations’ sports clubs (Meganck et al., 2015).
Results have shown that gender, type of sports and volunteering were related to adult sports
participants’ perceptions of coaches’ health promotion activities, whereas age and sports experience were not related to these perceptions. These results also confirm the findings of a previous
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study, showing gender played a role in coaches’ health promotion perceptions (Van Hoye et al.,
2015) – men having higher perceptions than women. The difference in regard to the type of sports
participated in contrasts with previous work (Kokko et al., 2009). This could be due to the classification undertaken by researchers to calculate the difference, but needs to be further investigated
in future work. Finally, in this work, being a volunteer at the club seemed to increase the perception
of coaches’ health promotion activities. One hypothesis in regard to this result is that volunteering
increases awareness, but also a sense of belonging to the sports club, which are both ingredients of
successful health promotion activities (Kokko, 2014a).
Coaches’ general health promotion score was related to enjoyment, perceived health and subjective vitality of adult sports participants, confirming former youth results (Van Hoye et al., 2016).
These results help strengthen the belief that coaches’ health promotion activities provide added
value to sports club activities to broaden the benefits of sports participation in organised settings
(Eime et al., 2013) and support the role sports clubs and especially coaches can play in public
health (Mansfield et al., 2018; Misener and Misener, 2016). The topic ‘healthy lifestyle’ was significantly related to enjoyment and perceived health among adults. The topic ‘respect for oneself
and others’ was significantly related to self-esteem. Such results may point to a difference between
reasons for engagement in sports, whereby young people do so for enjoyment, fun and development, while adults engage for health reasons (Allender et al., 2006). The topic ’Substance use‘ did
not predict any outcome. While this result was not surprising among youth, it was expected that
sports clubs could raise adult awareness on substance use (Casey et al., 2012a).
Despite similar patterns, a significant difference was found between youth and adult general
health promotion scores and the score for respect for oneself and others. These results are consistent with those of a coaching study in Flanders, showing that youth coaches perceived a higher ‘fair
play’ (88%) and ‘everyone plays’ ideology compared to coaches for adults (64%) (Meganck et al.,
2016). Differentiating between these two populations is important, because their reasons for sports
involvement are often distinct (Allender et al., 2006) and could explain this difference.

Limitations
Findings in this study are based on self-report, which is sensitive to social desirability bias (Van de
Mortel, 2008). Moreover, some coaches’ health promotion activities may not have been reported
by sports participants, as they may have been considered usual coaching activities without awareness of their health-promoting connotations. This study was also cross-sectional in nature, meaning
that the direction of the relationship has been theoretically identified, but a reverse relationship
could also exist, for example, if you have a positive sports experience and good health, you may be
more likely to better perceive coaches’ health promotion activities. Moreover, while the adult sample is more diverse than in previous work (Geidne et al., 2019), studies on a broader range of sports
are needed to ensure the validity of the results. Finally, the health outcomes attributable to settingsbased approaches are numerous and diverse (Dooris, 2006), ranging from physical to social, mental and psychological health. Other variables, such as health behaviour, inclusion, equality and
moral attitudes, should also be tested in relation to health promotion.

Conclusion
This work adds empirical findings on the outcomes of coaches’ health promotion activities across
the lifespan, reinforcing the rationale that these activities are beneficial not only to youth but also
to adult sports experiences and health. Moreover, these results emphasise the role sports clubs can
play in public health (Honta, 2016), not only by increasing physical activity (Kokko et al., 2019)
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but also by embracing the settings-based approach (Kokko, 2014b) to consider sports participants’
health in a holistic way (Geidne et al., 2019; Johnson et al., 2019). As this research demonstrated,
coaches’ health promotion activities should be tailored to participant age, gender and type of sports
in order to produce the greatest perceived benefits.
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