
From Research to "Best Practices" 
in Other Settings and Populations*  

Lawrence W. Green, DrPH, FAAHB 
 

Objective: To review the genesis andcurrent status of "best practices" 
thinking, its application in health promotion practice, and in 
generalizingresearch to alternate populations,places and times. Methods: A 
presbyopic eye is cast over the recent evolution of the concept of "best 
practices"from medicine to public health. Results: Some discontinuities 
are found in the migration of this concept from medicine, where it applies 
with some consistency to therelatively homogeneous physiologyof the 
human species, to healthbehavior where social, cultural, economic, and 
other heterogeneitiesmake the generalizability of anyresearch more 
suspect. Conclusions: Health promotion and otherapplications of health 
behavioral research need to replace "best practices" with "best processes." 
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uch a relaxed venue and flatteringinvitation as this tempts one to offera somewhat 
autobiographical reviewof research and development as it mightpertain to the topic at hand. 
“Best practices” and “health promotion” both cameof age while I was in Canada during 
muchof the 1990s. Both had an earlier history,but they hit their stride in that period.The 
Canadians contributed enormously—and are often credited with having givenglobal 
leadership—to health promotion byconceptualizing it as more than risk-behavior change.1 
Canada has shown the  
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world, and its neighbors to the south inparticular, that health promotion needsto be 
pursued not as a reductionist exercise in changing individual behavior, butas an 
empowering process of giving peopleand populations greater control over thedeterminants of 
their health. With “population health,” Canada has led the way incasting the spotlight once 
again on themore distal, socioeconomic, and cultural “determinants of” (or at least 
influenceson) health. 

Meanwhile, the Americans have plodded on with prolific research and microanalyses of 
change in personal risksthrough the application of behavioral sciences theory and research. 
Such work inthe United States accounts in substantial part for the dramatic public 
healthsuccess stories of the past 3 decades.Reductions in deaths due to cardiovascu 
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It would be too easy tooffer the pat formulas ofdiffusion 

theory anddissemination research to address most of 
these challenges.  

lar disease, stroke, lung cancer in men,alcohol-related crashes reductions, and variety of 
associated morbidities can beattributed in some major degree to theapplication of rigorous 
behavioral researchand planning methods to programs directed at supporting healthful 
behavior.These applications of behavioral science would not have happened without an 
infusion of social sciences from economics, sociology, political science, and community 
organization, giving the behavioraland health sciences a chance to be applied on a broader 
public health or population scale through advocacy, policy initiatives, organization, and 
regulation. Canadian and European colleagues haveinspired some of this social science 
amplification of American behavioral science research in health.  

The Problem of Disseminating and 
Applying “Best Practices” 
Tonight I want to try to come to grips, orat least to grapple, with the challengesthat stand 

between our past successesand our future achievement of outcomes consistent with the 
health promotion ideals expressed in the Ottawa Charter fromthe first International 
Conference on Health Promotion in 1986.2 In particular,the Charter emphasized the need to 
empower people to take greater control of thedeterminants of their own health and to 
recognize that, for most people, health isnot an end in itself, but a means to achieve other 
values in life. Many of those determinants and other values can only beknown at a local or 
community level, evenat an individual level, as they vary withmany of the circumstances 
under whichpeople live their daily lives. Similar ideals were articulated earlier in the United 
States' 1990 objectives for the nation inhealth promotion and disease preven-tion,3 and 
increasingly in the 2000 andthe 2010 objectives.4 Such ideals are also expressed in many of 
the principles andimperatives of health education underpinning health promotion in 
NorthAmerica.5 The challenges I will offer concern the frustration we have all felt in 
attempting to reach large segments of thepopulations of the United States, Canada,and 
Europe despite the dramatic publichealth successes for which we can claim some credit.  

The frustrations center on four gapsthat we need to bridge:  

. • The gap between the efficacy of bestpractices as indicated by research 
andthe effectiveness of these best practices when implemented in the field,especially when 
implemented to reachunderserved populations.  
. • The gap between best practices-basedresearch and the most appropriate 
adaptation of those best practices for thetarget population.  
. • The gap between our successes inachieving individual behavior change 
among the affluent and educated segments of the population and lesser success in reaching 
less affluent, lesseducated, and more socially isolatedsegments of the population.  
. • The gap between the role of university-centered, investigator-controlled 
research and the role that local practitioners, community groups, agencies, andgovernments 
need to play to ensurethat future research is relevant and useful to local needs.  
 

It would be too easy to offer the patformulas of diffusion theory and dissemination 
research to address most of these challenges. Clearly, the failure of adequate diffusion and 
dissemination accurately describes the problems underlying most of these challenges, but 
diffusion theory and dissemination methodsdo not in themselves offer complete solutions. 
Based on a line of work on diffusion stretching from Berkeley6

 to Bangladesh,
7 

Baltimore
8 

to Washington
9
 and 

Boston,
10 

Geneva
11

 to Houston
12,13

 to Vancouver
14

 to Atlanta, I have to conclude that diffusion and dissemination of information is no longer the problem it once 

might havebeen in causing disparities in action.Clearly the information technologies nowat our disposal make access to information a vanishing or 
at least changingproblem. As John Nesbitt said, “We aredrowning in information, but 



starved forknowledge.”15
 Guy Parcel and his colleagues, for example, demonstratedclearly that getting information and evenpackaged curricula 

and program ideas tothe schools was not the problem; it wasimplementation by administrators andteachers that prevented the informationand other effective 

program componentsfrom reaching and influencing students.
16 

By some definitions, implementation ispart of dissemination, but most distinguish “diffusion and 

adoption” as separate and discontinuous processes and stages. 

Nor can I comfortably suggest revivingthe other cognitive emphases of past approaches to 
bridging the knowledge andbehavior gap for whole population segments who have seemed 
“hard to reach,” such as attempting to change attitudes orbeliefs. I argued against the 
emphasis onattitude change in one of my earliestpapers in 1970.17 Our meta-analytic review 
18 years later at the University ofTexas on applications of the Health BeliefModel with adults 
found the evidence still lacking for the model’s consistency ofvalidation.18 Again, I would not 
concludethat the model is wrong, as far as it goes.The slice of reality it analyzes, however,is 
of less importance as we move outwardfrom the more affluent, educated, and health-
motivated segments of the population to those less affluent, less educated, and less 
motivated by health concerns or by knowledge, and more constrained by resources available 
to them. 

“Best practices” also must be something more than:  

. • Hard-nosed, trial-and-error, outcome-only studies with their misplaced 
precision and theory-starved interventions.  
. • Fuzzy systems research with immedi-ate-only or intermediate-only 
variablesthat are not clearly linked from previous research to health outcomes.  
. • Investigator-centered studies in unrepresentative populations.  
 

These and the related problems of applying research from particular studiesin particular 
populations to the “best practices” recommended to administrators and practitioners 
working in other popu 
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The human organism onwhich medicine intervenes and 

the farm plants or animals onwhich agricultureconducts 
experiments arerelatively consistent intheir essential 

characteristics.  

lations are the focus of this paper.  

The Origins and Sources of "Best 
Practices" Thinking 
Where did the field get the idea thatevidence of an intervention’s efficacy fromcarefully 

controlled trials could be generalized as the “best practice” for widelyvaried populations and 
situations? This assumption has been inherent from thebeginning of research and 
evaluation inevery field of engineering and humanservice. It is straightforward enough 
toappreciate how the laws of physics andmaterial sciences can be counted on to apply 
consistently across applications ofthe same materials in different manufacturing or 
engineering situations.Among the fields that intervene on livingorganisms, it has served 
medicine andagriculture especially well. These fieldshave the advantage over most 
humanservice professions in the homogeneity ofthe biological specimens they 
interveneupon. The human organism on whichmedicine intervenes and the farm plantsor 
animals on which agriculture conducts experiments are relatively consistent in their 



essential characteristics. A medical intervention can be counted on to have a similar efficacy 
on the humanorganism across the human species, withminor adjustments of dosage by age 
andsex, regardless of culture, socioeconomiccondition, or historical precedent in social 
customs, laws, and policies. 

The social and behavioral aspects ofhuman services, on the other hand, must make 
infinitely more adjustments of theirinterventions, not just in their dosage.They must adjust 
their content and dos- 

...I found myself verymuch on the defensive in holding out 
some hope forpatient education in theface of their 

systematicreviews showing limitedeffectiveness of these 
interventions.  

age, not only by age and sex as in medicine, but also according to the social andcultural, 
economic and occupational circumstances of the individual. These variations are 
compounded in publichealth or population interventions inwhich the individual, group, and 
organizational variations multiply in their various combinations within populations.  

Landmark Applications of BestPractices in Health Promotion and Public Health 
Clinical preventive services. The  

Canadian Task Force on the Periodic Health Examination broke new ground in1976 by 
developing and applying a set ofcriteria and ratings of evidence to recommend best practices 
for each of a widerange of preventive maneuvers in medi-cine.19 The U.S. Preventive Services 
Task Force (USPSTF)20 followed the Canadian lead in 1984 with the application of thesame 
criteria and ratings of evidence.They differed little on their conclusionsand 
recommendations, with a notable exception in the age at which they recommended 
mammograms. But the USPSTFdiffered even from the US National Cancer Institute on this 
recommendation. Serving as a member of the USPSTF wasmy first immersion in the 
questions thatcan be raised about “best practices” bydifferent scientific reviewers of the 
same evidence, using the same criteria andratings of evidence. 

The methods and spirit of these expertassessments of evidence drew heavily onthe 
systematic, evidence-based reviewsof medical research developed by ArchieCochrane and his 
colleagues in Englandand David Sackett and Brian Haynes inCanada. Sacket and Haynes 
applied this approach to the health behavior overlapwith medicine in their landmark 
compilation of reviews of Compliance in HealthCare21 and more recently in a book 
forclinicians on how to apply and teach evi-dence-based medicine.22 Haynes has goneon to 
establish and edit the journal; Evi-dence-Based Medicine. As a participant intheir conference 
at McMaster Universityto debate the compliance reviews of thelate 1970s, I found myself 
very much onthe defensive in holding out some hopefor patient education in the face of 
theirsystematic reviews showing limited effectiveness of these interventions. Conclusions of 
limited effectiveness, I believed, were mostly Type II errors of inadequate measurement, but 
could also havereflected Type III errors by which interventions may not have been 
properlyimplemented. The cumulative researchsince that time has vindicated 
patienteducation and counseling interventions,which has left me with a further skepticism 
about the wisdom of withholdinginterventions on the basis of negativefindings from 
systematic reviews. To erron the false-negative side of withholdinglogically sensible and 
theoretically defensible treatments because of inadequaterandomized controlled trials 
evidence of their effectiveness, especially in areassuch as patient education where the 
paucity of evidence was largely a function ofpoor research support, seemed an unwiseuse of 
“best practices.” 

This is not to argue against the needfor systematic reviews, nor to suggestthat the 
systematic reviews have failedin their purpose, but only to acknowledgethe limitations of 
systematic reviewswhen the research is underdeveloped,inadequate, or incomplete. 

From clinical to community levels ofintervention. The latest (February 2000)upstart 
in this tradition of systematic,collaborative reviews of research to produce evidence-based 



recommendations for practice is the Campbell Collaboration, named after American 
psychologistand evaluation guru Donald Campbell.This collaboration is significant for 
healthbehavior and health promotion because itseeks to prepare and promote access 
tosystematic reviews of studies on the effects of social and educational policiesand practices 
outside medical care settings, as in much of the research onmental health and substance 
use.  

 Green  
Cochrane and Campbell systematicreviews are published electronically sothat they can be 

updated promptly asrelevant additional evidence emerges.They are amended periodically in 
thelight of criticisms and advances in methodology. The nine key principles on whichthe 
work of both collaborations are based are  

. • Collaboration, by internally and externally fostering good 
communications,open decision making, and teamwork.  
. • Building on the enthusiasm of individuals, by involving and 
supportingpeople of different skills and backgrounds.  
. • Avoiding unnecessary duplication, bygood management and coordination 
toensure economy of the effort.  
. • Minimizing bias, through a variety ofapproaches such as abiding by 
highstandards of scientific evidence, ensuring broad participation, and avoiding conflicts of 
interest.  
. • Keeping up to date, by a commitment toensure that reviews are 
updatedthrough identification and incorporation of new evidence.  
. • Striving for relevance, by promotingthe assessment of policies and practices 
using outcomes that matter topeople.  
. • Promoting access, by widely disseminating the outputs of the 
collaboration,taking advantage of strategic alliances,and promoting appropriate prices, 
content and media to meet the needs of users worldwide.  
. • Ensuring quality, by being open andresponsive to criticism, applying 
advances in methodology, and developingsystems for quality improvement.  
. • Continuity, by ensuring that responsibility for reviews, editorial 
processes,and key functions is maintained andrenewed. (see www.cochrane.org; and 
http://campbell.gse.upenn.edu)  
 

Because of their mutual concern about the quality of evidence and because thescience of 
research synthesis is stillyoung, the Campbell and Cochrane Collaborations have 
established jointCochrane-Campbell Methods Groups.These groups seek to stimulate the 
empirical methodological research requiredto improve the validity, relevance, andprecision of 
systematic reviews and the 

 
Systematic reviews ofevidence are under wayin various 

areas of population and publichealth interventions.  

randomized trials and other studies on which they are based.23 For Cochrane the emphasis 
on randomized trials would havebeen a natural extension of his work; but for Campbell, the 
inclusion of other studies in the mix would have suited his late career emphasis. 
Maintaining in one ofhis latest articles that there exists a complex social system of diagnosis 
anddelivery in the context of preventive interventions, Campbell argued againsttesting only 
“theoretically pure variablesin isolation or in experimentally controlled higher-order 
interaction” (p 416).24 Campbell (1987) noted further that  

We applied social scientists need notonly randomized experiments andquasi experiments, 
but also case studies, ethnography, participant observation, gossip collection from 



informants,hermeneutics, and so on … ideally [tobe] used as a supplement to 
experimentation, but if need be they may be used alone … not because the social sciences 
seek a different kind of validity than do other sciences, but ratherbecause to stay with our 
problems, wemust use techniques which, while improving the validity of our 
research,nonetheless provide less clarity ofcausal inference than would a retreat to 
narrowly specified variables underlaboratory control” (p 417, originalemphasis).*  

The Centers for Disease Control and Prevention (CDC) has now organized a  

* I am indebted to Mark Daniel for pointing outquotations from Campbell's 1987 article. See Daniel M. 
Effectiveness of community-based diabetes prevention and control in a rural aboriginal population. Vancouver; 
Unpublished dissertation, Department of Health Care and Epidemiology, University of British Columbia, 1997. 

 
The National Center for Chronic Disease Prevention and 

Health Promotion at CDC is now developing a set of 
“bestpractices” that wouldapply to other areas ofchronic 

disease control and health promotion.  

national committee to produce a set ofcommunity preventive services guidelines25 that would 
be parallel to the clinical preventive services guidelines. Systematic reviews of evidence are 
under way in various areas of population andpublic health interventions.26 

 

Alternatives to strict evidence-based interpretations. Alternatives to the slavish 
dependence on often-inadequate evidence because of insufficient funding 
andunderdeveloped methodologies are therule rather than the exception. Most arevariations 
on the “consensus conference” approach of NIH and the expert committee and “witness” 
approaches of bodiessuch as the World Health Organization,the National Academy of 
Sciences, theRoyal Society of Canada, royal commission studies, or reports for the 
EuropeanCommission.27 These approaches acknowledge that the evidence for interventions 
in policy-relevant research onhealth is bound to leave gaps and presentconflicting findings. 
They assume thatthe gaps, conflicting evidence, and datasubject to alternative 
interpretations canbe reconciled best through an expert con-sensus-development process in 
which thecombined experience of leading researchers and practitioners or policy makers 
ingrappling with the evidence and the problem or issue can be brought to bear.28 Having 
served on a few of these types ofcommittees for the NIH and the National Academy of 
Sciences in the United Statesand the Royal Society in Canada, I believethat this consensus 
approach to evidencebalances inadequate data with informedhuman judgment. As with the 
Canadianand U.S. task forces on clinical preventive medicine, however, their consensus 
processes are susceptible to group dynamics, scientific norms, beliefs about disciplinary and 
methodologic superiority, and other socio-historical and epistemological influences.29 

 

CDC initiated another landmark approach in “best practices” with the analysis of states 
as laboratories of social experiments in disease control and healthpromotion. Having as 
many as 50 statesdoes, at least, provide a statistical sampling advantage over many nations 
forecological analyses, if not as “laboratoriesfor democracy.” Staff of CDC’s Office onSmoking 
and Health (OSH) fielded amounting demand for technical assistance on tobacco control as 
many of thestates faced high-stake decisions on howto allocate the large sums of 
litigateddamages to be paid by the tobacco industry to the states. OSH reviewed the evidence 
of success and the common characteristics of policies and programs inthree states and 
codified their commonalities as Best Practices for ComprehensiveTobacco Control Programs to 
recommend to other states.38 California and Massachusetts had established the earliest 
comprehensive programs of tobacco control.31,32 These 2 states had achieved, respectively, a 
doubling and tripling of the ratesof decline in smoking prevalence in theother 48 states. A 
third state, Oregon,came up fast behind them with similarlyimpressive results compared 
with otherstates having less comprehensive efforts.33 The comprehensive efforts of these 



statescombined taxation, mass media counter-advertising, cessation programs, local 
andstate ordinances for smoke-free environments, restricted access by minors, 
andcommunity-based programs for prevention, including enforcement of the ordinances. 
This policy and program analysisalternative to systematic reviews of experimental studies to 
derive “best practices” for government policy and programdecisions lent a practical and 
helpful guidethat many states have applied as theyscurry to justify their share of the 
tobaccosettlement funds. Whether the guidelines would have been so eagerly consumed 
under fewer pressures and lowerstakes can only be conjectured. We knowthat other states 
ask with increasingfrequency and skepticism about the applicability of the California, 
Massachusetts, and Oregon experiences to their  
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own situations.  
The National Center for Chronic Disease Prevention and Health Promotion at CDC is now 

developing a set of “bestpractices” that would apply to other areasof chronic disease control 
and health promotion. Whether to use the methods of systematic review of smaller-scaled, 
butmore controlled studies, or the OSH method of larger-scaled natural quasi-experiments 
provided by model state examples of comprehensive programs andpolicies, has not been 
decided. OSH,meanwhile, seeks to take its analysisdown to the community level to 
develop“best practices” guidelines for local tobacco control efforts.  

Several of these landmarks in North America hold significance because oftheir 
government auspices and the prospect of policy application that follows fromthose auspices. 
For example, the U.S.Preventive Services Task Force guidelines in their second edition34 have 
the potential of influencing the selection ofpractices eligible for reimbursement under 
Medicare or Medicaid, or provincialhealth plans in the case of the CanadianTask Force on 
the Periodic Health Examination. The CDC-sponsored communitypreventive services 
guidelines have thepotential of becoming a guide to preventive block grants to states and 
other policy,planning, funding, and implementingfunctions at the state and local levels.35  

These potentials for influencing the environments for better preventive andhealth promotion 
practices of professionals are greater than the potential of influencing “best practices” 
through the publication of systematic reviews of controlledstudies that would presumably 
affect theattitudes and behavior of practitioners.36 The latter suffer from various 
communications gaps between research and practice:  

. • An accessibility gap (Do I have the sameresources as the experimentors?).  

. • A credibility gap (How different is theirsituation of practice from mine?).  

. • An expectations gap (Is it really necessary for me to strive for such lofty 
goalsin my practice).37 

 
 

Numerous suggestions besides “bestpractices” have been offered and solicitedin the 
editorials of leading journals forbridging the research-practice divide.38-39  

 
The National Center for Chronic Disease Prevention and 

Health Promotion at CDC is now developing a set of 
“bestpractices” that wouldapply to other areas ofchronic 

disease control and health promotion.  

“Best practices,” however, will retain theirluster as the gold standard to which 
everypractitioner should aspire, and as elusive, imaginary pots of gold at the end ofresearch 
rainbows, so long as we fail torecognize the inherent limitations in theconcept and in the 
execution of the concept.  

Problems Inherent in "Best Practices" Recommendations from Research Internal 
validity supreme over exter 



nal validity. As scientific reviewers cast their critical eyes on the evidence ofintervention 
effectiveness from research studies, they naturally give most of theirattention to the quality 
and execution ofthe experimental or quasi-experimentaldesign in controlling for confounding 
factors. They are vigilant in guarding againstwhat Donald Campbell and Julian 
Stanleycalled, in their classic work on experimental and quasi-experimental designs,“threats 
to internal validity.”40 These are the prerequisites to attributing to theinterventions whatever 
changes in outcomes are observed. It is perfectly understandable that these concerns would 
take precedence over external validity. Without internal validity, one cannot expect tohave 
external validity—the degree to whichthe findings can be generalized to othersettings or 
populations. My concern hereis that the preoccupation with internalvalidity has so 
overshadowed the questions of external validity that the latterget little attention in the final 
recommendation of “best practices.” 

The ratings of evidence used by theCanadian and U.S. task forces on clinical preventive 
services, for example, took 

 
The U.S. Preventive Services Task Force gavefar more 

attention than the Canadian Task Force to the 
importance ofpatient education andcounseling.  

some pains to note the considerable variations in the application of their guidelines for some 
interventions across age-groups or stages of life and, of course,between sexes. They also 
note the medical contraindications for some procedures.Beyond these broad refinements, 
however, they devote little space to the needfor tailoring or individualizing their 
recommended interventions to the patient.The U.S. Preventive Services Task Force gave far 
more attention than the Canadian Task Force to the importance ofpatient education and 
counseling. Indeed,over half of the recommendations in the first edition of the U.S. clinical 
guidelineswere for counseling interventions. Thisattests to the recognition that, withoutmore 
fine-tuned evidence on external validity, people would need to adapt theirpersonal 
implementation of the recommendations to their own circumstances and lifestyle. 

The CDC Office on Smoking andHealth’s Best Practices for ComprehensiveTobacco Control 
Programs30 had only threestates with enough program and outcomedata from which to 
generalize its recommendations to the other 47 states when it was first prepared. Other 
states, including Arizona and Florida, have now amassedsufficient evidence of the effects of 
these “best practices” to allow for an expansionof the recommendations and greater 
confidence in generalizing to other states.The criteria used in admitting the firstthree states 
to the analysis had everything to do with the perceived methodological quality of their 
programs and theirdata and little to do with their representativeness. In short, internal 
validity wassupreme over external validity in drawing the conclusions for “best practices.”  

In the case of the CDC-sponsored Guide to Community Preventive Services,25 the methods, 
criteria, and rating scales forevidence, once again, place virtually allthe weight on internal 
validity. Ratingsfor “suitability of study design for assessing effectiveness” and “assessing 
thestrength of a body of evidence on effectiveness of population-based interventions”both 
show a direct and exclusive relationship to the strength of recommendations.To their credit, 
this Task Force does have a set of procedures for considering external validity or 
“applicability” to local situations, although they do not show up inthe ratings that lead to 
recommendations. These provide that chapter development teams:  

(1) define target populations and set-tings for which the intervention mightbe considered; 
(2) assess whether available studies have evaluated the intervention in those populations 
and settings; (3) assess the extent to which thepopulations or settings in those studies are 
likely to represent the targetpopulations and settings of interest;and (4) make judgments 
about whetherthe intervention works better or worse in some populations and settings 



thanin others. Based on that information, the Task Force will make a judgmentabout how 
widely the resulting recommendations should apply as well asidentifying areas for further 
research(p.34).41 

 

Human organisms’ homogeneity vssocial organizations’ heterogeneity. The relative 
predictability of the humanorganism’s response to medical or surgical interventions 
compared with the relative unpredictability of social and psychological factors that might 
modify the response to health promotion or public healthinterventions make the “evidence-
based best practices” exercise qualitatively different. The medical origins noted earlierfor 
“best practices” in the health fieldsmake these differences worthy of carefulconsideration in 
adopting the methods ofsystematic review and synthesis of evidence. The emphasis on 
internal validitycan be more readily justified in the medical sciences where the applicability 
of anintervention to other human bodies can be claimed with greater confidence. Procedures 
such as those just quoted from the Community Preventive Services TaskForce will result in 
more evidence havingto be set aside or applied cautiously incommunities and populations. 

Internal validity maximizes attributability of outcomes to the interventions intended to 
affect them. External validity maximizes relevance of theresults to other settings or 
populations. Iwill come to an alternative approach tomaximizing relevance while achievingan 
acceptable level of internal validity inthe later section on participatory research. 

Historical, legal, and other contextual factors in health promotion. Besides 
homogeneity vs heterogeneity ofthe recipients of interventions, the uniformity or variability 
of the interventionsalso relates to the context in which the interventions must be developed 
and applied. Clinical interventions are typicallyimplemented in clinical settings, 
withconsiderable control over the context and circumstances. Clinical trials establishing 
efficacy, however, do not always translate to establishing effectiveness in real-world settings. 
For example, an efficacious drug may be ineffective if people willnot take it as prescribed. In 
terms of effectiveness, then, clinical interventions, along with health promotion andother 
social and behavioral sciences involved in public health, cannot fail toaccount for and adapt 
to the historical,legal, political, economic, social-organi-zational, and cultural aspects of a 
community or population. In meeting thisneed, health promotion interventions cantake 
either a centrally planned, outcome-focused, evidence-based approach to doing so,42 or they 
can engage the community in a responsive or reactive mode toadapt the program to the 
participatoryinput of local practitioners and residents.43 The problems of “best practices” 
ariselargely when the recommended or requiredbest practice (usually tested in one or 
moreparticular localities) is imposed as policyfrom central authority upon the highlyvariable 
other settings in which they maynot fit the particular circumstances.44 

 

One further aspect of history is thatcommunities and populations changefrom day to day. 
Even if one tries to generalize today’s research to the same community or population, much 
less another population, the population mighthave changed enough in the time sincethe 
research was completed (perhaps even  
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before it is published) that the results nolonger apply to that population.  

Alternatives to, or Variations on, 
"Best Practices"  
Expectations that health promotion andhealth behavior research will produce“best 



practices” as interventions in thesame way as medical research has donein efficacy trials 
must be replaced withsomething akin to “best practices for theprocess of planning for most 
appropriateinterventions for the setting and population.” We should not expect to be 
exempted from the evidence-based requirements now imposed on other fields ofhealth 
practice, but the evidence broughtto bear should be tested methods of intervention 
combined with procedures andtheories to achieve the appropriate fitbetween the possible 
methods and thetargeted population’s circumstances.Some alternatives follow.  

“Best Practice” as process rather thanas packaged interventions. A common 
misunderstanding about health promotion research is that it seeks or should seek a magic 
bullet, a package to put on ashelf in any community where professionals can pull it off and 
apply it. I havenever believed that was going to be possible and said as much in the early 
formulation of the Precede model of health education planning45 and in later extensions of 
the model to encompass healthpromotion’s policy, organizational, andregulatory aspects.46 
Yet, because generalizability or external validity is oneof the criteria of good science, we are 
atrisk of undermining confidence in healthpromotion if we make too much of a pointthat our 
research cannot be expected toproduce highly generalizable findings.What needs to be 
clarified is that health promotion research can promise to produce a generalizable process 
for planning, not a generalizable plan. The products of 

 
The best monitoring of“best practice” isself-monitoring by 

thoseclosest to the practice...  

health promotion research that will havegeneralizability are ways of engaging thecommunity, 
ways of assessing the needsand circumstances of the community orpopulation, ways of 
assessing resources,ways of planning programs, and ways ofmatching needs, resources, and 
circumstances with appropriate interventions.It is the science of diagnosis—building abetter 
understanding of what practitioners and policy makers need to look forand find in 
communities, in populations,and organizations—that should be developed and applied as 
the first level of “bestpractice” for health promotion and population health programs. A 
necessary second level is matching community capacity and needs with appropriate 
processesfor implementation of meaningful interventions responding to local needs. 

Emphasize control by practitioner,patient, client, community, or population. 
Central to the Ottawa Charter definition of health promotion was “enablingpeople to control 
their health.” This alonewould imply that “best practices” wouldemphasize a process of 
enabling people tocommand their own unique or tailoredinterventions to fit their own 
perceptionsof need and their own circumstances, and to develop their own capabilities. 
PennyHawe and her associates in Australia developed a practitioner’s guide to planning and 
evaluation through an iterative,3-year interaction with practitioners toblend evidence-based 
planning modelswith their culture and experience.47 Much has been written in recent years 
on participatory research to enable local populations or communities to play a more active 
role in framing the research questions, proposing acceptable methods ofdata collection, and 
interpreting the results in ways that will have more relevance for local action.48 More remains 
to be done in making these methods of participatory research workable within thepeer 
review and grant-making procedures of funding agencies.49 

 

Besides making the research moreparticipatory, the study of implementation of policy and 
program guidelines hasshown that greater discretion in the handsof local planners and 
practitioners to adaptthe policies and guidelines to their circumstances will enhance 
effective imple-mentation.50 Greater local discretion and flexibility will only intensify the need 
forongoing formative and process evaluation to ensure appropriate uptake, implementation, 
and penetration of interventions.  

Emphasize local evaluation and self-monitoring. Hawe’s work, the Precede-Proceed 
Model, and other health promotion planning models reflect the growingunderstanding that a 
sound approach tobest practice in any local situation is onethat emphasizes evaluation. The 



bestmonitoring of “best practice” is self-moni-toring by those closest to the practice—those 
who are in the best position toadjust the practice according to the monitoring and evaluation 
results. Rather than“viewing” the distant evaluation of another program in another 
population asdefinitive of best practice, local workersshould view such evaluations as 
suggestive of a hypothesis to be tested, withappropriate adaptation, in the local situation.  

More systematic study of place, setting, and culture. If it is correct that best practice 
in health promotion must, aboveall, take context into account, then more systematic study 
of place, organizationalsettings, social circumstances, and culture must be a part of the 
research agendato guide health promotion practice.51 An ecological approach to health 
promotionwould take the environment and its reciprocal relationship to behavior into 
account as grounding for planning and “bestpractice.”52 We should draw more systematically 
on geography and anthropologyamong the social sciences to which weturn for theory and 
data. 

Research on the tailoring process andnew technologies. A recent flourishingof studies 
around issues of health education technology—namely information,communication, and 
computing technolo-gies—provides hope that we can ultimatelytailor health communications 
to the needs of each person, acknowledging that nothing is generalizable to everybody. We 
havedespaired in the past of having the principle of individuality applied within a population 
approach. Mass media, for example,necessarily have mass messages. Thenew technologies 
offer the possibility ofmanipulating those messages, varyingthem systematically to fit the 
characteristics, needs, tastes, and values of different populations.53-55 

 

At least 3 types of products seem to beemerging that I think will afford a wholenew 
generation of research in healthpromotion. One of these is Expert SystemSoftware. It 
compiles the evidence andbest practices in such a way that entry-level practitioners can put 
a CD-ROM intheir computers and get clear guidanceon how to proceed in a way that is 
moreusable and adaptable than what they findin a textbook or manual. We tried to develop 
one such software, called EMPOWER for “Expert Methods of Planningand Organizing Within 
Everyone’sReach.”56 This first attempt was too crudeto work smoothly in the daily, 
myriadroutines of practitioners,57-58 so we converted it from a planning tool to a teachingtool, 
which has been well received in the classroom as an adjunct to the Precede-Proceed 
textbook.59 Nevertheless, I remain convinced that expert system software has a future for 
field-tested guidance of practitioners in real time, on thejob, in planning programs, and 
some peoplein health promotion are pursuing thisvision.60 

 

A second head-turning function of newinformation technologies that addressesa source of 
the stress professionals areexperiencing is the information retrievalfunction. With an agile 
wrist on the mouse,we are now able to gather informationfrom just about anywhere in the 
world.Three years ago people were asking mefor documents. Now they ask for Web sitesand 
URL addresses. Practitioners can no longer excuse themselves from the research review and 
local data compilationtasks that the more thorough planningmodels demand. The 
information retrieval capabilities of most computer connections now put instant research 
literatureand instant local data on the desktop ofthe practitioner. The challenge is to 
trainpractitioners to be able to bridge the gapbetween the research done elsewhere and the 
circumstances of their communities.  

Possibilities of synthesizing researchfrom sources other than randomized  
Green 

 
The information retrieval capabilities of mostcomputer 

connectionsnow put instant researchliterature and 
instant local data on the desktopof the practitioner.  



trials. Having new software packages forqualitative research as well as for research 
synthesis, we look ahead to thepossibility for systematic syntheses ofqualitative and 
quantitative research.When we are eventually in the position tosynthesize qualitative and 
quantitativeresearch from various settings, we will beon a new exciting frontier of 
knowledgeapplication. 

Our use of information technology andthe synthesis of evidence from scientificsources will 
have to be different from other fields because of the greater importance of context in health 
promotion. Everything we do needs to be contextualized.We need information systems not 
only tosynthesize the scientific informationabout the strength of relationships between 
independent and dependent variables, inputs and outcomes, but also toblend that with 
information about the people studied and how they differ fromthe local people and the local 
community’scharacteristics. We need to consider within-study individual and group 
differences, rather than try to nullify themthrough processes of randomization to groups. 

How can we use this new technology totap into community information systemsand 
population information systems forhealth promotion planning? We need tocombine health 
promotion research information, census, vital statistics, opinion polls and surveys, content 
analyses ofmedia coverage of health topics, and evencase studies and journalistic 
descriptionsso that we can match the evidence from scientific sources with the evidence 
from the community. 

Much of this will be made more relevant, more usable, and more likely to beused if we can 
develop and apply it in participatory ways with communities andpopulations. Participatory 
researchshould be one of the hallmarks of health promotion research in the future. If itwas 
once avoided because it was too messy, the new information technologies and 
communication tools mightmake it less so.  

SUMMARY AND CONCLUSION  
Faced with the demand for evidence-based practice on one side and the supplyof 

idiosyncratic sources of evidence onthe other, health promotion practitioners,planners, and 
policy makers have had toadapt the evidence to their regional, local, or organizational 
circumstances onthe fly. With professional judgment andcommunity input, most local 
programshave made good use of evidence when itseemed relevant, but more often ignoredit 
because it felt foreign. The foreign feelof the evidence stems from its unrepresentative 
sources, either in the artificiality of the circumstances of the researchor in the 
socioeconomic character of the subjects or the setting. The CDC-derived“best practices” for 
tobacco control, forexample, came in the first edition fromthe states of California, 
Massachusetts, and Oregon. Other states have had difficulty identifying with those three 
states,their populations, and the circumstancesunder which they were able to mounttheir 
programs in tobacco control. 

Such misfitting of evidence and practice is pervasive and probably inherent inhealth 
promotion. Even if the number ofsettings in which the research could bereplicated were 
multiplied by the numberof states, provinces, or countries in whichit might be applied, the 
changing political, economic, and other time-dependentcircumstances between the research 
and the application in practice might makethe research suspect. 

These observations need not lead us to a nihilistic or postpositivist position ofdismissing 
all evidence that is not localand immediate. I have suggested at least6 ways to cope with 
these problems ofpractice adapting to evidence or adaptingevidence to practice. Each has 
precedents in practice and some lines of development in social, behavioral and 
healthpromotion research. These suggestionsare entirely consistent with the philosophies 
and tenets underpinning healthpromotion practice, and each warrants a research agenda of 
its own. 
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