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RIASSUNTO 

 

Presupposti dello studio 

Nonostante le buone pratiche siano strumenti di sempre maggior utilizzo in determinati 

contesti, manca in letteratura una definizione di buona pratica per la Sanità Pubblica, soprattutto per la difficoltà di conciliare l’efficacia pratica (effectiveness) e la praticabilità 

operativa nei diversi contesti con la tradizionale gerarchia delle evidenze scientifiche; la 

mancanza di una definizione condivisa e del conseguente inserimento a pieno titolo negli 

strumenti riconosciuti dalla comunità scientifica e professionale, comporta la difficoltà nel classificare e diffondere esperienze di successo che possono essere considerate “buone pratiche” potenzialmente esportabili in altri contesti, ostacolando perciò l’armonizzazione 
degli approcci alle diverse problematiche e potenzialmente delle performance. 

 

Scopo dello studio  

• Realizzare una revisione della letteratura sulle esperienze e definizioni di buona 

pratica in Sanità Pubblica che identifichi i concetti maggiormente ricorrenti nei lavori 

scientifici, che consenta di sviluppare una definizione di buona pratica in Sanità 

Pubblica; 

• Sviluppare uno strumento per la classificazione e la valutazione delle buone pratiche in 

Sanità Pubblica; 

• Sviluppare un set di raccomandazioni per la pianificazione, implementazione e 

autovalutazione delle buone pratiche in Sanità Pubblica, compendio allo strumento per facilitare l’ideazione di buone pratiche considerando i fattori che ne ostacolano o favoriscono l’implementazione e la diffusione; 

• Testare sul campo lo strumento raccogliendo una serie di buone pratiche, valutando la 

versatilità dello strumento nella classificazione di buone pratiche realizzate a diversi 

livelli l’affidabilità per realtà differenti a livello (locale, regionale e nazionale), 

indispensabile per testare la reale efficacia pratica dello strumento nel rappresentare 

le diverse realtà ed esperienze e la sua capacità di essere consultato; 

 

Metodi 

La definizione di buona pratica è stata sviluppata attraverso una revisione sistematica della 

letteratura e una ricerca separata attraverso portali istituzionali con collezioni di buone 

pratiche nonché progetti europei / Joint Actions. 



 

 

Utilizzando i dati della revisione sistematica, sono stati identificati 14 framework con criteri di 

valutazione delle buone pratiche. Tutti i criteri di diversi quadri sono stati raggruppati in aree 

tematiche (dimensioni) precedentemente identificate. 

Il sistema di punteggio è stato sviluppato ponderando ogni dimensione con il numero di 

citazioni all'interno della revisione sistematica. 

 

Risultati 

Sono stati vagliati un totale di 9378 abstract, di questi 339 lavori sono stati valutati full-text e 

un numero definitivo di 74 manoscritti è stato incluso nella revisione finale; tutti le 

caratteristiche di buona pratica sono state raggruppate in cinque dimensioni principali: 

efficacia, sostenibilità, replicabilità, portata e contesto. 

Lo strumento FIRST (acronimo di Frame, Impact, Resources, Spread e Target) è stato 

sviluppato da 14 framework selezionati includendo un totale di 122 criteri, raggruppati in fasi 

plan, do, check, act.in base al ciclo di miglioramento della qualità. 

Durante il test sul campo dello strumento FISRT, 340 buone pratiche sono state selezionate 

casualmente da tre portali web e valutate utilizzando lo strumento FIRST: 129 buone pratiche 

nazionali, 62 GP regionali, 61 locali e 88 GP di singoli ospedali. 

 

Conclusioni 

Lo studio ha prodotto una definizione di buona pratica basata su cinque dimensioni costruite 

dalle evidenze disponibili in letteratura, comprese le più recenti esperienze di Joint Action 

europea. 

Lo strumento FIRST è stato sviluppato utilizzando i framework disponibili in letteratura, e 

rappresenta il primo strumento di valutazione e autovalutazione per le buone pratiche. 

Lo strumento FIRST si è dimostrato efficace nel fornire una fotografia delle buone pratiche 

disponibili nei diversi setting, descrivendo le dimensioni più solide e quelle con le maggiori 

opportunità di miglioramento, rivelandosi al contempo flessibile, sebbene più adatto per 

interventi a scala maggiore rispetto esperienze locali più piccole. 

  



 

 

ABSTRACT 

 

Background 

Despite the increasing use of the good practices tool in health care organizations, there is no 

commonly accepted definition of good practice in public health in literature, especially for the 

difficulty of reconciling effectiveness and operational feasibility with the traditional hierarchy 

of scientific evidence; the lack of a formal definition and the difficulty in finding a suitable spot 

in the scientific literature often undermine the possibilities for classifying and spreading 

successful experiences that can be considered "good practices", hindering the harmonization 

of approaches towards different problems. 

 

Aim of the study 

• making a systematic review of the literature on good practice definitions and experiences in 

Public Health, identifying the most recurrent concepts and problems in scientific papers, thus 

developing a definition of good practice in Public Health; 

• developing a tool for classification and evaluation of good practices in Public Health; 

• developing a set of recommendations for planning, implementation and self-evaluation of Public 

Health good practices, to facilitate the design of good practice considering the factors that prevent 

or promote implementation and dissemination; 

• field-testing the tool picking up a set of available good practices, evaluating the tool versatility in 

good practices classification for different realities (local, regional and national) and its ability to 

be consulted with ease; 

 

Methods 

Good practice definition has been developed using a systematic review of the available 

literature and a separate search through institutional websites and portals for good practices 

collections and European projects/Joint Actions. 

Using data from systematic review, 14 frameworks with good practice evaluation criteria 

were identified. All criteria from different frameworks were grouped into previously 

identified thematic areas (dimension). 

Scoring system was developed weighting each dimension with the number of citations inside 

the original systematic review. 

 

 



 

 

 

Results 

A total of 9378 abstracts were screened, 339 records were assessed with full-text and a 

definitive number of 74 records were included in the final review; all good practice concepts 

where grouped into five main dimensions: Effectiveness, Sustainability, Replicability, Reach 

and Context. 

FIRST tool (acronym for Frame, Impact, Resources, Spread and Target) was developed from 

14 selected frameworks included a total of 122 criteria, grouped into Plan phase, Do phase, 

Check phase and Act phase, according to the quality improvement circle. 

During FISRT tool field testing, 340 good practices were randomly selected from three web-

based portals and assessed using FIRST tool: 129 national good practices, 62 regional, 61 local 

and 88 single hospital good practices. 

 

Conclusion 

The study produced a definition of good practice built on five domains based on the evidence 

available in literature, including frameworks from the most recent European Joint Action 

experiences. 

The FIRST tool was developed using frameworks available in literature, representing the first 

evaluation and self-evaluation tool for good practices. 

The FIRST tool was effective in providing a picture of different good practices settings, 

describing stronger dimensions and improvement opportunities, while setting stratification 

proved the tool flexible, although more suitable for widespread interventions than little, more 

local, experiences. 

 

 

  



 

 

1.BACKGROUND 

 

In the last decade, considerable efforts have been devoted in Europe to policies and programs 

standardization to facilitate and promote cross-border, transnational and interregional 

cooperation, aiming for strengthening economic and social cohesion (1); reduction of 

excessive behavior variability, performance measurement and reduction of performance 

differences in health care organizations are also basic concepts of quality systems and 

cornerstones of the continuous improvement cycle (2). 

Programs funded by European Union (EU) like PHIRE (Public Health Innovation and Research 

in Europe), ROAMER (Road Map for Mental Health Research in Europe) as well as 

MAPPING_NCD (Mapping European research on non-communicable diseases), had as primary 

goal to identify potential overlaps and opportunities for collaboration within Europe and to 

contribute to the development of evidence-based policies. 

At the same time Joint Actions like CHRODIS (Joint Action on Chronic Diseases), RARHA (Joint 

Action on Reducing Alcohol Related Harm), or PASQ (European Union Network for Patient 

Safety and Quality of Care) are other European scaled projects funded by EU with the purpose 

of harmonization and network developing collaboration. 

 

Despite these institutional efforts, there are still significant dissimilarities in the way 

healthcare professionals from different European countries manage Public Health topics.  

Given that guidelines in healthcare field are built using evidence based medicine principles, 

the most rational approach to standardization and harmonization should be using evidence 

based practices; unfortunately, this traditional approach is hard to adapt for Public Health 

field, were practitioners struggle to implement practices that were designed by researchers 

that often cannot take completely into account the complex environment in which those 

interventions will be used. 

Evidence Based Public Health, in fact, relies upon epidemiological rigor and strong quality of 

evidence rarely available outside an experimental environment (3). 

Consequently, a major obstacle for healthcare practitioners is represented by the lack of 

evidence on how interventions and programs perform when implemented in real life, as 

evidence based interventions are often undermined by the fact of being designed to achieve 

evidence of positive effect alone rather than be proven effective at practical level (3)  

 



 

 

This led to an opposite approach to the problem, where practitioners, patients and 

communities are engaged in participatory research and evaluation conducted in practice 

settings, generating practice based evidence. (4) 

Nevertheless, although in some cases practice based evidence is generated, suggesting what 

should be done, the specific literature is usually limited to single successful experiences, with 

little or no diffusion, that are proven effective in a singular setting but are lacking evidence for 

a possible replication in others; practitioners not always have access to these single 

experiences, losing their potential usefulness in other contexts or worse, even when evidence 

is promptly available, implementation is an insurmountable obstacle, given the difficulty of 

translating scientific evidence into real practical programs (5). 

Traditional evidence hierarchy used for evidence based guidelines, in fact, is lead by the 

excellence of systematic reviews and multi-centre studies while single successful experiences 

are usually classified as fair or poor evidence sources. 

 

In this scenario, there is a growing call for so called good practices as a way to collect and 

share successful exportable experiences. 

Although the term good practice is being progressively more used in Public Health, there is 

not currently a shared definition of it, which demonstrates the urgent need for a common 

vocabulary among professionals of all countries, in order to communicate, compare 

experiences and improve performance through a systemic approach in a context of increasing 

Public Health globalization (6). Consequently, the specific literature is rather thin, usually 

limited to single successful experiences, with little or no diffusion, that are proven effective in 

a particular context but are lacking a strong scientific evidence for a possible replication in 

other realities. 

Despite these difficulties, there are some attempts at a European level (supported by the 

institutions) to define a good/best practice and collect experiences proven effective on 

particular Public Health problems or areas (e.g. the aforementioned PASQ, or the European 

Commission Public Health Best Practice Portal); this sectorial method, somehow unavoidable 

given the vastness and the variability of health problems in population, partly limits 

experiences dissemination and prevents the systemic approach needed in Public Health. 

 

At the same time, standardization and harmonization require measurement and self-

evaluation as key elements for quality improvement (7, 8), as is demonstrated by two 

successful examples of self-evaluation frameworks at international level like WHO’s Hand 



 

 

Hygiene Self-Assessment Framework (9) and French Government’s ICALIN (Indicateur 
Composite des Activités de Lutte contre les INfections) (10). 

A framework of criteria to evaluate good practices may allow organizations to analyze and 

monitor their performance over time, may promote benchmarking activities, may foster 

exchange of best practices and also support the transparent flow of information on system 

evolution to the involved stakeholders (11,12).  

In this context, a tool based on a literature-based definition of good practice in Public Health 

designed for classification and evaluation of good practices in Public Health would be able to 

help standardization and dissemination of successful experiences, performance improvement 

and reduction of the gap that now separates scientific research and operational reality. 

 

  



 

 

2.AIMS OF THE STUDY 

• making a systematic review of the literature on good practice definitions and 

experiences in Public Health, identifying the most recurrent concepts and problems in 

scientific papers, thus developing a definition of good practice in Public Health; 

• using the systematic review to develop a tool for classification and evaluation of good 

practices (GPs) in Public Health; 

• using the systematic review to develop a set of recommendations for planning, 

implementation and self-evaluation of Public Health good practices, to facilitate the 

design of good practice considering the factors that prevent or promote 

implementation and dissemination; 

• field-testing the tool picking up a set of available good practices, evaluating the tool 

versatility in good practices classification for different realities (local, regional and 

national) and its ability to be consulted with ease; 

 

 

  



 

 

3.1 LITERATURE REVIEW METHODS 

Literature search was carried out by a single researcher from April to September 2017, using 

two different approaches. A systematic review of literature through MEDLINE and EMBASE 

databases was performed using a broad search key: ("public health"[All Fields]) AND 

("appraisal"[All Fields] OR "assessment"[All Fields] OR "evaluation"[All Fields]) AND 

("intervention"[All Fields] OR "strategy"[All Fields] OR "program"[All Fields] OR "practice"[All 

Fields] OR "plan"[All Fields]) AND ("tool"[All Fields] OR "framework"[All Fields]. A separate 

search through institutional websites and portals was carried out for good practices 

collections and European projects/Joint Actions. 

Inclusion criteria were: records with available full text, concerning good or best practice 

evaluation or collection, that included some kind of definition, some selection criteria or some 

domains considered fundamental for defining, building, implementing or sharing good/best 

practices. There was no preventive language limitation and last update of the search was 

performed on 25th September 2017. 

3.2. LITERATURE REVIEW RESULTS 

A total of 10047 records were identified through databases search, while 370 additional 

records were identified using articles references and through websites and portals search. A 

total of 9378 abstracts were screened after duplicates removal: 8084 abstracts were deemed 

irrelevant for the topic (i.e. the title included some of the search terms but the paper was not 

about good practice definitions or experiences in Public Health) and 966 did not include 

definition, criteria or domains (i.e. they were not informative). A total of 339 records were 

assessed with full-text: 216 were deemed not relevant (i.e. despite the abstract content they 

did not include good practice definitions or experiences in Public Health) and 49 did not 

include definition, criteria or domains. A definitive number of 74 records (13-87) were 

included in the final review (Figure 1). 

 

Figure 1: summary of literature search results 





 

 

Equity 9 Robustness 1 
Dissemination (broad) 8 Answerability 1 

Safety 8 Trialability 1 
Efficacy 7 Observability 1 
Acceptability 7 Readiness 1 
Adoption 6 Appropriateness 1 
Fidelity 6 Plausibility 1 
Ethical 6   
Cost-effectiveness 6   

 

Going beyond single explicit definitions, many concepts could be grouped: sustainability, for 

example, implies availability of resources (economic or human) and therefore could be 

considered a synonym of costs; similarly, reach could include the concepts of deliverability, 

satisfaction or utility, as all those concepts imply the ability to obtain results on a specific 

target population. 

Using this logic, whenever possible all the cited good practice concepts where grouped into 

five broader Dimensions (Table 2), obtaining 5 main dimensions: Effectiveness, Sustainability, 

Replicability, Reach and Context/Setting. 

 
Table 2: grouped Dimensions definitions 

Dimension (Synonym) Definition (Oxford Dictionary) 
Definition for good practice (from 

literature) 

N° of 

citations 

Effectiveness (Outcome, Public 
Health Impact, Evidence) 

The degree to which something is successful 
in producing a desired result  

The practice achieves the desired outcomes  78 

Sustainability ( Costs, Economic 
Resources, Funds, Feasibility) 

The ability to be maintained at a certain rate 
or level  

The practice can be maintained and achieve 
desired outcomes over time  

73 

Replicability (Generalizability, 
Transferability, 
Implementation) 

The quality of being able to be exactly 
copied or reproduced  

The practice can be applied to or adapted 
for various context  

48 

Reach (Deliverability, 
Satisfaction, Utility, Equity) 

The extent or range of something's 
application, effect, or influence  

The practice affects the intended and 
critical target population  

43 

Context  

The circumstances that form the setting for 

an event, statement, or idea, and in terms of 
which it can be fully understood  

Geographical, socio-economical, socio-
cultural environment  

25 

(Setting) 
(National, regional, local level of 
implementation) 

(10) 

 

 

Using these 5 main dimensions, a literature-based definition of good practice was obtained. 

A Good Practice is a practice proven effective and sustainable, in a single context for a single 

target population, that can be replicable elsewhere. 

4.1 TOOL DEVELOPMENT METHODS 



 

 

Using data from systematic review, 14 frameworks with good practice evaluation criteria 

were identified. All criteria from different frameworks were analyzed by a single researcher, 

removing duplicates and grouping them into previously identified thematic areas (dimension) 

and quality circle phase. 

Scoring system was developed weighting each dimension with the number of citations inside 

the original systematic review; single criteria has the same weight inside each dimension. 

Recommendations were developed contextually to the tool, using plan phase of each 

dimension. 

4.2 TOOL DEVELOPMENT RESULTS 

4.2.1 Tool for classification and evaluation of good practices in Public Health 

For tool development, the 74 records of original systematic review were narrowed down to 

14 that included a complete evaluation framework (Table 3): 8 frameworks available in 

literature, 3 sectorial frameworks and 3 EU Joint Actions evaluation frameworks. 

 

Table 3: Frameworks included in FIRST Tool development 

Framework 
Year of publication 

Frameworks available in literature  

PRECEDE-PROCEED  1997 

Reach, Efficacy, Adoption, Implementation and Maintenance (RE-AIM)  1999 

Swift Worksite Assessment and Translation (SWAT)  2006 

Practical, Robust Implementation and Sustainability (PRISM)  2008 

Quality Implementation Framework (QIF)  2012 

Standards for Quality Improvement Reporting Excellence (SQUIRE 2.0)  2015 

Systematic Screening and Assessment method (SSA)  2015 

Quality and Impact of Component (QuIC) Evidence Assessment  2015 

Sectorial frameworks  

Framework for classifying patient safety practices 2011 

Good Practice Appraisal tool for obesity prevention 2011 

Good Practices in Mental Health and Well Being 2017 

Joint Action evaluation frameworks  

PASQ - European Union Network for Patient Safety and Quality of Care 2012 

CHRODIS - Joint Action on Chronic Diseases 2015 

RARHA - Joint Action on Reducing Alcohol Related Harm 2016 

 

Overall, the 14 selected frameworks included a total of 148 criteria; among these, 26 were 

doubles/similar to each other and therefore grouped in a single criterion, obtaining a final 

number of 122 criteria. 

The tool was built to serve a double purpose: evaluation of existing good practice and self-

evaluation of own good practice development; therefore, the tool structure incorporates the 5 

Dimensions obtained from the systematic review for the former and the quality improvement 

circle (Plan-Do-Check-Act) for the latter. 





 

 

 

Table 4. FIRST Tool architecture 

FRAME dimension 
  CONTEXT: Geographical, socio-economical, socio-cultural environment   

  The practice is planned considering its context Evidence 

PLAN1 

During practice planning, a Social assessment is performed: 

1 

Social problems are considered 

Strenghts and weaknesses are considered 

Available resources are considered 

Community readienss for change are considered 

PLAN2 An Epidemiological assessment is performed, focusing on specific heath problem/issue/need 1 

PLAN3 
A Behavioral diagnosis is performed, focusing on community attitude towards the health problem/issue/need 

previously identified 1 

PLAN4 An Enviromental diagnosis is performed, focusing on physical elements out of individual control and specific behavior 1, 5 

  The practice is coherent to the context Evidence 

DO1 

The intervention has a comprehensive approach to the health problem/issue/need, addressing all relevant 

determinants: 2 

Social deteminants are addressed 2,4 

Epidemiological deteminants are addressed 2 

Behavioral deteminants are addressed 2 

Environmental deteminants are addressed 2 

DO2 An effective multidiciplinary and intersector partnership is in place 2 

  The practice's impact is evaluated and compared to planned results in the context Evidence 

CHECK1 The context is conducive to evaluation and results of the practice 6 

CHECK2 

If yes, there are: 3 

Contextual elements that interact with the practice 3 

Observed associations between outcomes and relevant contextual elements  3 

  The practice is modiefied after evaluation Evidence 

ACT1 The practice is modified after evaluation, considering new context elements   

  SETTING: National, regional, local level environment   

  The practice is planned considering its setting   

PLAN1 

During practice planning, a setting assessment is performed:   

Predisposing factors of people involved are considered (individuals knowledge, beliefs, values, attitudes, etc.)  1 

Reinforcing factors of people involved are considered (rewards, social support, peer support, etc.)  1 

PLAN2 
An Administrative assessment is performed, considering organizational situations that could hinder or facilitate the 

development of the practice 1 

PLAN3 
A Policy assessment is performed, considering compatibility of program goals and objectives at local, national, 

institutional and international level 1 

  The practice is coherent to the setting   

DO1 

The intervention has a comprehensive approach to the health problem/issue/need, taking advantage from:  

4 Predisponing factors 

Reinforcing factors 

Alignment with a policy plan at the local level 2,4 

Alignment with a policy plan at the national, institutional and international level  2 

  The practice's impact is evaluated and compared to planned results in the setting    

CHECK1 The setting is conducive to evaluation and results of the practice 4,6 

CHECK2 

If yes, there are: 3 

Setting elements that interact with the practice 3 

Observed associations between outcomes and relevant settingelements  3 

  The practice is modiefied after evaluation Evidence 

ACT1 The practice is modified after evaluation, considering new setting elements   

Evidence 

1.PRECEDE-PROCEED framework   

2.CHRODIS - Joint Action on Chronic Diseases evaluation framework   

3.Standards for Quality Improvement Reporting Excellence (SQUIRE) evaluation framework   

4.Quality Implementation Framework (QIF)   

5.Good Practice Appraisal tool for obesity prevention evaluation framework   

6.Systematic Screening and Assessment method (SSA) evaluation framework   

 

  



 

 

Table 4. FIRST Tool architecture (continue) 

IMPACT dimension 
  EFFECTIVENESS   

  The practice is planned considering potential effectiveness Evidence 

PLAN1 The main health problem/issue to be addressed by the practice is comprehensively and clearly described 1 

PLAN2 The practice's target group  is clearly described based on relevant characteristics 1 

PLAN3 

The practice's design is described, including the following dimensions:  1, 2,7 

* Individual activity versus organisational change  7 

*Temporal (one-time vs repeated/long-term) 7 

* Pervasive in setting versus specific target 7 

* Common versus rare event as main issue to be addressed 7 

PLAN4 

There is a list of specific measurable objectives and outcomes that must be achieved in order to declare the 

practice successful 1,8,9 

PLAN5 Indicators for the practice are SMART (specific, measurable, achievable, realistic, and timely) 2, 6 

PLAN6 Effectiveness and outcomes are agreed with key stakeholders  8 

PLAN7 Existing national/international  guidelines on topic were taken into account during the development of the practice 5 

PLAN8 Method of the evaluation is described 1 

PLAN9 Potential unintended consequences of the practice are considered 8 

  The practice is effective Evidence 

DO1 A baseline measurement before implementation of the practice is obtained 9 

DO2 A measurement after full implementation of the practice is obtained 9 

DO3 The practice is assessed for outcomes, intended or unintended 2 

DO4 The overall practice's effect on target is positive: the practice is effective 9,10 

DO5 

The outcomes found are the most relevant given the objective, programme theory and the target group of the 

practice 1, 2 

DO6 The practice is consistent with public health ethical and practice standards (e.g., noncoercive, safe)  10 

DO7 

The practice is new or different from evidence-based recommendations or it's a substantial improvement on an 

existing effective practice 10 

DO8 The practice is coordinated or linked with other relevant interventions 5 

  The practice's impact is evaluated and compared to planned results Evidence 

CHECK1 

The practice have a monitoring system to gather and systematize the evaluation data with defined responsibilities, 

sources, and periodicity 2,6 

CHECK2 

There is a defined and appropriate evaluation framework assessing structure, process and outcomes, stenghts and 

limitations 2,4 

CHECK3 If yes, the results of evaluation are linked to reshape the implementation accordingly 2 

CHECK4 Information on attrition (dropout rate) is available 1 

  The practice is modiefied after evaluation Evidence 

ACT1 The practice is modified after evaluation, considering new elements on effectiveness    

  LEVEL OF EVIDENCE Evidence 

EV1 

The intervention is built on a well-founded programme theory or is based on generally accepted and evidence-

based theories 1 

EV2 

The practice is based on current scientific knowledge and/or theoretical models and/or previous experience from 

other projects 5 

EV3 

The design is appropriate and built upon relevant data, theory,context, evidence, previous practice including pilot 

studies. 2 

EV4 

Measures chosen for studying processes and outcomes of the practice includes their rationale, their operational 

definitions, and their validity and reliability 3 

EV5 

There is a description of the approach to the ongoing assessment of contextual elements that contributed to the 

success, failure, efficiency, and cost 3 

EV6 Methods employed for assessing completeness and accuracy of data are described 3 

EV7 Qualitative and quantitative methods used to draw inferences from the data 3 

EV8 Methods for understanding variation within the data, including the effects of time as a variable are described 3 

EV9 

Level of evidence: Basic level: theoretically sound and with positive results (observational or qualitative studies)  1 

Level of evidence: First indications for effectiveness (pre- and post-design) 1 

Level of evidence: Good indications for effectiveness (pre-post controlled design) 1 

Level of evidence: Strong indications for effectiveness (pre-post controlled design with follow-up) 1 

      

Evidence 

  

  

  

  

  

1.RARHA - Joint Action on Reducing Alcohol Related Harm evaluation framework   

2.CHRODIS - Joint Action on Chronic Diseases evaluation framework   

3.Standards for Quality Improvement Reporting Excellence (SQUIRE) evaluation framework    

4.Quality Implementation Framework (QIF)   

5.Good Practice Appraisal tool for obesity prevention evaluation framework   

6.Systematic Screening and Assessment method (SSA) evaluation framework   

7.Framework for classifying patient safety practices   

8.Reach, Efficacy, Adoption, Implementation and Maintenance (RE-AIM)   

9.PASQ - European Union Network for Patient Safety and Quality of Care evaluation framework   

10.Swift Worksite Assessment and Translation (SWAT) evaluation framework   

Table 4. FIRST Tool architecture 



 

 

 Table 4. FIRST Tool architecture (continue) 

RESOURCES dimension 
  MANTEINANCE IN TIME   

  The practice is planned considering manteinance in time Evidence 

PLAN1 The practice is planned for its effects to be maintained six or more months after it is completed 1,5 

PLAN2 The practice is planned for its effects to be maintained one year or more after it is completed 1 

PLAN3 The practice is planned with supporting for the the initial pahase and prevention for participants relapse 1 

PLAN4 The challenges to the organization for continuing its support of the practice are foreseen 1 

PLAN5 Leadership with decision-making power in the organization/community is involved 2 

PLAN6 From front-line staff who will deliver the practice is involved 2 

PLAN7 The local community (if applicable) is involved 2 

PLAN8 One or more individuals who can inspire and lead others to implement the practice is involved 2 

      

  The practice is manteined in time Evidence 

DO1 Key stakeholder commitment is ensured to continue the practice 1 

DO2 There is broad support for the intervention amongst those who implement it 3 

DO3 There is broad support for the intervention amongst the intended target 3 

DO4 The practice is integrated into the regular activity of the organization 1,9 

DO5 

The continuation of the intervention is ensured through institutional ownership that guarantees funding and 

human resources and/or mainstreamed 3 

      

  The practice's impact is evaluated and compared to planned results Evidence 

CHECK1 A long-term follow-up is carried out after the end of the implementation 5 

      

  The practice is modiefied after evaluation Evidence 

ACT1 The practice is modified after evaluation, considering new elements on manteinance   

      

  COSTS   

  The practice is planned considering costs Evidence 

PLAN1 Resources are available to provide long-term support to practice participants 1 

PLAN2 The practice is planned considering intervention sustainability and potential additional funding need 1 

PLAN3 

The intervention includes an adequate estimation of the human resources, material and budget requirements in 

clear relation with committed tasks 3,6 

      

  The practice's costs are documented and sustainable Evidence 

DO1 Sources of funding are specified in regards to stability and commitment 3 

DO2 The necessary costs of and/or hours needed for the intervention are calculated specified and transparent 4,7 

DO3 Associated cost with a work reduction or foregoing in order to deliver are calculated 7 

DO4 The specific skills and vocational training of the professionals who implemented the intervention are described 4 

DO5 

Organisational structures are clearly defined and described (i.e.responsibility assignments, flows of communication 

and work and accountabilities) 3 

      

  The practice's impact is evaluated and compared to planned results Evidence 

CHECK1 Resource utilization (funds, human resources, materials) for the intervention is monitored 5 

CHECK2 Efficiency calculations are made 8 

CHECK3 Cost–effectiveness calculations are made 5 

      

  The practice is modiefied after evaluation Evidence 

ACT1 The practice is modified after evaluation, considering new elements on costs   

      

Evidence  

1.Reach, Efficacy, Adoption, Implementation and Maintenance (RE-AIM)   

2.Quality Implementation Framework (QIF)   

3.CHRODIS - Joint Action on Chronic Diseases evaluation framework   

4.RARHA - Joint Action on Reducing Alcohol Related Harm evaluation framework   

5.Good Practice Appraisal tool for obesity prevention evaluation framework   

6.Systematic Screening and Assessment method (SSA) evaluation framework   

7.PASQ - European Union Network for Patient Safety and Quality of Care evaluation framework   

8.Quality and Impact of Component (QuIC) Evidence Assessment   

9.Swift Worksite Assessment and Translation (SWAT) evaluation framework   

 

 

  



 

 

Table 4. FIRST Tool architecture (continue) 

SPREAD dimension 
  IMPLEMENTATION   

  The practice is planned considering impelementation Evidence 

PLAN1 The practice is planned to be delivered by staff representing a variety of positions, levels and expertise/experience 1 

PLAN2 

The practice is planned flexible (while maintaining fidelity to the original design) to changes or corrections that may 

be required midcourse 1 

PLAN3 

The practice is planned with a system to document and track the progress and effect of changes made during the 

course 1 

PLAN4 Threats to consistent implementation are identified 1 

PLAN5 Possible negative effects of the practice have been identified 4 

PLAN6 There is an implementation or action plan 4 

  The practice is implemented Evidence 

DO1 
The practice is partially implemented 5 

The practice is fully implemented 5 

DO2 All the relevant staff of the organization is involved in supporting or delivering the practice 1 

DO3 There is a list of the most prevelent difficulties encuntered during implementation 5 

DO4 There is a list of the most prevalent drivers for a successful implemetation 5 

DO5 Specific incentives are used to enhance motivation 5 

DO6 Implementation process is supported by organization management or any other high level authority 5 

DO7 Implementation process is supported by collaboration with other countries or international organisations  5 

DO8 Possible negative effects of the practice are considered and minimized 6 

  The practice's impact is evaluated and compared to planned results Evidence 

CHECK1 Changes to the practice are documented and monitored during implementation 2 

CHECK2 

Unintended consequences such as unexpected benefits, problems, failures or costs associated to the practice are 

evaluated 7 

CHECK3 

Ethical aspects of implementing  the practice,  including, but not limited to, formal ethics review and potential 

conflict of interest are evaluated 7 

  The practice is modiefied after evaluation Evidence 

ACT1 The practice is modified after evaluation, considering new elements on impelementation   

  TRANSFERABILITY   

  The practice is planned considering transferability Evidence 

PLAN1 The practice is designed to be replicable in similar organizations 1,8 

PLAN2 Potential impact for scaling up is assessed 3 

PLAN3 Potential impact for spread to other settings is assessed 7 

PLAN4 Challenges to effective implementation in other settings are foreseen 2 

  The practice is transferable Evidence 

DO1 There is a specific knowledge transfer strategy in place (evidence into practice) 3 

DO2 There is an analyisis of barriers that other sites or organizations may encounter while adopting the practice 1 

DO3 

There is an analysis of requirements for eventual scaling up, including barriers and facilitators (e.g. resources, 

organisational commitment, etc.) 3 

DO4 Limits to the generalizability of the practice are assessed 7 

DO5 The practice has a system in place for overcoming barriers in transferability 1,2 

  The practice's impact is evaluated and compared to planned results Evidence 

CHECK1 Changes needed to make the practice successful in a new setting are evaluated 2 

CHECK2 Lessons learned about implementing the practice are shared with others who have an interest 2 

  The practice is modiefied after evaluation Evidence 

ACT1 The practice is successful implemented in other health care settings 5 

Evidence 1.Reach, Efficacy, Adoption, Implementation and Maintenance (RE-AIM)   

  2.Quality Implementation Framework (QIF)   

  3.CHRODIS - Joint Action on Chronic Diseases evaluation framework   

  4.RARHA - Joint Action on Reducing Alcohol Related Harm evaluation framework   

  5.PASQ - European Union Network for Patient Safety and Quality of Care evaluation framework   

  6.Good Practice Appraisal tool for obesity prevention evaluation framework   

  7.Standards for Quality Improvement Reporting Excellence (SQUIRE) evaluation framework   

  8.Swift Worksite Assessment and Translation (SWAT) evaluation framework   

 

  



 

 

Table 4. FIRST Tool architecture (continue) 

TARGET dimension 
  TARGET   

  The practice is planned considering target Evidence 

PLAN1 

The practice is planned considering  demographics of  target population in terms of race/ethnicity, gender, age, and 

socioeconomic status and other important characteristics (e.g. health literacy) 1 

PLAN2 Target population/s are defined on the basis of needs assessment including strengths and other characteristics 3 

PLAN3 

The practice is planned foreseeing barriers that may limit theability to successfully reach intended target 

population 1 

PLAN4 The practice is planned considering strategies to overcome these barriers 1 

PLAN5 The practice objectives and design are set with target group involvement 3,5,6 

PLAN6 Potential burdens, including harm, of the practice for the target population are considered 3 

PLAN7 

The engagement of intermediaries/multipliers is planned to promote the meaningful participation of the target 

population 3 

PLAN8 

Does the intervention have a special focus on vulnerable subgroups, including those most at risk and having the 

fewest resources (socioeconomically disadvantaged people, ethnic minorities, children, elderly people, etc.)  1,6 

  The practice reaches its target Evidence 

DO1 The practice objectives and strategy are transparent to the target population and stakeholders involved 3,5,7 

DO2 Data on implementation are shared with all those involved in the practice 2 

DO3 Potential burdens, including harm, of the practice for the target population are addressed 3 

DO4 

The engagement of intermediaries/multipliers is used to promote the meaningful participation of the target 

population 3 

DO5 The practice developes strengths, resources and autonomy in the target population 3 

DO6 The practice achieves meaningful participation among the intended target population 3,4 

DO7 The practice reaches all members of  targeted population 1 

DO8 The practice is implemented equitably, proportional to population needs 3 

  The practice's impact is evaluated and compared to planned results Evidence 

CHECK1 Active seeking of stakeholders opinion, feedback, experience is an integral part of practice evaluation 2,5,6 

  The practice is modiefied after evaluation Evidence 

ACT1 The practice is modified after evaluation, considering new elements on target   

Evidence 1.Reach, Efficacy, Adoption, Implementation and Maintenance (RE-AIM)   

  2.Quality Implementation Framework (QIF)   

  3.CHRODIS - Joint Action on Chronic Diseases evaluation framework   

  4.RARHA - Joint Action on Reducing Alcohol Related Harm evaluation framework   

  5.PASQ - European Union Network for Patient Safety and Quality of Care evaluation framework   

  6.Good Practice Appraisal tool for obesity prevention evaluation framework   

  7.Systematic Screening and Assessment method (SSA) evaluation framework   

 

Finally, the scoring system was again developed considering the 5 Dimensions and the quality 

improvement circle. 

Each Dimension has different weight on the final score according to the number of citations in 

the original systematic review (Table 5); however, as the Frame Dimension has potential 

effects on all the others, its original weight was spread on all Dimensions (Framed weight in 

the table). 

 

Table 5. Dimension weight in overall FRAME score 

Dimension Number of citations Weight Framed weight 

FRAME 35 12.6% 3.2% 

IMPACT 78 28.2% 31.3% 

RESOURCES 73 26.4% 29.5% 

SPREAD 48 17.3% 20.5% 

TARGET 43 15.5% 18.7% 

Total 277 100.0% 100.0% 

 



 

 

Inside each dimension, Plan criteria weight 40% of the score, Do criteria weight 40%, Check 

criteria weight 10% and Act criteria weight the remaining 10%, with the purpose of balancing 

numbers (Check and Act criteria are numerically less than Plan and Do ones) underlying the 

importance of the planning and implementation phases. 

Graphically, this concept was translated into a pentagram target, with different shades of blue 

representing the four phases of the quality improvement circle (Figure 3). 

 

Figure 3: FIRST tool graphical result 

 

Level 0 (Plan) 40% 

 

Level 1 (Do) 40% 

 

Level 2 (Check) 10% 

 

Level 3 (Act) 10% 

 

 

 

 

 

 

 

 

 

  

Exemple of scoring system: RESOURCES dimension weights for 26.4% (without FRAME score addition) of the overall total and it’s composed of 27 items; Plan items are 11 and weights 

0.96% each (for a total of 10.54%, which is 40% of 26.4%), Do items are 10 and weights 

1.05% each (for a total of 10.54%, which again is 40% of 26.4%), Check items are 4 and 

weights 0.66% (for a total of 2.64% which is 10% of 26.4%) and Act items are 2 and weights 

1.32% (for a total of 2.64% which again is 10% of 26.4%). 

4.2.2Recommendations for good practices in Public Health development 

Recommendations were developed refining Plan criteria of each Dimension inside the FIRST 

tool; redundant concepts were removed and each criterion was reformulated as a brief 

sentence. (Table 6) 

 
Table 6: Recommendations for good practice 

FRAME

IMPACT

RESOURCESSPREAD

TARGET

FIRST TOOL score



 

 

FRAME 

Perform an assessment of the context considering strengths and weakness, available resources, readiness for change 

Perform an epidemiological assessment on the health issue 

Perform a behavioral diagnosis, focusing on community attitude towards the health issue previously identified 

Perform an environmental diagnosis, focusing on physical elements out of individual control and specific behavior  

IMPACT 

Comprehensively and clearly describe the main issue to be addressed by the practice and the practice design 

Define some specific SMART (specific, measurable, achievable, realistic, and timely) indicators 

Take into account existing  guidelines on topic  during the development of the practice 

Describe the method of the evaluation 

Take into account potential unintended consequences of the practice 

RESOURCES 

Estimate the desired duration of the practice effects after it is completed 

Plan supporting for the initial phase and prevention for participants relapse 

Estimate the challenges to the organization for continuing its support of the practice 

Involve the Leadership with decision-making power in the organization 

Involve the front-line staff who will deliver the practice 

Involve the local community (if applicable) 

Involve one or more individuals who can inspire and lead others to implement the practice 

SPREAD 

Plan the practice  to be delivered by staff representing a variety of positions, levels and expertise/experience 

Plan the practice flexible (while maintaining fidelity to the original design) to changes or corrections that may be required midcourse 

Plan the practice with a system to document and track the progress and effect of changes made during the course 

Identify threats to consistent implementation 

Build an implementation plan 

TARGET 

Consider demographics of target population in terms of race/ethnicity, gender, age, and socioeconomic status  

Define target population on the basis of needs assessment 

Estimate barriers that may limit the ability to successfully reach intended target population and consider strategies to overcome these 

barriers 

Involve target group in the practice objectives and design 

Consider special focus on vulnerable subgroups, including those most at risk and having the fewest resources 

5.1  FIRST TOOL FIELD TESTING METHODS 

Field testing was performed on a randomized sample of good practices available from three 

web-based portals: European Union Network for Patient Safety and Quality of Care, Canadian 

Best Practice Portal and European Commission Public Health Best Practice Portal. 

GPs were all listed on single excel file and associated with a random generated number (RAND 

function) then ordered by increasing random number; the first third of the total number were 

analyzed applying the previously developed tool.  



 

 

Data were stratified for setting (hospital, local, regional, national) and dimension and quality 

circle phase. 

5.2  FIRST TOOL FIELD TESTING RESULTS 

Overall, a total of 1032 Good Practices available from the three web-based portals: 668 in the 

European Union Network for Patient Safety and Quality of Care, 143 in the Canadian Best 

Practice Portal and 221 in the European Commission Public Health Best Practice Portal. 

Among these, 340 were randomly selected and assessed using FIRST tool: 129 national good 

practices, 62 regional, 61 local and 88 single hospital GPs. 

Regional good practices had the best overall mean score (58.0%), followed closely by national 

GPs (57.6%), while local (51.4%) and hospital GPs (47.3%) had lower mean scores (Table 7). 

Impact Dimension had the highest overall mean score (63.3%), followed by Target (57.1%) 

and Frame (53.6%). 

The greatest mean score gap between settings were in resources dimension (with regional 

GPs having the highest mean score of 53.4% and hospital GPs the lowest score of 32.8%) and 

spread (with national GPs having the highest mean score of 56.6% and hospital GPs the 

lowest score of 40.2%) 

 

Table 7: Mean FIRST tool scores in different settings 

Setting FRAME IMPACT RESOURCES SPREAD TARGET Total 

Hospital (n.88) 55.3% 60.0% 32.8% 40.2% 50.0% 47.3% 

Local (n.61) 49.1% 63.2% 38.9% 48.3% 56.2% 51.4% 

Regional (n.62) 50.7% 69.3% 53.4% 50.1% 60.0% 58.0% 

National (n.129) 55.8% 62.8% 51.6% 56.6% 60.9% 57.6% 

Total 53.6% 63.3% 44.7% 49.7% 57.1% 53.6% 

 

A similar picture is described by Table 8, with the mean number of quality improvement 

criteria achieved in the four different settings: regional level had the highest overall mean 

number (78.1), while hospital had the lowest (64.1); Do phase criteria were the most achieved 

(from 81,4% in the national setting to 75.4% in the local one), while Act phase criteria were 

the less achieved (from 26.3% in regional setting to 13.8% in the local one). 

 
Table 8: Mean number (percentage) of quality improvement circle criteria in different settings  

Setting Plan (n.45) Do (n.51) Check (n.18) Act (n.8) Total (n.122) 

Hospital level (n.88) 17.8 (39.6%) 38.6 (75.7%)       6.5 (36.1%) 1.2 (15.0%) 64.1 (52.5%) 

Local level (n.61) 23.5 (52.2%) 37.9 (74.3%) 5.9 (32.8%) 1.1 (13.8%) 68.4 (56.1%) 

Regional level (n.62) 28.6 (63.6%) 41.3 (81.0%) 6.1 (33.9%) 2.1 (26.3%) 78.1 (64.0%) 



 

 

National (n129) 26. (59.1%)6 41.5 (81.4%) 5.7 (31.7%) 1.9 (23.8%) 75.7 (62.0%) 

 

Concerning feasibility and sustainability the overall amount of time spent for GPs evaluation 

was around 140 hours, therefore a single GP, on average, took around 25 minutes to be 

evaluated with FIRST tool. 

6. DISCUSSION 

6.1 Good practice definition 

Although the term good practice is commonly used in Public Health, there are many 

synonyms currently used for the same concept: effective practice, working intervention, 

effective solution, promising practice, innovative practice and best practice. 

Spencer et al. (46) tried to establish a hierarchy defining promising or innovative practices 

those showing some little evidence of potential effectiveness, leading practices those proven 

effective, and best practices those that not only proven effective but also rigorously evaluated 

with Evidence Based Medicine (EMB) criteria; despite evidence not being cited often in the 

reviewed literature, the importance of scientific approach and evidence production was taken 

in to account  and included into IMPACT dimension of FIRST tool. 

Nevertheless, good practice is often the preferred definition to avoid associating a concept of 

perfection to single interventions (89), even if best practices should not be considered in its 

superlative form (80) but as interventions that meet a set of pre-defined criteria based on 

organizational priorities over time (90). 

Ng et al. (42) tried a systematic approach on the issue with a systematic review, that included a definition of best practice, which resulted in “[Best practices are] practices that have shown 

evidence of effectiveness in improving population health when implemented in a specific real-life 

setting and are likely to be replicable in other setting” 

Many core concepts of this definition are in common with the results of our systematic 

review, with some important distinctions. 

First of all, it is completely lacking the resources dimension (a GP should be sustainable), 

which was the second for number of citations in the reviewed literature, therefore 

representing a key issue for good practice development, implementation and maintenance. 

Secondly, there is a strong focus on population health improvement, which is clearly 

fundamental in public health but somehow limiting, as there are many other good practice 



 

 

outcomes that can directly or indirectly have positive effects on a certain population; on the 

other hand, there is no specific focus on target population, but our review found that the 

reach dimension was the fourth for numbers of citations. Finally, “real-life setting” is a narrow definition that apparently doesn’t take context into 
account. 

Context is a cross cutting issue for practice implantation (91), as effectiveness of good 

practices as well as their capability to reach all relevant target populations is critically 

influenced by their implementation in a given context; underestimating this will contribute to 

the critical gap between research and practice. 

A comprehensive approach on this issue is given by the Context and Implementation of 

Complex Interventions (CICI) framework (14), which combine three dimensions: context 

(that includes geographical, epidemiological, socio-cultural, socio-economic, ethical, legal and 

political);, implementation (theory, process, strategies, agents and outcomes) and setting 

(specific physical location where the intervention is put into practice); the intervention and 

the way it is implemented in a given setting and context can occur on a micro (single 

organization), meso (regional) and macro (national/international policy) level.  

Even if CICI framework was part of the systematic review, it had not the proper 

characteristics to be considered for the FIRST tool inclusion; nevertheless, its core concepts 

are represented in FRAME and SPREAD dimensions. 

6.2 FIRST tool 

There are in literature successful experiences of evaluation and self-evaluation tools (92) that 

were tested in different contexts. 

The key characteristics pursued by these tools were the ability to identify areas of 

improvement and flexibility in being applicable to different realities. 

FIRST Tool field testing gave us a moderate level of criteria achievement (53,6% was the 

overall mean score), showing that the tool is balanced if not on the demanding side. 

Setting stratification results may indicate how good practices are planned and developed in 

different environments: national and regional GPs (more widespread settings) were generally 

better performing, on resources in particular but also in spread and target dimension, while 

hospital GPs had higher scores only in the FRAME Dimension. 

This may be related to the fact that widespread interventions were more carefully planned 

with resources for maintenance over time and with a clear purpose of diffusion and 



 

 

population reach; hospital GPs, on the other hand, were possibly more linked to their limited 

setting when implemented.  

All settings performed well in impact dimension, thus demonstrating that effectiveness was 

the core of good practice planning and implementation. 

Analyzing quality improvement criteria, Do phase was the most performing one in all settings 

(up to 81.4% of criteria on national GPs), followed by Plan phase (up to 63.6% of criteria on 

regional GPs), while Check and Act phase were way less performing on average (13.8% of 

criteria in the Act phase for local GPs); these results reflect the fact that the first half of the 

quality improvement circle (planning and doing) often requires less commitment than 

measuring results and working on improvement actions. 

Both domain mean scores and mean quality improvement circle criteria showed that the tool 

could clearly identify the areas that needed improvement in the various settings. 

Field testing was conducted by a single operator, which represents the main limitation, as 

inter-rater reliability is not evaluated; another limitation is that only information available on 

the three web portals were used and the plan phase results may have been underestimated 

for the lack of details reported; in fact, the application of FIRST tool by each GP developer on 

their own good practice could have bring some different results. 

Finally, further steps would be testing FIRST tool for reliability (e.g. Cronbach’s α, test-retest 

study) and validating the scoring system using a consensus methodology (e.g. Delphi 

technique) (93). 

 
  



 

 

7. CONCLUSION 

The study produced a definition of good practice built on five domains based on the evidence 

available in literature, including frameworks from the most recent European Joint Action 

experiences. 

The FIRST tool was developed using frameworks available in literature, representing the first 

evaluation and self-evaluation tool for good practices. 

With all the study limitations, the FIRST tool may be effective in providing a picture of 

different GPs settings, describing stronger dimensions and improvement opportunities; 

setting stratification proved that the tool may also be flexible, although more suitable for 

widespread interventions than little, more local, experiences. 
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