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Highlights

The criteria for Promising Practices 
were developed using an iterative 
review process. Promising practices 
differ from best practices according to 
the following six measures:

1.	The program can be reported in grey 
literature reports as opposed to only 
peer-reviewed articles.

2.	The positive program outcomes can 
be short-term only (within 6 months 
of the intervention period) or only 
during the intervention period.

3.	The program can be low impact in 
that the positive outcomes affect less 
than half of the people they were 
meant to affect, or the positive out­
comes are significant at a minimal 
acceptable level.

4.	The program can be implemented in 
the field only once and this can be a 
pilot test implementation.

5.	The program may require the partic­
ipation of personnel with specialized 
skills that are rarely accessible within 
the intervention context.

6.	The quality of the study used to 
evaluate the program may be of only 
moderate quality.

Abstract

Introduction: In health promotion and chronic disease prevention, both best and prom­
ising practices can provide critical insights into what works for enhancing the health-
related outcomes of individuals and communities, and how/why these practices work 
in different situations and contexts. 

Methods: The promising practices criteria were developed using the Public Health 
Agency of Canada’s (PHAC’s) existing best practices criteria as the foundation. They 
were modified and pilot tested (three rounds) using published interventions. Theoretical 
and methodological issues and challenges were resolved via consultation and in-depth 
discussions with a working group. 

Results: The team established a set of promising practices criteria, which differentiated 
from the best practices criteria via six specific measures.

Conclusion: While a number of complex challenges emerged in the development of 
these criteria, they were thoroughly discussed, debated and resolved. The Canadian 
Best Practices Portal’s screening criteria allow one to screen for both best and promising 
practices in the fields of public health, health promotion, chronic disease prevention, 
and potentially beyond.

Keywords: best practices, promising practices, screening criteria, intervention studies, 
evaluation, public health, health promotion, chronic disease prevention

Introduction

In 2004, the Public Health Agency of 
Canada (PHAC) identified a critical need, 
as expressed by health practitioners, to 
have increased access to program-specific 
evidence to help them make informed 
decisions when designing, implementing, 
and evaluating community-based health 
promotion and chronic disease prevention 
interventions.1,2 To address this need, 
PHAC launched the Canadian Best 
Practices Portal for Health Promotion and 
Chronic Disease Prevention (the Portal).3,4 
In order to identify best practices for 
inclusion on the Portal, inclusion and 
exclusion criteria were developed.5-8 The 

Portal became a public, searchable data­
base of best practice interventions for 
practitioners where users could search 
online, based on a number of program 
variables including topic of interest, target 
group of focus, program strategy, etc. 
Although over the years, PHAC ensured 
that the Portal focused on the gold stan­
dard for best practices in chronic disease 
prevention and health promotion, promis­
ing practices remained an untapped 
resource of intervention evidence and 
learning. Numerous public health inter­
ventions from across Canada did not qual­
ify as a best practice; yet, other promising 
initiatives were bringing forth knowledge 
that was very useful to public health 

practitioners. In 2013, PHAC recognized 
the important need to expand the Portal to 
also include promising practices; this need 
was identified by the CBPI Advisory 
Group, and acknowledged more formally 
in a 2013/14 branch-wide meeting report 
for the CBPI regarding priority setting and 
the 2013/14 Knowledge Development and 
Exchange (KDE) Plan for the Centre for 
Chronic Disease Prevention. The work to 
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expand the Portal to include promising 
practices allowed PHAC to tap into these 
rich sources of Canadian and international 
evidence, while still maintaining a focus 
on high quality methods and established 
criteria. 

This paper is a result of the work that was 
accomplished to create inclusion and 
exclusion criteria so that promising prac­
tice interventions could also be included 
on the Portal, and it highlights the meth­
odological and practical challenges encoun­
tered when developing these criteria. We 
began this study with the understanding 
that a promising practice is an interven­
tion, program/service, strategy, or policy 
that shows potential (or ‘promise’) for 
developing into a best practice; and, that a 
best practice is an intervention that has 
repeatedly demonstrated a positive impact 
on the desired objectives of the interven­
tion, given the available evidence, and is 
deemed most suitable for a particular situ­
ation or context. To our knowledge, there 
are no other databases/portals or criteria 
that distinguish between best and promis­
ing practices.

Overall, the main objectives of this study 
were to: (1) develop clear screening crite­
ria to distinguish between best and prom­
ising practices in health promotion and 
chronic disease prevention; (2) use pub­
lished interventions to pilot test these 
screening criteria with the Promising 
Practices Working Group (the working 
group) to ensure the criteria work across a 
range of study designs; and (3) in the 
interest of transparency, make these 
screening criteria accessible and easy to 
understand for all users. 

Methods

Phase I: Establishing criteria for promising 
practices

We (NF and SJ) conducted a review of the 
related peer-reviewed and grey literature 
to gain insight about the ways in which 
promising practices have been under­
stood, defined, classified, and talked 
about by academics and practitioners in 
the field of health promotion and chronic 
disease prevention. We used two major 
health-related bibliographic databases 
(MEDLINE and EMBASE) as well as 
Google Scholar to search for peer-reviewed 
literature. Key search terms included com­
binations of: ‘promising/emerging/best/
innovative practice/intervention,’ ‘inclusion/

exclusion/screening criteria,’ ‘definition/
classification,’ ‘program(me) evaluation,’ 
and ‘health promotion/disease preven­
tion.’ We also used Google to conduct 
internet-based searches for grey literature, 
and searched for non-academic reports 
and documents on the websites of selected 
relevant health-related and research orga­
nizations, such as the Canadian Public 
Health Association (CPHA), the Cochrane 
Collaboration, the National Collaborating 
Centre for Methods and Tools (NCCMT), 
the Evidence for Policy and Practice 
Information and Coordinating Centre 
(EPPI-Centre), and the National Institutes 
of Health (NIH). 

Using the Portal’s existing best-practices 
screening criteria as a starting point, we 
looked specifically for characteristics of 
interventions and evaluation study 
designs that would unequivocally distin­
guish a promising practice from a best 
practice and an excluded practice (a prac­
tice that does not qualify as either a best 
or promising practice). Since a promising 
practice is an intervention that may poten­
tially develop into a best practice, we 
started with the same three pillars as 
those for the Portal’s existing best prac­
tices: 1) the overall impact of the inter­
vention; 2) the degree to which the 
intervention is adaptable and generaliz­
able to other contexts and populations; 
and 3) the quality and strength of the evi­
dence provided from the intervention 
evaluation, taking into consideration the 
strength of various study designs. 

After completing this literature review, we 
synthesized the information into a list of 
potential definitions and criteria for prom­
ising practices. We then shared these cri­
teria with the working group (see 
Acknowledgements section for a full list 
of the working group members), and 
made revisions based on the feedback 
from this group. Next, the criteria were 
tested using three pilot tests in a stepwise 
approach. 

Phase II: Pilot tests - Distinguishing 
between promising and excluded practices

For the first pilot test, seven interventions 
related to the promotion of positive mater­
nal and infant health (which were previ­
ously rejected from consideration on the 
Portal as best practices), were re-assessed 
by NF (first author) using the newly 
developed promising practices criteria.  
Based on this pilot, a simpler, all-in-one 

triage system was introduced by establish­
ing criteria that screened an intervention 
in or out before moving forward with the 
more time-intensive quality of evidence 
review process. Additional refinements 
were made to the screening criteria based 
on the findings from this pilot test and dis­
cussions with the working group; these 
refinements were made because of key 
issues that we faced (discussed further 
below).

For the second pilot test, four best practices 
reviewers for the Portal, working in pairs, 
were asked to review a set of three to four 
interventions in pairs (including NF, KW 
and JY). For these reviews, eight obesity 
prevention interventions and five mental 
illness prevention interventions that did 
not previously qualify as best practices 
were reassessed. In order to establish inter-
rater reliability, each pair of reviewers com­
pared their notes for each criterion of each 
intervention. The reviewers noted and dis­
cussed any discrepancies between their rat­
ings or interpretation of the criteria. 
Scoring agreement between and across 
pairs confirmed the generic qualities of the 
criteria. When there were disputes, the 
working group discussed the dilemmas and 
reached a consensus about revising the cri­
teria (some of the key issues, such as defin­
ing cut-off points and defining the 
significance of impact, are discussed in the 
Discussion section). Both the first and 
second pilot tests assessed the screening 
criteria’s ability to distinguish between 
promising and excluded practices. The next 
phase was to determine whether the 
revised criteria were effective in differenti­
ating between best, promising, and excluded 
practices.  

Phase III: Pilot test - Distinguishing among 
best, promising and excluded practices

For the third pilot test, seven experienced 
reviewers each assessed four to nine inter­
ventions from a pool of 62 interventions 
that focused on mental illness prevention, 
injury prevention, violence prevention, 
tobacco control, maternal-infant health 
promotion and healthy eating. The focus of 
this review was to test the ability of the 
revised criteria to assess new interventions 
as best, promising, or excluded. Each 
reviewer independently completed a feed­
back form, identifying any issues or chal­
lenges they encountered in applying the 
screening criteria. The information from 
these forms were compiled by NF (first 
author), and the key themes and issues 
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that emerged were discussed with the 
working group. Consensus was reached 
among all group members on all issues 
that emerged, and the necessary refine­
ments were made to the criteria (some of 
the key issues at this stage were: capturing 
changes in context consistently, handling 
multiple papers about the intervention, 
and defining the significance of impact). 
This pilot resulted in five of the seven 
reviewers identifying 11 promising prac­
tices and one best practice using the new 
criteria. These interventions were added to 
the Portal (which can be accessed at: 
http://cbpp-pcpe.phac-aspc.gc.ca/).

Throughout the pilot phases, any complex 
challenges and issues related to the criteria 
that arose were discussed and debated 
among the working group; consensus was 
achieved by the group for each decision 
made to alter the criteria. Each revision 
also resulted in improvements in the guide­
lines accompanying each criterion, the 
scoring system for the quality of evidence 
assessment, and the content in the Portal’s 
guidebook for reviewers (a step-by-step 
guidebook to help reviewers use the 
screening criteria, which includes exam­
ples and additional resources and tools for 
decision-making). We believe that the most 
interesting aspects of this work are the 
issues and challenges we faced in creating 
these criteria and the definitions we settled 
on. These issues are presented and dis­
cussed in the remainder of this paper.

Results

The final definition of promising practices, 
based on the pilot test results, is described 
in Box 1. Table 1 summarizes the key crite­
ria that were developed to distinguish 
promising practices from best practices, 
after all the pilot tests. Core criteria, essen­
tial for both best and promising practices, 
are indicated in the merged columns of 
Table 1. 

Table 1 presents the differing criteria for 
best and promising practices. When using 
the Portal’s screening criteria, the reviewer 
goes through each criterion one by one to 
determine if the intervention is: excluded 
(in which case the review is terminated 
immediately); a potential promising prac­
tice; or, a potential best practice. The last 
step is to assign numeric scores based on 
the quality of evidence assessment. The 
scores vary, depending on the type of study 
design (ranges from 6 to 19) and are 
assigned as either rigorous, moderate, or 

BOX 1
Definition of promising practices for the Portal

An intervention, program, policy or initiative that shows potential (or ‘promise’) for developing into a 
best practice. Promising practices may be in the earlier stages of implementation and/or evaluation. 

Promising practices demonstrate: 

•	 medium-to-high impact: positive changes related to the desired goals must be seen; however, given 
the potential for future adaptation and growth, this standard is slightly lower than for best practices;

•	 high potential for adaptability: high potential for producing similar positive results in other con-
texts and settings; this potential is considerably increased when the intervention has a strong theo-
retical underpinning or logic model; 

•	 suitable quality of evidence: as promising practices may be in the earlier stages of evaluation, the 
quality of evidence is less strict than for best practices.

TABLE 1 
Criteria for distinguishing best and promising practices

Best practice Promising practice

General 
criteria

Date Primary reference article must have been published within the past 
10 years

Intervention 
focus

Intervention must address health at a population level; can include 
interventions at single or multiple levels including individual, 
community, organization, and societal levels. Clinical interventions are 
excluded, such as those that focus exclusively on one-on-one treatment 
recommendations for specific medical diagnoses or drug administration

Source Peer-reviewed article Grey literature or peer-reviewed 
article

Impact Significance of 
impact

Intervention must rank as 
moderate to broad impact

Intervention can rank as low 
impact

Positive 
outcomes 

Intervention must demonstrate positive outcomes for at least half of 
the primary objectives of the intervention

Intervention must demonstrate: 
long-term positive outcomes, 
intermediate outcomes, or 
short-term positive outcomes 
appropriate for relevant objectives

Intervention can rank as 
short-term positive outcomes 
inappropriate for relevant 
objectives, or positive outcomes 
during the intervention 
implementation period

Evidence-based 
grounding

Intervention must be based on evidence-based guidelines/models/
standards/theory/evidence-based research/literature/past studies

Adaptability Implementation 
history

Intervention must have been 
implemented more than twice (the 
first implementation could have 
been a pilot)

Intervention may have been 
implemented only once (may be 
a pilot)

Expertise 
required

The intervention cannot require 
any specialized skills, or it must 
require specialized skills that are 
easily available within the context, 
or provide specialized training as 
part of the intervention

The intervention may require 
specialized skills that are rarely 
accessible within the context

Quality of 
evidence

Assessment tool 
ranking

The evaluation study of the intervention must rank, at minimum, a 
moderate score, according to the Portal’s Quality of Evidence 
Assessment Tool applied

The evaluation study of the 
intervention must rank as rigorous, 
according to the Portal’s Quality of 
Evidence Assessment Tool applied

The evaluation study of the 
intervention can rank as 
moderate, according to the 
Portal’s Quality of Evidence 
Assessment Tool applied

http://cbpp-pcpe.phac-aspc.gc.ca/
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limited. The higher the score, the more rig­
orous the study design.

Discussion 

The pilot testing of the Portal’s screening 
criteria for best and promising practices 
revealed some key challenges and resulted 
in some in-depth methodological debates 
that were deliberated by the working 
group. The following is a list of the chal­
lenges we faced and the actions and deci­
sions that were made to address them.

Defining the cut-off points among best, 
promising, and excluded practices 

When defining the criteria for promising 
practices, a key challenge was to create a 
thorough ranking system for each of the 
pre-existing best practices criteria, and 
then establish new cut-off points that 
would distinguish between best, promis­
ing and excluded practices. In some cases, 
we found that there were core criteria 
essential for both best and promising 
practices (as shown in the merged col­
umns of Table 1), which resulted in hav­
ing only one cut-off point that would 
distinguish between best or promising and 
excluded practices. For example, a core 
criterion for both a best and promising 
practice is that the intervention must be 
based on evidence-based guidelines/mod­
els/standards/theory/evidence-based 
research/literature/past studies. If the 
intervention does not have this evidence-
based grounding, it is automatically 
excluded from further review and is no 
longer in the running for either a best or 
promising practice. Another example of a 
core criterion is that the intervention must 
show positive outcomes for at least half of 
the primary objectives of the intervention. 
This is the cut-off point for further review 
and potential inclusion into the Portal as 
either a promising or best practice.

However, more specific distinguishing fea­
tures were needed between best and 
promising practices, so we delved deeper 
to understand the different types of posi­
tive outcomes that can result from health 
promotion and chronic disease prevention 
interventions (i.e. different types of posi­
tive short-term, intermediate or long-term 
outcomes). Although this was a challeng­
ing process, in the end we were able to 
define five types of positive outcomes 
(described below) that help to distinguish 
between best and promising practices.

We defined long-term positive outcomes 
related to primary objectives as those out­
comes that persist one year or more 
beyond the intervention period; these 
types of outcomes are associated with 
best practices. A best practice example of 
this is a smoking cessation program that 
has long-term goals to reduce the rates of 
tobacco use for at-risk youth with an out­
come evaluation (conducted upon com­
pletion of the program) that showed 
positive results and a follow-up evaluation 
(conducted 1.5 years after the completion 
of the program) with sustained, positive 
results.

Intermediate outcomes related to primary 
objectives are those interventions with 
positive outcomes that persist for a time 
period between six months and one year 
beyond the intervention period; these 
types of outcomes are also associated with 
best practices. A best practice example of 
this is a healthy eating program that aims 
to encourage healthy eating patterns 
among high school students by providing 
healthier menu options in the school cafe­
teria, with an outcome evaluation (con­
ducted seven months after the completion 
of the program) that showed sustained 
healthier eating patterns of students, with 
no further follow-up evaluation studies. 

We defined short-term positive outcomes 
appropriate for relevant objectives as those 
interventions with outcomes that are mea­
sured within six months beyond the inter­
vention period that are appropriately 
related to the short-term nature of the pri­
mary objectives; these types of outcomes 
are also associated with best practices. A 
best practice example of this is a program 
that aims to reduce the incidence rates of 
post-partum depression for new mothers 
with an outcome evaluation (conducted 
three months after childbirth) that showed 
the incidence rates of post-partum depres­
sion being lower for program participants 
than for the control group. For cases like 
these, a later follow-up evaluation is not 
appropriate, as a condition such as post-
partum depression can only exist within a 
certain time period.

In summary, interventions with long-term 
positive outcomes related to primary objec-
tives, intermediate positive outcomes 
related to primary objectives, and short-
term positive outcomes appropriate for rel-
evant objectives are the different types of 

outcomes that can qualify as a best 
practice.

We defined short-term positive outcomes 
inappropriate for relevant objectives as 
those that are measured within six months 
beyond the intervention period, even 
though the primary objectives of the inter­
vention are long-term; these types of out­
comes are associated with promising 
practices. A promising practice example of 
this is a tobacco cessation program that 
has long-term goals to reduce the rates of 
tobacco use among at-risk youth, with an 
outcome evaluation that showed positive 
results one month after the program is 
completed. Further evaluation data were 
not collected to ensure the sustained 
impact of the program, despite the long-
term objectives of the intervention, so it 
can only be listed as a promising practice.

We defined positive outcomes during the 
intervention implementation period as 
those that demonstrate positive outcomes 
during the intervention period itself, but 
there is not yet a post-intervention follow-
up study to show any sustained impact. 
These types of outcomes are also associ­
ated with promising practices. A promis­
ing practice example is a mental health 
promotion program that aims to create a 
more supportive social environment for 
adults experiencing depression, with an 
outcome evaluation about the perceptions 
of friendships formed during the program 
that showed positive results. This shows 
there is some potential for this practice 
and it can be scored as promising on this 
criterion.

In summary, interventions with short-term 
positive outcomes inappropriate for rele-
vant objectives and positive outcomes dur-
ing the intervention implementation 
period qualify only as promising practices 
and not best practices.

Capturing changes in context as part of 
adaptability in a way that reviewers can 
understand consistently

In reality, no intervention can ever be rep­
licated (i.e. implemented in exactly the 
same way, more than once) because there 
are always contextual realities that shape 
the way in which a program is imple­
mented.9 Thus, drawing the line between 
a replicated intervention and an adapted 
intervention is a challenging and complex 
issue10 and is one that emerged in the 
development of the adaptability criteria. 
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The Implementation History criterion exam­
ines the adaptability of an intervention by 
assessing the history of previous imple­
mentations. For this criterion, the distin­
guishing feature between a best and a 
promising practice is that a best practice 
has been implemented more than once 
whereas a promising practice has been 
implemented only once. In order to meet 
the best practice criterion, however, each 
implementation of the intervention must 
have been substantially the same. We 
included this additional caveat because 
although each implementation does need 
to adapt to its context to some degree, the 
changes/adaptations made should not be 
so extensive that they change the funda­
mental objectives and/or activities of the 
program itself. If the previous implemen­
tations of the intervention are not sub­
stantially the same as the others, the 
program is only considered to be in its 
first implementation, thus disqualifying it 
as a best practice (and qualifying it as a 
potential promising practice only). While 
this is a very challenging criterion to apply 
across a wide range of interventions, the 
criterion outlined above facilitates the 
review process so that reviewers are not 
relying solely on their personal judgment 
and so that interventions are being 
reviewed as consistently as possible across 
reviewers.

Handling multiple implementations and 
evaluation papers on a single intervention

In cases where an intervention is imple­
mented or evaluated more than once, it is 
common that multiple papers will have 
been written and published about the 
intervention (either in a peer-reviewed 
journal and/or in the grey literature). 
When assessing an intervention to deter­
mine whether it is a best, promising, or 
excluded practice, the process of review­
ing more than one paper against the 
established criteria is extremely difficult 
and the process is too onerous for a 
screening/review process. By attempting 
to review multiple papers simultaneously, 
through one set of screening criteria, there 
is a high risk of reviewers biasing the 
results by selecting only the positive (or 
negative) outcomes and characteristics 
from each of the available studies, and 
reporting only the most (or least) scientifi­
cally sound study design from the avail­
able options. This was an important and 
recurring issue that emerged in the pilot 
phases and it was decided that reviews 
should be based on one primary evaluation 

study document for the intervention 
under review.

The working group deemed the most 
important elements required in the pri­
mary evaluation study document to be 
intervention objectives, and evaluation 
design, methods, and outcomes. In the 
end, it was determined that if there are 
multiple evaluation papers on the same 
intervention, reviewers should select a 
primary evaluation study document by 
prioritizing (in this order) the following 
criteria: (1) it is a peer-reviewed paper; 
(2) it is a study that shows results from an 
outcome evaluation study as opposed to a 
process evaluation study; (3) it includes 
stronger methods than the other available 
papers; and (4) it is a more recent pub- 
lication.

Defining the significance of impact 

Throughout the pilot testing phase, we 
struggled with the significance of impact 
(previously called magnitude of impact) 
criterion the most and particularly around 
related concepts such as magnitude, sig­
nificance, breadth, and reach of impact. It 
was challenging to develop a process to 
assess the level of impact across all types 
of interventions, especially when inter­
vention target population sizes vary so 
much from one intervention to another 
(i.e. community programs versus poli­
cies). This type of problem is endemic in 
that it speaks to the core of the study 
design, methodology, and reporting con­
ventions of various sub-disciplines and 
their peers/journals.

In the end, we decided to operationally 
define this criterion as the proportion of 
impact, as proportions can be used to 
effectively gauge the magnitude of impact, 
despite the type or size of the target popu­
lation or study. In cases where the propor­
tion is unknown, we relied on looking at 
the statistical significance of the primary 
outcomes as a measure of both the 
breadth and magnitude of the impact. A 
best practice intervention is required to 
show moderate to broad impact for this 
criterion, meaning that the intervention 
results in positive outcomes in a medium 
to high proportion (> 50%) of the mem­
bers of the sample of the target population 
for which the intervention is designed. In 
cases where the proportion is unknown, 
all the primary outcomes must be of medium 
to large significance (p values <  0.05). 
Promising practices show low impact for 

this criterion, meaning that the interven­
tion results in positive outcomes for a 
small proportion (< 50%) of the sample 
of the target population for which the inter­
vention was designed. In cases where the 
proportion is unknown, positive outcomes 
for at least half (50%) of the primary out­
comes need to be significant at a minimal 
accepted level (p value = .05).

Identifying an expiry date for best or 
promising practices 

Another question that we faced during the 
pilot phases was the idea of specifying a 
cut-off or expiry timeframe for an inter­
vention to be considered as a best or 
promising practice. For example, if an 
intervention conducted 20 years ago was a 
best practice then, would it still be consid­
ered a best practice today? Would this 
timeframe be different for promising prac­
tices, given that promising practices may 
eventually become best practices? Do 
promising practices need to evolve into 
best practices within a particular amount 
of time? Does the evaluation study design 
influence the expiry date of either a best 
or promising practice? 

In thinking through these issues, we reviewed 
the methodological literature related to 
evaluation study design types11-14,16—includ­
ing the Portal’s Hierarchy of Evidence 
paper16—and we consulted with the work­
ing group. Given that most study designs 
inherently include the context of the inter­
vention within their analysis processes 
(which, as highlighted by the Hierarchy of 
Evidence paper, is a critical aspect of any 
program evaluation), it became clear that 
after a certain amount of time the context 
has changed too much for an intervention 
to be still considered as a best or promis­
ing practice. 

After applying the screening criteria dur­
ing the pilot tests, and after discussions 
with the working group, it was deter­
mined that all best practices, including 
those that had been evaluated using ran­
domized controlled trials (RCT), should 
expire on the Portal after 10 years (in ref­
erence to the date of the most recent eval­
uation study that was conducted). For 
promising practices, the logic is different. 
Given that promising practices may even­
tually evolve into best practices, regard­
less of their evaluation study design, they 
should expire on the Portal more quickly. 
It was determined that after five years as a 
promising practice, if the intervention has 
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not yet evolved into a best practice (in ref­
erence to more recent evaluation studies 
conducted), then it would no longer be a 
promising practice.

Strengths and limitations

One of the key strengths of this study is 
that we were able to examine our promis­
ing practices screening criteria through 
three pilot tests, and debate any complex 
methodological issues that emerged with 
the working group. This structured pro­
cess allowed us to develop criteria that 
have been vetted and are consistent, effi­
cient and manageable when implemented 
by multiple reviewers.  After considerable 
debate, we also considered policies and 
legislations to be interventions. We applied 
the promising practices criteria to these 
types of interventions as well, and were 
able to include two provincial school-
based policies (one in Nova Scotia and 
one in Prince Edward Island) as promising 
practices on the Portal. This has filled a 
much needed gap of including promising 
policy and legislative interventions on the 
Portal.

A limitation is that there is (and likely 
always will be) tension in developing cri­
teria that are fundamentally academic in 
nature while also ensuring they are appli­
cable to a wide range of population-level 
health interventions. It is challenging to 
systematize a review process for interven­
tions that are so diverse in their objec­
tives, have different target population 
groups and sizes, apply different types of 
evaluation study designs, and produce a 
range of overall outcomes. In any stan­
dardized review process, it is necessary to 
make judgment calls for interventions col­
lectively (that fall into certain categories) 
as opposed to dealing with each one on a 
case-by-case basis; however, in doing so, 
some of the most complex and unique 
grey areas are often not explored or ana­
lyzed in as much depth as they could be. 
While designing these screening criteria, 
we realized that if we tried to allow for 
room to explore the grey areas in a sys­
tematic way, we would be introducing too 
much subjectivity and bias into our review 
process and that our results would vary 
too much between reviewers. Thus, the 
decisions that were made in the develop­
ment and refinement of the promising and 
best practices criteria reflect this balance 
between being able to address the unique 
circumstances of each intervention and 

the ability to assess interventions consis­
tently and reliably across reviewers. 

Conclusion 

The process of systematizing a screening 
assessment to distinguish among best, 
promising, and excluded practices was a 
challenge that raised many complex issues 
that did not always have clear solutions. 
Because of the debates that arose through­
out our study, we believe that we have 
defined key features of both best and 
promising practices that are useful for 
assessing interventions. 

This work provides important insights for 
practitioners and evaluators to think 
through when designing a new type of 
intervention or evaluation study, or adapt­
ing/replicating an intervention from a dif­
ferent context. Overall, our intention is to 
allow for more transparency among prac­
titioners about what works well and what 
shows promise to work (with whom and 
under what conditions) within the field of 
health promotion and chronic disease pre­
vention. We believe that these criteria can 
be adapted for wide use by decision-mak­
ers and public health practitioners. 
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