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Objective: To describe the Better
Practices model and its application
to review youth tobacco cessation
practices. Methods: Growing em-
phasis on evidence-based practice
in health has drawn attention to
methods for the identification of
“best practices.” Canadian organi-
zations and government collabo-
rated to develop a framework for
“better” practices. Results: An in-
ternational group of experts used
the model to develop recommenda-
tions for the practice of youth ces-
sation and further research needed

to advance the field.

Conclusions: Tension persits be-
tween the need for rigor in re-
search and the need for practical
intervention guidance. The Better
Practices model provided a frame-
work for action recognizing these
needs, and its use resulted in a
number of valuable products.
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ecision makers and program plan
Dners in public health and health

care are increasingly held account-
able for the impacts of interventions (poli-
cies, programs, and other services aimed
at improving health). Ensuring the great-
est possible positive impacts on priority
health problems requires knowing which
interventions are likely to be most suc-
cessful, as well as how these should be
carried out and evaluated in the context
of limited resources. The challenge for
many is to locate information about what
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will work best in different situations.

Currently, there is little consensus on
what “best practices” are or how they are
identified.! The predominant perspective
holds that the best interventions are those
demonstrated to be efficacious, ascertained
through systematic reviews of the highest
quality evidence available, ie, experimen-
tal studies with the highest degree of inter-
nal validity in their designs.!® The most
rigorous methods for the systematic re-
view of health interventions, such as those
employed by the Cochrane’” and Campbell®
Collaborations, place the greatest weight
on evidence from randomized controlled
trials (RCT),*® which limit error and bias in
a study and maximize the ability to at-
tribute outcomes to intervention condi-
tions.® Studies employing less rigorous
designs may be included, but their results
are generally given less weight in making
recommendations.

A drawback of this approach is that it
often leads to the conclusion that little
evidence is available to guide decisions
regarding interventions.® This is par-
ticularly true for interventions that ad-



dress sociobehavioral health issues,?
which are affected significantly by an
array of individual, social, and environ-
mental factors. Rigorous study methods
evaluating the efficacy of these interven-
tions are expensive and time-consum-
ing,? and often control for contextual fac-
tors that cannot be avoided in the real
world.®>* Thus, systematic reviews that
emphasize internal validity at the ex-
pense of attention to external validity —
that is, the applicability of an interven-
tion and its outcomes to different popula-
tions and in different contexts — can be
limited in utility for practical decision
making.3*912

Thus, there is growing concern within
health promotion communities regard-
ing the purpose and utility of “best prac-
tices.”"®  Recently, some reviews and
review methods have begun to empha-
size other criteria, such as feasibility,
sustainability, acceptability, or cost-effi-
ciency®!®1® on which the final choice of
intervention depends.!! Such reviews
often incorporate information from sur-
veillance and evaluation data, qualita-
tive reports, and expert opinion;'* all of
which are useful in the evaluation of
complex interventions.* Such evidence
does not assure lack of bias, but practical
information is critical to decision mak-
ing, so reliable methods must be devel-
oped for evaluating both quantitative and
qualitative evidence.®°

There is a critical demand for ap-
proaches to identify tobacco control inter-
ventions that are both effective and prac-
tical. The Canadian Tobacco Control Re-
search Initiative (CTCRI, a partnership of
Canadian government and non-govern-
ment organizations)* has developed,
through an extensive review and consul-
tation process, a framework to connect
the needs of policy and practice by using
the best available science and experi-
ence. Known as the Better Practices
model, it consciously defines better prac-
tices — rather than best practices — as
plausible, appropriate, evidence-based and
well-executed actions and processes that
will contribute to significant reductions
in the current and future burden of dis-

@ At the time of publication, partners in the
CTCRI were: Canadian Institutes of Health
Research; National Cancer Institute of Canada
and Canadian Cancer Society.
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ease.'” The model represents a 3-phase
cycle in which better practices are (I)
identified based on a “world” of evidence;
(IT) selected, implemented, and evaluated
as appropriate to context; and (III) synthe-
sized and reported back to the world of
evidence. The model has been applied to
several reviews of tobacco control inter-
ventions,!® which have informed refine-
ment of the methodology.

This paper describes the application of
Phase I of the Better Practices model,
Building on the Past, by an international
team of experts in a review of youth to-
bacco-use cessation. Faced with a grow-
ing demand for guidelines regarding ef-
fective interventions to support youth
cessation,'® the team grappled with how to
proceed given the limited number of rig-
orous studies published in this emerging
field. The Better Practices model was
used because it supports consultation
with a broader variety of evidence, fol-
lowed by identification of knowledge gaps
as well as better practices. The expecta-
tion was that the process would yield
many recommendations for research and
few, if any, for practice.

This paper describes the development
of the Better Practices model, with a focus
on Phase I, and highlights some of the
lessons resulting from the experience of
the application of Phase I to youth cessa-
tion. Insights regarding the process and
the strengths and weaknesses of Phase I
of the model are discussed. Outcomes of
the process, including recommendations
for research and practice, are discussed
in accompanying papers by McDonald,*
Backinger,?! and Milton.??

Better Practices Model

Demand for a new approach. In the
mid 1990s, at a point when tobacco use
rates in Canada had ceased to decline,
divisions of the Canadian Cancer Society
(CCS) expressed the need for tools to iden-
tify and implement effective, practical
“best” practices in tobacco control. At the
same time, the CCS and its research
partner, the National Cancer Institute of
Canada (NCIC), launched the Canadian
Tobacco Control Research Initiative
(CTCRI) with the mandate to stimulate a
sustained and coordinated research
agenda that has a direct impact on to-
bacco control policies and programs in
Canada. With the support of Health
Canada, the CTCRI commissioned a re-
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Application of a Better Practuces Framework

Figure 1
The Three Phases of the Cyclical Better Practices Process and the
Relationship Between Practice and Research Activities
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view? of existing models of and approaches
to best practices.

No common definition of, or approach
to, best practices could be identified at the
time.?® The CTCRI therefore facilitated
formation of the National Tobacco Best
Practices Working Group, which moved
forward with the development of a frame-
work for best practices in tobacco control
that could be applied to other health ar-
eas. Several iterations of a framework
were developed?* and tested,!® building on
work of the Advisory Committee on Com-
munity Health (Canada),!* the Task Force
on Community Preventive Services (US),®
the Canadian Heart Health Initiative,!®
the Cochrane Collaboration,” and others.

The model presented here is an evolved
version of this early work. It is not meant
to supplant other models or approaches to
knowledge-based practice, but to draw
upon these frameworks to move the field
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toward an approach that integrates the
need for rigor with the need for action,
and to stimulate continuous improve-
ment of systems for better practice.

Foundations of the Better Practices
approach. The core principles of better
practices are that successful solutions to
complex problems must draw upon both
science and experience, and that what is
"best" is subjective, situational, and evolv-
ing over time. In other words, scientific
evidence about what is effective is inher-
ently limited — the ultimate determina-
tion must be made by the practitioners
and decision makers who understand the
scientific evidence, the specific needs of
a given population and situation, and the
resources available to them at the
time'1,3,4,9,12

The Better Practices model has 3
phases, within which there are a number
of steps. The phases build on and contrib-
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Figure 2
The Four Steps in Phase I, Building on the Past
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ute to each other, making the overall
process cyclical and iterative:

I. Building on the past: An interac-
tive, intersectoral team carefully defines
a focus and set of questions, then works
together to review knowledge from a vari-
ety of sources, including research of many
types and also practical experience. Both
the quality and plausibility of evidence
are considered. Recommendations and
resources are then compiled for practice
and for further research.

II. Taking action in the present: Deci-
sion makers use the recommendations
and tools to select activities — programs,
policies, and research — appropriate to
their situations, then follow mutually
agreed-upon protocols to carry out the
chosen research or practice activities.
Progress is monitored and evaluated
against predetermined expectations.

III. Contributing wisdom to the future:
Those who have implemented “better” re-
search and practice activities reflect on
the processes and outcomes of their work,
and report findings to stakeholder commu-

nities where the wisdom of experience can
be drawn upon for future knowledge syn-
theses and better practices.

An individual, group or coalition, insti-
tute or organization may initiate better
practices at any phase of the process, and
may focus on one or all of the phases. This
will depend largely on the mandate of the
organization and the reasons for under-
taking better practices. Processes em-
ployed in each phase and the subsequent
outcomes will also vary with the purpose,
the people involved, the methods used,
and so on. The critical success factors,
whatever the starting point, are to estab-
lish and adhere to: (a) a focus with clear
parameters, (b) an interactive team whose
members represent a variety of perspec-
tives, (c) a conceptual framework, (d) an
agreed-upon sequence of specific steps,
and (e) linkages to adjoining phases.

Better Practices Process (Phase I)

This section describes a sequence of 4
steps associated with the first phase of the
model, Building on the Past, which is the

Am J Health Behav™ 2003;27(Suppl 2):S132-S143 5135



Application of a Better Practuces Framework

Table 1
Considerations Pertaining to Intervention and Target Population
in the Definition of Review Scope

A. INNATE / STATIC B. VARIABLE C. OUTCOMES
Conditions prior to intervention: arrows Conditions which may change through Primary and secondary for target and
indicate consideration as innate or variable. course of intervention. success of intervention.

LEVEL DESIRED CHANGE IMPACT/OUTCOME
individual->population>environment *Health condition or behavior INDICATORS
PERSPECTIVE *Knowledge, attitudes, beliefs *Magnitude of change
= Patient, provider, decision-maker *Exposures, environments *Attrition, adherence
; CHARACTERISTICS *Access to services -Intgnded Vs. uninten_ded _effects
py) «Demographics *Quality of life, experience of *Maintenance (sustained impact)
@ o . health condition/treatment vs. relapse
m «Individual differences (health status, Methods of t and
= social traits and groups, etc.) €tnods or measurement an
. ) reporting, comparison
*Demand for intervention N s
. . . *Generalizability, replicability
*Environments (physical, social
political, etc.)
CONTENT, COMPONENTS DELIVERY PROGRAM/PROCESS
*Theory, CONTENT *Provider INDICATORS
N *Objectives *Channel and access *Fidelity
b *Setting *Degree of exposure *Quality
r_,|-| *Implementation (protocol, format, *Reach *Penetration (reach, uptake)
2 structure) *Recruitment *Enforcement
m CONTEXT *Resources, support *Adoption, institutionalization
3 *Resources, capacity *Satisfaction
6 «Complementary interventions *Cost-effectiveness
Z «Competing interventions, activities,
exposures
«Culture

focus of this paper. Each step is a process
that is both an essential component of the
whole and a better practice in itself.

Step 1: Define the scope of review —
carried out by an interdisciplinary,
intersectoral team.

The objective of the first step is for the
team to articulate questions for the re-
view and a plan for conducting Phase I,
including identification of the specific
populations and interventions to be ex-
amined, the types of evidence that will be
consulted, and the methodology that will
be used to assess the quality and applica-
bility of the evidence.

Table 1 outlines considerations for de-
fining the population(s), health condition(s)
or behavior(s), and intervention(s) that are
the subject of the review. In the top row,
labelled “target,” are characteristics of the
target population; in the bottom row are
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characteristics of the intervention. The
characteristics are divided into 3 col-
umns: (A) those which will likely remain
constant for the population and the inter-
vention throughout the course of the in-
tervention, (B) those which may change
during or as a result of the intervention,
intentionally or unintentionally, and (C)
indicators of the potential outcomes of an
intervention. The team may use this or
other tools, but must end up with a clear
set of questions regarding “what works” to
set the parameters of the review.

The team can then decide which
sources of evidence are appropriate for
consideration, such as peer-reviewed
journals, government reports, book chap-
ters, program and policy intervention de-
scriptions, and surveillance reports. In-
cluded in this is when and how “experts”
will be involved. Experts may include



individuals who represent the target popu-
lation (ie, those having or at risk for the
behavior or condition being addressed), or
the family or peers of the target popula-
tion; program deliverers or practitioners
with experience addressing the behav-
ior/condition or implementing the
intervention(s) being reviewed; commu-
nity or state/provincial level decision
makers who have faced or addressed the
problem in their communities/constitu-
encies; or investigators who have exten-
sive experience working with the popula-
tion or the interventions in question, or
any that are similar.

Experts can provide information about
which interventions are being used in the
field, the level of demand or readiness for
change, and factors that may help or hinder
implementation of interventions; they
can also help to fill in gaps in knowledge by
identifying other sources of information or
recounting experience. Inclusion of ex-
pert advice may be carried out through key
informant interviews, focus groups, or other
surveys as part of Step 2 (Assess Evidence),
Step 3 (Analyse Plausibility), or Step 4
(Compile Recommendations).

Finally, the team must agree on how
the chosen evidence will be reviewed and
interpreted. Methods and processes may
build on those used in other reviews®#!5 or
may be derived by the team as appropriate
to the chosen topic. Evaluation of all
evidence should include both quality (in-
ternal validity) assessment and relevance
or plausibility (external validity) analysis.
More information about each of these
processes is provided in the descriptions
of Steps 2 (Assess Evidence) and 3 (Analyse
Plausibility), respectively.

Step 2: Collect and Assess Evidence —
led by a subgroup of research experts.

The objective of the second step is to
assemble all relevant evidence and infor-
mation, and from this, to identify effica-
cious interventions.

This step represents the “meat” of most
systematic reviews. Using methods
agreed to in Step 1, this step involves the
systematic collection of evidence, assess-
ment of quality, extraction of data from
each source, compilation of data into
tables or charts for comparison, appraisal
of its overall strength, and synthesis of
intervention options.

Assessment of the quality of evidence
is a critical component of this step. This
includes evaluation of both study design
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and execution. Although studies that
randomize participants between inter-
vention and control conditions (ie, RCTs)
are generally regarded as the highest
quality due to the lesser chance that
biases will affect outcomes, these studies
are expensive and time-consuming for
many public health and health promotion
activities,? and so, there may be few avail-
able. They may also fail to provide the
wide scope of information needed by deci-
sion makers.>* For this reason, the team
should be prepared to evaluate the quality
of a broad range of evidence.!®

Quality assessment also informs ap-
praisal of the strength of evidence, which
in turn informs the formation of recom-
mendations (Step 4). Generally, teams
should have agreed-upon standards for
how much evidence, of what quality, is
needed to demonstrate that an interven-
tion is worth recommending. Significant
gaps in knowledge will begin to emerge at
this point and may be considered for re-
search recommendations.

Step 3: Analyse Plausibility of the
Evidence - carried out by the full interac-
tive team, in consultation with experts if
appropriate.

The objective of this step is to articu-
late the plausibility (feasibility and/or
effectiveness in different populations and
contexts) of the actions (interventions
and research) identified as efficacious or
needed in Step 2 (Assess Evidence).

The evidence collected and analysed in
Step 2 must be critically analysed to as-
certain information about social, eco-
nomic, environmental or other conditions
necessary to support good decision mak-
ing.>*%10  The team must establish how
the knowledge obtained can inform the
original review questions, and how plau-
sible the identified interventions or re-
search questions may be for real action.
Considerations of plausibility include:
Time sensitivity of the information;
Feasibility of evaluation of actions in
question;

Prospect of reliable replication of ac-
tions;

Likelihood that actions are general-
izable to different populations;
Evidence that actions are cost-effec-
tive or cost-efficient, and

Overall coherence of the information,
implications of the whole picture, for
example,

= Consistencies and inconsistencies

YV VYV ¥V VYV VYV
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among the sources,

= Strength of the evidence or how
compelling,

= Obvious caveats or red flags,

= What can be said in response to
the original questions (ie, what is
known that will inform decisions
about each aspect of an interven-
tion).

Step 4: Form Recommendations and
Compile Resources — led by a subteam of
policy/practice experts, involving the full
interactive team.

The objective of the final step in Phase
1 is to interpret, as objectively as possible,
the information obtained from the review
process, and then to develop concrete
recommendations for action supported by
tools for decisionmaking, implementa-
tion and/or evaluation.

The team uses the information gath-
ered in Steps 2 (Assess Evidence) and 3
(Analyse Plausibility) to form recommen-
dations and compile resources for the
following:

A. Practice: information about which
policies, services, programs, and
other interventions are likely to have
a positive impact on health. In-
cluded may be specific programs,
program principles or types, guide-
lines or instructions, policy imple-
mentation protocols, theoretical or
delivery components, etc. Also in-
cluded may be “worst” practices —
those which either have no effect at
all or which may cause harm. Levels
of strength may be assigned to the
recommendations based on the
team’s confidence in the informa-
tion obtained.

B. Research: information regarding gaps
in the current knowledge, as as-
sessed by the team. These may
emerge from reflection on the origi-
nal review question(s) as defined in
the scope (Step 1) or from consider-
ations of plausibility. The team may
suggest broad topics addressing large
gaps in knowledge or specific ques-
tions that will inform greater coher-
ence of intervention components.
The team may also choose to assign
priority or suggest methods appro-
priate for addressing certain ques-
tions.

C. Resources: information, tools or con-
siderations to support decision mak-
ing, and use of the recommenda-
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tions for action. For example, those
who make decisions regarding pro-
grams and policies may benefit from
needs assessment surveys,
fundraising guidelines, decision-
making tools, implementation pro-
tocols, training manuals for program
deliverers, or evaluation instru-
ments. Those who make decisions
regarding funding programs may
benefit from reports on the state of
the research and knowledge gaps,
and those who carry out research
may benefit from bibliographies or
summaries of relevant studies and
theoretical models, guidelines for
writing grants, or technical support
regarding research methods or tools.

The recommendations and resources
constitute a “toolkit.” This should be
constructed in such a way that users -
program and policy decision makers and
implementers, researchers and research
funders — can easily access and apply the
information they need. This refers, for
example, to the depth of information, the
separation of information for different
audiences, the language(s) used, and lit-
eracy levels.

Once complete, the toolkit must be
promoted to the appropriate audiences in
order to benefit Action in the Present -
labelled Phase II within the Better Prac-
tices model. The steps in Phase II will not
be described in detail here, but are promo-
tion, selection and adoption, implementa-
tion/execution, and evaluation/investiga-
tion. Lessons learned from the imple-
mentation of policies and programs, and
the execution of research, are essential
to the knowledge development process,
and will be informative to future reviews
and actions if synthesized and reported
through broadly accessible channels.
These final steps compose Phase III of the
Better Practices model, Creating the Fu-
ture; they complete the cycle to make the
model iterative and cybernetic. For a
complete description of the steps associ-
ated with Phases II and III please see the
Canadian Tobacco Control Research Ini-
tiative website (www.ctcri.ca).

The following section describes how the
Better Practices model was applied to study
youth tobacco-use cessation; accompany-
ing articles by McDonald, Backinger, and
Milton describe, respectively, the details of
the review process (Step 2, Assess Evi-
dence), the interpretation of the evidence



(Step 3, Analyse Plausibility) and develop-
ment of a decision-making guide for prac-
tice (Step 4, Form Recommendations), and
the articulation of research gaps and rec-
ommendations (Steps 2-4).

Application of the Model

Phase I process: building on the past.

Recognizing that there is a high de-
mand for information regarding youth
tobacco-use cessation interventions, and
a relative paucity of scientific evidence, a
6-member organizing team collaborated
to address the question of what interven-
tions would best support young tobacco
users (ages 12-24) in quitting. The team
included representatives from the CTCRI,
the US Centers for Disease Control and
Prevention Office on Smoking and Health
(CDC), the US National Cancer Institute
(NCI), and the Youth Tobacco Cessation
Collaborative (YT'CC). The Better Prac-
tices model was identified as a useful tool
to guide this work because it calls for the
incorporation of a broad range of evidence
and expert advice, and leads to production
of recommendations for both practice and
research.

Phase I (Building on the Past) was
planned to begin with a review of pub-
lished scientific evidence, including any
available information pertaining to youth
cessation. This was to be followed by
consultation with a broad group of practi-
tioners and decision makers from Canada
and the United States. Recommenda-
tions were expected to be primarily for
further research.

The parameters of the literature search
were initially defined (Step 1, Define the
Scope) to encompass youth between the
ages of 12 and 24, for all types of interven-
tions including direct personal contact,
self-help, policies and media, and so on. A
researcher with expertise in youth ces-
sation was contracted by the organizing
team to conduct a review of the evidence
(Step 2, Assess Evidence). It was re-
quested that the review address a range
of aspects of interventions, including char-
acteristics of youth and of intervention
delivery.?®> The results of this review?
were presented at a workshop several
months later, attended by 28 youth cessa-
tion researchers, program planners and
others working with youth, and policy
decision-makers from both Canada and
the United States. This group (referred to
as the advisory panel) was charged with
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interpreting the information obtained in
the review (Step 3, Analyze Plausibility)
and forming plausible recommendations
for practice and for further research (Step
4, Form Recommendations).

The advisory panel endorsed the col-
laborative approach put forth by the Bet-
ter Practices model. However, following
considerable deliberation, the panel con-
cluded that it was not prepared to form
recommendations for action (Step 4) based
on the review that was conducted. It was
strongly advised that a reanalysis of evi-
dence (Step 2) be conducted. This recom-
mendation was based on 2 primary con-
cerns. First, practitioners identified a
series of key questions, pertaining to
implementation protocols, and charac-
teristics of youth and their environments,
which had not been previously identified
by the organizing team. Second, mem-
bers of the panel representing an aca-
demic research perspective believed that
studies included in the review should be
critiqued more stringently using a sys-
tematic scoring protocol. The panel ulti-
mately agreed that a subgroup should reex-
amine the evidence in accordance with
the recommendations of the panel and
report these findings to the larger group.

The second evidence review (Step 2)
was carried out by a team comprising
research experts from the advisory panel,
together with 3 new members (referred to
here as the evidence subgroup), through
a process of face-to-face meetings and
electronic correspondence.?® For this re-
view, the parameters were narrowed to
include only scientific studies in which:
the youth population was between 12 and
18 years of age; there was a measured
cessation outcome; and the intervention
was delivered to individuals or small
groups. All media or policy interventions
that were included in the first review
were excluded by this group, as were
interventions with outcomes such as re-
duction in use or readiness to quit.

Of those studies that met the inclusion
criteria, many showed little or no signifi-
cant effect on cessation, and those that
did were often so heterogeneous that they
could not be compared to other studies for
validation.?® The subgroup considered
several characteristics of the study popu-
lation and intervention delivery, but again,
heterogeneity and gaps in what was re-
ported?! limited the ability to compare
studies. Some aspects of plausibility were
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considered: Most interventions were re-
ported within the past 20 years, so were
reasonable in terms of time sensitivity;
but few practices could be assessed for
replicability, evaluability, or
generalizability. With respect to coher-
ence, or the overall implications of the
information, there were many gaps. The
evidence subgroup concluded that there
was little that could be recommended
with any confidence about the types of
interventions likely to help youth suc-
cessfully quit tobacco use.

The full advisory panel then reviewed
the outcomes of this review and con-
curred that no specific interventions could
be recommended. However, in accor-
dance with the Better Practices model,
they agreed that a critical need remained
to develop instructions, guidelines, re-
sources for policy- and program-related
decision making, implementation, and
evaluation. To address this need, mem-
bers of the advisory panel, representing
practitioner and decision-maker perspec-
tives, convened with 6 additional experts
as an expert subgroup.

The expert subgroup reviewed evidence
from the 2 reviews?** and drew on other
sources of information regarding health
behaviour theory and program evaluation.?
This subgroup concluded that the most
important advice for practitioners is to
proceed cautiously in selecting and imple-
menting an intervention, as there is much
that makes an intervention successful
other than the content.?? The subgroup
also recommended that program providers
evaluate the process and outcomes thor-
oughly in order to share outcomes and
lessons learned with others in the field.

Despite the lack of specificity in this
advice, the subgroup had amassed suffi-
cient knowledge from the process and
from experience to provide guidance re-
garding these activities. They developed
a resource to help direct practitioners
and decision makers in identifying, imple-
menting, and evaluating better practices
for youth tobacco-use cessation.

Phase I Outputs: Resources and

Recommendations

The expected outcomes of the applica-
tion of Phase I are recommendations for
research and for practice, and the compi-
lation of resources to support those. Prod-
ucts resulting from the present applica-
tion — including tools to support the prac-
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tice of youth cessation, documentation of
the state of the knowledge about effective
youth cessation and recommendations to
improve upon it, and the description of
the process itself — were designed to add
value to shaping and advancing the field
of youth tobacco-use cessation.

The primary practice-oriented product
is Youth Tobacco Cessation: A Guide for
Making Informed Decisions.?? It contains
information to help practitioners, deci-
sion makers, and administrators through-
out the processes of planning, selecting,
and evaluating youth cessation interven-
tions. Though there was little scientific
evidence on which to base the advice in
the Guide, its relevance, scope, and logi-
cal utility should prove reliable due to the
wealth of experiences and perspectives
on which it was based.

The expert subgroup developed a com-
prehensive and practice-relevant set of
research questions based on the discrep-
ancies between the full advisory panel’s
original questions and the information
obtained through the review process. Most
of these pertain to implementation proto-
cols and matching interventions to par-
ticular youth and environments. As well,
the evidence subgroup was able to iden-
tify methodological flaws, which should be
addressed in the design and execution of
future intervention studies. The accom-
panying article by Backinger?! describes
the research gaps and needs in terms of
methodology and reporting as well as topic.

The initial evidence review?® is also a
valuable contribution to the field and rep-
resents the most comprehensive review
of youth cessation available at the time it
was published. The rigorous system used
for the second analysis of evidence repre-
sents a useful product itself, as it may be
applied to future reviews of emerging
youth cessation evidence. Less tangible
but equally important, relationships were
established and nurtured between re-
searchers, practitioners, funders, and
decision makers in 2 countries. These
serve as a foundation on which new ac-
tivities, addressing research gaps and
implementation barriers, are already be-
ing initiated. Collaboration was essen-
tial to this process and will continue to be
an important mechanism for ongoing bet-
ter practices in the future.

DISCUSSION AND CONCLUSIONS
This paper has presented one perspec-



tive on “best practices” and the use of
systematic reviews to identify these, and
has described a new approach to “better
practices” illustrated by its application to
the review of youth tobacco-use cessation
interventions. Although the application
led to the development of several useful
products, it also pointed out where im-
provements were needed in the model
itself.

Step 1: Definition of Scope

The Better Practices model instructs
an interdisciplinary, interactive team to
clearly define: characteristics of the popu-
lation and intervention to be reviewed,
types of evidence or information to be
considered, and process for considering
the internal and external validity of the
evidence. In applying the model to the
review of youth cessation, the advisory
panel was clear about the population and
intervention questions in which it was
interested, but less so regarding the types
of evidence or the process for assessing
and analyzing it. This had repercussions
throughout the process.

Step 2: Assessment of Evidence

As a result of how the scope was defined
(Step 1), decisions regarding the second
assessment of evidence (Step 2) fell to the
evidence subgroup. The subgroup then
made decisions regarding study methods,
content, aims, and outcomes that affected
the overall process, resulting in a stron-
ger but narrower interpretation of the
evidence.

Step 3: Analysis of Plausibility

Given that little evidence was obtained
in Step 2 (Assessment of Evidence), it was
difficult for the advisory panel to add any-
thing of substance regarding the plausi-
bility of interventions described by the
evidence.

Step 4: Formation of

Recommendations.

In spite of limited evidence, the expert
group was committed to completing Phase
I of the model (Building on the Past) in order
to produce practical recommendations for
the field. When the expert subgroup gath-
ered to discuss development of a resource
for practitioners and decision makers,
members found that they could offer con-
siderable advice based on their own expe-
rience in planning, implementing, and
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evaluating a variety of interventions with
youth. Youth Tobacco Cessation: A Guide for
Making Informed Decisions is a product of
this commitment and knowledge — useful
in scope, relevance, and utility — that would
have been unlikely in the context of a
traditional systematic review.

Without question, the dynamics of ap-
plying the model were complex. Tension
existed between the need for scientific
rigor and the need for immediate action.
This research-practice gap is not new,
particularly in the context of “best prac-
tices,” nor was it unexpected. There is
growing emphasis in all areas of health
care and health promotion on increasing
the translation of science to practice, and
it will simply take time to understand the
most efficient and effective ways of achiev-
ing this.

In addition, the US and Canadian per-
spectives differed, as there has been sig-
nificant emphasis in Canada on popula-
tion interventions and on the integration
of science and practice. Thus from a
Canadian perspective, the omission of
population-level interventions from the
assessment of evidence is a significant
gap. Stakeholders in Canada are cur-
rently exploring ways to address this gap.

Differing perspectives and the number
of people involved (over 40 including con-
tractors) slowed the process and proved at
times to be unwieldy. Managing the in-
teractions and products among the mem-
bers of the advisory panel and subgroups,
as well as the face-to-face meetings (4 in
10 months), was demanding of both hu-
man and financial resources. However,
the intersectoral collaboration enabled
generation of products that can be en-
dorsed by a wide variety of stakeholders.

In accordance with the better-practices
process, it is essential at this stage to
consider how the products developed in
Phase I will be translated, disseminated,
and otherwise integrated into current prac-
tice and research activity, and evaluated
to inform future practice — in other words,
how phases II (Action in the Present) and
III (Creating the Future) will be carried out.

Given the perceived level of demand in
the field, it is anticipated that the youth
guide will be appreciated by practitioners
and decision makers. Placing priority on
the research gaps may require more ac-
tive promotion by members of the Youth
Tobacco Cessation Collaborative, by en-
gaging research funders to support the
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work, or by encouraging universities and
other training programs to build the ca-
pacity. The better-practices process is
ongoing and iterative, and efforts to im-
prove the practice of youth cessation must
also be so.

The development, testing, and improve-
ment of the Better Practices model reflect
its basic principles: Good solutions to com-
plex problems draw upon both science and
experience; they build on past knowledge
and experience, make sense under present
conditions, and contribute to better solu-
tions in the future; and they are subjec-
tive, situational, and evolving. In spite of
the challenges encountered and adjust-
ments made in this application, these
underlying principles proved robust in guid-
ing the group toward its goal. The model
has demonstrated its flexibility both here
and in other applications. It is a tool not for
the identification or labelling of “best” prac-
tices, but for an approach to “better” prac-
tices and processes throughout the ongo-
ing course of knowledge production and
utilization. The model will continue to
evolve through the application and synthe-
sis of experience. It is hoped that its use
will stimulate new linkages between re-
search and practice, and guide decision
makers toward ever-better approaches to
the prevention of chronic disease.
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