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Abstract
Background
Health promotion and disease prevention programme registries (HPPRs), also called ‘best practice portals’, serve as entry points and practical repositories that provide decision-makers with easy access to (evidence-based) practices. However, there is limited knowledge of differences or overlaps of howe current national HPPRs in Europe function, the context and circumstances in which these HPPRs were developed, and the mechanisms utilised by each HPPR for the assessment, classification and quality improvement of the included practices. This study prepared an overview of different approaches in several national HPPRs and the EU Best Practice Portal (EU BPP) as well as identified commonalities and differences among the core characteristics of the HPPRs.

Methods
We conducted a descriptive comparison – that focused on six European countries with existing or recently developed/implemented national HPPR and the EU BPP –to create a comparative overview. We used coding mechanisms to identify commonalities and differences; we performed data management, collection and building consensus during EuroHealthNet Thematic Working Group meetings.

Results
All HPPRs offer a broad range of health promotion and disease-prevention practices and serve to support practitioners, policymakers and researchers in selecting practices. Almost all HPPRs have an assessment process in place or planned, requiring the application of assessment criteria that differ among the HPPRs. While all HPPRs collect and share recommendable practices, others have implemented further measures to improve the quality of the submitted practices. Different dissemination tools and strategies are employed to promote the use of the HPPRs, including social media, newsletters and publications as well as capacity building workshops for practice owners or technical options to connect citizens/patients with local practices.

Conclusions
Collaboration between HPPRs (at national and EU level) is appreciated, especially regarding the use consistent terminology to avoid misinterpretation, facilitate cross-country comparison and enable discussions on the adaption of assessment criteria by national HPPRs. Greater efforts are needed to promote the actual implementation and transfer of practices at the national level to address public health challenges with proven and effective practices.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s13690-023-01097-0.
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Background
The value of building on the best available evidence and adopting cost-effective practices known to achieve better health and wellbeing outcomes for individuals, communities and populations has been widely acknowledged in research, policy and practice [1, 2]. The availability and access to those practices may reduce the implementation of inferior or even counterproductive practices and the temptation to “reinvent the wheel”, eliminating possible mistakes in developing new interventions [3]. To ensure the implementation of these practices, it is essential that decision-makers can easily access information on effective and efficient practices, are familiar with the available evidence and know how to put it into practice [4, 5].
Health promotion and disease prevention programme registries (HPPRs), commonly referred to as “Best or Good Practice Portals”, can play an important role in increasing transparency of effective and efficient practices to support the decision for an adequate practice of a health problem and thus, in implementing the practice. These registries serve as entry points and practical repositories, giving decision-makers easy access to (evidence-based) practices [6]. Because many decision-makers prefer information in their own language and approaches that are optimally suited to their national or local contexts, several national HPPRs arose across Europe and others are currently under development. This is a welcome development as it means that more institutions on the state level have recognised the need and the added value of this approach and are trying to promote the implementation of health promotion and disease-prevention practices.
Although one can justify each national approach and its merits, the Joint Action On Chronic Diseases (CHRODIS) has advocated for more evidence-based practices by jointly organizing a way of implementing them in the European Union (EU). A coordinated and consistent approach across the EU in identifying, collecting and analysing health promotion and disease-prevention practices can enable cross-national comparisons [7], more effective knowledge transfer and joint efforts to combat public health issues, which often do not respect national borders. To what extent these goals might be achieved, however, is unclear. Indeed, there is limited knowledge of the extent to which there are informative differences or overlaps in the functioning of current national HPPRs in Europe, the context and circumstances in which they were developed, and the mechanisms chosen for assessing, classifying them and improving their quality.
Therefore, we aim to establish a starting point for research in this area by providing a comparative overview of the various approaches in several national HPPRs and one transnational HPPR that currently exist in the EU, and to identify commonalities and differences in mechanisms within the HPPRs in terms of the assessment process and criteria, classification, designation and implementation. The results of this study may be informative for guiding the development of similar resources in other countries to strengthen health promotion and disease prevention efforts throughout the EU.

Methods
We conducted a descriptive comparison to provide an overview of HPPRs while using coding mechanisms to identify commonalities and differences.
Definition of key terms
In the literature broadly accepted definitions for general key terms were either lacking or were applied differently. Three working group members adopted or adapted the definitions for these terms and discussed them in a meeting with the entire group to reach a consensus.
Table 1Definition of general key terms


	Term
	Working definition -/ explanation
	Citation

	Health promotion and prevention programme registry (HPPR)
	“(1) web-based collections of (2) health promotion and disease prevention interventions that use (3) documentable criteria for including and excluding programmes or interventions, and (4) [that] feature evaluative information that could support decision making.”
	Burkhardt et al. [8]

	“Best” practice
	“Best Practices […] have been shown to be effective in improving the health of the population when implemented in a specific real-life setting and are likely to be replicable in other environments”
	Ng and de Colombani [3]

	“Good” practice
	Focused on process (how an intervention and its associated effects emerge, adapt and perform in relation to a particular time, space and practice of local implementation) rather than outcomes (assumed isolatable effects of particular interventions into implementation).
	Adapted from Barnfield et al. [7]

	Practice
	An umbrella term for interventions, projects and programmes that are included in Health Promotion and Disease Prevention Registries
	Working definition established by members of the working group for the purpose of this article





Setting
To access information and first-hand-knowledge about the various HPPRs, we established a working group on best practice portals was in 2019 within EuroHealthNet, a not-for-profit partnership of public institutions operating at local, regional, national and international levels across Europe [9]. EuroHealthNet supports members’ work through project development, knowledge exchange, capacity building, policy monitoring, policy development, research, and communication. The working group comprised public health experts representing public health institutes in Germany, Finland, Italy, the Netherlands, Poland, Portugal, and Slovenia (and collaborating with DG SANTE/EU Joint Research Centre representatives for the European HPPR). The members exchanged experiences, presented and compared national HPPRs and learned from each other. Further, they also explored opportunities for greater linkages and synergies between European-level HPPRs and national HPPRs to promote evidence-based practice in public health across countries.

Data sources
This study focuses on six European countries Germany [DE], Italy [IT], The Netherlands [NL], Finland [FI], Poland [PL], and Slovenia [SI] had an existing ([DE], [IT], [NL] or recently implemented ( [FI], [PL], Slovenia [SI]) national HPPR that includes the European Public Health Best Practice Portal [EU] benefitting the entire EU. The parent organisations responsible for creating and managing each portal (Table 2) are often national health promotion and public health institutes. The Public Health Best Practice Portal developed by the European Commission (DG SANTE) and the Italian “Pro.Sa database”, developed by a regional organisation but implemented nationally, are exceptions to this finding.
Table 2Organisational characteristics of Health Promotion and Prevention Registries


	Country/
Continent
	Europe (EU)
	Finland (FI)
	Germany (DE)
	Italy (IT)
	Netherlands (NL)
	Poland (PL)
	Slovenia (SI)

	Responsibility
The parent organisation responsible for building and maintaining the registry
	Steering Committee for Health Promotion and Disease prevention
	Finnish Institute for Health and Welfare (Terveyden ja hyvinvoinnin laitos, THL)
	Federal Centre for Health Education (Bundeszentrale für gesundheitliche Aufklärung, BZgA) and Network of Equity in Health (Kooperationsverbund Gesundheitliche Chancengleichheit)
	Health Promotion Documentation Centre, Piedmont Region (Centro Regionale di Documentazione per la Promozione della Salute, DoRS)
	National Institute for Public Health and the Environment (Rijksinstituut voor Volkgsezondheid en Milieu, RIVM)
	National Institute of Public Health NIH – National Research Institute (Narodowy Instytut Zdrowia Publicznego PZH - PIB)
	National Institute of Public Health (Nacionalni inštitut za javno zdravje, NIJZ)

	Name
	Public Health Best Practice Portal
	Hyvinvointia ja terveyttä edistävien toimintamallien arviointi
	Praxisdatenbank
	Pro.Sa database
	Loketgezondleven.nl
	ProfiBaza
	Portal za izmenjavo primerov dobrih praks na področju javnega zdravja

	Website
	https://​webgate.​ec.​europa.​eu/​dyna/​bp-portal/​
	https://​thl.​fi/​hytearviointi
	https://​www.​gesundheitliche-chancengleichhei​t.​de/​praxisdatenbank/​
	https://​www.​retepromozionesa​lute.​it
	https://​www.​loketgezondleven​.​nl/​interventies-zoeken#/​overview
	https://​profibaza.​pzh.​gov.​pl/​
	https://​nijz.​si/​zivljenjski-slog/​platforma-za-izmenjavo-dobrih-praks/​

	Start date
Year in which the HPPR was launched
	2016
	2011
	2003
	2001
	1999
	2021
	2020*

	Funding
Funding source (organisation)
	EU Commission; Directorate General for Health and Food Safety (DG Santé)
	Finnish Institute for Health and Welfare (THL). Funding by the Sustainable Growth Programme for Finland (RRP) for the digital development of the new HPPR (2022–2024).
	Federal Centre for Health Education (BZgA)
	Department of Health, Regional Government of Piedmont and additional episodic funding by Italian Ministry of Health
	Ministry of Health, Welfare and Sports
	Co-financed by the European Union from the European Regional Development Fund for 2014–2020, from 2021 funding by Ministry of Health
	Ministry of Health Slovenia


*Year in which the criteria for evaluating public health interventions were published and active development of the HPPR started



All included HPPRs share the common strategy of creating an easily accessible, centralized database platform of health promotion and disease-prevention practices to select, provide and/or share practices for professionals, policy makers, decision-makers on different levels, as well as students, researchers and non-governmental organisations (NGOs) in the field of health promotion and disease prevention. All HPPRs offer a broad range of health promotion and disease-prevention practices, including practices that should be implemented in specific settings (e.g., schools, community), for specific target groups (e.g., children, older adults, socially disadvantaged groups) and in various thematic areas (e.g., mental health, nutrition, health policy). Some portals (EU, FI,SI) have a broader focus and include additional topics such as end of life palliative care (EU), culture and education (FI) and public health (SI).

General characteristics of the EU Public Health Best Practice Portal and Health Promotion Prevention Registries
Europe
The Public Health Best Practice Portal was launched in 2016 following the priority established by DG SANTE to identify, disseminate and transfer “Best Practices” to improve the implementation of best practices in Europe. In this way, DG SANTE hopes to achieve Sustainable Development Goal 3.4 to reduce premature mortality from non-communicable diseases by one-third by 2030 through prevention and treatment, and to support the achievement of the nine UN/WHO voluntary global health targets. A Steering Group on Health Promotion, Disease Prevention and Management of Non-Communicable Diseases is the mainstay of its organisational structure.

Finland
The Finnish Institute for Health and Welfare started the first national HPPR called Innokylä in 2011 to collect and facilitate the development of (evidence-based) practices. A new Finnish HPPR, Hyvinvointia ja terveyttä edistävien toimintamallien arviointi, started the assessment of evidence-based practices in 2019. The first steps included developing and piloting of the assessment process and criteria. In 2022–2024, THL will develop a new digital HPPR. The objectives of the evidence-based programme registry are to (1) assess and publish evidence-based practices in health and well-being promotion, (2) facilitate comparison of effectiveness, evidence, and transferability of practices, (3) improve knowledge management in health and well-being promotion.

Germany
The HPPR of Germany is one element of a network (Gesundheitliche Chancengleichheit), initiated in 2003 by the Federal Centre for Health Education (BZgA) to address social and health inequity. They introduced the assessment criteria (“good practice criteria”) primarily as a self-reflection tool for professionals in municipalities that want to further develop their practice(s) in terms of quality and sensitivity towards social health inequality. The objectives of the Germany’s HPPR are to (1) provide an overview of community practices that address social and health inequities, (2) support knowledge exchange and communication, and to create transparency among practice actors, (3) showcase exemplary practices.

Italy
The HPPR of Italy, Pro.Sa - Prevention and Health Promotion Projects and Interventions Database (Pro.Sa - Banca dati di Progetti e Interventi di Prevenzione e Promozione della Salute), was officially launched in 2001 by DoRS, the Health Promotion Documentation Centre of the Piedmont Region. The objectives of Pro.Sa are to (1) collect, monitor and share projects, interventions, programmes and “transferable good practices”, (2) evaluate, highlight and disseminate “transferable good practices” in other contexts, (3) support social practitioners and health professionals, decision-makers and stakeholders in decision-making regarding strategies, planning, and evaluation of health promotion and prevention. In this way, Pro.Sa provides an overview of practices by documenting all regional and local projects and experiences developed under the Regional Prevention and Health Promotion Plan and other programmes, highlighting “transferable good practices” that could be disseminated and implemented in other contexts.

The Netherlands:
 In 1999, the National Institute of Health Promotion and Disease Prevention for the collection of practices. To gain insight into the quality of health promotion and disease-prevention practices, in 2007 the National Institute for Health and Environment (in collaboration with other health institutes on behalf of the Ministry of Health, Sports and Welfare ) introduced an assessment system to evaluate the quality, effectiveness and feasibility of practices. It applied the system in six domains: health promotion, youth (health) care, sport and exercise, social domain, long term care of older people and mental health care. The objectives of the Dutch HPPR are to (1) improve the quality of health-promotion interventions in The Netherlands, (2) provide insight into the quality, effectiveness and feasibility of health promotion-interventions, (3) create an ’upward pressure’ in quality development of health promotion (from practice- to evidence-based interventions).

Poland
The idea behind the ProfiBaza Portal – launched in late 2021 - was born in 2016, when information about implemented health programmes was still scattered and unavailable in Poland via open access. This included collecting information about ongoing practices, summarising them in one place and making the data available to a wide audience. The objectives of the Polish HPPR include (1) assisting the planning, implementation and evaluation of public- health interventions in Poland as well as promoting multisectoral collaboration in health and addressing social inequalities in health, (2) building a platform for knowledge translation as part of the “ProfiBaza” system, (3) improving the quality of public-health interventions implemented in different settings as well as the quality of collected data on health-promotion interventions carried out in Poland.

Slovenia
The starting date for the Slovenian HPPR was in 2020 with the publication of the report “Criteria for evaluating Public-Health interventions for the purpose of identifying and selecting good practices”, a questionnaire for collecting good practices and the methodological guidelines for evaluating practices together with the evaluation form. The National Institute of Public Health (the lead institution) and the Faculty of Social Sciences of the University of Ljubljana are involved in developing o the HPPR. Unlike other existing websites in Slovenia that focus only on collecting various public heath interventions, the Slovenian portal aims to establish a system for recognizing examples of good practices and promoting the use of these approaches in the public health. The objectives of the Slovenian HPPR are to (1) raise the standards of public-health interventions and to improve their quality, (2) provide an overview on quality and effectiveness of public health interventions, (3) support knowledge exchange and the use of effective approaches by providing a pool of reviewed interventions.


Data management and collection
We performed data collection (i.e., information on organisational issues, users, resources, assessment process and criteria, presentation of interventions and usability, dissemination and implementation of good and best practices,) in several steps during regular meetings with the working group over a period of 18 months. To make comparisons, we first identified the characteristics of HPPRs through a review of the literature regarding other programme registries [6, 8, 10–12], evidence-based practice [2, 13] and implementation of practices by programme registries [14]. We then listed and discussed the identified characteristics in the group, with each characteristic reviewed to determine its usefulness in comparing the core elements of HPPRs. We considered each selected characteristic to represent an important processual element used in HPPRs or one that might influence the implementation of health-promotion or prevention-related practices. Consensus was reached when more than 80% of participants strongly supported either the inclusion or exclusion of a characteristic. The working group chose and agreed on four characteristics (Table 3). These were: “assessment process”, “assessment criteria”, “incentives for submission and implementation of practices” and “dissemination”. For a more detailed analysis and a clearer overview, the assessment process was divided into: “method of the assessment process”, “result and classification of assessment process” and “designation of practices”.

Data elements
Three members of the working group developed working definitions for each characteristic, which were discussed in plenum meetings until consensus was reached. Where possible, we used the work of other authors to develop a set of working definitions. The entire working group either adopted the definitions or adapted them to ensure clarity (Table 3). Once consensus had been reached, the data on each characteristic provided by the working group members representing each country (or the EU) for each HPPR were organised in a spreadsheet format.
Table 3Working definition of characteristics


	Characteristic
	Working definition

	1.
	Assessment process
	 
	1.1.
	Method of the assessment process
	A stepwise process that examines practices according to specific assessment criteria. A result is often the inclusion or exclusion of the practice in the programme registry or the classification of the practice. The assessment process is either executed before or after the practice has been integrated into the registry. The general aim behind the assessment is to ensure the implementation of practices that work.

	1.2
	Assessment criteria
	Registry-related indicators, that are relevant to an assessment and for the distinction of practices in HPPR

	1.3
	Result and classification of assessment process
	The grouping of a practice after the assessment process, which is linked to the fulfilment of certain assessment criteria in an HPPR

	1.4
	Designation of practices
	The final naming/titling of an assessed practice

	2.
	Incentives for submission or implementation of practices
	Motivational strategies to encourage users of the HPPR to submit their practice to the HPPR or to implement existing practices from the HPPR

	3.
	Dissemination
	“Dissemination is an active approach of spreading [practices] to the target audience via determined channels using planned strategies“*


*Adapted definition from Rabin, Brownson [15], consented by working group




Analysis
We used a descriptive comparative approach to provide an overview of the various procedures and processes used by the HPPRs studied.
Specifically, to identify common or divergent themes, we analysed the data using coding mechanisms based on our previously developed concept of characteristics (see data management and collection). Two working group member independently summarised the key messages for each characteristic (in narrative form) to confirm that these messages were accurate and understood consistently. These summaries were then presented to the entire group and disagreements in interpretation or wording were discussed (and clarifications made) until consensus (agreement for > 80% of the group) was reached.


Results
We present the key results in three subsections: 1 Assessment process, 2 Incentives for submission and implementation and 3. Dissemination (Table 3).
The assessment process is a stepwise procedure that examines practices according to the specific assessment criteria. Thus, the core elements of the assessment process are the HPPR criteria (registry-related indicators, relevant to an assessment and distinction of practices), the resulting classification of practices and the way practices appear in the registers (designation of practices). The implementation and dissemination of the included best practices are related to the assessment process.
Assessment process
Almost all HPPRs have a practice assessment process in place or planned, which required the application of assessment criteria. In all programme registries, practice recording is done through submission of the practice by the practice owner, except in Germany, where a practice must instead be recommended by the Coordination Office of Equity in Health before it is reviewed and described in detail. All HPPRs, except Poland, where this process has not yet been implemented, use external reviewers (two to three individuals) to execute the assessment. For the final assessment, some HPPRs (NL, SI, EU) use consensus meetings with an external committee of reviewers representing science, policy and practice.
Method of the assessment process
Most of the HPPRs included (EU, FI, IT, SI) use a scoring system, whereby a practice must achieve a pre-determined score in successive assessment levels before receiving a classification or being classified as a recommendable practice. Figure 1 shows an example of the EU HPPR point-grading assessment system. The selection process for the EU HPPR consists of three steps. The first step is the inclusion or exclusion of the submitted best practice including consideration of the political and strategic relevance of the practice, evaluation of ethical aspects and the possible conflict of interest, the description of the intervention (such as identification of the target population, objectives and methodology), and evidence and theoretical underpinning to ascertain the evidence- and theory-based approach. Inclusion in the portal practices requires a minimal score. If the practice is included, the next step is the evaluation of the effectiveness and efficiency of the practice, as well as how the practice addresses equity issues. Finally, the last step focusses on the information about its transferability to other settings and contexts (e.g., availability of manuals, intervention material, training and necessary actions to overcome barriers), sustainability, ability to foster collaboration among different sectors and the inclusion of stakeholders through the whole cycle of the practice [16].
In Finland, Germany, The Netherlands, Italy and Slovenia, there is close personal contact between the practice owner and advisors or evaluators/reviewers during the assessment process. In these countries, the process is seen as a learning process in developing and implementing practices. For example, in Germany, practice owners can use the assessment criteria (“good practice criteria”) as a self-reflection tool to develop and improve the quality of their practice (e.g., focus on reducing social health inequalities). If the advisors of the Equity in Health Coordination Office recommend the practice, internal experts conduct an in-depth interview with the practice owner to qualitatively whether and to what extent the criteria have been met. In The Netherlands and Finland, an assessment form guides the reviewer or the advisor, who comment and suggest improving the practice. During the process, the practice owners and advisors stay in regular contact via email to share experiences and give advice on improving the practice. The advisors support the practice owners in submitting their intervention. After the final assessment by the external reviewers, the practice owner receives a final general comment on the strengths and weaknesses of the practices and suggestions for improvement. The Italian HPPR has a specific section called “project guide” that explains the HPPR assessment criteria and provides examples and suggestions to offer practice owners a practical support in self-reflection and to facilitate the exchange between practice owners and evaluators.
[image: ]
Fig. 1Example of the scoring system by the European Best Practice Portal (adapted )



The Assessment criteria
The assessment criteria of the portals have many similarities. In many countries, the evaluation criteria consist of three to four main sections and several sub-sections containing more specific criteria. Most HPPR evaluation criteria include: the description of the practice (background, aim, target group, approach/method), theoretical evidence, evidence of the effectiveness of the practice, and its transferability and applicability.
Because of practical implementation of a practice, DE, FI, IT and NL set criteria for the HPPRs, which relate to project design, context or feasibility. Additionally, it is important to note that FI and DE sets criteria focused on improving the quality and sensitivity of practice to (social) health inequalities.
In some of the HPPRs (EU, FI, SI), assessment of effectiveness is a prerequisite to admitting a practice to the assessment process. In the NL and IT, evaluation of effectiveness is not a prerequisite for the admission to the assessment process, but is needed when it comes to classifying a practice as an “effective practice” (NL) or “transferable good practice” (IT). In DE, evaluation is not a prerequisite for inclusion in the HPPR or designation as a “good practice”. Interestingly, the EU and Finland are the only registries that require a practice to be demonstrated as cost-effective to be considered as “best practice”.

Result and classification of the assessment
The results of the assessment processes vary among the included HPPRs. The process leads to the final inclusion (or exclusion) of the practice in the register in all cases except Germany. If the practice is included, one outcome of the assessment process may be the direct designation of the practice as “best practice” [EU], “transferable good practice” [IT], good practice” [SI] or a classification into different levels of evidence (FI, NL) (see Fig. 2 for the Dutch example). In Germany, practices are only comprehensively assessed and labelled as “good practice” if considered a flagship practice by the Equity in Health Coordination Office. There is no exclusion of practices from the German register if they fail to meet the assessment criteria. Poland, does not yet have an assessment process .
Finland and The Netherlands practice the classification of practices into different categories. In the Dutch HPPR, practices meeting the threshold for inclusion in the register are classified into one of three groups (well described, theoretically sound, effective) (Fig. 2). In the Finnish HPPR, included practices fall into one of five levels of evidence. In FI, currently the assigned classification is considered ‘final’ (though practice owners can resubmit practices after a few years), whereas the Dutch classification system represents a mechanism to support the practice owner in further developing and improving the practice. During the process, practice owners regularly receive professional advice and recommendations from the Recognition Committee, which may lead to a reclassification of the practice (Fig. 2).
[image: ]
Fig. 2Example of the evidence levels in the Dutch HPPR



Designation of practices
Currently, most HPPRs publish their practices with a designation based on the results of the assessment process and the HPPR classification types (see above). Although some HPPRs use the same designation for the “most recommendable” practice (DE, PL, SI, EU, FI), the meaning of this designation is different differs in the various registries.
In the German HPPR, for example, a “good practice“ must meet three assessment criteria (“good practice-criteria”), to be considered from reviewers. The Slovenian and Polish HPPRs use the term “good practice” as well, but they apply (SI) or plan (PL) this designation based on the criteria of the EU Commission, which in turn uses the term “best practice”. The Italian HPPR uses the term “transferable good practice” for the “best” interventions, meeting a certain score of the register-related criteria that can be transferred and implemented in other contexts. Unlike the other registers, the register in The Netherlands has three designations that describe the classification: well-described (first level), theoretically sound (second level) and effective (third level). Similarly, the Finnish HPPR provides five levels of classification or categorisation, ranging from “poor” to “satisfactory”, “good”, “very good” and “excellent” (Table 4).


Incentives for the submission or implementation of practices
Types of incentives
Incentives to encourage the submission of practices can be explicit or implicit, and include visibility (all HPPRs), feedback and quality improvement (FI, DE, NL, IT) as well as the possibility to expand the practice (FI, NL and EU).
Through these designating/titling practices, practice owners can achieve higher visibility for their practice and may more easily access further funding for their practice. In DE, FI and NL, practice owners receive professional feedback to improve the practice regarding reducing social health inequalities (DE) or its evidence level (NL, FI). In Germany, practices designated as “good practices” are presented as flagship practices, making them much more visible among the other practices included in the HPPR. In Italy, official documents recommending their implementation highlight the “transferable good practices”.

Processes in place for providing incentives
The EU and the Netherlands promote the actual implementation/upscaling of practices. The Netherlands, promotes the submission and implementation of practices from the HPPR in different ways, for example,
	Schools can apply for financial support to implement a recognized intervention.

	The Netherland Organisation of Health Research and Development requires submission of research practices for the Dutch HPPR if they have received a grant to effectively evaluates their practice.

	To implement practices at the regional or municipal level, some municipalities require using practices from the Dutch register.

	The Ministry of Health, Welfare and Sports regularly supports submission with incentive programmes focussing on specific topics missing from the database or implementation programme to support municipalities in implementing “best practices”.




In the EU, practices considered as “best practices” are published on the European HPPR. Best rated practices can be invited to participate in so-called “marketplace events” including the presentation and discussion of the practice with national experts. Once a “best practice” is considered for transfer, it can be selected for implementation of the practice in further Member States. This is done through “Joint Actions” under the EU4Health Programme, which are co-funded by the EU.


Dissemination
All HPPRs use a comprehensive range of dissemination tools and strategies to promote the use of the HPPRs, such as social media, newsletters and publication of articles.
Finland, Germany, the Netherlands and Poland employ further dissemination. Finland and Germany, for example, also promote dissemination through workshops and training programmes conducted to improve the quality of health promotion and prevention practices. Germany offer a guide operationalising the “good practice criteria”. The Netherlands, provides a thematic overview of effective practices in policy briefs, national prevention programmes and manuals (e. g.in the “Healthy School Manual” and “Healthy Municipal Manual”). In Poland, individuals can find opportunities to participate in health-promoting practices in their area by voluntarily integrating practices into the ”Patient Internet Account“ (Ministry of Health). In Finland, once the intervention has been accepted for publication, the assessment is published in the portal and archived in the Finnish database “HYTE-toimintamalli”.
Table 4Assessment process, method, classification and designation


	 	1. Assessment process
	1.1 Assessment method
	1.2 Assessment Criteria
	1.3 Classification and 1.4 Designation of most recommendable practice

	Europe
	1. Call for best practices
2. Submission of practices by countries
3. External evaluation using criteria Steering group
	Point-grading-system
	• Exclusion criteria (relevance, intervention characteristics, evidence and theory based, ethical aspects),
• Core criteria (effectiveness and efficiency of the intervention, equity),
• Qualifier (transferability, sustainability, participation, intersectoral collaboration)
	Best practice

	Finland
	Open peer review:
1. Submission of the practice by the practice owner
2. The editorial team assesses applicability to the evaluation process
3. The author decribes the practice by filling the evaluation criteria
4. At least two peer-reviewers evaluate the practice and may ask for revision and additional information
If the peer reviews differs widely, the editorial team may invite an additional peer reviewer.
	Point-grading-system, including qualitative and quantitative criteria
	Evaluation criteria:
• Basic information of the practice and applicability to the evaluation process (for the acceptance to the evaluation process)
• Description of the impact chain of the practice (e.g., background, aim, target group, experts and stakeholders, approach/methods, process evaluation and quality assurance, results and effectiveness, costs and cost effectiveness, risks, ethical considerations, management)
	• Evidence of the effectiveness and cost-effectiveness of practice (e.g. studies, reports, calculations)
• Transferability and applicability of practice (e.g., availability of training material and training, regional transferability, implementation)
• In addition, a list of outputs and publications related to the practice
	Evidence-based practices:
5- level classification:
1 = poor practice
2 = satisfactory practice
3 = good practice
4 = very good practice
5 = excellent

	Germany
	1. Recommendation (e.g., by the Equity in Health coordination office)
2. Interview with practice owner and description by the staff of BZgA
3. Assessment of practice by two experts of advisory working group of cooperation office
4. After several feedback loops and positive assessment the practice is published in the practice database
	Self-reflection,
in-depth-interview with practice-owner
	Good Practice Criteria recommended for use:
• Concept and project planning,
• Target group orientation
• Settings approach
• Integrating intermediaries
• Sustainability
• Low-threshold methodology,
	• Participation
• Empowerment
• Integrated action/networking
• Quality management
• Documentation and evaluation
• Capturing cost effectiveness
	Good practice

	Italy
	1. Submission by the practice owner
2. Two independent reviewers (one expert in health promotion methodology, one expert in topic or setting) evaluates and may ask for revision and additional information to the documents (two or more revisional loops).
3. After the required addictions/changes the practice is published and described in its strengths and limitations and with suggestions for the transferability.
	Point-grading-system
	Principle and values:
• Equity
• Empowerment
• Participation
Planning and evaluation:
• Context analysis
• Setting
• Theories and models
• Evidence and good practices
	Objectives:
• Description of actions/interventions
• Resources, timelines, and constraints
• Process evaluation
• Impact and outcome evaluation
Sustainability and transferability:
• Partnerships and alliances
• Sustainability
• Transferability
• Communication
	Transferable good practice

	The Netherlands
	1. Submission by the practice owner
2. Advice on draft description by external advisors to improve quality of submission (2–3 loops)
3. Assessment of the programme by three members of the committee (representatives of practice and science) during a meeting
4. Intervention and the recognition level are presented in the portal with evidence level
	Qualitative assessment (criteria provide guidance for evaluator to make suggestions for improvement)
	Description of the intervention:
• Objectives
• Target group
• Involvement of target group
• Method/approach
• design and content
Theoretical underpinning:
• Problem analysis
• Factors addressing the problem
• Justification of the method (change theory and empirical evidence) and summary of core elements
	Feasibility:
• Training and competencies professionals
• Material for implementation
• Recruitment and evaluation of the intervention
• Quality assurance
• Prerequisites for implementation
• Resources
Evaluation:
• Process evaluation and effect evaluation: number of studies, methods and results
	Recognized interventions:
five-level-classification:
1. Well-described
2. Theoretically sound
3. First indications for effectiveness
4. Good indications for effectiveness
5. Strong indications for effectiveness

	Poland
	Planned: The review is done by 3 to 5 evaluators (working group and support from advisory group)
	Not introduced so far
	Planned: development of criteria to assess submitted interventions based on EU-Commission criteria and those applied in other national programme registries
	Good practice

	Slovenia
	1. Submission to the database by the practice owner (e.g., questionnaire and all relevant documentation)
2. Assessment of the intervention by three reviewers (representatives of practice and science)
3. First panel meeting of reviewers to prepare additional questions and requests for the intervention owners
4. Peer-reviewers meet with the owners of the intervention, requesting additional information and revisions, as needed
5. 3–4 panel meetings of reviewers to agree upon the final decision regarding the assessment score and to prepare the final document with proposals for possible improvements
	Point-grading-system
	Assessment criteria adapted from the EU Best Practice Portal and piloted in 2022.
Exclusion criteria
• Relevance of the intervention regarding the objectives of public health policies and strategies
• Intervention characteristics and structure
• Evidence and theory based
• Ethical aspects
	Core criteria
• Effectiveness and Efficiency of the intervention
• Equity (considering the dimension of equality and equity and efforts to reduce health inequalities)
• Participation of target groups and stakeholders
• Intersectoral collaboration
Additional criteria
• Transferability
• Sustainability
	Good practice






Discussion
For the first time, this cross-county comparison brings together information about six HPPRs in Europe and the EU Best Practice Portal, enabling valuable insights. Our results provide an understanding of the different approaches of the national HPPRs and the functioning of several elements of HPPRs in Europe. They are united in their aim to select, provide and share good or best practices in health promotion and disease prevention to support practitioners, researchers and policy makers in evidence-based decision-making. We reveal differences the existing differences in the classifications, designation of the recommended practices and the dissemination and implementation strategies of the HPPRs.
All HPPRs share the aim to collect, assess and promote “best” or “good” practices for health promotion and disease prevention to support practitioners, researchers and policy makers in evidence-based decision making. The majority of the HPPRs are managed by national public health institutes and funded by their ministries of health, which reflects the importance and the sustainability of the registers. Some HPPRs (DE,NL,IT) have already existed for more than 10 years and play an important role in evidence-based decision-making in their countries.
Most HPPRs have developed assessment criteria divided into three to four main assessment sections as well as into multiple sub-sections that elaborate the criteria in greater detail to facilitate the assessment, Some HPPRs offer measures that enable practice owners to develop and improve their practice, whether regarding their sensitivity to health inequities, the level of evidence or transferability. This demonstrates the great priority afforded to implementation of practices (e.g., DE, FIN, IT, NL, SI).
Promoting evidence-based practices and conducting quality control in health promotion and disease prevention are crucial ensuring the implementation only of effective and efficient practices [17]. While this system has its merits, the design of evidence levels and their importance are widely debated among researchers. Means et al. (2015), in their article on rating paradigms for programme registries in behavioural health, noted that registries tend to use a standard hierarchy of evidence (similar to NL and FI), even though health promotion and disease-prevention practices are often complex in nature and require appropriate research designs that may not conform to the standard hierarchy of evidence. Engaging with such complexity requires structures and processes that allow for more flexible research designs and support for different methodologies [18].
Countries differ significantly in how they classify and designate the most recommended practices (e.g., “good practice” [DE, IT, SL], “excellent practice” [FI] or “best practice” [EU]). Should further integration and information exchange be sought between the different European HPPRs, using different definitions, classification methods and designation of practices across the countries may lead to confusion among end-users and misinterpretations of the relative effectiveness of a “good practice” and a “best practice”. Many studies have already noted the variation in standards in programme registries, especially in the course of evidence-based practices [14]. In particular, for countries considering the introduction of a national HPPR (e.g., Portugal) or where HPPRs are still under development ( PL, FI), adapting the EU assessment criteria (or selecting certain common core criteria) may be a useful solution to promote comparability of practices across countries. One of the newest HPPR (SI) has already adopted the criteria of the EU assessment criteria, which facilitates the exchange of practices at EU level. For longer existing HPPRs, which already contain specific and unique criteria, adaption may not presently be possible, but should be kept in mind in future discussions on the merits of linking national HPPRs and DG SANTE’s HPPR [16].
Additional important findings were in the area of dissemination strategies to promote the use of the HPPRs. Activities at the community-level, such as capacity-building workshops for practice owners were recognized as a valuable tool for the dissemination of “good”of “best’ practices.To reach key decision makers and policy-makers [8], The Netherlands has included an overview of recommended practices by topic in their policy briefs (Manual Health Municipality/- Healthy School) and national prevention programmes, to increase the chance of these practices being implemented [17]. This approach is in line with the recommendations by Brownson et al. [13], which aim to make evidence more accessible to policy audiences by demonstrating the relevance of public health practices to current policy debates. Simply increasing the visibility of recommendable practices and facilitating their uptake, transfer and implementation, as well as providing financial incentives for implementation are interesting options. In The Netherlands and the EU, the process of selecting and transferring “best practices” is structurally anchored and supported by funding. Both the European and the Dutch HPPR go beyond Brownson et al.’s recommendation [13] by not only sharing information on evidence-based practices but also promoting their implementation through financial support [18].
The start of three relatively new HPPRs’(FI,PL,FI) and the development of the European HPPR show the increasing interest in supporting practitioners and policymakers with evidence-based information for health promotion and disease prevention with registers or best practice portals. This increasing interest occurs because registers now seen as an effective means of supporting decision-making with evidence-based information [6]. Another reason for this increasing interest lies in the rising costs of health care and the need for a shift of focus from health care to health promotion. The European Funding and Innovations Programme Horizon 2021–2027 for example has never had such a large budget for health promotion, disease prevention and tackling the health inequalities [19]. The HPPRs are important means for the implementation and sustainability of the results and interventions developed within the framework of Horizon Europe at the European and national level.
Study limitations and implications for future studies
This paper reflects on the variety of approaches and elements of select HPPRs across Europe. It could have been beneficial to include all HPPRs in Europe to get a more comprehensive overview of the different approaches and procedural elements. However, including a large number of HPPRs is probably not as important as capturing the diversity of current approaches. Analysing the differences how HPPRs are developed and designed may provide valuable lessons or insights, which can support future developments (both in countries with existing portals and those where portals are being developed or considered).
In addition, the selection of characteristics included in this article was relatively narrow designed. HPPRs may be studied from many different angles (e.g., processes for gathering practices, types of practices eligible for inclusion), and with varying degree of intensity (e.g., further in-depth research on dissemination strategies or incentive mechanisms). However, this study intended to provide a starting point for research, which should be followed by further studies on other characteristics that may be important for a successful implementation of HPPRs.


Conclusions
This study provides valuable information about the diversity of approaches and elements of selected national HPPRs in Europe. The results of this study indicate that all HPPRs share the overall aim of selecting, providing and sharing recommendable health promotion and disease-prevention practices. While most HPPRs have developed assessment criteria that are divided into three or four main assessment sections, they differ in the methodology they apply to the assessment process, classification and designation of practices. Some HPPRs choose to focus on collecting and sharing recommendable practices, whereas others have also implemented measures to improve the quality of a practice. Further collaboration between national HPPRs and the EU Best Practice Portal is paramount, especially regarding establishing consistent terminology to avoid misinterpretation, to facilitate cross country comparison, and facilitate discussions about the adaptation of assessment criteria by national HPPRs. Greater efforts are needed to promote implementing and transferring recommendable practices at the national level to address public health challenges with recommendable practices. Further research could usefully explore additional aspects of HPPR development and management, and even identify new approaches that support the implementation of practices through HPPRs.
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