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Abstract
Background The workload of public health nurses (PHNs) working for local governments has been increasing as 
health issues become more diverse and complicated. Even amidst the ongoing administrative and fiscal reforms, 
there is an urgent need to ensure how effectively and efficiently public health nurses can practice in health service 
development. The objective of this research was to clarify the actual conditions of best practice transfer (BPT) and its 
related factors.

Methods An anonymous postal and self-administered questionnaire survey was conducted among PHNs working 
at 334 sites, including the local government offices and health centers across Japan, and analysed mainly through 
logistic regression analysis.

Results One hundred eighty-five of the 334 institutions (55.4%) agreed to participate, and of the 966 questionnaire 
forms distributed, 709 forms (73.4%) were collected, of which 702 responses (72.7%) were valid. Although less than 
half (43.2%) have experience in BPT in health service development, more than 80% are willing to perform going 
forward. Significant factors for both the group with experience in BPT and the group with willingness to perform 
include an organizational culture that promotes BPT, as well as multiple elements of the workplace environment and 
facilitating factors related to knowledge and learning. The experienced group recognised the needs for criteria to 
evaluate the adaptability of best practice, while the willing group, to evaluate the quality of practice.

Conclusions Through a nationwide survey, this research elucidated for the first time the actual conditions of BPT by 
PHNs in Japan and related factors. The results indicated the importance of developing a system to promote BPT at the 
workplace level, also highlighted the importance for practitioners and experts, including researchers, to work together 
to develop practical guidelines to ensure evidence-based practices. Urgent actions are needed for the national and 
local governments to develop a system to promote BPT from diverse perspectives, building on the findings of this 
research.
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Background
Public health nurses working in local governments 
(PHNs), which account for more than 70% of public 
health nurses in Japan, are professionals with a sepa-
rate public role than midwives/nurses under the Act on 
Public Health Nurses, Midwives, and Nurses [1], and are 
responsible for supporting populations and developing 
policies. As health issues become more diverse and com-
plicated, the role of health service development by PHNs 
is increasing, and their capacity building has become an 
urgent issue. The Ministry of Health, Labour and Wel-
fare has been working to strengthen the capacity build-
ing of PHNs in health service development by increasing 
the number of credits for relevant subjects in PHN basic 
education [2] and including their role as a priority in the 
PHN activity guideline [3]. However, it has reported by 
Japan Nurses Association there are many PHNs who lack 
confidence due to the limited opportunities to learn these 
competencies in pre- and post-graduate education [4], 
and there is an urgent need for capacity building and sys-
tem development in accordance with actual conditions.

Amidst the ongoing administrative and fiscal reforms, 
however, it is difficult to allocate budget to new health 
services including for PHN activities, making it impera-
tive to find out how to implement health services effec-
tively and efficiently, so evidence-based practice is 
required in health service development. Since health 
services implemented by PHNs comprise public health 
activities with accountability in the public sector, evi-
dence needs always to be integrated in the process of 
decision-making, planning, implementation and evalu-
ation in health services [5, 6]. Nonetheless, it has been 
found that many activities are implemented without prior 
review of evidence [7]. Existing research also indicates 
that only 50% of the evidence gathered has been applied, 
and that it will take 17–20 years to put it into practice [8], 
pointing to the persistent problem of a gap between evi-
dence and practice.

Implementation science is one of the disciplines that 
have developed to close this gap. It is defined as “the 
study of methods to promote the adoption and integra-
tion of evidence-based practices, interventions, and poli-
cies into routine health care and public health settings 
to improve the impact on population health” [9]. The 
process by which the knowledge of policies and systems 
formulated thus far is utilized under different political 
settings has been studied in Europe as “policy transfer” 
[10]. Atkins et al. [11] also notes the significance of evi-
dence obtained from practice in the field. Clavier [12] 
argues that a transferred idea may be embraced as long as 
it helps solve local problems and points to the necessary 
contribution of local public health experts as key coordi-
nators in accepting policy transfer.

In Japan, one way to bridge the gap between evidence 
and practice at the practice level is the best practice 
transfer in health services (BPT), which is recommended 
by the government as a way to transfer evidence-based 
practices, found to be effective in specific geographical 
areas, to their own local governments. However, at the 
time of this survey, there were no prior studies on BPT 
for health service development in Japan, and the Cabi-
net Office [13] and the National Governors’ Association 
[14] had only prepared a collection of good practices and 
published it on their websites. The actual conditions of 
whether local governments have actually adopted those 
practices were not clear, have yet to be elucidated as no 
report has been published on this subject.

We considered that the first step toward that end would 
be to identify the actual conditions of best practice trans-
fer performed by PHNs at the field level and identifying 
related factors. It is meaningful to clarify the strategies 
for capacity building and system development that will 
contribute to the effective and efficient promotion of 
best practice transfer by PHNs to improve the population 
health, using the results of this research as the basic data.

The objective of this research was to elucidate the 
actual conditions of BPT by PHNs and to analyze the fac-
tors related to the conditions.

Methods
Definitions
The definition of “best practice” in this research was “any 
evidence-based, advanced, and effective practices, inter-
ventions, and policies established by local governments 
for their population and communities” operationally in 
reference to the definition of implementation science [9] 
described earlier. Practice by PHNs in this paper was the 
scope of health service development.

The term “transfer” refers to “any activity intended to 
produce more outcomes through horizontal communica-
tion and sharing of the practice across the boundaries of 
local governments and communities.”

Setting
This study covered PHNs working at 334 sites, includ-
ing the government offices of the 47 prefectures and 78 
ordinance-designated cities/designated mid-level cit-
ies across Japan (as of December 2019), as well as 209 
prefectural health centers. We asked six PHNs per site 
to answer questions. The health centers were randomly 
sampled with a quota share method. The sample size was 
determined so that it would exceed the adequate num-
ber, approximately 360, calculated assuming a confidence 
level of 95%, tolerance of 5%, and response rate of 0.5.
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Survey method
This research is a cross-sectional study, an anonymous, 
self-administered questionnaire survey by mail was con-
ducted. A written request was sent to the principal PHN 
at each site, along with six questionnaire forms, state-
ments of ethical considerations and return envelopes, 
to be distributed in a balanced manner in terms of title, 
years of experience and department. The return enve-
lopes were to be sent by individual PHNs to facilitate col-
lection. The survey was conducted in January 2020.

Outline of survey
Demographics
We asked the respondents about their gender, years of 
experience as PHN, title and affiliation.

Questions on BPT
The questions were drawn up by the research team after a 
series of deliberations with reference to the Precede–Pro-
ceed model [15] to enable actual conditions to be eluci-
dated in a systematic and comprehensive manner. The 17 
questions thus determined included: four questions on 
behavior style and experience impacting on the promo-
tion of BPT; three questions on the workplace environ-
ment impacting on BPT; two questions on the knowledge 
and awareness of BPT as facilitating factors; three ques-
tions on enhancement factors, or effective contributors 

to the promotion of BPT; four questions on realization 
factors, or enablers of the promotion of BPT; and one 
question on willingness to perform (Supplementary 
file 1). Each of these items was asked with two choices, 
“Experienced, or Not,” and “Existence, or Not.”

Analysis method
First, we simply aggregated the answers to the BPT ques-
tions in order to grasp the whole picture. Second, statisti-
cal tests were conducted to identify the actual conditions 
of the factors associated with each group of BPT-experi-
enced and BPT-inexperienced but willing to perform. For 
statistical testing, we used a χ2 test and residual analysis, 
as well as Fisher’s exact probability test where at least 
20.0% of the cells show an expected frequency of under 5. 
In order to identify factors more strongly associated with 
each group, then, a logistic regression analysis (stepwise 
procedure) was conducted with each of these two groups 
as the dependent variable and the significantly differ-
ent responses as the independent variables. At this time, 
years of experience as PHN and affiliation were included 
as moderating variables to correct for their influence 
on the results. We used Cramer’s coefficient of associa-
tion (r < 0.7) as a criterion in evaluating multicollinearity 
between independent variables in the logistic regression 
analysis. Missing data were excluded from these analyses. 
We set the statistical significance level at less than 5% and 
used the statistical software IBM SPSS ver.27.

Ethical considerations
This research was implemented with the approval of 
the Ethical Review Board, Osaka University Hospital 
(Approval No. 19285 dated November 5, 2019). In con-
ducting the survey, we explained the objective and meth-
odology of the research, freedom to cooperate or refuse 
the survey, personal information protection, and contact 
information for inquiries, and so forth, in a document 
attached to the questionnaire form. The respondents 
gave consent to participation in the survey by ticking 
the appropriate box in the document and returning it. In 
order to avoid giving the impression that participation 
was compulsory, we used return envelopes to collect the 
completed forms directly from individual respondents, 
who were supposed to act voluntarily.

Results
Of the 334 facilities asked to participate, 185 actu-
ally cooperated with our research (participation rate 
of 55.4%). Of the 966 forms distributed, 709 were col-
lected (collection rate of 73.4%), of which 702 contained 
valid responses (valid response rate of 72.7%). Table  1 
shows the demographics of the respondents. 95.7% of the 
respondents were women. A majority (51.7%) of them 
had experience of at least 26 years as PHN, followed 
by 18.8% with 16–25 years, 17.1% with 6–15 years, and 
12.4% with 5 years or less. The average number of years 
of experience was 22.6 (± 11.6). With regard to title, 
39.7% had no title while 60.3% were managers. As for 
affiliation, 24.9% worked at a local government office and 
75.1% were stationed at a health center.

Table 1 Demographics of the respondents
N = 702

Attributes Mean (± SD) N %
Gender Female 672 95.7

Male   30   4.3

Years of experience 
as PHN

22.6 (± 11.6)

5 years or 
less

  87 12.4

6–15 years 120 17.1

16–25 years 132 18.8

26 years or 
more

363 51.7

Title No title 279 39.7

Managers 423 60.3

Affiliation Local gov-
ernment 
office

175 24.9

Health 
center

527 75.1



Page 4 of 13Fujioka et al. BMC Nursing          (2024) 23:253 

Actual conditions of BPT (Table 2)
Behavior style and experience
To the question on “experience of BPT in health service 
development,” 43.2% answered that they had such expe-
rience. 90.5% had “experience of difficulty in health ser-
vice development,” whereas 90.2% had “expectations for 
best practice in health service development.” Asked about 
“sources of best practice,” most cited websites of national 
and local governments (81.2%), followed by trainers and 
lecturers (59.1%) and professional publications (56.4%). 
Japan Medical Abstracts and other article search tools 
(11.1%) and inquiries to universities (3.6%) were not pop-
ular options.

Workplace environment
35.2% had “opportunities for learning about BPT,” while 
85.9% had a “desire to learn about BPT.” 51.9% enjoyed an 
“organizational culture that promotes BPT.”

Facilitating factors
Asked about “knowledge of BPT,” 41.6% answered that 
they had consulted websites and relevant materials, 
while 33.5% had only heard of it. 95.6% were aware of the 
“importance of BPT.”

Enhancement factors
93.0% were aware of the “benefit of BPT for local resi-
dents,” while 87.9% had “expectations for reduced burden 
by adopting best practice.” Asked about “support and sys-
tems required to promote BPT,” 82.6% cited production 
development budget, followed by expert support (70.1%). 
A majority of respondents also cited supervisor’s sup-
port (58.7%), skill training (57.5%), case studies available 
online (54.0%), information exchange sessions (53.3%) 
and methodological guidelines (53.0%).

Realization factors
65.0% were aware of the “need for criteria to evaluate the 
quality of practice.” Asked about necessary “criteria to 
evaluate the quality of practice evaluation,” most of the 
respondents cited clarification of outcome evaluation 
(81.3%), followed by clarification of implementation pro-
cess (74.1%), reaction of local residents (66.7%) and clari-
fication of structure including budgeting, staffing and 
collaborating systems (57.4%). 69.4% were aware of the 
“need for criteria to evaluate the applicability of practice 
to the local community.” Asked about necessary “criteria 
to evaluate the applicability of best practice,” a substan-
tial number of respondents cited the needs and demands 
of local residents (76.5%) and suitability/affinity with the 
local community (75.5%). A majority of the respondents 
also cited procedural convenience (57.0%), flexibility to 
allow improvements (52.3%) and clarification of success 
factors and how to meet challenges (51.9%).

Willingness to perform
83.5% of the respondents had “willingness to perform 
BPT going forward.”

Relationship between BPT experienced/nonexperienced 
group (Table 3)
With or without experience of BPT
303 respondents (43.2%) had “experience of BPT in 
health service development, while 399 respondents did 
not (56.8%).

Answers given by a significantly higher number of 
respondents in the “experienced” group (P < 0.05) to the 
question about “sources of best practice” in the behavior 
style/experience category included websites of national 
and local governments, trainers and lecturers, profes-
sional publications, inquiry to local governments nearby, 
Japan Medical Abstracts and other article search tools, 
inquiry to universities and “other.” In the workplace envi-
ronment and facilitating factor categories, the experi-
enced group showed a higher percentage of affirmative 
answers than the “inexperienced” group across the board, 
including the questions on “opportunities for learning 
about BPT,” “willingness to learn about BPT,” “organiza-
tional culture that promotes BPT,” “knowledge of BPT” 
and “awareness of the importance of BPT” (P < 0.05). As 
regards enhancement factors, the experienced group had 
a significantly higher share of those with “expectations 
for reduced burden by adopting best practice,” as well as 
those citing health service development budget and mail-
ing list for distributing information as “support and sys-
tems required to promote BPT” (P < 0.05). Concerning 
realization factors, the experienced group had a larger 
share of respondents who cited clarification of structure 
including budgeting, staffing and collaborating systems 
as necessary “criteria to evaluate the quality of practice,” 
as well as those who included flexibility to allow improve-
ments and clarification of success factors and how to 
meet challenges in the necessary “criteria to evaluate 
the applicability of best practice” (P < 0.05). As for will-
ingness to perform, those with “willingness to perform 
BPT going forward” had a larger share in the experienced 
group (P < 0.05).

Willingness to perform BPT going forward in the group 
without experience of BPT
Of the 399 respondents in the group without “experi-
ence of BPT in health service development,” 302 (75.7%) 
showed “willingness to perform BPT going forward,” 
while 97 (24.3%) did not.

The “willing” group significantly exceeded the “unwill-
ing” group (P < 0.05) in the share of those who had “expe-
rience of difficulty in health service development” and 
“expectations for best practice in health service devel-
opment” regarding behavior style/experience, as well as 
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N = 702

Factors n %
Behavior style 
and experience

Experience of BPT in service development Experienced 303 43.2

Experience of difficulty in service development Experienced 635 90.5

Expectations for best practice in service 
development

Existence 633 90.2

Sources of best practice Websites of national and local governments 570 81.2

Trainers and lecturers 415 59.1

Professional publications 396 56.4

Other websites 378 53.8

Inquiry to local governments nearby 244 34.8

Supervisors 166 23.6

Colleagues 123 17.5

Japan Medical Abstracts and other article search tools   78 11.1

Inquiries to universities   25   3.6

Other   24   3.4

Workplace 
environment

Opportunities for learning about BPT Existence 247 35.2

Desire to learn about BPT Existence 603 85.9

Organizational culture that promotes BPT Existence 364 51.9

Facilitating 
factors

Knowledge of BPT Consulted websites and relevant materials 292 41.6

Only heard of it 235 33.5

Awareness of the importance 
of BPT

Existence 671 95.6

Enhancement 
factors

Recognition of benefit of BPT for 
local residents

Existence 653 93.0

Expectations for reduced burden by adopting 
best practice

Existence 617 87.9

Support and systems required 
to promote BPT

Supporter Expert support 492 70.1

Supervisor’s support 412 58.7

Head’s support 248 35.3

Material Case studies available online 379 54.0

Published case studies 293 41.7

Introduction video   97 13.8

Budget Production development budget 580 82.6

Inspection budget 234 33.3

Information Information exchange sessions 374 53.3

Mailing list for distributing information 177 25.2

Periodical magazine 166 23.6

Training Skill training 404 57.5

Methodological guidelines 372 53.0

Review meeting 237 33.8

Other   16   2.3

Table 2 Actual conditions of best practice transfer (BPT)
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those who cited websites of national and local govern-
ments, inquiry to local government nearby, supervisors 
and “other” as “sources of best practice.” With regard to 
the workplace environment and facilitating factors, a 
larger share of respondents in the willing group than in 
the unwilling group had “opportunities for learning about 
BPT,” “desire to learn about BPT,” “organizational culture 
that promotes BPT,” and “awareness of the importance 
of BPT” (P < 0.05). In terms of enhancement factors, the 
willing group included a significantly higher percentage 
of respondents with “awareness of the benefit of BPT for 
local residents” and “expectations for reduced burden by 
adopting best practice,” as well as those who cited super-
visor’s support, case studies available online, published 
case studies, inspection budget, information exchange 
sessions and skill training as “support and systems 
required to promote BPT” (P < 0.05). As for realization 
factors, the willing group had a significantly higher per-
centage of those with “awareness of the need for criteria 
to evaluate the quality of practice” and “awareness of the 
need for criteria to evaluate the applicability of practice 
to the local community,” those who included clarifica-
tion of outcome evaluation (quantitative change), clari-
fication of implementation process (PDCA/procedure) 
and reaction of local residents in the necessary “criteria 
to evaluate the quality of practice,” and those who cited 

procedural convenience among the necessary “criteria to 
evaluate the applicability of best practice” (P < 0.05).

Logistic regression analysis
With or without experience of BPT (Table 4)
We performed a logistic regression analysis defining 
“experience of BPT in health service development” as a 
dependent variable, and all other answers to the ques-
tions related thereto as independent variables. Significant 
relationships (P<0.05) were observed, in order of odds 
ratio (OR), with: “knowledge of BPT: consulting websites 
and relevant materials” (OR: 4.23, 95%CI: 2.53–7.07); 
“organizational culture that promotes BPT” (OR: 4.14, 
95%CI: 2.85–6.02); “willingness to perform BPT going 
forward” (OR: 2.78, 95%CI: 1.53–5.07); “knowledge of 
BPT: have only heard of it” (OR: 2.07, 95%CI: 1.23–3.48), 
“opportunities for learning about BPT” (OR: 1.71, 95%CI: 
1.16–2.51); “criteria to evaluate the applicability of best 
practice: clarification of success factors and how to meet 
challenges” (OR: 1.48, 95%CI: 1.03–2.12).

Willingness to perform BPT going forward in the group 
without experience of BPT (Table 5)
We performed a logistic regression analysis defining 
“willingness to perform BPT going forward” as a depen-
dent variable, and all other answers to the questions 
related thereto as independent variables. Significant 

N = 702

Factors n %
Realization 
factors

Awareness of the need for criteria to evaluate the 
quality of practice

Existence 456 65.0

Criteria to evaluate the quality of practice 
evaluation

Clarification of outcome evaluation 571 81.3

Clarification of implementation process 520 74.1

Reaction of local residents 468 66.7

Clarification of structure including budgeting, staffing and 
collaborating systems

403 57.4

Evaluation by others 183 26.1

Enthusiasm/thoughts of those involved   68   9.7

Other   15   2.1

Awareness of the need for criteria to evaluate the 
applicability of practice to the local community

Existence 487 69.4

Criteria to evaluate the applicability of best 
practice

The needs and demands of local residents 537 76.5

Suitability/affinity with the local community 530 75.5

Procedural convenience 400 57.0

Flexibility to allow improvements 367 52.3

Clarification of success factors and how to meet challenges 364 51.9

Ease of explaining to stakeholders 263 37.5

Enjoyment of the program 187 26.6

Follow-up from the originator   79 11.3

Other   14   2.0

Willingness to 
perform

Willingness to perform BPT going forward Existence 586 83.5

Values for existence or nonexistence responses are given for the existence group only

Table 2 (continued) 
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relationships (P<0.05) were observed, in order of odds 
ratio (OR), with: “awareness of the importance of BPT” 
(OR: 11.57, 95%CI: 3.14–42.6); “experience of difficulty 
in health service development” (OR: 5.72, 95%CI: 1.92–
17.06); “expectations for reduced burden by adopting 
best practice” (OR: 3.41, 95%CI: 1.58–7.36); “expectations 
for best practice as a model of health service develop-
ment” (OR: 2.98, 95%CI: 1.22–7.29); “support and sys-
tems required to promote BPT: supervisor’s support” 
(OR: 2.82, 95%CI: 1.56–5.07); “organizational culture that 
promotes BPT” (OR: 2.57, 95%CI: 1.30–5.09); “desire to 
learn about BPT” (OR: 2.34, 95%CI: 1.16–4.75); “sources 
of best practice: inquiry to local governments nearby” 
(OR: 2.04, 95%CI: 1.03–4.03); “awareness of the need 
for criteria to evaluate the quality of practice” (OR: 1.92, 
95%CI: 1.05–3.49).

Discussion
This research is unique and innovative in that it eluci-
dates the actual conditions of BPT by PHNs in Japan 
and related factors for the first time through a survey on 
a national scale. We received 702 valid responses from 
a parent population of some 6,000. With a response 
rate of over 10%, we believe that an adequate sample 
size was secured. The fact that over half of the respon-
dents were managers with experience of at least 26 years 
means that the samples included a substantial number of 
PHNs with a sufficient career in PHN practice and policy 

management, effectively ensuring the collection of data 
suited to the research.

Actual conditions of BPT
Behavior style, experience and willingness to perform
Less than half of the PHNs had experience of BPT in 
health service development, revealing delays in the 
implementation of BPT at the field level. It is also true, 
however, that over 90% of the PHNs recognized difficul-
ties in health service development and had expectations 
for best practice to serve as a model, and that more than 
80% indicated a willingness to perform BPT in develop-
ing a health service going forward. This finding highlights 
the need for urgent development of a system for promot-
ing BPT.

We also found that the PHNs were using easily acces-
sible information as 80% cited websites of national and 
local governments, and 60% trainers and lectures, as 
sources of best practice. Although half of the respondents 
also cited professional publications, they rarely used arti-
cle search tools (11.1%) or made inquiries to universities 
(3.6%), implying challenges for implementing evidence-
based practice.

Table 4 Related factors of experience of BPT in service 
development (logistic regression analysis)

N=687
Independent variable Odds 

ratio
95% 
confidence 
interval

P-value

F: Knowledge of BPT: Consulted 
websites and relevant materials

4.23 2.53–7.07 < 0.001 *

W: Organizational culture that 
promotes BPT

4.14 2.85–6.02 < 0.001 *

P: Willingness to perform BPT 
going forward

2.78 1.53–5.07 0.001 *

F: Knowledge of BPT: Only 
heard of it

2.07 1.23–3.48 0.006 *

W: Opportunities for learning 
about BPT

1.71 1.16–2.51 0.006 *

R: Criteria to evaluate the ap-
plicability of best practice:
Clarification of success factors 
and how to meet challenges

1.48 1.03–2.12 0.035 *

Adjustment variables: 4 groups of years of experience as PHN and 2 groups of 
affiliation; P < 0.05 *

(Years of experience: 5 years or less = 0 as standard. Affiliation: Local government 
office = 1, Health center = 0)

Category code for each factor: W; Workplace environment, F; Facilitating 
factors, R; Realization factors,

P; Willingness to perform

Table 5 Related factors of willingness to perform BPT going 
forward in the group without experience of BPT (logistic 
regression analysis)

N=379
Independent variable Odds 

ratio
95% con-
fidence 
interval

P-value

F: Awareness of the importance 
of BPT

11.57 3.14–42.60 < 0.001 *

B: Experience of difficulty in proj-
ect development

5.72 1.92–17.06 0.002 *

E: Expectations for reduced bur-
den by adopting best practice

3.41 1.58–7.36 0.002 *

B: Expectations for best practice 
in service development

2.98 1.22–7.29 0.017 *

E: Support and systems required 
to promote BPT: Supervisor’s 
support

2.82 1.56–5.07 0.001 *

W: Organizational culture that 
promotes BPT

2.57 1.30–5.09 0.007 *

W: Desire to learn about BPT 2.34 1.16–4.75 0.018 *

B: Sources of best practice: 
Inquiry to local governments 
nearby

2.04 1.03–4.03 0.040 *

R: Awareness of the need for 
criteria to evaluate the quality of 
practice

1.92 1.05–3.49 0.034 *

Adjustment variables: 4 groups of years of experience as PHN and 2 groups of 
affiliation; P < 0.05 *

(Years of experience: 5 years or less = 0 as standard. Affiliation: Local government 
office = 1, Health center = 0)

Category code for each factor: B; Behavior style and experience, W; Workplace 
environment, F; Facilitating factors,

E; Enhancement factors, R; Realization factors
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Workplace environment and facilitating factors
We found that PHNs had a substantial interest in, aware-
ness of the importance of, and willingness to learn about 
BPT to gain maximum impact by effectively utilizing lim-
ited resources, as they were aware that the Cabinet Office 
and the Association of Prefectural Governors are pro-
moting BPT (75.1%), believed in its importance (95.6%), 
and wanted to learn about it, given the opportunity 
(85.9%). However, not many of them had an opportunity 
to learn about BPT in health service development (35.2%) 
or enjoyed a workplace environment that promoted BPT 
(51.9%), revealing inadequacies in the training system or 
enabling culture at the workplace.

Enhancement factors
We found that PHNs were highly aware that applying 
proven best practice to the local community serves the 
interest of the residents (93.0%) and that applicable best 
practice will reduce their own burden (87.9%).

Many respondents cited health service development 
budget (82.6%) and expert support (70.1%) as the support 
and systems required to promote BPT, which indicates 
that PHNs prioritized financial resources necessary for 
developing or revising relevant practice and collaboration 
with experts to ensure the quality of knowledge and skills 
as foundations for promoting BPT. Answers given by a 
majority of respondents suggested the need for technical 
support and systems including training and guidelines, as 
well as physical and informational support and systems 
including online case studies and information exchange 
sessions. Such support and systems will have to be devel-
oped in order to promote BPT going forward.

Realization factors
The necessity of criteria to evaluate the quality of prac-
tice and its applicability to the local community was dem-
onstrated as two out of three respondents answered that 
such criteria would help promote BPT.

As necessary criteria for evaluating the quality of prac-
tice, many cited the clarification of outcome evaluation 
(81.3%), implementation process (74.1%) and structure 
(57.4%), attesting to the relevance of the framework for 
evaluating the quality of healthcare proposed by Donabe-
dian [16]. We also found that PHNs put priority on 
the benefit of users participating in the health service, 
as many answered that the reaction of local residents 
(66.7%) would be an appropriate criterion.

PHNs’ focus on the local community was also dem-
onstrated by the fact that three out of four respondents 
included the needs/demands of local residents and suit-
ability/affinity with the local community among the 
necessary criteria for evaluating the applicability of best 
practice. Three other answers given by a majority of the 

respondents were related to the convenience of the health 
service for healthcare providers.

Practical criteria, including those noted above, will 
need to be developed in order to promote BPT going 
forward.

Factors related to BPT
Characteristics of factors related to BPT
The expertise and awareness/behavior that were signifi-
cantly more common to the experienced group than the 
inexperienced group spanned all areas, ranging from 
behavior style/experience to the workplace environment, 
facilitating factors, enhancement factors, realization fac-
tors and willingness to perform. Within the inexperi-
enced group, the expertise and awareness/behavior of 
the willing group also exceeded those of the unwilling 
group across the board. These results indicate the need 
to consider all those factors in a comprehensive manner 
in order to promote BPT in the future. In particular, the 
important items for promoting BPT were considered in 
the logistic regression analysis to be the organizational 
culture that promotes BPT in the workplace environment 
that were raised in both Tables 4 and 5, items related to 
BPT learning opportunities and desire, and criteria to 
evaluate the quality/applicability of best practice. All of 
this suggests that having evidence in health service devel-
opment and criteria for assessing its applicability, as well 
as collaboration at the workplace level, are very impor-
tant for promoting BPT. The importance of the content 
of these items is also supported by their inclusion in the 
consolidated framework for implementation research 
(CFIR) [17, 18], the most commonly used D&I research, 
in items “implementation climate: tension for change, 
learning climate, etc.”, which correspond to inner setting, 
and ”evidence strength & quality, adaptabillity”, which 
correspond to intervention characteristics.

Factors promoting BPT in health service development
Logistic regression analysis suggested that the group of 
BPT-experienced and the group of BPT-inexperienced 
but willing to perform have different learning support 
strategies for capacity building. Although the odds ratios 
of items corresponding to facilitating factors were highest 
in both groups, knowledge of BPT was most important 
in the experienced group, while awareness of the impor-
tance of BPT was most important in the inexperienced 
group. In addition, none of the items corresponding to 
behavioral style/experience and enhancement factors 
were listed by the experienced group, while five items 
were listed by the inexperienced group. This suggests that 
it is effective to provide learning support for the inexpe-
rienced group to make them aware of the importance of 
BPT, to enable them to make use of their own experience 
of difficulties in health service development, to reduce 
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their burden by using successful practices as models, 
and to establish a system in which they can receive sup-
port from their supervisors in this process. We think that 
these results suggest what kind of support is needed to 
promote BPT in the future.

Policy recommendations
BPT is the process of implementing and disseminating 
proven best practice. The promotion of BPT is expected 
to serve as a method of evidence-based practice that can 
produce effects most efficiently. We recommend that 
national and local governments proceed with the follow-
ing policies, as our findings described above have eluci-
dated the key points in developing a system to promote 
BPT. These include: (1) seeking the leadership of, and 
collaboration with experienced PHNs and supervisors to 
nurture an enabling organizational culture for BPT; and 
to that end (2) establishing a system to ensure opportu-
nities for learning and information exchange to obtain 
knowledge about BPT, heighten awareness of its impor-
tance and enhance willingness to perform; (3) working 
with researchers and other experts to develop criteria for 
evaluating the quality of practice and its applicability to 
the local community, as well as implementation guide-
lines in order to develop EBP; (4) building a website and 
collecting case studies to facilitate the search for best 
practice; and (5) supporting to secure budget at the local 
government level to advance those activities.

In its Policy Brief [19], the World Health Organiza-
tion lists cost effectiveness, adaptation of values/norms/
needs, simple to understand and use, opportunity for 
trial, having observable benefits and adaptability, among 
others, as requirements for transferring service and 
policy innovations in health systems. A previous study 
[20] reported that a strong institutional capacity and the 
existence of research partnerships are two of the fac-
tors facilitating knowledge transfer among policymakers 
and researchers. We believe that those findings are rel-
evant in promoting actions (1) and (5) or in developing 
the criteria and guidelines for action (3). Elsewhere, find-
ings might be leveraged from the education, business and 
implementation science sectors where expertise has been 
accumulated concerning the transfer of best practice. 
Our research will help provide increasingly diverse per-
spectives for promoting BPT, after identifying require-
ments to develop a system to promote BPT.

In addition, there are currently many D&I models that 
contribute to improving the quality of health services 
[21]. In the future, to develop a capacity building system 
for PHNs, we may be able to draw on the consolidated 
framework for implementation research (CFIR) [18], the 
model for adaptation design and impact (MADI) [22], 
and the existing training course “Putting Public Health 
Evidence in Action” [23], which include items similar 

to those identified in this survey. I think it would also 
be useful to consider a Japanese version of the training 
course by modifying them to fit the Japanese context 
identified in this survey results.

Limitations
There are two limitations of the present research. First, 
being a cross-sectional study, our research was limited 
to analyzing relevance and therefore could not iden-
tify causalities. Second, as the first nationwide survey 
on the actual conditions of BPT by PHNs, this research 
only covered PHNs stationed at the government offices 
and health centers of prefectures and major cities, who 
are often involved in health service development, and 
therefore cannot elucidate the actual conditions of PHNs 
working in other municipalities. As the first survey of its 
kind, we also had to cover the whole public health sector. 
Going forward, however, criteria for evaluating the qual-
ity of best practice and methods of BPT will need to be 
considered for each area and type of health service.

Conclusions
Through a nationwide survey, this research elucidated for 
the first time the actual conditions of BPT by PHNs in 
Japan and related factors. Although less than half (43.2%) 
have experience in BPT in health service development, 
more than 80% are willing to perform going forward. 
Significant factors for both the group with experience in 
BPT and the group with willingness to perform include 
an organizational culture that promotes BPT, as well as 
multiple elements of the workplace environment and 
facilitating factors related to knowledge and learning, 
which indicates the importance of developing a system 
to promote BPT at the workplace level. The need for cri-
teria to evaluate the adaptability of best practice regard-
ing the experienced group, and to evaluate the quality 
of practice concerning the willing group, also highlights 
the importance for practitioners and experts, including 
researchers, to work together to develop practical guide-
lines. Urgent actions are needed to develop a system to 
promote BPT from diverse perspectives, building on the 
findings of this research.
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