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PLANNING FOR AND DOING PLANNING FOR AND DOING 
DISSEMINATION (D4D)DISSEMINATION (D4D)

What Can We Do to Enhance Dissemination Success:

� At beginning and throughout projects (Planning)

� ASAP when data are available (Analyses)

� Short-term dissemination (Incremental, Low Cost)

� Longer-term activities (NHLBI, Grandiose, Visionary )
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NIH DEFINITIONS OF NIH DEFINITIONS OF 
DISSEMINATIONDISSEMINATION

1.  Research Dissemination
…active process through which the information needs  
(pull) of target groups working in specific context s 
(capacity) are accessed, and information is "tailor ed" 
to increase awareness of, acceptance of, and use of  
the lessons learned from science (Kerner, 2007).

2. Dissemination Research
…the study of processes and variables that determin e 
and/or influence the adoption of knowledge, 
interventions or practice by various stakeholders 
(Lomas, 1997).

NCI Designing for Dissemination website      
http://dccps.nci.nih.gov/d4d/definitions.html
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PLANNING AND DESIGNING PLANNING AND DESIGNING 
FOR DISSEMINATIONFOR DISSEMINATION

� First Thing:  Involve and listen to, partner 
with, your target audience and adoption 
settings ( Think like them ).

� Include them in intervention design so what 
you ask is feasible and locally, culturally 
appropriate .

� This includes measures that are practical , 
patient-centered , and can reveal areas for 
improvement/adjustment.

� Learn the historical context .
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ANALYZING DATA FOR ANALYZING DATA FOR 
DISSEMINATIONDISSEMINATION

� Expanded CONSORT to detail recruitment and 
representativeness at both setting and patient leve l 
(www.re-aim.org ).

� Evaluate Effectiveness broadly to include:
• Generalizability across subgroups (those 

related most to disparities—race, ethnicity, 
SES, literacy/numeracy, risk)

• Quality of life
• Unanticipated consequences (both positive 

and negative)
• Qualitative and quantitative measures

� Implementation (fidelity and adaptation)
� Costs (program, payer, and patient)



6www.re-aim.org

CONSORT PLUS DIAGRAM

Standard Reporting 
Issues to Enhance
Representativeness 
and Translation*
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MODERATOR EFFECTSMODERATOR EFFECTS

Evaluate differential impact (or participation, 
implementation) across:

- Settings (e.g., clinics, worksites, 
schools)

- Intervention staff

- Participant subgroups (especially 
related to disparities)

- Time
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ESTIMATE THE COSTSESTIMATE THE COSTS

Costs of program delivery (see HMC website)*

- Initial start-up costs

- Ongoing and incremental costs

- Include training and recruitment

http://hmcrc.srph.tamhsc.edu/Measures/MeasuresMain. aspx

Ritzwoller et al.  Costing behavioral interventions… Ann Behav Med 2009;Apr 37(2):218-227
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WHY IS REPORTING CONTEXT WHY IS REPORTING CONTEXT 
SO IMPORTANT?SO IMPORTANT?

� To build the science of translation

� Generate ideas for future research

� Allow local practitioners to determine 
applicability

� For policymakers to determine robustness
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WHAT IS SUSTAINABLE?WHAT IS SUSTAINABLE?
WHAT CAN YOU LEAVE BEHIND?WHAT CAN YOU LEAVE BEHIND?

� Intervention and evaluation materials and 
guides

� Video or “story” of the program

� Website resources, links to local and 
national supports 

� Discuss what and how adaptations are 
needed

� Check back periodically
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SHORTSHORT--TERM DISSEMINATION TERM DISSEMINATION 
ACTIVITIESACTIVITIES

� Intervention manuals, users’ guide that 
differentiates key components (cannot alter) 
from adaptable components

� Web, IVR, webinar training, QI, and booster 
activities

� Get your program “listed”

� Develop stories

� Join networks of peers
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DEVELOP USERS’ GUIDEDEVELOP USERS’ GUIDE

� Recruitment recommendations; rationale for 
exclusions

� Training and staff requirements

� Implementation:  Critical elements; what can 
vary and what can’t

� Troubleshooting and FAQs

� Ongoing evaluation and TA
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GET YOUR PROGRAM GET YOUR PROGRAM 
OR MEASURE LISTEDOR MEASURE LISTED

� Evidence-based registries

• NCI Cancer Control P.L.A.N.E.T. 
(http://cancercontrolplanet.cancer.gov/)

• SAMHSA National Registry

• Increasing number state governments

� Contact Cochrane, Campbell Collaborative Studies

� Variety of books on validated measures
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DEVELOP STORIESDEVELOP STORIES

� Narrative descriptions to add human interest

� To accompany visual data summary 
displays

� “Representative” stories or case studies

Kreuter MW, Wray RJ. Tailored and targeted health co mmunication: strategies for enhancing 
information relevance. Am J Health Behav. 2003;27 Suppl 3:S227-S232.

Steiner JF. Using stories to disseminate research: the attributes of representative stories. 
J Gen Intern Med. 2007;22:1603-1607.  
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USE NETWORKSUSE NETWORKS

� Where do potential adoptees go for information?

� Clinical trials and practice-based research 
networks

� CDC, state health department networks

� Content area networks (aging, diabetes, 
depression)
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THINK OUTSIDE THE BOX THINK OUTSIDE THE BOX 
RE:  NEW PARTNERSRE:  NEW PARTNERS

� Consider partnering with business 
(even pharmaceutical companies),

� Foreign to most academics

� BUT these intermediaries have 
reach, distribution channels, 
marketing, influence and MONEY

Kreuter M.W., Berhardt, J.M.  Reframing the dissemin ation challenge… Am J Public Health
2009;99:2123-2127 
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LONGER RANGE:  LONGER RANGE:  
IF POLITICAL WILL AND RESOURCESIF POLITICAL WILL AND RESOURCES

� Supplemental grants—but plan from beginning (study 
maintenance, sustainability, marketing, recruitment , 
implementation)

� Large grants—RO1, R18, Cooperative Agreements, 
Contracts

• Must include dissemination activities

• Use explicit dissemination/evaluation model—(Active  for 
Life, Prescription for Health, CDC)

• Require sustainability

� Partner with key organizations on such funding (CDC , 
RWJF, AAFP, AHRQ, ACS, state health departments)

� Frame to meet needs of customers and partners (e.g. , 
medical home, comparative effectiveness research, p ay for 
performance, etc.)
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THREE FINAL THOUGHTSTHREE FINAL THOUGHTS

� Self-evaluate on RE-AIM criteria 
(www.re-aim.org )

� “Remember Rogers”

� It’s all about CONTEXT
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RERE--AIM CRITERIAAIM CRITERIA
� High REACH —representative participants, 

smart recruitment

� Broad EFFECTIVENESS —across subgroups, 
outcomes, and settings

� Good ADOPTION —key settings and staff will 
participate

� Strong IMPLEMENTATION —consistent delivery 
across settings, staff, and time.

� Stress MAINTENANCE —from outset at patient 
and setting levels

Glasgow RE, Linnan L.  In: Health Education:  Theory , Research and Practice, 4 th Ed., Chapter 21, 
pp 487-506; Glanz K, Rimer BK, Viswanath K (Eds).  Jos sey-Bass Publishers. 2008.

Klesges LM, et al. Beginning with the Application in  Mind…Ann Behav Med 2005;29:66S-75S.
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REMEMBER ROGERS’ CRITERIAREMEMBER ROGERS’ CRITERIA

� Relative advantage – Know the competition

� Compatibility – Fit with organization

� Simplicity – KISS principle

� Trialability – Can test, select options

� Observability – Enhance visibility, salience

Rogers EM. Diffusion of innovations . 5th ed. New York: Free Press; 2003.
Singhal,A.; Dearing,J.W. (Eds), Communication of innovations:  A journey with Ev Rog ers, 

New Delhi, India, Sage Publications India Pvt Ltd, 2 006.
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CONCLUSIONSCONCLUSIONS

� Many translation opportunities—look for 
them

� Negative results equally important

� Full, transparent reporting of context will 
advance translation

� Use networks, trusted “brokers”

� Do not be your own impediment

http://www.research-practice.org/index.htm
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