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Welcome and thank you for standing by.

At this time all participants are in a listen only mode. During the question and answer session please press star 1 and record your name and organization.


Today’s conference is being recorded. If you have any objections you may disconnect at this time.


Now I’d like to introduce Dr. Russ Glasgow, Deputy Director for the Dissemination and Implementation Science with the Division of Cancer Control and Population Sciences at the National Cancer Institute. Sir you may begin.

Dr. Russell Glasgow:
Thank you and good afternoon everybody. On behalf of the NCI I’d like to welcome everybody to the first of a three part series on the Dissemination Continuum.


In this series we’ll be exploring dissemination from a researcher perspective which is what we’re doing today, then from a policy perspective and finally from a practitioner perspective.


This afternoon I’m fortunate to be joined by three of the real leaders in the field of dissemination and implementation research who are kind enough to be with us to share their perspective on the issues and the challenges that impact dissemination.


We have doctors Ross Brownson and Matt Kreuter who are both from different aspects of Washington University in St. Louis. Let me tell you just a bit about each of them.


Matt is a Professor of Social Work and Medicine. And he’s a member of the Institute for Public Health at Washington University. He’s also a Director of the Health Communication Laboratory there and the leader of one of five what we call at National Cancer Institute our CECCR Centers which is an acronym standing for Centers of Excellence in Cancer Communication Research.


Matt’s research explores strategies to increase both the reach and the effectiveness of health information with a particular focus on low income and minority populations to help eliminate disparities.


His colleague, Dr. Brownson, Ross is a Professor of Epidemiology at Washington University and has been involved in a whole host of community level studies designed to reduce modifiable risk factors for example physical inactivity, obesity and tobacco use.


And in particular Ross has been interested in the impacts of environmental and policy interventions on health behaviors.


And he conducts research on the dissemination of evidence-based interventions and also does a tremendous amount of training both nationally and internationally on evidence-based public health.


It’s also my pleasure to welcome and introduce Dr. Deborah Bowen from Boston University. Deb is a Full Professor a Chair in the Department of Social and Behavioral Sciences at the School of Public Health at Boston University.


And she’s currently an Investigator in the Regional Cancer Prevention Network there where she focuses on community-based cancer prevention targets.


Deb’s a co-Investigator on their regional Native American Community Health Network and also the PI, the Primary Investigator on a melanoma prevention study which has adapted cancer-related behavior change intervention for delivery via the Internet to at-risk families.

So I’m sure that we’re going to have more than enough to talk about. And finally with that brief intro I’d like to welcome all of you joining us. We have a fairly large number of you who have called in to join us today. For those of you who have been in the webinars before, I remind you that today is audio only so you don’t have to be frustrated if you can’t find the slides on your video screen. This is more like a analogous to a radio talk show.


So but I do want to thank all of our callers and we’re going to get right to it as soon as I go over a couple logistics so we have plenty of time to interact with the audience.


The way this will work is that for about the first half of the show or at least the first half hour I’m going to interview each of our experts in the field in turn to kind of get their perspective and maybe just kind of set the stage for some issues that we might want to return to lightly or after that.


In the second half the phone lines and the email lines will be open and during that part I will remind you again but you’ll be able to get in by pressing asterisk or star 1 on your phone to be placed in the queue to ask your questions.


And again I’ll remind you that as well as if you choose to do it over the Internet. I’ll give you the URL.


So I think we’re ready to begin. And I’d like to start with Dr. Brownson. So Ross could you just give us a few minutes from your perspective about what you see as some of the key issues from your perspective in the field of dissemination?

Dr. Ross Brownson:
Yes, I would be glad to do that Russ. And hello to everyone, I guess it’s morning for some but afternoon for most.


I thought I would spend just a couple of minutes thinking about a few aspects of dissemination and dissemination research that I think are important.


And so three domains that I think you might think about are the evidence-based. Do we have the evidence there?


Has the intervention evidence for example been reviewed by a body like the Community Guide Task Force or the Conklin Collaboration?


Are we engaging the community in the process? And do we understand that as part of the evidence-based?


The second part that I think is important to think about is the audience or the setting for that evidence. Is it a public health practitioner audience, somebody working in a state or local health department? Is someone delivering medical care, healthcare in a clinic or a federally funded health center? Or perhaps it’s a group of students so you’re trying to teach them about dissemination and dissemination research.


And then an audience that we’ll get into probably later in the seminar is the policy audiences which I would always argue it’s probably the audience where we could have the biggest impact but also from a research perspective is the messiest and the hardest to understand because the policy process can be very messy.


And then the third domain to think about is the dissemination research method. For example is - do we know which dissemination approach is? Is it a training approach? Is it building a web site? Is it providing technical assistance; which of those methods are most effective in increasing uptake?


Do we know how to measure uptake of an evidence-based intervention in one of the settings that I talked about?


And do we know about barriers and how to overcome those barriers?


I think in this field whether it’s dissemination of cancer prevention and control or whether it’s mental health or whether it’s a whole variety of different topics across the spectrum of health, we know a lot more about the barriers than we do about some of the measures and especially about what some of the actual dissemination activities are that are the most effective in moving evidence to practice.


In my own work I worked for eight years in a state health department before coming to the university so I always try to think of it both from the perspective of a researcher as well as the perspective of someone working in a practice setting. And so I think that’s an important thing.


The bridging between research and practice is something we haven’t done as good a job of it as we could and so I think to really make progress in this field we need to think about the domains of the evidence and those methods and how that links with various audiences who will be the recipients of evidence-based interventions.


And so Russ I think that’s a few minutes just to kind of get things going. I’ll turn it back to you.

Dr. Russell Glasgow:
Well that’s super. And again let me remind our listeners to right at this point just write down any questions if you have them to remind yourself. We will have open lines during the last half or two-thirds of it today.


But for now if anything that Ross has said has peaked your curiosity or you’d like to follow-up on please just make a note to yourself and we’ll be able to link you in to ask him directly a little later.


Ross let me just follow-up with one thing before we chat a little bit with Deb and Matt. You’ve done an awful lot of work and I think, you know, probably the acknowledged leader in the field of evidence-based public health.


And there’ve been a lot of discussions around what constitutes evidence. And particularly I think that’s even more of a challenge for health than it is for some aspects of more traditional medicine and things for public health.


So could you just share with us a little bit your perspective on evidence or what does evidence mean from a public health perspective?

Dr. Ross Brownson:
Yeah, that’s a great question. You know at some level evidence is in the eye of who is using the word. So if you’re in a courtroom setting obviously that’s legal evidence; if you’re in a public health setting that’s public health evidence.


The way we like to think about evidence is thinking both quantitatively and qualitatively. So is it demonstrated to have a positive effect of health in a quantitative way through systematic review or some other peer review approach? Kind of a next level would be maybe it’s been done in a program evaluation but has not been subjected to rigorous peer review as in a journal process or in a systematic review.


And the next level of evidence is just there’s a lot of this going on. And we don’t know so much about it. And obviously we’d like things to kind of migrate to the top of that evidence hierarchy.


The other way we like people to think about an evidence-based process is not to just think about the evidence itself only, but the process of using evidence.


So for example are they following a good program planning framework that’s grounded in behavioral science?


Are they engaging the community however they might define that community in the process? And are they conducting sound evaluations?


So if they’re in a new area of public health they’re not only using existing evidence but they’re generating new evidence through good evaluation principles. So that gets us started Russ.

Dr. Russell Glasgow:
Thank you, you know, very much. That’s helpful. I’m sure others may want to come back and engage in that discussion too but I think that’s a real nice, you know, synthesis of it there.


I guess the other thing I might take the liberty as the call-in host to toss in one of my own thoughts but that is that about the contextual nature of evidence and maybe the importance particularly when we’re talking about dissemination to talk about what’s the context, the setting, the organization, that sort of thing in which you’re implementing a particular evidence-based practice.

Well thanks much Ross. If you could just standby, we’re going to now turn to Dr. Bowen.


And Deb again the same thing as Ross, if you wouldn’t mind just sharing with all of us a few thoughts you have about some of the key issues relevant to dissemination science and then we’ll hear from Matt finally.

Dr. Deborah Bowen:
Sure. Happy to Russ, thank you. One thing that I’ve learned in the past few years is that good dissemination efforts require some novel and strong feasibility data.


And much of that feasibility data we don’t have yet. We certainly have feasibility data for something like an individual response rate to a survey.


But what we might not know is feasibility data on who the right people are to ask in a small town about implementing a policy; is it the same across towns? Is it the same from towns to cities or from towns to rural areas?


There are amazingly large numbers of questions that we don’t have the answers to that we need as we are moving toward dissemination at all different levels.


And so it’s really spurred several of us to write a little bit about this and to try to think through where we find these feasibility data. Some of it costs money to collect so we need to find funding. Sometimes we can actually as academics, we can actually partner with community folks who are collecting these data as part of - as Ross said as part of program evaluation or as part of their ongoing efforts to understand what they’re doing.


We can see those data in a new light perhaps. We can use those data as feasibility data. We can even collectively publish them to get the word out about what’s feasible, what makes sense, what makes sense to communities and what makes sense to policymakers to move dissemination forward?


I think that one of the things that would be great is if we could find a way to speed up this process and not take the usual seven to ten years from idea to implementation. That would be great if we could move that timeline up a little bit.

Dr. Russell Glasgow:
Well super. Thank you. I think that’s a really good point. And for our listeners I might remind and I’ll give you in just a moment the web site.


But we do have some of the publications of our speakers that are on here too. And Deb just reminded me of some of the I think really kind of groundbreaking presentations that or papers that she’s been involved in including one in particular about how we design feasibility studies.


So for those of you who want to follow-up a little bit more the easiest way to get there is to go on the web and go to either ccplanet.gov or cdcplanet, excuse me, or cancerplanet.gov, so ccplanet.gov or cancerplanet.gov if you’d like to do this.


Deb I guess I’d like to get your take on an issue that related to the feasibility or focusing on the early end of things.

And myself I think that’s critically important as I’ve learned and being involved in projects throughout the years.


And I think we kind of like to say, you know, the old quip is it’s never too early to begin planning for dissemination and you need to, you know, start that at day one.


But I’m wondering could you share with our - with the audience any particular thoughts you have about what is especially important to do feasibility on or early on to, you know, prevent maybe, you know, some either wasted time and effort or prevent problems later on down the line?

Dr. Deborah Bowen:
Sure. I think that one thing to think about early on in a project is - are actually some of the things that Ross talked about. What is going - what are likely dissemination modalities?


When I finish a randomized trial which is often the state I’m in, I’m - I apply to the federal government. I get some dollars. And I conduct a randomized trial. And I test whether or not an intervention has an effect.


If I’m already thinking ahead to where that intervention will go the next time, I can build in some measurement development, some intervention development, some actual measures of potential dissemination modalities right upfront.


We’ve done that in our Breast Cancer Counseling Group. When we began that line of research maybe 12 years ago, it was very much focused on one-on-one or one-on-many counseling.


But that’s not a completely disseminatable model. There have to be other ways of reaching women and talking to them and communicating with them about their screening status, about their breast cancer risk.


So while we were in the counseling mode we also talked to women about other modalities that they might find attractive, that they might find useful. We talked to hospital administrators about how someone would engage the hospital or a clinical setting or a practice setting in adopting a web site on cancer risk and cancer risk behaviors.


So while we’re conducting these rigorous efficacy trials that some of us do we can also be collecting data on some of the larger population-based dissemination opportunities right alongside. And we can modify as we go for those dissemination opportunities.


And that’s not something I would thought of without thinking about dissemination early on as you say.

Dr. Russell Glasgow:
Really good point. I think that’s a great tip for our listeners, a nice concrete example.


So thanks very much. At this time let me bring in our third guest, Dr. Matt Kreuter.


And Matt do you want to share with us some of your thoughts on dissemination and maybe particularly I think from a communication with all the work you’ve done on health communication and that sort of thing, some of your thoughts there that you might like to share or interact with the audience around.

Dr. Matt Kreuter:
Okay, great, thank you Russ. Let me join the others in welcoming those of you who are listening in.


I’ve spent the last 17 years as an intervention researcher. I know a lot of those folks listening are also intervention researchers.


And those who wear that hat we make things. We make programs. We make interventions, educational materials, policies, software, web sites, devices and we test them.


And so in a sense we’re all developers. And you can think of the interventions that we create as products or services or at least potential products or services.


And hopefully we all want those products and services to be used to improve people’s lives, to improve the public’s health, to eliminate health disparities.


And the point that I’d like to introduce is that the process of getting those products and services from development, from the point of development to the point of use really shouldn’t be the responsibility of researchers.


And I think it has been. And I think to some extent we still talk about it that way as if it’s a primary responsibility of researchers.


And I think that’s probably not the most efficient and not the most successful path for us to achieve population impact.


So if we look at this problem, this challenge from a different, slightly different perspective this is exactly what marketing and distribution systems do in the private sector. Marketing and distribution systems bring products and services from their point of development to their point of use. And they do that through a system of organizations and intermediaries that are all connected but importantly that the development, the actual development of the products and services is usually quite far separated from the ultimate use.


And the example that I like to give here is if you think about automobile manufacturing where here the product is an automobile. And a lot of work goes into designing and developing the actual car or truck.


But once it’s mass produced think of all the things that happen between the time it rolls off the assembly line and the time it goes into a buyer’s driveway or garage.


So those cars they’re mass produced and then they have to be packaged. And they have to be shipped. And they get shipped not just to random places but to a national network of dealerships. And those dealerships clean them and they display them and they advertise them.


And they have people, sales agents who are - they exist to provide potential users with information about the vehicle and to help them test drive the vehicle. They’ve got online systems where people can look at the products and explore them that way if they can’t there in person. They have financing systems to help people acquire the product if they need to.


They’ve got repair shops and financing systems or I’m sorry, and part suppliers that are available if something goes wrong with the product.


And all of these things are in place to help assure that what was developed actually gets used in a significant way.


Now they’ve got some things that we don’t have like a financial incentive and that’s an important difference.


But without systems like that it is, you know, it’s just the reality that every producer like every intervention researcher would have to interact directly with everyone who might end up using that intervention.


And that’s just not - that’s really not a feasible approach to build on some of Deb’s points.


So the question isn’t whether or not we need marketing and distribution to help our dissemination efforts. The question is who will perform them.


And I think right now in public health that responsibility is largely unassigned and the infrastructure to support it really doesn’t exist.


So Russ I think I’ll stop there and perhaps over the next hour we can talk more about what such a system might look like.

Dr. Russell Glasgow:
Okay, that’s great Matt. I appreciate it. But I don’t know I can wait a whole hour anyway. And I’m sure others will want to chime in on this before long too.


But let me just follow-up with one quick question now. If I heard you right you said this really isn’t the job of the researchers or the developers of our innovations or our tools.


Can you give us an example? I know you thought a lot about this and published and again I might refer the listeners to if you get on the web site you can see an article there that Matt published, in the American Journal of Public Health about this issue at the end of last year.


But what do you think might work?


And I guess the other parallel or the analogy I’ve heard people talk about is well there’s no, you know, drug detail people for public health. Sometimes people say, you know, it’s because there’s no money to be made in public health.


But what do you think might work? Have you seen any encouraging example either from your own work or other places around the country that serve this kind of intermediary type distribution or marketing role?

Dr. Matt Kreuter:
So let me just toss out three things that I think we need and could do. One of them is the one you’ve mentioned. It’s and it’ll be the last one that I talk about.


So the first thing is we have to do a better job with what would be called in marketing sort of audience research. I’ll use the term here of think about user review panels.


And this is different from the expert review that Ross alluded to. What we need to have is we need to have a way to rapidly understand who, from people who might use a particular research innovation that’s been proven effective, who might be interested in using it. What are the constraints or requirements for them to use that?


Not everything we create in the research world is going to work in the real world. And there aren’t enough resources frankly to develop every successful research intervention into a product.


So we have to have some way of kind of vetting this through actual users.


So I would envision forming panels that might include, you know, schools, federal representatives from schools or federally qualified health centers, city planners, policymakers, healthcare providers, health systems who could provide us with some of this information about what was really - what did they need that we knew worked.


Second thing I think we need is what I call design and marketing teams. It’s just not the case that most things we develop in a research setting and research context are ready for, you know, that they can be transferred as-is and put into practice, so being able to adapt programs or make programs adaptable by the end user, packaging them in ways that are easy for people to access and use. Building partnerships to distribute those and then promoting them so that people are aware of them and can access them.


And then the third thing that we need you alluded to Russ. And I would call these sort of dissemination field agents. If you think about the concept of an agent whether that’s a real estate agent or a travel agent or even a talent agent they have some specialized expertise. And they’re really helpful with complex tasks that might be unfamiliar to the user.


So we need these folks who are available in local communities who can help not only with promoting and helping with adoption of evidence-based interventions but also helping the users to adapt them, helping them to implement them, providing training and technical assistance.


I actually think one model for this that we had that in my view was very, very promising was the National Cancer Institute’s Partnership Program through the CIS, the Cancer Information Service. That program has since just recently been disbanded. And I think that’s unfortunate.


But I think that was an example of just the sort of local infrastructure that could support dissemination.
Dr. Russell Glasgow:
Thank you very much Matt. I think those are all great ideas. And I might just mention where a lot of the dissemination or diffusion research came from actually, most of us take that back at least in our country to Everett Rogers and his work.


But some of his earliest work had to do with agricultural issues and his use of again the, I think the genesis of our common day, common use of it, the term of extension agent today was actually county extension agents and somewhat coming around full circle. I know there are a number of people around the country that are exploring partnerships with county extension now for public health and physical activity and nutrition interventions, those sort of things.


Well that’s great. We’re now to the second part of our meeting. And this one’s going to be the most brief. Probably for just about ten minutes I’d like to engage our panelists and kind of around robin.


And this part is also the one that might be the most challenging to do since it is live and unrehearsed. I’ll just invite any of the panelists to jump in and we’ll try not to talk over each other here.


But I’m going to ask two questions for each of us or each of you for general discussion.


And the first one I’m going to hold off on to give you a chance to think about and compose your thoughts. And that question is, it’s a tough one, it’s what single thing do you think that researchers could do to kind of change the way we usually do our research to make it more disseminable, to make it something that’s more practical for people to use in the real world? If you had to pick just one thing from your experience as a research what do you think that would be?


So as you’re thinking about that we’ll just have something that I think I know each of you have thought about and talked about in the past and commented on. And to me it’s one of the key issues really in the field of dissemination and implementation today.


And Matt, you alluded to it a lot in terms of adapting interventions.


And in particularly I guess I’d like to get each of your perspectives on what’s the - how do we find kind of the middle ground or the sweet spot or the balance if you will in terms of adapting an intervention so that it’s still, you know, true enough to either the theory or the principle that it was based on or the evidence-based program that it came from that you can say it is that but not so rigid that it can’t be customized or so it’s inappropriate in a given, you know, cultural setting or a given local situation.


I’d appreciate and again there’s no particular order here so any of the three of you please go ahead and jump in.

Dr. Deborah Bowen:
I’d actually like to - this is Deb. And I’d like to try and answer or a thought to the first question on what the single thing would be if I could wave a magic wand and suddenly things would be different.


I guess I’d propose that all researchers find strong community colleagues and collaborate with them in doing their research projects because I think community colleagues often insist on things like sustainability and reach in the words of the RE-AIM framework. Things that sometimes go against principles of fine research control.

And where those tensions happen is where the decisions get made to stretch for reach or to pull back and move into a more controlled setting. And more often than not we need to be stretching rather than pulling back I think at this juncture.


And so I’d suggest that no matter what the project, working with community colleagues will keep us honest sort of speak.

Dr. Ross Brownson:
And I would add one thing to that. I think that’s a great point Deb makes. This is Ross.


I would also suggest something very parallel to that and that’s that every grant application, now we’re under this 12-page so we’re up against a length issue, but every grant application includes some thoughtful even short discussion of how designing for dissemination would look, that we think about that engagement that Deb mentioned.


We think about how we track the cost of the intervention, how we talk about different audience who might be - if this intervention is effective who are the audiences that might be dissemination targets in a way. Because I think that sort of thinking about that from the beginning knowing that it might look different when you’re at the end of a grant than beginning but I think that sort of forces that engagement that Deb mentioned that is so important that so we’re not just getting to the end and say okay, now I’m done. I published my journal article. I’m handing it off to you. Go do good things with it.


So that would be my sort of additional layer on that first question.

Dr. Matt Kreuter:
I’ll piggyback on both Deb and Ross there. What I wrote down in answer to your first question Russ was more practice-based research.


And I think Deb did a great job articulating that. It’s just there are so many more, I don’t know that I would call them constraints but just unique features of the actual delivery settings where our work might be, you know, might find a home.


And the sooner we can figure out about those and the more our results are based upon those I think the closer we are to, you know, to getting use and impact.


And then if I can just segway from there to your second question about this adaptation, fidelity balance. Building on that, you know, building on sort of the practice-based research comment, I would lean towards giving doctors more latitude in adapting things and try to build in systematic evaluations of what they do so that we can learn about that.


But I think, you know, limiting what the end user can do is not going to be a productive strategy for us if we want people to actually have a strong interest and demand for the products we’re creating.

Dr. Russell Glasgow:
Good point. And that also I think presumes a level of control that really isn’t there. And people are going to, you know, going to do that anyway.


So I think we’ve had three great points. And I would like to also hear from Ross and Deb if they have any thoughts about this fidelity, adaptation continuum here.


But let me just summarize what I think I heard for our audience here and I think these are three great points that should encourage both of you that are researchers, some great tips I think from some of the leaders in the field for your next grant application and for those of you on the practitioner side I think should be encouraging news too.


If researchers are going to increasingly do things like was recommended by our panelists which is to paraphrase them, form strong community ties with colleagues and real partnerships to elaborate a little bit on what Deb said there. Not just a kind of token, lip service, Advisory Board but real, from the beginning real strong partnerships with colleagues.

Second that each grant application should think ahead about designing for dissemination and what would dissemination look like of just whatever area or procedure or strategy or policy that you’re doing? What would that look like?


And finally and Matt, Larry Greenwell put the check in the mail to you, more practice-based research. And I think we’d all heartedly agree with that.


So let’s turn and see either Ross or Deb, do you have any other thoughts or additional points you’d like to make about this fidelity, adaptation issue that seems to be so central in our field right now?

Dr. Ross Brownson:
I can take a quick try at that. I think one of the things to think about when you address that question of sort of adaptation, reinvention, movement from one population to another is thinking about the maturity of the intervention evidence on that topic.


So for example if we’re working in tobacco control we’ve got a pretty good idea of which interventions work and the exact components of those interventions.


If we’re in physical activity there are some of the areas like school-based PE or physical education where we’ve got a good idea of it. An evidence-based PE Program should look like these and I could name off the four core elements of that.


If we’re working in a new area like urban planning or urban design we might know less about exactly what those core elements are.


And so then I think the adaptation and the understanding is really a segway into what Matt was saying that we might be taking the leads and maybe not what we called evidence-based interventions but maybe evidence informed or we’re getting on the edge of having evidence-based and then we’re just doing good evaluation and we’re documenting it. Because I think that there’s some examples where we probably put too much emphasis on fidelity and not enough emphasis on how one intervention needs to be adapted to be appropriate for a different population.

Dr. Russell Glasgow:
Okay, great. Thank you. I’m sure some of our callers will be interested in engaging on that issue.


Deb any thoughts before we kind of open the lines for a general discussion about this fidelity issue?

Dr. Deborah Bowen:
No, not at this time.

Dr. Russell Glasgow:
Okay. Well then at this point let me open up our phone lines. And the callers have two ways that you can do this. If you’re an audio person or learner you can press 1 on your phone. And you’ll be - oh I’m sorry, it’s star 1 my colleagues here have reminded me. Please press star 1 on your phone. And you’ll be placed into the queue. The alternative way that you can if you have a notepad there or you’re a fast typist is, I’ll give you this to you twice but it’s nciccplanetstep2@mail.nih.gov. So a little more challenging but those of you that are expert texters you can come in that way.

When you - when we do - when the Operator does open up the phone lines and the queue we’d like to remind you to do three things if you would please. If you could briefly state your name and where you’re calling from, that would be great.


And the second thing is because we do have a very large number of participants on the phone, if you could please keep your question or your comment brief. Try to make it no more than a minute or two. I’ve just been told that we have at least 260 callers on the line. And I’m sure many of them would like to get in.


And so we have about 50 minutes left so please try to keep your question or comments to no more than a minute. And I’ll ask our panel here to try and do the same with your responses.


So with that I’m going to go ahead and open the line for our first caller.

Coordinator:
Thank you. To ask a question, please press star 1. Again to ask a question, please press star 1.


One moment please.

Dr. Russell Glasgow:
Oh okay. Well we’ll see if all the lines are coming in. We’ll get our technology worked out there.


So keep those calls and donations coming in.


We’ll see, I’m looking up here to see if we have our first caller. Okay, well why don’t I go ahead and I think we’ve touched on a few things then I’ll just start out one more until we - till we get somebody on the line.


But this is something I’ve been talking about with colleagues here. And it’s the concept of sustainability.


And I’m wondering from your perspective those of you on the panel, what does that mean? And do you think that that’s different in your experience in doing dissemination and implementation research than in other types of more basic research?

Dr. Deborah Bowen:
And this is Deb. I guess I do think it’s very different than the kinds of things that 15 years ago maybe 10 years ago we really thought about.


And it has to do with what Matt talked about I think in terms of who’s responsibility is dissemination anyway.


And I think that sustainability to create something that is sustainable and that then therefore is sustained means engaging some of these folks other than researchers. Because I’m not sure that researchers can sustain disseminated changes. I think that that’s not necessarily where we operate best. And I think that other people operate better.


So it’s in part, as I’ve learned a lot working with our health department colleagues in Massachusetts and our community-based colleagues in Massachusetts I’ve learned that you - that really again beginning early with them and working through what a sustainable plan would look like is and because they’re not researchers. So they don’t think about the research end of things. But they certainly do think about the sustainability end of things.


So those partnerships really help you out in terms of sustainability.

Dr. Russell Glasgow:
Thanks much.

Dr. Ross Brownson:
And I would add to that I think Russ. This is Ross. That a lot of what we still need to learn about sustainability has to do with I think the difference between the research world and what I’ll call the real world. You know where long term intervention policy changes are sustained.


So, you know, what is happening in a research project that lasts a little longer might be very different than something that happens in a health department or a federally qualified health center.


And I think a lot of that is the understanding of the organization, the organizational climate, the leadership issues that are required to sustain and sort of various components that probably vary somewhat by setting that lead toward long term sustainability of a particular evidence-based intervention.


So I think there probably are differences. And I think it’s an area where, you know, if there’s researchers on the line who are looking for a very fertile ground for researchers this is certainly one of them in my mind.

Dr. Russell Glasgow:
Great, Ross any or excuse me, Matt any thoughts?

Dr. Matt Kreuter:
I thought that - I thought those were two good answers. I’ll hold off.

Dr. Russell Glasgow:
Okay, excellent. We do have our first question here that came in over the email so let me write that down. That comes from Dr. Marci Campbell. Hello Marci from the University of North Carolina, Chapel Hill.

And Marci asked the following. And the general topic is about how to disseminate.


And Marci asks, she says we’ve had great success training academic detailers to do personal visits aimed at disseminating evidence-based guidelines. This was in Argentina.


And there didn’t have to pay them. They were chosen as opinion leaders by their peers so it’s an interesting kind of the audience analysis or knowing that that I think Matt talked about earlier so that they gain status and expertise.


And Marci asks couldn’t we use methods such as this to engage change agents at really low costs?


Again anybody on the panel, any reactions to that type grassroots or community use of trying to find the, you know, called academic detailers or intervention exchange agents?

Dr. Matt Kreuter:
I want to just say yes. I mean it’s a great idea. And I do think it is consistent with understanding who the potential users are and who they would respond to.

Dr. Russell Glasgow:
Okay, anybody else?


I concur. I think that is great. And Marci if you’re on the phone or still available we’re going to go onto some other callers now but if you’d like to share with us just a few more of those specifics invite you to call back in. I’m sure that others on the line would be real interested in knowing about how you went about selecting those particular individuals.


And again for those of you listeners that are calling in now just push star 1 on your phone and the Operator will do his magic and somehow you’ll get in the queue here.


While we’re waiting for a live caller I have...
Coordinator:
Excuse me.

Dr. Russell Glasgow:
Oh yes.

Coordinator:
I do have a couple callers on the line.

Dr. Russell Glasgow:
Thank you. Let’s go to those.

Coordinator:
Jeff Belkora, UCSF, your line is open.

Jeff Belkora:
Yeah, hi everyone. It’s Jeff Belkora at the University of California San Francisco. I just had a question. I’m enjoying this a lot. I have a question for Matt.


I was intrigued by the analogy to the auto design process. And, you know, just provocatively I can’t necessarily think of many products or services that follow the same kind of development path through for example, randomized controlled trials and then dissemination.

And are you aware if that analogy holds up?


And then the second - that’s a question and then I have a comment also which is that I also think that designers are now being encouraged to participate in every aspect of the development and distribution cycle because of the opportunities for feedback and designing the whole product along the way.


So I want to caution against thinking that I think every other industry in the world is moving more towards embedding designers and developers in the whole supply chain and the whole value creation chain. And this idea that somehow researchers, you know, of course we need other mechanisms and other support but actually I think we also need the incentives and recognition that we need to be involved throughout the whole process.


So that was a double barrel, a question and then a comment.

Dr. Matt Kreuter:
Let me respond to the comment first. Those are both outstanding points Jeff. Thanks for calling.


I think that as researchers we want - I think we want researchers to be very well informed about all stages in the process.


What I don’t want is researchers to be responsible for carrying out every step in the process.


And I think that we have talked about the importance of being informed but we have expected that researchers will actually carry out a lot of those responsibilities down the distribution chain. And I don’t think that’s realistic.


So agree with that point.


The second in terms of the analogies of development processes that are driven by RCTs, I think it’s true that we may be unique in that particular research design but we’re absolutely common in the sense that research findings drive what we disseminate.


So in the example of the auto industry there’s all kinds of testing that goes on from initial prototypes to working prototypes to road tests to safety testing. And they may not be RCTs per say but they’re absolutely evidence driven processes.


The other point I would make is that in a lot of, you know, in many different industries, take a Wal-Mart for example. They know more about distribution than we will ever know. They don’t publish on it. And they don’t call it research.


But we would definitely think about it in terms of evaluation, knowing, you know, which products go where and how, you know how frequently they’re being consumed and by who.


And so it’s not a process that’s devoid of data or analysis or data driven decisions. It might just not - it might just look different than the way we do it in a research environment.

Dr. Russell Glasgow:
Okay.

Dr. Matt Kreuter:
Great point Jeff.

Dr. Russell Glasgow:
Thanks much, both of you. I think a great question, a nice model to start us off. The question and answer.


Again I can remind all of our callers to please try and be brief.


And I’m going to try and go back and forth here. We’re starting to get some - both some people queued up on the phones and a few email things so I think what we’ll do is go back and forth between the questions.


But I’ve been informed that we do have Dr. Marci Campbell on the phone now. So Operator if you can see Marci Campbell on there, could you please open her line and let her come in with us just to share briefly a little bit more about the work that she’s done with those agents?

Coordinator:
Dr. Marci Campbell your line is open.

Dr. Marci Campbell:
Okay, thank you. Russ, can you hear me?

Dr. Russell Glasgow:
Yes, sounds great Marci.

Dr. Marci Campbell:
Okay. Actually if people are interested we did publish the Outcomes Paper from the (Child) New England Journal of Medicine a couple of years ago. And the first author is Fernando Althabe, A-L-T-H-A-B-E, if people would like to read more about it.

But what was interesting to me was we took evidence-based guidelines, this was actually in the area of maternal and infant health, and evidence-based strategies for how to disseminate those guidelines.


And one of the ones was academic detailing. And as was mentioned it can be very expensive. And if drug companies do it it’s kind of prohibitive.


But we did find that if, as Matt mentioned, you know, if you do an audience analysis and you find that there are opinion leaders or natural leaders in the community that others turn to and give them training they were very effective academic detailers and we had a very large effect on the behaviors in question.


And so I was simply proposing that we consider some of these strategies in public health. Well we can’t afford what the pharma companies can afford but perhaps we can find innovative ways to use their ideas in the kind of health marketing that we do.

Dr. Russell Glasgow:
Thanks much Marci. I’m sure the audience appreciated that.


And I think also another point that you made in the email that you sent in earlier is often this can really be a win-win with the people that are involved in the community too because it does help them develop some other skills.


And I know at least a number of instances where those people have gone onto other paid positions and things initially too.


But thank you so much for both emailing and calling in.


Let me see if any of our panelists have a brief comment on that. And then I do want to get to the phones because we do have people starting to line up now so any brief reactions or anything to Marci’s example from the panelists?


No, well then why don’t we go to the next caller if we could then, Operator.

Coordinator:
Linda Fleisher, Fox Chase Cancer Center, your line is open.

Linda Fleisher:
Thank you. This is a wonderful discussion and really appreciate that you’re all doing this. I guess one of the questions I have for this panel relating to sustainability is Deb has talked about the importance of engaging community organizations, community leaders so that, you know, what we’re designing really has relevance.


The other question that it raises for me and maybe the panelists have some suggestions is so how do we get to the higher level leadership in those organizations for the dissemination?

You know we’re working with the community organizations. It’s really how do we get to the state health department or to the ACS which is some of those large organizations that really will have the resources for long term sustainability.

Dr. Russell Glasgow:
Good question. Deb do you want to take the first shot at that?

Dr. Deborah Bowen:
Well I can certainly talk about an experience that is in process. I don’t know that we’ve been completely successful.


But we’ve learned a bunch and we have done some things. Our State Cancer Control Plan is a place that engages those higher level folks.


So we’ve got - what we’re trying to do there is to improve and many State Cancer Control Plans are doing this, trying to improve the evidence-based nature of what is chosen for moving forward in State Cancer Control Plans.


And that’s hard going because the folks who are often implementing those, designing and implementing those State Cancer Control Plans are not researchers and maybe don’t have the habit of obsessively checking the community guide every week to see what’s new and to see what we’ve learned and see about new programs or to check our tips. But these things can happen.


And collaborating with folks like that means that if I check them, I mention things to different State Cancer Control folks, to different health department colleagues.


Our PRC, our Prevention Research Center is another arena in which we are trying to help our colleagues. In the case of Boston University it’s helping our colleagues in public housing use evidence-based programs and policies for implementation into public housing in the City of Boston.


So I think again it’s back to collaborating with people and offering up evidence as - and the evidence basis for making choices as one really great way to choose. That’s one strategy we’ve used.

Dr. Russell Glasgow:
Thank you very much. Again I think that’s a great example.


In the interest of letting people get in here and another caller and emailers come in, I think I’m going to go on to the next question then.


But I do want to assure those of you that are calling, we can see the calls lined up here and we will get to you. Just hang in there if you can with us.


But here’s an email question. And also let me remind you at this time if you would like to email the way to get in is nciccplanetstep2@mail.nih.gov.


And for those of you calling it’s star 1 to get in the queue.


So here’s the question now. This is from (Mike Spilock) at the Canadian Department of National Defence.


Mike asks, it’s a good question for the panel, how can our evidence-based realistically compete with the much more palatable, no pun intended; much more palatable messages from fad diets for example or crazy exercise plans like lost 30 pounds by next week? It’s often much more attractive than the evidence-based messages that we have.


So who in the panel would like to respond to that?
Dr. Ross Brownson:
Well I’ll take a quick try at that Russ. This is Ross. I think we have to think about our different audiences who would receive the messages in a much more systematic way.


So and I think this is another area where we haven’t engaged a broad array of disciplines in the way that we could. For example business sectors, marketing people, people who understand how the media operates and how the media gets messages out there and how we can better package our messages. Because there are examples in the early days of the smoking epidemic where we heard C. Everett Koop use the metaphor of, you know, two jumbo jets crashing everyday would be the equivalent of how many people die of smoking each day.


And I think that’s sort of creative epidemiology is something that we’ve been lacking. We’re never going to compete for the total number of marketing dollars that are out there just marketing products. But we have to do a lot better job in marketing health, in marketing health promotion than we’ve done in the past.


And I think there are many things we can learn from other sectors to help us in that.

Dr. Russell Glasgow:
I want to move on to another caller in a second here. But I’m just wondering Matt, I know this is an area that you do a lot and have thought a lot about. Any quick responses from you about this kind of uphill battle or it seems like when you’re out spent a million to one?

Dr. Matt Kreuter:
Well that’s always going to be a challenge. I guess I would say that one of the things we can do is look at what is being successful that we can adopt and use for our own purposes.


And of course that would not include making, you know, grossly misleading claims with no basis and evidence.


But still there are other aspects of what makes these fad diets and quick dramatic weight loss claims as the callers says, there are things that make that appealing to people. And we ought to learn from that and try to integrate that into our own efforts.

Dr. Russell Glasgow:
Thank you much. Okay, Operator can we go to the next caller then please?

Coordinator:
Joseph Murphy, Defense Center for Excellence, your line is open.
Dr. Russell Glasgow:
Hello Joseph. Are you still there?

Coordinator:
Please unmute your phone Joseph.

Dr. Russell Glasgow:
Joseph, are you still there? This is new to me. I guess this is what happens sometimes. Why don’t we just go to the next caller then please Operator.

Coordinator:
Beatriz Carlini, University of Washington, your line is open.

Beatriz Carlini:
Hi. So I’m from the University of Washington in (Sinclair).


My question would be more like asking for a comment on your thoughts of the Internet as a channel to disseminate evidence-based intervention.

Dr. Russell Glasgow:
Okay, anybody? I think all our callers can hear that. Our connections have been pretty good, but thoughts about the Internet as a modality or a channel for dissemination.

Dr. Matt Kreuter:
So this is Matt. We’ve got I think a number of agencies including NCI have done a nice job of compiling online kind of inventories if you will of evidence-based programs.


And I think that’s an important step. I think the challenge is creating demand to go looking for and being able to find and use those.


And so I think it’s a step in the right direction. But I think we have a long way to go in that regard. Just putting it up there is not the same as making people aware of it and getting them not just interested but really excited about it and making sure that if you can get them to seek out evidence-based programs that are available online that when they get there we deliver on the promise. It’s something, you know, what they find it’s something they can actually use pretty easily and not something that is unmanageable.

Dr. Russell Glasgow:
Okay, great, any other quick thoughts, anybody on the panel?


No, okay, well then let’s go to - I’m going to go to the email question then. We have one from Dr. (Judith Gordon).


Hello (Judith) if you’re on. (Judith)’s question is how can we educate NIH Review Committee members on the differences between outcomes and dissemination research? For example change in provider behavior versus more traditional efficacy or effectiveness research where the outcomes might be say with smoking, it might be patient adherence or even a change in a biological outcome. It seems like this would be necessary in order to foster more research on dissemination.


So that’s the question and the challenge to our panelists.

Dr. Ross Brownson:
Well Russ I’ll take a quick try. I think we’re doing better on that. There’s a new study section at the NIH on dissemination and implementation research. And in a way that’s a big step forward because it acknowledges that this is a field in itself and deserves to have a standing study section.


Another thing that we’ve done and this is the lead of Borsika Rabin who I think is still on the call from Kaiser. Borsika lead us in developing a glossary for dissemination and implementation research. If we don’t have common language it’s hard to understand these common concepts.

And I think it’s just a matter of really having focused attention on this at the NIH and at CDC and at many other research organizations and getting more and more studies published and getting more credibility for the area of D&I research so that people will really recognize it as a field in itself.

Dr. Russell Glasgow:
Okay, great, anybody else? I have to agree with our caller (Judith) that this is a question I get asked a fair amount. So I appreciate it; any other thoughts, either Matt or Deb on this issue?


Well maybe not. Then let’s just go on to - as Ross said Dr. Borsika Rabin is on the phone here. And since Ross you just mentioned Borsika let’s, Operator if you could please open her phone line.

Coordinator:
Borsika Rabin your line is open.

Dr. Borsika Rabin:
Hi everyone. This is - thank you so much for having me on. I had a question regarding the kind of statement that there are a number of skills that are needed for dissemination and implementation including marketing (unintelligible) search.


So I was wondering what - because these are not specific public health search (unintelligible) could be the public health training gets implement or should public health engage professionals from outside of the public health arena to develop the infrastructure that’s (unintelligible).

Dr. Russell Glasgow:
Okay, let me - Borsika I’m just going to try and paraphrase your call. We were having a little difficulty hearing it clearly here and so I’m not sure how it came across. Let me try and paraphrase it and then if I don’t get it right you can answer back but to make sure our panelists heard it, it was about training. Since the point that was well made by I think a couple of you on the panel is dissemination, marketing in particular those sort of things doing audience analysis are not things that a lot of researchers are trained in.


So is this something that you think that is better done through training of researchers themselves or is this better using someone else through a partnership, maybe someone else that has those skills and training? How is that best done?


Is that a rough paraphrase Borsika?

Dr. Borsika Rabin:
That sounds great. I’m sorry for the bad quality of this line.
Dr. Russell Glasgow:
Yep, no problem. Anybody like to respond to that?

Dr. Deborah Bowen:
Well I think that that is - this is Deb. I think that that is the question that transdisciplinary research always asks. So it’s an internal question that we really struggle with in all areas of our science.


I think at the minimum different kinds of people need to be able to have a dialogue with each other. So and even within say social or behavioral sciences we don’t all know how to do audience analysis or market analysis.


So perhaps in training programs and in exposures that teach us about dissemination at the very least we can be taught to ask the right questions and find the right people.


I don’t know that we’ll make everybody into Matt Kreuter. It’s too bad in some ways.


But I don’t know that that will fundamentally work. But certainly we can talk to Matt Kreuter and get folks like Matt to educate us about what we could be doing and perhaps should be doing and then we go and do it together with people like Matt Kreuter and other folks who know about what we need to do.


So I think the more likely scenario is to know enough to have a dialogue with someone and to go looking for the right people.

Dr. Russell Glasgow:
Okay, thanks. Matt or Ross, anything to add?

Dr. Matt Kreuter:
I think rather than sort of hoping that we might have these sorts of people or be able to find them near us because I think Deb is spot on. I think that we ought to be making investments. And when I say we here I guess I’m thinking about, you know, the public health worlds and that could include, you know, lots of places at HHS and CDC certainly, ought to be establishing this sort of expertise that, and making it available to people who are faced with this sort of a challenge.

Dr. Russell Glasgow:
Excellent. Okay, thank you. I’m going to go to the email now. We have a question here from Dr. Mike Fox from Centers for Disease Control.


The question is unfortunately for many researchers community partnership is an abstract notion. It’s comparable in many respects to how researchers themselves are perceived in many communities. While acknowledging the importance or maybe I might paraphrase, giving lip service to community participation and enhancing the impact of dissemination what practical techniques can be used to go beyond things like just Cursory Advisory Panels? What can be done?


Do you have some either examples or specific recommendations about how to go about developing effective working relationships that have a real and immediate benefit for researchers in the larger public?


And I might even extend that a little bit more given that I know many of - almost all the panelists have focused on a lot of issues in communities suffering from health disparities. So I’d like to say particularly in those communities where there - some of the issues may be polarized and that sort of thing, how would you suggest going about or can you give us a brief example of how you’ve gone about forming true effective partnerships?

Dr. Ross Brownson:
So Russ I’ll say a few words about that. I think this is a - it’s an area that is growing in its sort of academic stature. And I think, you know, sort of an academic level I would refer to the writings and books of Barbara Israel and then the other excellent book of Meredith Minkler where they really have outlined many of the principles of community-based participatory research.


Deb mentioned the Prevention Research Centers which are CDC-funded centers. I co-direct one of those here. And they’re probably the largest experiment in CBPR in the world and so one place to go with just some general principles would be the PRC web site.


I think when we work with communities we rely on many of those principles that are outlined by people like Barbara Israel and Meredith Minkler. But we also think about spending a lot of time with - I think the first thing to do is probably think about who the community is. Sometimes the community might be a health department. Many times the community is the local community with which we’re working.


And so probably the first thing is to really think systematically about whose the community or communities are.


And then it’s really sitting down and we’ve developed a set of principles that guide our CBPR type of work that when we start to work it’s things like, you know, shared decision making, sharing the power, transparency and funding, methods of conflict resolution. And basically articulating those from the start and sharing responsibility and power as much possible is probably a couple of the most important elements in making participatory research a reality.

Dr. Russell Glasgow:
Good point Ross and thank you. It kind of reminds me of the old acronym when I first started dealing with community groups. And one of the old quips about that as many things was follow the money.


And the issue was does the community group have a real say in or control or the money or are they just there in a, you know, more advisory group.


So the other thing I wanted to do and this is a question I’m going to add on related to the panelists is I believe that Larry Green and colleagues have developed a scale for the extent to something really something Ross that you just talked about, your principles.


And I think the callers might really benefit from if you could tell us quickly where to find your list of principles that you develop or how they could get that.


But I believe and again I’m hoping one of you know on our panel, but I think that Larry Green and colleagues have developed a scale for kind of an assessment for the extent to which something really is using good CBPR principles rather than just giving lip service.


Any of you - does that ring a bell with anybody?


Sounds like not, well I encourage you. I’ll see if we can do a little work here on the background and find that. I think it might be on Larry’s web site.


And if he hasn’t, somebody should develop that. So that’s a great idea for a dissemination grant if somebody wants to do a methods grant on.


But Ross how about if people wanted to get a hold of those principles that you just annunciated? How would they go about getting that?

Dr. Ross Brownson:
Just email me and you can just Google me, Washington University, Ross Brownson, you’ll - I’ll come up. Just send me an email and I’ll send you that and other information.

Dr. Russell Glasgow:
Okay, that’s great. Operator why don’t we go to our next caller now and the queues are getting down there now. We have a few people left so hang on there. You aren’t too far away. But let’s see if we can light up those phone lines again.

Coordinator:
Sabrina Freewyn Oregon Department of Human Services, your line is open.

Sabrina Freewyn:
Hi. Can you hear me?

Man:
Yes.

Sabrina Freewyn:
Great. So my question is really about the direction that research is going to be going in the next few years and maybe afterwards.


I work in the state health department and while I find the community guide highly valuable I find most, you know, much of research focused more on one-on-one interventions or group interventions or direct, you know, direct interactions with individuals and not a lot of it about policy, environment and system level change which is what we do.

So I’m not seeing a lot of research yet around what happens when you change laws, what happens when you change the physical infrastructure of a city to increase walking or physical activity.


And I’m wondering if that is the direction that we’re going to see coming soon or is that not going - not in the works yet.

Dr. Russell Glasgow:
Well great question. And again that’s a - well the check’s in the mail as they say because the next series of this call is going to be with policymakers and individuals talking about exactly that, policy dissemination issues.


But I think I’m going to let - and that’s on October 26th for the callers. But I’m going to turn that one to Ross first because I know Ross has done a fair amount of work on policy dissemination.

Dr. Ross Brownson:
So Sabrina great question. If I planted a question yours would have been it. I think that you’re right that because, you know, with our research apparatus we tend to rely on things with the strongest possible design which tends to be sort of the randomized trial as the gold standard and very hard to randomize, you know, the built environment or a policy intervention.


So I always look at this as a paradox that perhaps the types of intervention that have the biggest amount of impact on our health are the hardest to prove in the sort of traditional ways of proving.


There are more and more calls out, calls for proposals. There’s work both from Robert Wood Johnson in active living and in healthy eating headquartered out of San Diego and out of Minnesota. There’s calls out for example Robin McKinnon at the NCI has put out a call related to some of the policy research needs. We did a whole special supplement last year on the built environment and sort of measuring the built environment.


And so I think there are some very promising things on the horizon. Is the ship traveling as fast as many of us would like? No, it’s not.


But I think there are some real opportunities out there that really would link more with exactly what you’re saying is working in the Oregon Health Department. The kinds of things that you know will have the biggest impact aren’t the things that tend to work really well in evaluating in a randomized trial.


So if you send me a note the same way, an email, I’ll send you a few other resources that might be helpful for you.

Dr. Russell Glasgow:
Well thanks Ross. And I think this question, this interchange we’ve just heard really goes to the heart of what I think that a lot of public health practitioners are faced with and it’s just kind of a square pagan around hole between the evidence that’s available and the situation or the context in which they find themselves and what they need to deal with.


I’m going to segway here to a question that we have from (Mike Sanchez) in Washington, actually that relates to something you talked about Ross. You mentioned that RCTs may not always be the best or the optimal answer or even possible in some situations.


So the question here is it’s about the evidence again and it’s what new measurements or design strategies should we consider to really make D&I a science?


And what do the panelists think about this notion of pragmatic or practical trials?

Dr. Ross Brownson:
So I think that’s a great question from (Mike). I’ll give quick one and see if Deb and Matt want to add.

I think what we’re starting to think more about is sort of different levels of evidence. So we have one article. We describe sort of evidence-based, the top level of evidence that is scientific, systematic reviews.


The next we called, maybe the next tier down is effective where there’s some peer review evidence but it hasn’t been looked at in a systematic review.


The next we call promising which means that a lot of it’s being done. There is some evaluation, maybe a health department report, but it hasn’t gone through the traditional peer review mechanisms.


And then the next one we call emerging. And all of those forms of evidence depend somewhat on the maturity of an area. And we need to think more broadly about the standard of evidence and how it migrates across those categories.


I think the notion of practical trials is a good one. It sort of gets us to think about understanding the generation of evidence, really gets back to some of what Matt mentioned early on about practice-based evidence. You know evidence that’s derived more in real world settings not in ideal settings.


So I think there’s a lot of utility to practical trials both in clinical settings and in public health settings.

Dr. Russell Glasgow:
Okay, thanks; Matt or Deb?

Dr. Matt Kreuter:
I guess really building on what Ross said, I do think that there are lots of really important practice-based research questions and projects that don’t lend themselves nicely to a randomized trial.


And just speaking from personal experience and back to (Judith Gordon)’s comment before, I still think there is - we’ve got a fair amount of educating of reviewers to, you know, to help them recognize the value of that kind of research.

Dr. Deborah Bowen:
One very specific thing that I think will help us is that more and more people are using multilevel measurements in their trials even RCTs.


So once we build the evidence base for linking higher level evidence, meaning evidence at a group or community level with evidence at an individual behavior level then we might be able to get a stronger footing for establishing the group collected evidence say at the level of the workplace as being an appropriate and not just reasonable but the best outcome for dissemination research in workplaces or work sites for example.

Dr. Russell Glasgow:
Thank you much. Super issue, which I’m sure we could talk about that one for another hour.


But let me just say, one of the other great things about this type of community town hall meeting I guess is we’ve had another of our callers, the thing that I just couldn’t remember. This isn’t exactly the scale by Larry Green.


But directly related to that issue of an assessment or framework for community engagement, Liam O’Fallon from the NIH writes in and says that there was an article in American Journal of Public Health published this year in August, Page 1380 that the NIH Directors Council of Public Representatives has developed the framework for community engaged research.


So I encourage you all to go and look that up. That’s available on - well I think the web’s going to be too long to say but you could Google American Journal of Public Health for 2010.


So Operator, why don’t we go to the next caller now if we could?

Coordinator:
Deborah Sewitch, Manila Consulting Group, your line is open.

Deborah Sewitch:
Yes, thank you very much. I’m interested in at an organizational level, what actually gets an organization to adopt a specific program or practice.

There are some research programs, something like organizational readiness for change which looks at the processes that are involved in actually having an organization adopt an evidence-based program or practice.


And I think this is important with regards to sustainability of dissemination.


And also is there a role I think from a funding standpoint? Again I guess it goes to some earlier comments on follow the money with regards to randomized controlled trials where generally the research will stop at the end of the grant which doesn’t incorporate long term dissemination type projects and whether or not a bridge can be built something on the order of like the DEBI web site, part of the CDC, also NIDA has a similar web site, the (TAMI) web site which disseminates tools and training programs for programs that have been tested and shown to be effective.
Dr. Russell Glasgow:
Who’d like to take that one?

Dr. Ross Brownson:
Well Deborah I’m not an expert in this area. This is Ross. But I will say there are - let me just kind of give you the domains I think people are looking at the most. One is the organizational culture, when you think about an organization. Another is the organizational climate. And the other one which is another sort of contextual variable is leadership and leadership at different levels within an organization.


That some of the people I think, actually in the mental health area, Greg Aaron and Charles Glisson have done some really good writing in this and if you haven’t seen those articles I’ll be glad to send some of those to you where they’ve come up with fairly reliable and valid measures of organizations, climate culture, leadership, a number of other variables that appear to be very important in measuring and looking at how they predict the adoption of evidence-based - adoption and dissemination of evidence-based interventions in various settings.

Deborah Sewitch:
Okay. And also I think Texas Christian University has a similar program on the drug treatment side I guess through Dwayne Simpson.

Dr. Ross Brownson:
Yep.

Dr. Russell Glasgow:
Yes, good point. Thanks for the call.


Here’s what we’re going to do process wise. We have just a few minutes left. This afternoon’s gone really quickly but we have three people - callers who have been really patient and I’d like to ask them to try and be really, really succinct and the same with our panelists. We’ll just take one response from the panelists if we can.

And then heads up to our live and unrehearsed panelists, I’d like to see if we have time if they just have any final thoughts about the - to share with our callers for the afternoon. Then I’ll just have a very brief concluding comment.


But if you could open the lines for our next caller, please Operator?

Coordinator:
Janelle Jacobson, University of Nebraska Medical Center, your line is open.

Janelle Jacobson:
Hello. My question had to do with dissemination modalities and designing to dissemination; one of the issues that I previously encountered along the way wit adapting evidence-based programs were the local health departments that I was working with were getting - they were able to adapt the programs but they just really struggled when it came to evaluation.


So what are your thoughts on actually disseminating your evaluation model that you used when testing the programming?

Dr. Deborah Bowen:
That’s a great idea. I think that through our traditional research dissemination channels and through other dissemination channels that we haven’t even thought of yet, it’s a great idea.

Dr. Ross Brownson:
Yeah, I agree. I think it’s terrific, you know, thinking about, you know, realistically how an original intervention was evaluated, how a dissemination research study is evaluated and what really makes sense for a local agency. Those are very important questions and so I think you’ve hit on a very nice area.

Dr. Russell Glasgow:
Super, nice way to start finishing up. If we could have the next caller, please Operator.

Coordinator:
(Sonali Veed), URC, your line is open.

(Sonali Veed):
Hello. It’s been very interesting listening in. Talking in a global context I think I’m talking about infrastructure needed to support dissemination. I feel there are a lot of structural barriers that impede dissemination taking for example even the articles that were listed for today’s reading, if I do not have a university affiliation I could have not accessed them.

And people in other countries do not have the access to follow the literature that is there in this country.


Could you touch upon how or what are your recollections about these values to dissemination?

Dr. Russell Glasgow:
Anybody? Good question.

Dr. Ross Brownson:
I’d give a quick on that one. This is Ross. We’ve tried to look at these barriers in a variety of health department settings and we tend to divide them up sort of personal or individual level barriers so that is I lack the skills to be able to do this. I don’t have - I’m afraid of my job security so it sort of impedes me from taking chances.


And then I think the question you’re getting at is more of the organizational or really a systems level scenario of how do you deal with the fact that there isn’t adequate funding or there’s not an infrastructure where people can even get their hands on the research.


And I think that that is - that’s part of the state of the science here is we need to think about just like we thought about health disparities for interventions and risk factors, cancer, heart disease, on and on. We need to think about sort of health disparities or whatever the right term is when it comes to a dissemination research.


And how does this happen in more research sparse organization or countries or settings. And that is not well developed.


But I think there’s some things we’re learning in the U.S. that we need to really explore in sort of middle and lower income countries across the globe.

Dr. Russell Glasgow:
Okay, well thanks Ross. We are getting towards the end of the hour. One thing I’d like to do put in a little plug there and then I’ll turn to our panelists to see if they have a very brief couple sentences summary or closing thought that they’d like to leave us with.


And my apologies to the final caller, I’m afraid we’re not going to be able to get to that.


But I do want to note that at the meeting coming up in Washington, D.C. next - March 21st and 22nd on dissemination sponsored by the NIH, there will be much enhanced focus on international work including some in low-end and moderate income countries that I think will be quite fascinating.


And we might even make a note here. I really appreciate the comment. And we’ll see if we can’t maybe have a future session or something, a webinar or one of these sessions on that. So I really appreciate the thought and call-in.


And so with that let me turn for a very brief final sentence or two from each of our panelists. No.

Dr. Matt Kreuter:
This is Matt. I guess I would encourage folks to think big. And everyone - I think there’s a tendency to view dissemination and implementation as what are the particular demands for the project or the program or the intervention that you’re working on or that you’ve developed.


And that is indeed important. But if everybody is doing that, everybody’s working on their own little local science fair project, I fear that we won’t get the sort of really game changing solutions that we need. There are literally hundreds of evidence-based programs that come out every year and we need to think about how we get, not one of those but many, many of those into practice when there’s a demand for them.
Dr. Ross Brownson:
I’ll layer on thinking big. I think that’s a great comment from Matt. I think this is the call for me exemplifies what an exciting area this is and how many rich research areas there are from settings to adaptation to measurement issues.


So in that are of thinking big thinking about people on the line making this your career choice because, you know, to make this a field of D&I research we need people who take this on for their lifetime pursuits. Just like someone has taken on how to develop the molecular cure for cancer, we need people working on these big exciting questions many of which we’ve talked about on the phone today.


So I’ll leave it at that.

Dr. Deborah Bowen:
I’ll add the word together. Think big together. If you haven’t talked - if you’re an academic that hasn’t talked to a community person in the last two months call somebody today and ask them what they’re doing and ask them how you can work together.

Dr. Russell Glasgow:
Fantastic. Thank you all. I couldn’t think of a better way to end if we had scripted that.


Let me add our sincere thanks on behalf of the NCI to our panelists and to all of you for your active engagement, your comments and questions today.


This does conclude our dialogue on dissemination for today. But again Matt, Ross and Deb, thank you for your stimulating conversation and for volunteering your time.


For those of you on the line your feedback really is important to us. We do take it seriously and we encourage you to complete the online evaluation. The link will be emailed out in a couple of days. And that’s the way that we can improve and including get some future topics that you particularly like too.


In particular though I don’t want to leave without telling you about the next series on this, remind you is on policy perspective. And I think that’s going to be a special one knowing some of the guests.


And that’s 2:00 pm Eastern Time on October 26th when the guests will be Dr. Michael Fiore from the University of Wisconsin and who’s been on assignment here doing some incredible work with the National Cancer Institute and the FDA around tobacco and Rebecca Kirch from the American Cancer Society are going to discuss how they’ve leveraged research to make systems and policy changes to improve public health and patient care.


Registration for this program will open next week and just go to please visit Step2 on the Cancer Control Planet web portal and be on the lookout for future announcements; so good afternoon and good luck.

Coordinator:
Thank you for participating in today’s conference call.


You may disconnect at this time.

END

