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ABSTRACT
fidelity to the core components of the intervention. The achievement of these goals calls for new research methods such as
pragmatic research trials that combine hypothesis testing with
quality improvement, participatory research that engages the
target community at the beginning of research design, and other
quasi-experimental designs. With the advent of health care
reform, it will be extremely important to ensure that the ensuing
large demonstration projects that are designed to increase integrated care and better control costs can be rapidly brought to
scale across different practices settings, and health plans and
will be able to achieve effectiveness in diverse populations.

There is a large and persistent failure to achieve widespread
dissemination of evidence-based practices in child health
care. Too often studies demonstrating evidence for effective
child health care practices are not brought to scale and across
different settings and populations. This failure is not due to
a lack of knowledge, but rather a failure to bring to bear proven
methods in dissemination, diffusion, and implementation
(DD&I) science that target the translation of evidence-based
medicine to everyday practice. DD&I science offers a framework and a set of tools to identify innovations that are likely
to be implemented, and provides methods to better understand
the capabilities and preferences of individuals and organizations
and the social networks within these organizations that help
facilitate widespread adoption. Successful DD&I is dependent
on making the intervention context sensitive without losing
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(Figure 1).14 The primary emphasis in this discovery process
has been on the first phase of translational research (T1), the
development of basic knowledge, and on the second phase
(T2), the translation of this knowledge into evidence-based
guidelines. Unfortunately, few resources have been directed
at the widespread dissemination and implementation of
evidence-based guidelines to community-based practice
and across diverse populations (T3 and T4 translational
research). This has resulted in too few instances where T1
and T2 research results have been brought to scale and
achieved widespread population impact.15 The slow translation of research into practice has given rise to programs designed to accelerate this process.16,17 Again, most of this
effort has involved T1 and T2 translational research with
current research expenditures of $8.3 billion (91%) on T1
and only $787 million (9%) on T2 research.18 Failure to
achieve widespread use of evidence-based practices can
lead to unnecessary mortality and morbidity, increase
disparities in the delivery of child health care, waste
resources, and adversely impact the sustainability of important intervention in our communities.19–21
The failure to spread effective interventions is not due to
a lack of knowledge. There is considerable research in the
dissemination, diffusion, and implementation (DD&I)

THE PAST 50 years have witnessed remarkable strides in the
health care of children, yet compelling problems persist.
Minority children experience large disparities in health
care outcomes,1 and there is excessive variability in the diagnostic and therapeutic services children receive.2 Many of
these problems stem from a profound gap between what
we know in medicine and what we do in practice. A review
of any major pediatric journal or scientific meeting shows
a plethora of innovative ideas and practices. Further examination however shows that many of the ideas and practices
have not been widely implemented and their full impact
realized. A recent Institute of Medicine study has shown
that the slow translation of scientific discoveries to improved
practices accounts for many of the deficiencies in health
care.3–5 Children have also suffered because of this
problem. Research has documented the slow and uneven
spread of evidence-based practices across numerous conditions ranging from asthma6 to developmental screening.7
Past quality improvement initiatives have attempted to
bridge this gap but with only modest success.8–11
The traditional sequence for discovery and translation of
new scientific knowledge has been described by Woolf
and others.12,13 Szilagyi has extended this description
to community-based practice and population health
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FROM RESEARCH TO CHANGE
Phase 1, 2 Clinical

T2 Research
From health application to evidence based guidelines : phase 3 trials,
health services research, observational studies

T3 Research
From guidelines to health care practice: Phase 4 Clinical Trials,
Dissemination and Implementation studies

T4 Research
From health care practice to populations or community: Community
based studies, population based outcomes studies

Figure 1. Translational research.

science that can be brought to bear on this problem. In this
article, we will first discuss the theoretical underpinnings
of DD&I and then review the process of DD&I, beginning
with exploration and adoption and ending with implementation. We will then discuss methods for DD&I and evaluation of DD&I ending with implication for researchers
and clinicians.

DEFINITIONS
In this article, dissemination refers to how evidencebased practices are best communicated to potential
adopters and implementers. Diffusion follows dissemination and is a process where potential adopters seek advice
from their colleagues about adopting a new intervention.22
Adoption, or agreement to try a new practice, requires
both dissemination and diffusion of the new intervention.
Implementation is then defined as what happens after adoption; it is the “how” of putting evidence-based medicine
into practice. Last, sustainability refers to the continued
use of evidence-based practices and associated activities
to achieve desired outcomes. Unfortunately, there is still
no clear-cut consensus on these definitions, and some of
the references we cite may use different definitions.

THEORETICAL UNDERPINNINGS OF DD&I
Modern-day DD&I theories have their origin in the
iconic work of Ryan and Gross, who documented the
spread of hybrid seed corn in rural Iowa in the 1930s.23
Their work demonstrated the well-known S-shaped diffusion curve where initial uptake of a new innovation is
slow and then after a period of time increases rapidly,
only to taper off toward the end of the adoption process.
Building on this work, Everett Rogers developed his theory
on the diffusion of innovation.24 Rogers’s work demonstrated that the rate of change depended on the spread of
knowledge and experience with the innovation through
different groups of adopters. He identified 4 categories
of adopters on the basis of their personal characteristics.
These included early adopters who are innovation seeking,
constantly scanning the environment for new innovations.
This group does not feel constrained by their colleagues
and profession but as a consequence may be viewed with
some skepticism by other members of the profession.
The next group is the early majority. This group looks to
the early adopters for ideas but waits to see evidence of
beneficial outcomes before adopting the intervention.
Next is the late majority, which views new ideas with
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some skepticism, waiting until the idea has been tried
and vetted by the early majority. Rogers called the final
group the laggards. This group is characterized by a strong
resistance to adoption of new ideas. He posited that diffusion of innovation starts with early adopters and spreads
through the late majority with many in the laggard group
failing to adopt the intervention. Rogers established that
the diffusion of an intervention within a group is a longitudinal social process of advice seeking and advice giving
about the intervention where adoption moves through
different groups of adopters. This work has been recently
popularized by Malcom Gladwell in his book The Tipping
Point.25
Rogers’s theory of the diffusion has important implications for the spread of new knowledge. This is particularly
true for the field of evidence-based medicine. The term
evidence-based medicine was first publicized in 1992
with the publication the seminal article “Evidence-Based
Medicine: A New Approach to Teaching the Practice of
Medicine” by the Evidence-Based Medicine Working
Group.26 This approach proposed that empirical research
be explicitly incorporated into clinical decision making.
The publication of the evidence-based medicine manifesto
has led to the emergence of multiple evidence-based
centers and journals.27,28 Although strong links exist
between evidence-based medicine and dissemination and
implementation science,29–31 the evidence-based medicine
approach assumes that evidence-based practices will
naturally spread among practitioners made aware of the
scientific evidence. This runs counter to DD&I science,
which proposes that adoption is an active process that
can be facilitated through attention to the stages of the
process, the nature of the innovation, the individual,
professional values and beliefs, and social networks.

NATURAL HISTORY OF DD&I
DD&I can be best understood through an appreciation of
the process, starting with exploration and adoption of new
knowledge and ending with the sustainability of the practice in a changing environment. We will briefly review
the natural history of the DD&I as outlined by Fixsen
and colleagues.32
EXPLORATION AND ADOPTION
DD&I begins with exploration and adoption of a new
practice. Here proponents of the new practice actively
engage in discussion and educational activities with the
potential adopters to assess whether or not the new practice
will be clinically relevant to clinicians and will improve the
well-being of the families under their care. This concept of
engagement of the target population has been operationalized in community-based participatory research. Here key
stakeholders who will be recipients of the intervention are
involved in the research design and the development of the
DD&I plan.33–35 One example of community-based participatory research is the Healthy Public Housing Initiative.
This project involved Boston public agencies for housing
and health, 3 universities, and several community housing
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groups. A steering committee composed of communitybased representatives and organizations, health services
providers, the city health department and academic
researchers met regularly to conceive, design, implement,
and analyze a program to reduce environmental hazards
for children with asthma living in public housing. The
results of the research demonstrated a high degree of
acceptance of the program and a significant increase in
asthma-related quality of life for the target children.36
Pediatric practitioners have been leaders in the engagement
of families in the health care of children. There is a need,
however, for child health researchers to more directly
involve both providers and families in the design and
implementation of T3 and T4 research.
Rogers and others have described several important
criteria for successful adoption of an intervention.24
Perhaps the most important criteria are the relative advantage and potential excess burden of the intervention to the
pediatrician and family. If both groups do not perceive
a strong advantage for themselves, there is little likelihood
for successful adoption. Successful adoption also depends
on how compatible the new practice is with current practice, and professional culture and mission. Compatibility
can be enhanced through multiple iterative trials that refine
the intervention to meet the needs of the practice, with
results that are readily observable to other pediatricians
and families.
The relative complexity of the intervention also relates
directly to the adoption of a new practice. Edwards has
proposed a simple typology to describe levels of
complexity37: the least complex interventions are discrete
events that involve a single act or process, such as the
Back to Sleep program to prevent sudden infant death
syndrome. More complex interventions are multicomponent and involve multiple linked interventions—for
example, an asthma care path with appropriate diagnostic
tests, assessment, treatment, and patient education. The
most complex are interventions that involve a wholesale
change in the way we conceive of a problem and its
solution—for example, a campaign against obesity where
change occurs in not only health care practice, but also in
the way we grow and sell food and how we change the
built environment. Research has identified other criteria,
including the strength of the evidence base, the flexibility
or adaptability of the intervention to meet the needs of
different groups, the reversibility of the intervention, and
the cost of the intervention.38
BEFORE IMPLEMENTATION
After the decision to adopt a new practice, there is
a need to anticipate and plan for the potential impact of
the new practice on the individual, the clinical practice,
and the organization.39 At the level of the individual, there
is a need to create a pull for the new intervention among
potential adopters.40 Too often, efforts to disseminate
new knowledge have involved push strategies where the
new knowledge is presented to individuals with the expectation of uptake and use.41,42 Such push strategies are
much more effective when combined with a pull
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strategy driven by greater understanding of factors
important to the individual.43 For example, the early
publication of evidence-based practice guidelines by the
American Academy of Pediatrics (AAP) led to considerable pushback by pediatricians, who criticized these
efforts as cookbook medicine and another unfunded
mandate from the AAP. A greater understanding of the
important factors, such as the impact of the guideline on
cost and practice efficiency, were important to ensuring
more widespread adoption.44 More extensive qualitative
research can help to delineate the pull factors that may
have helped to facilitate more rapid adoption of these
guidelines.45
Successful DD&I also requires planning at the group or
practice level. Within any large group or practice, 3% to
5% of the members are key individuals to whom others
turn for advice about adoption of a new practice or innovation.46 These individuals may be opinion leaders who
influence group thinking through their role as advice
givers, or they may be change agents who model the intervention for other group members. Social network analysis
is a method by which a group or practice can be analyzed to
identify these key individuals.47–49 By means of this
methodology, it is possible to assess the connectivity of
individuals in the network to other members in the
network, and the social power of an individual on the
basis of their connectedness within the network. Figure 2
shows a social network map for a pediatric clinical practice. The network was constructed from a survey of the
clinic providers and administrative staff designed to
assess who an individual sought out for advice about
practice change and preventive care.50 Four opinion leaders
were identified from this group: 021 (a developmental
specialist), 019 and 008 (both pediatricians), and 025
(a medical assistant). Importantly, the identified opinion
leaders in this network were not necessarily the formal or
positional leaders, yet their engagement in the process
was essential for effective DD&I of the intervention.
Perhaps the most important area of preimplementation
planning for successful DD&I is at the level of the organization. Successful organizations will have a track record
for innovation51,52 and will have the capability to

Figure 2. Social network analysis of pediatric clinic as part of
a project to redesign.
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translate research into practice.52,53 Recently, tools for
assessing organizational readiness to adopt, implement,
and sustain interventions have been developed and tested
for health information technology, and these tools may
have application to other realms.54 In large-scale DD&I
efforts involving multiple organizations, many of the
participating organizations may lack the necessary change
capacity.55 These large-scale efforts often require nodal or
anchor organizations to provide central support for such
key functions as recruitment, coaching, program education, and technical support.56 This model has been successfully deployed in the Institute for Healthcare Improvement
5 Million Lives campaign, which created supporting nodal
organizations on a regional level,57–59 and in the AAP
Chapter Alliance for Quality Improvement program,
where state chapters assume an anchor function in
disseminating evidence-based asthma guidelines.60
The development of a DD&I plan is the final outcome of
the preimplementation phase. A good plan begins with
a goal easily understandable to everyone that provides
a reference point for all future actions. The Institute for
Healthcare Improvement’s 5 Million Lives initiative is an
example of an overall aim that is both quantifiable and
dramatic in its impact.57 In Jonkoping County, Sweden,
the phrase “a good life in an attractive county” is used to
create a vision of a patient-centered (vs disease-centered)
system.61
Research has shown that there are core components to
a DD&I plan that are essential for success.32 The plan
should include selection criteria for providers and families
that assess qualifications and experience that may not be
teachable in training sessions. For example, implementing
an evidence-based practice such as developmental
screening requires a workforce that understands the value
of screening and has the communication skills to successfully interpret the screening results for families. Another
important component of a DD&I plan is the designation
of a consultant/coach, to help facilitate implementation
of the new practice. For example, the McColl Institute
and Qualis Health Care, in their national initiative to
“Transform Safety-Net Clinics into Medical Homes,” use
practice coaches to help safety-net clinics implement
a new medical home model. Here coaches are used to
assess and transform care processes and to provide technical support and expert knowledge.62 Last, the DD&I
plan needs to assure adequate funding and staff support.
Too often DD&I efforts fail because of a lack of consideration of needed funds for activities such as provider and
organizational time devoted to the project, the development of needed social networks, and start-up costs in
new intervention sites.
INITIAL IMPLEMENTATION AND PILOT STUDIES
Although some interventions are implemented at scale at
one point in time (the so-called big bang approach to implementation), most implementation begins with a series
of iterative cycles where the intervention is tried in small
groups with the results studied, the lessons learned, and
the intervention improved before the next intervention
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cycle.63 Who participates in these initial cycles and how
the cycles are conducted are critical for the success of
the DD&I effort. Inclusion only of participants who are
early adopters or who are enthusiastic about the new practice will decrease the likelihood that the results of the pilot
study will translate to the larger target population.64
Naysayers serve the important function of continually
questioning the value of the intervention and keeping
open alternative solutions. Pilot studies also need to be conducted with a minimum of special resources that may not
be available during more widespread implementation and
planning for sustainability, decreasing the likelihood of
a successful transition to full-scale implementation.
FULL-SCALE IMPLEMENTATION
Many DD&I projects fail during the transition from
pilot studies to full-scale implementation. This failure
stems from the common assumption that once success
has been demonstrated in the pilot study, a tipping point
will be reached, and spread throughout the organization
will magically occur. Although there may be a tipping
point for discrete interventions such as measurement of
body mass index in children, this is much less likely for
the multicomponent interventions that are common in
health care. In fact, research has demonstrated that a solid
evidence base and early success in the pilot phase are not
strong predictors of success in bringing a project to fullscale implementation.65
In full-scale implementation, the target population
increases in size and becomes more heterogeneous in character. Unlike the single group addressed during the pilot
study, the target population becomes composed of different
groups with distinct needs. Rogers’s schema of different
adopter groups is one way to segment a population according to perceived need and willingness to change. Segmentation can also occur according to practice type, available
resources for change, and the nature of the target patient
population. The goal is to recognize these different groups
and to tailor the intervention to meet the specific needs of
each group. For example, implementing an early intervention program for all children within a state will require
tailoring the screening process to realities of the different
types of practices, providers, and patient populations.
The Assuring Better Childhood Health and Development
program consulted with office staff and community partners in their region to better define the needs of specific
target groups. The developmental screening process was
then tailored to the existing screening process in offices
and the needs of the community partners.66,67
Full-scale implementation is a dynamic process
demanding a constant reevaluation of an intervention in
light of changing systems, patient populations, and
external environments. In the words of one expert,
“Continuous adoption requires continuous improvement.”64 Research has demonstrated that interventions
that adapt in response to different segments in the target
group are more successful in their implementation
efforts.38 This process of continuous adoption to meet the
needs of different groups can, however, create a tension
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between the desire to replicate the positive effects of the
intervention across dissimilar settings and conditions,
and the need to maintain fidelity to the evidence-based
practices. Reconciliation of the needs to be both flexible
while maintaining fidelity to the evidence is best accomplished through a clear articulation of essential and nonessential components of the intervention. Greenhalgh and
colleagues refer to the nonessential components of an
intervention as the “soft periphery,” or those aspects of
the intervention that can be modified at the edges without
adversely impacting its fidelity to core components of the
intervention.38 For example, in an asthma guideline,
a core component may be the provision of an asthma action
plan by the pediatrician, while needed asthma education
could take place in the pediatric office or the school, or
could even be Web-based.
SUSTAINABILITY
In many ways, sustainability resembles full-scale implementation in its demand for continuous improvement.
Inevitably, there are turnovers in key stakeholders, changes
in funding streams, new health policies and legislation, and
new political alliances and partnerships, all of which must
be accommodated to maintain fidelity to the core components of the program and ensure the desired outcomes.
This requires constant surveillance of the environment
and regular re-assessment of the both process and outcome
measures.

METHOD OR PROCESS OF DD&I
Most successful DD&I efforts occur within the context of
an improvement model. Several models have been widely
used for DD&I work. These include the Improvement
Model, Lean Systems or Six Sigma, the Chronic Care
Model, and the Breakthrough Series Collaborative.63,68–72
There is no single correct model for DD&I. For example,
the implementation of a discrete intervention such as
a bundle of changes designed to decrease catheterassociated bloodstream infections in a newborn intensive
care unit may be best accomplished by using the improvement model, while a multicomponent intervention such as
an obesity prevention program may be best accomplished
through collaborative teams in a breakthrough series or
lean systems analysis. The key is to select the most applicable model or specific components of a model to the
problem at hand, rather than let the model drive the activities. The most appropriate choice of model may depend on
the whether the intervention is occurring at the level of the
individual, practice, or organization. The improvement
model may work best at the practice level, while the
campaign model may be most effective in the context of
a group or network of organizations. Last, it may be necessary during the DD&I process to use a mixed model of
different methods for spread.
It is sometimes difficult to distinguish between DD&I
and quality improvement in achieving the widespread
adoption and use of new practices. The best distinction
may be one of scale. Quality improvement efforts have
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more traditionally focused on a group of individuals or
an organization as the target of change, whereas DD&I
efforts have at their core the spread of new practice and
innovation across different organizations and diverse target
populations. Ultimately DD&I science will provide an
important set of concepts and tools to facilitate meaningful
quality improvement work, and improvement science will
continue to inform model development and process change
in DD&I.
DD&I science has also fostered the development of new
research methodologies that attempt to study clinical interventions in real-world settings. Pragmatic or practical
research trials73–76 are designed to answer the question of
whether a given intervention works in usual settings to
determine how the intervention can be best adapted to
increase adoption without losing the core components that
are responsible for the desired outcomes. There is an
explicit recognition that there will not be strict compliance
with an intervention and that it is important to study
this variation and its impact on outcomes. Pragmatic
research trials often incorporate quasi-experimental rather
than randomized designs to evaluate practice improvements
or natural experiments. For example, multiple baselines
across settings design may stagger or delay the intervention
for a segment of the population (Figure 3). This design
allows the researcher to learn from the early phases of the
process and incorporate this information into a new version
of the intervention, which is then tested with the next group
in the study population. The Depression Improvement
Across Minnesota Offering a New Direction (DIAMOND)
is an example of a pragmatic research trial in a large number
of primary care practices in Minnesota. Evidence-based
practices and reimbursement change for depression care
were implemented in 5 staggered sequences over 3 years.
This approach allowed for more time to train staff in
multiple sites while allowing time to revise the approach
on the basis of experience from the prior implementation
sequence. Each site served as its own pre- and post-control
group. The staggered implementation and repeated
measures allowed for the replication of the intervention
across multiple settings and over the time course of the
intervention.77 It also is important to note that many of these
pragmatic trials are by necessity cluster trials with randomization at the level of the clinic rather than the individual.
However, there are excellent methods for the design and
analysis of these trials.78

EVALUATION OF DD&I
Pawson and Tilley best described the objective in DD&I
evaluation: “To determine what works for whom in what
circumstances.”79 DD&I evaluation emphasizes outcomes
in heterogeneous groups of patients and providers and in
different settings. It also focuses more on process assessment and qualitative or mixed research methods in an
attempt to establish the link between good outcomes,
degree of fidelity to the intervention, and differences in
the target population and the implementation site. Several
models and frameworks have been proposed to evaluate
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Figure 3. Pragmatic research design.

DD&I. Some of these, such as the Precede-Proceed Planning Model, can be applied prospectively during the
research design phase to help facilitate spread,80,81 while
others, such as the RE-AIM model developed by Glasgow
and colleagues,82 can be used prospectively in research
design and/or for subsequent evaluation of the success of
the DD&I effort in the target population. In RE-AIM, “R”
stands for reach or how effective the intervention was in
reaching the target population. The “E” stands for effectiveness or how effective the intervention was in achieving the
desired outcomes. The “A” stands for adoption or what
percentage of the target population successfully adopts
the intervention. The “I” stands for implementation or
what percentage of the time the intervention was implemented with a high degree of fidelity in the target population. This also includes measurement of implementation
and start-up costs. The “M” stands for maintenance or
how successful the intervention was in maintaining the
desired outcomes over an extended period of time. Each
of these outcome variables is associated with a specific
metric. For example, Reach is measured by the percentage
of target audience that agrees to participate, and representativeness of those participants. Ultimately DD&I measurement systems such as RE-AIM can be used to facilitate
the design of research that can be more readily spread and

to evaluate programs with attention paid to external validity,
context, and setting.

IMPLICATIONS FOR RESEARCHERS
DD&I research is still in its infancy; many important
questions remain unanswered. At the most basic level,
there is a need for more detailed study of the DD&I process
to learn not only whether or not a program was successfully
spread, but also what program characteristics led to the
success or failure of the process. This research does not
necessarily need to follow formal research guidelines. It
may take place within the context of activities such as
quality improvement and lean systems redesign. Future
research is needed to address the interaction between the
intervention and the setting in which it occurs and the
impact this contextual information has on the sustainability
of the intervention. For example, we will need to understand how potential changes in payment reform contemplated under the Accountable Care Act will change the
spread and sustainability of evidenced-based practices in
pediatrics. Another important area for future research
will be the refinement of a typology or classification of
interventions. As previously noted, a good match between
the DD&I method/model and the type of intervention is an
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important predictor of success. Another important area for
future research is how knowledge of and intervention with
existing social networks can best facilitate the transmission
of new ideas. Too often innovators at the periphery of these
networks do not communicate with individuals at the
center of the network who can act as champions for these
ideas.
New DD&I research will also call for a broader variety of
quasiexperimental research designs, including the multiple
baselines across settings, time series and regression discontinuity designs (often used in quality improvement and
program evaluation efforts),83,84 comparative case studies,
comparative effectiveness studies, simulation modeling,
and plausibility and adequacy designs.85 Future DD&I
research will require additional funding. As noted above,
there is a considerable imbalance of research dollars toward
T1 and T2 translational research. Recently the National
Institute of Health has begun to address this issue with
specific program announcements for DD&I research.86

IMPLICATIONS FOR CLINICIANS
One of the most difficult challenges for the clinician is
the translation of new knowledge into practice. DD&I
research has shown that new interventions developed in
a rigorous research environment cannot be easily taken
off the shelf and implemented in the pediatric office. Clinicians have the daunting task of understanding how the
intervention will impact their staff and patients as well as
what changes in work flow will be required. Once an effective intervention is implemented in practice, there remains
a need to measure the degree of adoption and adherence to
the intervention and how this changes over time. It will also
be important to document clinical outcomes after implementation to ensure that the desired outcomes are still
achieved. The resources required to accomplish this are
often limited or unavailable in the small to medium
pediatric practice. The difficulty in articulating a strong
business case to improve quality through the spread of
effective interventions makes the task of allocating the
needed resources for these efforts even more difficult.87
One possibility is to make resources available through
professional organizations such as the AAP that have
a vested interest in the DD&I of evidence-based practices.
New organizational structures such as accountable care
organizations may also become a mechanism to provide
needed resources to primary care pediatricians.

CONCLUSIONS
There is a compelling gap in the widespread dissemination of evidence-based practices in child health with
a failure to achieve scale up and spread of important
improvements in practice. Too often clinical research has
not appreciated the exigencies of practice and patient
populations that facilitate or impede widespread adoption
and implementation. DD&I offers an important framework
and set of tools to help close this gap by identifying innovations that are most likely to implemented and spread, and
organizations that are able to adopt the proposed changes.
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It also provides methods to leverage existing social
networks to enhance the diffusion of new ideas and to
ensure that an intervention is context sensitive without
losing fidelity to core components of the scientific
evidence. DD&I research has also highlighted new ways
of conducting research that will facilitate spread. These
include participatory research, pragmatic or practical trials,
and the use of various quasiexperimental designs.
This is a particularly propitious time for the DD&I field.
With the advent of health care reform, we are likely to see
large demonstration projects designed to more efficiently
provide integrated care and address important morbidities.
The ultimate success of these projects will have to go
beyond proven effectiveness. Their impact on child health
care will depend on the ability to spread these effective
practices across different settings and target populations,
and their ultimate success will depend on our ability to
better understand and use the principles and tools of DD&I.
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