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The title of this chapter, "Effective Dissemination of Clind-
cal and Health Information,” as straightforward as it seems,
affords concealment for any number of complexities and
conundrums. Agreement on just what constilutes dizssemina-
ten 15 limited, and the term “effective”™ may confuse mal-
ters. No consideration is given in the present volume to what
is encompassed by the delimiting ideas of “clinical” and
“health,” but the boundaries represented by these terms would

probably vary considesably. Finally, the term “information™ |

is often used very loosely, so loosely that its very use con-
veys almost no information at all.

Vocabulary of Concepts

We begin with definitions of key terms. An initial dis-
claimer is necessary because the 1991 conference on which
this volume is based did not adopt the definitions that we
provide here, although the sense that agreement on terms
would be helpful was widespread, Thus, stating definitions
up front in this volume does not indicate consistent use of
the terms throughout the chapters that follow; rather, the
definitions should be considered as suggestions from the
editors and as a starting poini for further discussion, perhaps
leading 1o standardization.

Infermation. We prefer a fairly strict definition of infor-
malion, as proposed by Shannon and Weaver (1949} in their
work on information theory. They define information as the
“reduction of uncertainty.” Thus, if one receives a message
signed simply “Chris," an unknown person, one may be in &
state of uncenainty as 1o whether the person is 2 male or a
female, If one notes that the communication came from the
maintenance depariment and one knows that nearly all main-
tenance employees are male, the origin of the message con-
stitutes information with respect 1o the gender of Chris. Un-
certainty is reduced. Had the communication come from
“saies,” a department in which males and females are equally
represented, uncertainty would not be reduced. If itis equally
likely that Chris is & male or a female, but the communica-
tion refers to “my wife, Chris,” that amount of information
dmounts o one "Hit” in Shannon and Weaver's terms, and
uncemaimty 15 reduced to zero.

The Shannon-Weaver definition of information 13 wseful
in several respects, one that is worth incorporating into our
thinking even if we are unable 1o use it quite so precisely
and technically as it is used in information theory, Information
is always in relation o some unceriainty, Knowledge that does
nol reduce uncenainty with respect to a specific problem is not
informmation with respect to that problem. Thas, despite the enor-
mous number of scientific anticles published each year—est-
mated a few vears ago at | million (Mahoney, 1987 —the
amount of information related o any one problem is likely o
be very small and manageable. In fact, the total amount of in-
farmatian, in the technical sense of reducing uncertzinty, may
ned be so enommous as the number of anicles would suggest,
The “information explosion’” may not be more than & “pop.”

To provide information to the poblic or to health care pro-
fessionals, one must first determine the degree of uncenainty
about the problem toward which the information is directed
and the degree to which that uncenainty should be reduced.
How much information is actually contained in the commu-
nication? If the actual reduction of uncertainty is greater than
or less than the intended reduction (the legitimate reduction),
then the communication has gone awry.

However, information, like entropy, can have a positive or
a negative effect on the degree of uncertainty. We propose
that the Shannon-Weaver definition of information be altered
to suggest that information constitutes a change in the level
of uncerainty about some issue. In some cases, we may be
owverly certain about an issue and accurate information would
increase our uncertainty, An example might be the wide-
spread and unthinking acceptance of a mode of reatment of
s medical condition as “correct” when this treatment is far
less effective than supposed. Wennberg's (Wennberg, Roos,
Sola, and others, 1987) work on treating prostate disease
seems o have altered thinking considerably toward accep-
tance of greater uncertainty about the best approach to treat-
ment, We consider Wennberg's contributions as information
even though they increased, rather than decreased, uncer-
tainty. (Mark Twain once noted, in connection with & topic
e was discussing, “The researches of many commentators have
thrown much darkness on this subject, and it is probable, if they
continue, that we shall soon know nothing at all about iL")



Dissemination. The process by which knowledge is
made accessible or available to a target audience is “dissemni-
natron.” Dhssemination is best viewed as acrive and inrer-
tiomal; the word has its origing in the idea of sowing seed,
The success of dissemination efforts can be measured by the
degres to which knowledge becomes available v the targer
sudience, without regard 1o what is done with the knowl-
cdge. Dissemination might be used In & narmow sense 1o re-
fer simply to “broadcasting” messages. Thus, guidelines may
be considered 1o have been disseminated if they are sent by
miail to every rélevant person in a specified avdience. It is
benier, however, to incorporate inio the idea of dissemina-
tion the notion that the messages will be brooght to the at-
tention of the sudience, Thus, dissemination would not be
regarded as successful unless the person receiving the mae-
rials gave them active attention, Mail discarded without be-
ing opened is failed dissemination; if it is opened and then
discarded, dissemination can be considered successful.

Diffusion. A term ofien encountered in relation to the
ways i which innovations become widespread is “diffusion.”
In practice, “dissemination™ and “diffusion” are often used
interchangeably, buf dissemination might better be limited
iz the ideq of planned or directed diffusion, Diffusion is a
genenic term for “the process by which an innovation spreads™
(Rogers, 1983, p. 13); the process may be active or passive.
Innevations! {e.g.. guidelines) may be actively disseminated,
but they may also diffuse through a community without any
deliberate intervention, as when innovations are diffused by
wiord-of-mouth promotion, Diffusion may be spontaneous,

Rogers {1983} delineated the process of diffusion in 1erms
of four crucial elements; (1) an innovation, (2) communi-
cated by way of certain channels, (3) over time, and (4) 1o
members of & system. In the contexty of this volume, diffu-
sion refers o the process by which (1) guidelines (2} are
disseminated through certain media (3) over a desipnaied
period of time (4) to an intended audience.

Utilzatlon. The process by which knowledge 15 faciored
into decisions is “utilization,” although defining the term has
been a difficult problem (e.g., Stetler, 1983}, If information
i% provided 1o & person and that person changes his or her
behavior in the direction suggested by the information, within
a reascqably short period of time, otilization of the informa-
tign would seem to have occurred. Problems come about
when behovior does ool change, af least in an obvious way,
For example, if a physician 15 told that a particular drag is
the best available for treating hypertension, buf continges to
prescribe another drug instead, should one say that the infor-
miation whout the first drug is nod utilized? If the physician
responded 1o the information, *1 don't care. 1 do okay with
my own drog,” we might conclude thar the information had
not been utilized. On the other hand, if the physician said,
“The information 1% interesting, but that drug is expensive,
and it is only merginaliy better than the cheaper drug [ uso-
ally prescribe, 3o | am going to continwe with the latter,” we
might conclude that the information had been factored into
the decision process, even though the oufcome was not re-
flected in any change in behavior.

Defining utilizaton in terms of change of behavior may
be setting & too-stringent criterion for its occurrence. Most
behaviors are determined by & number of factors, and it is

! Am innsvation is an idea perceived as new (Rosens, 1983),

not always reasonable to expect one to overnde all others in
producing change. On the other hand, defining utilization as
“factoring information into the decision process” may cre-
ale & criterion oo broad o be measured.

5till, we prefer the looser definition. The stricter defini-
tion, in terms of behavior change, implies a superionity on
the part of the agent providing the information, In some
medical cases, for example, “adaptive noncompliance” with
arecommended reatment regimen may be justified (Deaton
and Olbrisch, 1967} In some instances, patients may know
better than their doctors what is best for them. Do such per-
sons fail to utilize medical advice? We are reminded here of
the distinction made years ago in studies of leadership be-
havior bepween “successful” and “effective” leaders. Suc-
cesaful leaders are those who manage 1o get people to follow
them; effective leaders are those who know the rght direc-
tion in which to lead. Unforunately, the dimensions tend o
be grmhogonal, so that we have cases of leaders who per-
suade people fo follow them into disaster. Unilization of in-
formation, if the information is incorrect, will result in a bad
outcome. Some vears back, it was common practice o ad-
minizter oxygen under pressure (o prematurely born infants,
& practice that produced many cases of subsequent blindness
{redrolental fibroplasia), Presumably, that pructice, if not ex-
acthy reflecting a guideline, was in response to promulgated
doctrine (Lambert, 1978). A hospital that resisted the prac-
tce on & considered basis would not have been regarded as
failing to utilize information.

Adoption. When an idea, a practice, or & method of do-
ing something 15 incorporated into normal procedures, “adop-
tion" has occurred. Many hospitals adopted the practice of
administering oxygen to prematurely bom infants. Some did
not, whether becouse they thought it an unwise practice or
because they lacked the resources and equipment o do so0.
The 55-mile-per-hour (mph) speed limit was adopied
throughowt the United States under the threat of oss of Fed-
eral funding for highway construction. Under pressure from
the U5, Congress, State legislatures voded for the lower speed
limit, and signs announcing the 53 mph limit were erected
along all interstate highways. By contrast, legislation man-
dating seatbeli use 1s more slowly being enacted by the States;
that is, adoption is slow and limited.

Adaptation. Adoption of any innovation without some
adjustments or other allowances for local concerns is prob-
ably rare. " Adapiation™ is the process by which an innova-
ton is rendered more accepiable and suitable for local use.?
Adaplations may be minot and of no critical consequence,
or they may be extensive and fraught with consequences, In
some cases adaptation may be so extensive that the charac-
ter and force of the onginal innovation are bost. If, for ex-
ample, guidelines are introduced in such a way that they can
be adapied to local conditions, they might he watered down
to such an extent that they could not possibly have any effect
on practice. Although the 55 mph speed limit was adopted in
all States, it was adapted considerably in many States, as
reflected in the levels of enforcement. These levels varied so
much that Federal legislation was required to ensure at least
minimally satisfactory results; that is, reduced speed.

2 The concepl of adaptaiion, s delined here, is essentally similar 1o the
concepl of fe-dav@ntios, the process ibdoagh which the vsers of &n isnove-
tom change the insovarion & i diffieses (Rogers, 1983).



Effective Dissemination

AHCPR's Center for Research Dissemination and Liai-
son has conflated the concepts of dissemination and wriliza-
tion and has formulated the idea of “effective dissemination,”
a5 reflected in the name of the conference from which this
volume derives. The idea of effective dissemination may not
always be appropriate, as it implies that what is disseminated
should be pot into practice. Such a high level of certainty in
predicting the consequences of innovations, even by experts,
is not always possible, Mot all innovations prove wise in the
long run, and adaptations are very ofien necessary. If one
means by “effective™ only that information will be consid-
ered in the course of decisionmaking, it may be difficult o
determinge whether effective dissemingtion has ccourred.

For the purposes of this volume, however, we propose that
effective dissemination is exemplified by promulgation of a
guideline for practice identified by the recommendations of
experts or by a synthesis of research-based knowledge, fol-
lowed by acceplance and change in practice in the relevant
apdience or ComMmumnity.

In the lerature on dissemination, overiap exists among
all these terms: for Instance, Backer (1991a}), plossing a va-
ricty of terms, includes both adoption and adaptation pro-
cesses i his defintion of “knowledge utilization.”

Guidelines

Although the sk of effectuvely disseminating health and
clinical information extends far beyond the boundaries of
what are termed “guidelines,” it constituies the major challenge
13 AHCPR at present. The term will eventually be defined by
practice a5 guidelines gradually are written and published,

The term “guidelines™ is used in quite different ways. The
word has so little force in some usages that one wonders
whether promuolgating guidelines is worth the effort, At the
olher extreme, an individual guideline may be regarded as
offering so little lattude in performance thar its dissemina-
tion, even its formulation, may be met with greal resisiance
and uitimate defiance. O, if not met with ovent defiance, an
unaccepiable guideling will be subveried and rendered ingf-
fective, A number of years ago, investigations suggested that
LLS. physicians were adminisienng (oo many injections of
“inferon’ {iron] to elderly patients, and these injections were
proscribed. Physicians simply shifted 1o other injectable
drugs, perhaps in part to maintain their ipcomes but also,
very likely, 1o satisfy their patients.

Analogies From Traffic Regulation

It may help 1o consider traffic guidelines as analogies and
determine where, on some scale of seripusness of intent and
consequences, medical guidelines mighe Fall,

A very basic traffic guideline is that one should drive on
the right side of roads and streets. That guideline usually
poses no problem, and nearly everyone is in conformance
with it nearly all of the dme, 5dll, the guideline is readily
ignored when people are driving on rough mural roads or
streets with large potholes, or when they are in their own
neighborhoods and wani to check their mailboxes. The guide-
line 15 slightly more compelling if one is driving on & strest
of road with a clear center line marker. A medical guideline
&l that level would sugpest something kke, “This is a good

idea, but if anything comes up to suggest otherwise, don't
hesicate 1y ignore ik

A stronger guideline is a speed limit, which suggests that
one's behavior should be substantially constrained, although
it without fair latitode. On the other hand, a posted speed
limit may mean that one’s behavior should be sharply con-
strained if a police vehicle is nearby. Speeding is usually a
serious violation only if it is fairly flagrant. A medical coun-
terpart to a speed limit would be a guideline thar suggesied
some limitation on practice, but not a severe one, unkess one
is being watched. For example, “Don’t do too many extra
sonagrams, and none if you think your practice might be
apdited,”

Still stronger traffic guidelines are represented by the pro-
hibition against crossing the double yellow center line, by
stop signs, and by stop lights. These traffic “guidelines™ are
expected o be obeved under nearly all conditions, and, al-
though one may get away with occasional viclations, one
must expect that they may be enforced at any time. Yiola-
tions of these guidelines carry penalties that, while ot ordi-
narily severe, may be reflected o quite severe penalties if
the consequences of a violation are serious; if, for example,
an injury or accident occurs. Medical guidelines of a similar
pature would be very sharply defined and strongly prescrip-
tive, By implication, violation might be regarded as a basis
for charges of dereliction if a case ended badliy.

Finally, the legal guidelines that prohibit driving under the
influence of alcobol are absolute, Enforcement is not casy
nor uniform, but the consequences are quite serious if one 14
caught. The cthical and legal proscription of sexual contsct
berween physicians and their patients has something of the
same character. Probably many, mavbe most, violations are
not deiecied, but when they are, goilty clinicians pay very
strong penalties, 1t is not likely that guidelines for practice
should ever have such an absolute standing, but if guidelines
ever become involved in medical molpractice, they might
achieve that sgarus.

Background

This volume and the 1991 Tucson conference that il re-
ports are by no means the first effort to better understand the
effective dissemination of health and clinical information.
Two previous conferences, one in 1972 and one in 1980, were
held under Federal health agency sponsorship and were in-
tended to bring together what was then known about the dis-
semination of health and medical innovations, The first con-
ference was organized by Professor Gerald Gordon, a soci-
ologist at Commell University, and the edited volume from
that gathering is entitled The Diffuston of Medical Technol-
ogy: Policy and Research Planning Perspectives (Gordon and
Fisher, 1972). The second meeting, held al a conference cen-
ter in the Pocono Mountaing, was organized by scholars in
the Sloan School of Management st Massachusetts Institute
of Technology. The proceedings from this 1980 conference,
Hiomedical Innovation (Roberts, Levy, Finkelstein, and oth-
ers, 1981}, stressed & diffusion-of-innovations perspective,

These three conferences over a 20-year period indicate
the ongoing Federal Government and scholarly interest in
better understanding the process through which the results
of biomedical scientific advances are disseminated to practi-
tioners in order 1o improve the guality of medical and health



care in the United States. Research on this dissemination
process indicates that it is often complex and relatively slow,
and that it is not always as effective as Federal policymakers

might desire.

Knowledge Utilization and Change

As already mentioned, the word effecrive is the bridge
between dissemination and wtilization of health information
as we have defined these terms. It may be helpful o this
point to clarify the overall goal perspective to which this
bridge leads and why the word gffecrive is so imporant. In
the context of health care, what does effective mean? What
is the ultimate goal of disseminating health information 1o
providers, policymakers, researchers. and consumers”

The answer has already been stated in several ways and
perhaps is obvious, but it is an answer we often do not keep
in full perspective. All too often we concentrate either on the
message—the content of an exciting new technology, ad-
vances in practice, or policy directive; or on the medium—
the equally exciting technologies representing delivery sys-
tems, some of which are detailed in this volume.

The titles of the chapters that follow are a reminder of the
need 1o keep in mind both the medium and the message of
effective dissernination. The goal of sending out the mes-
sage (that we hope is valid) through the delivery system (that
we hope will function satisfactorily) is wrilization, the actual
use of the idea, practice, or technology in some new setting.

Use, of course, may or may not mean change. Informa-
tion may confirm a practice that works well and thereby
mobilize support for maintaining the status quo. As George
Bernard Shaw said, “If it is not necessary to change, it is
necessary not o change.” We may forget that essential prin-
ciple in studies and interventions directed at dissemination
and utilization of health information.

One of the overarching conclusions of 70 vears of research
on dissemination and utilization of information (which be-
gan in the 1920s with studies of farmers implementing new
farming 1echnologies and teachers adopting new educational
practices) is that dissemination alone is usually not enough
to bring about change (Rogers, 1983). In psychotherapy the
common wisdom is that “insight does not necessarnily lead o
behavioral change.” The Bible has an interesting view on
this subject as well, in the Book of James: “What doth it
profit, though & man say he hath faith, and hath not works?
By works a man is justified, and not by faith only.”

Sadly, the world of heelth care is replete with examples of
information dissemination efforts that failed to lead to much
utilization, either in the direct or Shavian sense, Later chap-
ters in this volume have much to say about the many barriers
to getting information used (e.g., see the McGuire chapter).
And as important as it is to examine methods for dissemina-
tion, considering strategies for use may take us closer o the
ultimate goal of improving the quality and cost-effective-
ness of health care in the United States.

The Human Side of Change

Another challenge to effective dissemination is to apply
existing knowledge of the subtle and complex human dy-
namics associated with change by individuals or institutions.
In & consultation with & State emergency medical services

(EME) agency (Backer, 1991), it became stunningly appar-
ent that the two masl importam barriers o effective dissem-
nation and use of new practices and programs in the 5tate
were the State EMS direcior, who wias burned out and mildly
depressed, and the most eminent EMS physician in the State,
who carried a long-standing grudge against the State agency
that no one wanted o talk abowt or try 1o resolve. Bringing
about effective research utilization in those circumstances—
and we suspect they are not uncommon—-would require acu-
men and skill beyond what is required for constructing and
delivering persuasive messages, Human concerns and prob-
lems constantly stand in the way of effective change in health
care and may be just as important as monetary shorifalls or
technical flaws in the innovations themselves.

In today’s evolving environment of humanism and a com-
munity and family base for health care, it is ironic that group
and interpersonal dynamics should constitute obstackes 1o
change. Humanity and focused anention on human needs
are a3 much a part of successful dissemination and uiiliza-
tion as they are of good medical practice. If the human as-
pect is ignored, medicine i3 reduced to the application of a
cold technology, and outcomes suffer when the fears, confu-
sions, hopes, and pride of patients and their loved ones are
ignored or undervalued. The same considerations apply in
health care practices or organizations, in which real, volner-
able human beings are the potential implementers of change.
These human dimensions are expressed as resistance 1o
change, paranoid anxiety about sharing information. and feel-
ings of depression and loss when new programs replace old
ones, even if all agree the new are better. This is the human
side of change, and it affects large health care institutions
and Federal agencies just as much as it affects the frightened
elderly person contemplating hip surgery.

Keeping the human face on dissemination and utilization
is a critical ingredient for success in the improvement of
health care, and extensive collaboration and cooperation will
be required to ensure that this happens. Jonathan Lomas, the
keynote speaker at the conference, referred to “values as en-
zymes™ that are used to digest and transform information to
make it usable. Such “modersor variables” need careful study
if we are to make sense of the comples processes of utilization.

Finding everyday analogies for the phenomena that we
study at the meta-level also is important as a way of keeping
the humnan face of change in view. Rogers {1983) has spent
many years studying linkage agents as an important factor
in promoting the diffusion of innovations. His work is well
encapsulated by M. Samuels (personal communication, Sep-
1ember, 1991}, who commented that for a long time he had a
translator for general news information, data that he could
use better because it was selected and interpreted for him.
His linkage agent was his wife, who provided this service at
mealtimes, until she left that volunteer position to go to work!

An Orientation toThis Volume

The following are a few suggestions of context and
followthrough for ebsorbing the ideas in this volume,

# We must constantly remind ourselves that utilization typi-
cally requires change, and change is difficalt. The effort
to change results in both individual and organizational re-
actions of a psvchological nature. If these reactions are



not attended to, they can derail a potentially froitful change
effort. Mo matter how complex the technology or program,
the human face of change must be constantly in our view,
or wie are likely to fail.

* In health care, we need to continue exploring ways o con-
pect with the multidisciplinary field of knowledge utiliza-
tion. This field now includes more than 10,000 literatre
citations, iwo international professional societes with an-
nual meetings, two scholardy journals, and many as-vei-
unexpiored oppormanities for interface. Two recent reviews
are the March 1991 Special [ssue of Knowledge: Creation,
Diffusion, Ltilipation, which concerns knowledge uiiliza-
tion activities in Federal agencies, and a small book pub-
hished by the Mational Institute on Drug Abuse, Drug Abuse
Technology Transfer.

The Knowledge Utilization Society is the leading profes-
sional society in this field, and a number of participants in
the conference on which this volume is based are invalved
with the society. Tom Backer is the former president; Susan
Salasin of the Natonal Institute of Mental Health is the cur-
rent president; Shirley Meehan of the Department of Veter-
ans Affairs is treasurer; and Ev Rogers, Robert Boruch, and
Jack Rothman are board members. The society held its 1992
conference in the Hall of the States in Washington, D.C.,
where the theme was building linkages between the academic
commaunity and public governance and service agencies.

* [n reference o the adoption of innovations by health care
organititions, a body of largely untapped resources could
be provided by the management sciences, specifically the
field of organization development and planned change. For
30 years the Human Interaction Research Institute (HIRD)
has been studying how these concepts and strategies can
be applied to health care, HIRI finds a tremendous poten-
tial fior the adaptation of strategies that work in the corpo-
rate community to the public sector, as well as to private
for-profit health care organizations.

Another way of casting the distinctions between dissemi-
nation-and wtilization is worth noting. Television comedian
Steve Allen, never at a loss for a clever remark, once was
asked by a man in his television studio audience, “Mr. Allen,
do they get vour program in Chicage?" Allen, without miss-
ing a beat, responded, “They see it, but they don't get i1’ 5o
the larger perspective on effective utilization can be kept in
mind by simply asking ourselves periodically: Are we talk-
ing about getting it or just seeing it?

History of Knowledge Utilization

"The notion of adapting knowledge 1o the needs of soci-
ety,” according to Rich (1979, p. 18), “dates back o the
Greeks and is & theme running through much of Western
thought.” Rogers (1983) traced the history of knowledge uti-
lization as a specific field of inguiry back to the Eurcpean
beginnings of social sclence, with Gabriel Tarde's Laws of
Imitation and early British and German- Austrian anthropalo-
Eists known as the “diffusionists.” Work in the history of
philosophy and science and in applied social research also
underlies the field. Knowledge utilization as a field of re-

search and scholarly activity reflects the increasing impor-
tance of knowledge in all homan activities (Rich, 1979; Dunn,
Helzner, and Zaltman, 1985),

Three waves of knowledge utilization activites have oc-
curred in America (Backer, 1991a),

First Wave: 1920 to 1960

The first wave in America began in the 1920s, with siwd-
ies concerning the diffusion of agriculeral innovations 1o
farmers and of new teaching ideas to school personnel. The
1943 hybrid seed-com study by Ryan and Gross “more than
any odher study, influenced the methodology, theoretical
framework, and interpretations of later students™ (Rogers,
p. 33). Most of the stadies conducted during this period con-
centrated on inpovation adoption by individuals, President
Herbert Hoover's Research Committee on Social Trends, in
1928, was the first sysiematic effont (o shape policy that would
help make science more applicable to the needs of society.

After World War [1, increasing atténtion was given to the
processes of knowledge production, dissemination, and ap-
plication. The period since 1945 has been characterized as
the “information age.” and an “information explosion™ has
occurred in almost all areas of human endeavor, including
the health, education, and human services fields. The pro-
duction of more knowledge, of course, increased the motiva-
tion to devise and test strategies for promoting its wider use.

Second Wave: 1960 to 1980

The second wave of interest and activity emphasized the
dissemination and use of innovations emerging from research
and demonstration activities and from innovation adoprion
by erganizations as well as individuals. In the late 1960s and
1970s, agencies such as the National Institute of Mental
Health, the Vocational Rehabilitation Administration, the
Office of Education, and the Depanment of Labor launched
programs of offices concemed with this topic. Funding be-
came available for research on methods of utilization and
for providing technical assistance to researchers and 1o po-
tential adopters to increase the application of federally spon-
sored research by both individuals and organizations.

Federal interest in knowledge utilization during this pe-
riod was motivated by (1) a desire for rapid technologic
change to stimulate greater economic growth, (2) a desire to
enhance the wansfer of echnology emerging from deéfense
and space-related research, and (3) a desire to promote the
adoption of innovations emerging from research and dem-
onstration funding provided by Federal health, education,
and hurnan services agencies,

In particular, President Lyndon Johnson's Great Society
and his War on Poverty launched new programs at substan-
tial Federal expense. Questions raised about the effective-
ness of these programs led to the development of the field of
program evaluation, Federal funding also became available
for research utilization ectivities intended to demonstrate the
practical applications of research connected with thess programs.

Dissemination activities proliferated, such as the creation
of information clearinghouses by many Federal agencies in
order to provide access for researchers, scholars, consum-
ers, and policymakers. Targeted publications and other print
dissemination mechanisms were experimented with as ve-
hicles for “getting the word out™ (U.5. Congress, Office of
Technology Assessment, 1988),



During this period, the Brim Commission, the National
Academy of Sciences Study on Social Besearch and Devel-
opment, the Commission on Federal Paperwork, the
President’s Domestic Policy Review oo Innovations, and
other blue-ribbon commissions studied problems and oppor-
tupities associated with the proliferation of knowledge and
the need o facilitate i1 wider use. Strategies for promoting
transfer between government-sponsored activity and the pri-
vate gector were emphasized in the Stevenson-Weidler leg-
itlation enacied by Congress in 1980 (and subsequently in
the Technology Transfer Act of 1986),

This increased emphasis on knowledge uulizaton led to
its further development as a field of professional and schal-
arly sctivity. In 1975, the Jowrnal of Technology Transfer
began publishing, In 1972, Knowledge was founded, followed
in 1988 by Knowledge in Society. These are the main jour-
nals of record for scientific and scholarly activity on the sub-
ject of knowledge uiilization, The iwo professional societies
ini this ares are the Technology Transfer Society, founded in
19735, and the Knowledge Utilization Society {originally the
Howard Davis Sociery), founded in 1985,

Mumerous research studies conceming knowledge utili-
zation were conducied during the second wave of activity.
Drizzemination and vtilization strategies that were tested in-
cluded print materials, films, videotapes, audiocasseties, con-
sultation, organization development, technical assistance,
network arrangements, raining conferences and workshops,
and participant observation. Nonprofit research institutes and
university-based programs dedicated 1o work in this area were
begun, such as the Center for Research on the Linlization of
Scientific Knowledge at the University of Michigan, the Hu-
man Interaction Research Institute, and the University of Florida
Rehahilitation Research Instinute on Research Ulilization,

Interlude: The 1980s

The Reagan administration ook a different posture from
that of 115 predecessors on the role of the Federal Govern-
ment in health, education, and human services, one of very
limited involvement and reduced Federal activity. Block
grunts became the preferred mechanism for diffusing re-
souTCes 10 utilization sctivities, and the total investment was
sharply reduced. Many of the programs of the 19605 and
19705 were ended,

Third Wave: 1990 to Present

The third wave of knowledge utilization activity began with
the arrival of the Bush administration, with its greater em-
phasis on Federal partnerships with State and local entities
to improve health, education, and human services. Inierest
in policy, research, and programmatic activity regarding
knowledge utilization also increased, The 1989 hearings on
dissermination and utilization, beld by Congressman Chwens
and the Subtommittee on Select Education in the U5, House
of Representatives (Klein, 1989), and the policy discussions
by several Federal agencies during the 1990 and 1991 meet-
ings of the Knowledge Utlization Society are also pan of
these developments.

Many Federal agencies are currently initiating or revital-
izing knowledge vtilization programs, particularly agencies
with substantial intramural and extramural research activi-
ties. For instance, the Human Interaction Research Institute
has worked with the National Institute on Drug Abuse (NTDA)

to develop a “research technology transfer program,” the first
in NIDA's history. Backer (1991b) analyzes the knowledge
utilization programs of 15 other Federal agencies in the search
for appropriate concepls, models, and sirategies that can be
used by NIDA in its developing program. Agencies in health,
education, and human services can be classified using o four-
level scheme:

Level 1 — Dissemination (D). Programmatic activi-
ties, conducted internally or by external grantees/contrac-
tors, are limited to dissemination through vehicles such as
publications and information clearinghouses, An example is
the Mational Institute on Aging.

Level 2 — D + Utllization (U). Programmatic activities
also include efforts o promote wiilization through targeted
funding, technical assistance, and other strategies. Examples
include the Office of Matemal and Child Health, National
Institute of Mental Health, Mational Cancer Institute, and
the Department of Veterans Affairs,

Level 3 — D + U + Research on knowledge utili-
zatlon processes (R). In addition 1o programmatic knowl-
edge uilization scuvites, funding extsts for extramural re-
search on knowledge otilization. Examples include AHCPR,
Bureaw of Health Professions/Health Resources and Services
Administration, and National Instituie on Dizahility and
Rehahilitation Research.

Level 4 — D + U + R + Integrated system for knowl-
edge utilization (). In addition to programmatic and re-
search activities, af this level an integrated master plan for a
knowledge wiilizaton system exists, including a defined
policy for Federal agencies. Examples include the Office of
Educational Research and Improvement and NIDA.

Federal agencies oulside of the health, education, and hu-
man services areas, such as the Federzl Extension Service of
the Department of Agriculure, Depantment of Defense/Ma-
tional Aeronautics and Space Administration, and Depart-
ment of Transportation, aleo have vigorous dissemination and
utilization programs.

Some Federnl agency programs have started moving up
this four-level scale during the past 2 yvears, For instance, the
director of the Mavonal Institute on Disability and Rehabili-
ttion Research, Dr. William Graves, in his April 1990 invi-
tational address 1o the Society for Knowledge Utlization and
Planned Change, declared that knowledge utilization is the
“number one priority” of his agency. A long-range planning
process that will likely result in the development of a level-
4 integrated system for this agency is already under way.

Top-level policy support for knowledpe utilization is be-
coming more common within Federal agencies. Assistant
Secretary of Education Christopher Cross signed and imple-
mented an agencywide “policy on knowledge utilization™ for
the Office of Educational Research and Improvement, which
is now being carried put through a number of new activities,

The policy relevance of knowledge vtilization also is be-
ing acknowledged at higher levels. For example, a 1988 In-
stitute of Medicine (10M) study on the future of public health
identified utilization of knowledge as a main priority, call-
ing for “an instinotional home in each State and ar the Fed-
eral level for development and dissemination of knowledge,
including research, and the provision of technical assistance
to lower government and (0 academic institutions and vol-
uniary organizations” (Instiiute of Medicine, 1988, pp. 153=
154}, Former Assistant Secretary for Health Tames Mason is




& co-guthor of the IOM report, and near the mid- 15990z, broad
new support for knowledge utilization activities appears (o
be in the offing.
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