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Forum

                       Purpose:     A gap between research and practice 
in many nursing home (NH) care areas persists 
despite efforts by researchers, policy makers, advo-
cacy groups, and NHs themselves to close it. The 
reasons are many, but two factors that have received 
scant attention are the dissemination process itself 
and the work of the disseminators or change agents. 
This review article examines these two elements 
through the conceptual lens of Roger ’ s innovation dis-
semination model.     Design and Methods:     The 
application of general principles of innovation dis-
semination suggests that NHs are characteristically 
slow to innovate and thus may need more time as 
well as more contact with outside change agents to 
adopt improved practices.     Results:     A review of 
the translation strategies used by NH change agents 
to promote adoption of evidence-based practice in 
NHs suggests that their strategies inconsistently refl ect 
lessons learned from the broader dissemination liter-
ature.     Implications:     NH-related research, policy, 
and practice recommendations for improving dissemi-
nation strategies are presented. If we can make better 
use of the resources currently devoted to disseminating 

best practices to NHs, we may be able to speed 
NHs ’  adoption of these practices.   

 Key Words:     Dissemination  ,   Diffusion  ,   Translation 
research  ,   Implementation  ,   Evidence-based practice        

 This paper addresses a question that continues to 
challenge researchers, practitioners, and regulators: 
How do we translate what has been learned from 
research into daily practice in  nursing homes 
( NH s) ? Numerous studies and reports have docu-
mented this translation gap in a wide range of NH 
care areas ( Chu, Schnelle, Cadogan, & Simmons, 
2004  ;   Schnelle et al., 2003 ;  Simmons et al., 2003 ; 
 Thakur & Blazer, 2008 ). The literature also identi-
fi es numerous reasons for this gap. Lack of staff 
knowledge, high turnover rates, understaffi ng, 
inconsistent regulatory practices, poor or no fi nan-
cial incentives to improve care, and weak manage-
ment caused in part by inaccurate information 
systems — all have been cited and examined in the 
literature as barriers to evidence-based practice in 
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NHs ( Donoghue, 2010  ;   Harrington et al., 2000  ; 
  Jones et al., 2004  ;   Wiener, 2003 ). Another reason 
for the gap is that we have only limited evidence 
about the best ways to translate NH research in to 
day-to-day practice. As we discuss in this review 
article, a number of researchers, funders, and 
improvement advocates currently are engaged in 
translating research into practice in NHs, in the 
United States as well as other countries, including 
Europe ( Meesterberends, Halfens, Lohrmann, & 
de Wit, 2010 ), Canada ( Estabrooks et al., 2009 ), 
and Australia ( Bartlett & Boldy, 2001 ). Although a 
few case studies have profi led facets of their work 
( Yuan et al., 2010 ) and other studies have called for 
improved dissemination of best practices ( Ouslander, 
2007 ), none has critically analyzed the translation 
process ,  that is, the steps or approaches these change 
agents take to disseminate evidence-based practices 
by NH providers. This represents a missed opportu-
nity: A thoughtful evidence-based approach to 
translation could mitigate the hampering effects of 
NHs ’  organizational barriers to change, making 
 large- scale improvements more likely. Such an 
approach is also fi scally prudent at a time when 
funders are looking for results from their substantial 
development investments in new care interventions. 

 This review aims to fi ll this knowledge gap by 
examining NH translation efforts through Rogers ’  
conceptual model for disseminating new inter-
ventions ( Rogers, 2003 ; see also  Gladwell, 2002  ; 
  Green & Kreuter, 1999 ;  Rowe, de Savigny, Lanata, 
& Victora, 2005  ;   Titler, 2008 ). In his text,  The 
Diffusion of Innovations   (Fifth Edition) ,  Rogers 
(2003  , p. 6)    describes innovation dissemination as 
a process that leads to   “  social change .   ”   For the 
purposes of this paper, effective translation strate-
gies are those strategies, actions, and programs 
that lead to the adoption of evidence-based or rec-
ommended practices that in turn are associated 
with change, as measured by improvements in NH 
processes or outcomes. 

 Rogers further describes innovation dissemina-
tion as a process involving four elements: ( a ) an 
innovation (e.g., a new or previously untried idea   or 
practice) disseminated to ( b ) members of a social 
system via ( c ) a communications channel ( d ) over 
time. Research across multiple disciplines has led to 
a body of general evidence-based principles about 
how innovations spread through this process. The 
fi ndings also show that each dissemination area 
infl uences the other elements of the process. Thus, 
for example, an innovation ’ s attributes can infl uence 
how quickly it is adopted; similarly, characteristics 

of a target group can affect its intervention adoption 
rate ( Rogers, 2003 ). Because the four elements are 
interrelated, how the dissemination process works in 
practice depends on the specifi c context ( Rowe et al., 
2005  ;   Titler, 2008 ); an innovation that works in one 
environment may perform differently in another. 
With this in mind, this review ’ s fi rst section discusses 
the four-part dissemination process as it applies to 
known characteristics of the NH system in the 
United States. This allows us to make some initial 
assumptions about the ability of NHs to adopt new 
interventions and to gain insight into how external 
change agents  —  those NH researchers, advocates, 
funders, and policy makers working to bridge the 
gap between research and practice  —  should struc-
ture their work for best results. We then assess the 
extent to which this group ’ s present efforts align 
with key principles of innovation dissemination. In 
part two, we discuss strategies for strengthening the 
work of change agents.  

 Innovation Dissemination Principles and NHs  

 The Innovation 
 Wh ereas  30 years ago long-term   care experts 

acknowledged that little was known about strategies 
for improving NH care ( Institute of Medicine, 1987 ), 
today there is growing consensus about a number 
of best-care practices, ranging from pain assessment 
( Chu et al., 2004 ) to incontinence management 
( Schnelle et al., 2003 ) to depression management 
( Thakur & Blazer, 2008 ) and even bathing ( Rader 
et al., 2006 ). Despite these advances, studies have 
shown that relatively few NHs implement recom-
mended care practices (e.g.,  Resnick, Quinn, & 
Baxter, 2004  ;   Schnelle, Ouslander, & Cruise, 1997 ; 
 Thakur & Blazer ;  Watson, Brink, Zimmer, & Mayer, 
2003 ;  Wipke-Tevis et al., 2004 ). One reason may 
   be the design of the interventions  themselves . 

 Dissemination research has shown that new 
interventions are most likely to be adopted if they 
are perceived by the end   users as a real improve-
ment, are compatible with existing practices, are 
simple to understand and use, can be tried on a lim-
ited basis, and lead to visible results ( Pronovost & 
Vohr, 2010  ;   Rogers, 2003 ).  Schnelle and colleagues 
(1997)  have argued that few NH interventions meet 
these standards. They as well as researchers in 
related health   care fi elds ( Green & Kreuter, 1999 ; 
 RE-AIM.org, 2011b ) contend that such implemen-
tation considerations are often shortchanged in 
controlled research trials aimed fi rst and foremost at 
demonstrating an intervention ’ s effectiveness   . Rarely 
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are new NH interventions retested and refi ned 
under usual care conditions, taking into account 
feedback from end   users. The result is that well-
intended interventions may be simply impractical 
to implement without thoughtful modifi cations to 
address translational barriers. 

 Nevertheless, there is evidence that some 
re searchers are working to ensure that recom-
mended NH interventions can be implemented. To 
cite a recent example, concerted efforts were made 
to ensure that nurses could conduct the new feder-
ally required resident assessment (the Minimum 
Data Set 3.0) in a reasonable period of time ( Saliba, 
2008 ).  Schnelle (1990)  and  Simmons and colleagues 
(2008) , working to improve incontinence care and 
mealtime assistance, respectively, have developed 
effi cacious streamlined clinical interventions as well 
as reliable validated protocols for targeting and 
monitoring these interventions in a time-effi cient 
manner. Meanwhile ,  advocacy groups, such as the 
national coalition on  Advancing Excellence in 
America ’ s Nursing Homes (2011) , are encouraging 
NHs to use quality improvement methods that 
help ensure that new interventions are feasible to 
implement. 

 Practical designs or approaches for improving 
care, however, are no guarantee that the new inter-
ventions will be adopted ( Schnelle, McNees, 
Crooks, & Ouslander, 1995 ). Indeed, there is little 
evidence that  NH s have widely implemented the 
improvement approaches recommended by  Schnelle 
(1990) ,  Simmons and colleagues (2008) ,  and  the 
Advancing Excellence campaign  —  or many other 
research and advocacy groups for that matter. In 
this regard, feasible interventions are perhaps best 
viewed as necessary but insuffi cient to prompt 
NH improvements.    

 The Social System 

 Certain organizational characteristics  affect  the 
adoption of new interventions. Generally, an orga-
nization is more likely to adopt a new practice if it is 
less bureaucratic and regulated ,  has uncommitted 
resources ,  has a staff with a relatively high level of 
knowledge and expertise ,  and has a horizontal staff-
ing structure ( Rogers, 2003 ;  Titler, 2008 ). By these 
standards, few NHs qualify as innovative organiza-
tions, for as a whole they are highly regulated, often 
understaffed and hierarchical ( Harrington et al., 
2000 ), and employ direct-care staff comp o sed largely 
of low-wage workers with little formal training 
and high turnover rates ( Donoghue, 2010 ). 

 One strategy for enhancing innovativeness is to 
work to eliminate the structural barriers that stifl e 
it. Because some NH industry characteristics, such 
as regulatory oversight, pay rates, and workloads, 
are unlikely to change in the near-term in ways that 
enhance facilities ’  innovativeness, many change 
agents have focused their efforts instead on charac-
teristics more amenable to change, especially staff-
ing practices. For instance, some now advocate 
adoption of staffi ng practices intended to improve 
staff satisfaction and thus reduce turnover rates 
( Advancing Excellence in America ’ s Nursing Homes, 
2011 ). But such approaches face a Catch-22 in 
that they require NHs to fi rst innovate (e.g., adopt 
new staffi ng practices) in order for them to become 
more innovative. 

 An alternative strategy is to   “  work around  ”   struc-
tural barriers to change in ways that mitigate their 
infl uence on implementation practices. This approach 
opens the door to progress in the face of potential 
obstacles. It is employed, for instance, whenever 
researchers, as discussed earlier, design interventions 
that can be readily implemented even in resource-
constrained NHs ( Saliba, 2008 ;  Simmons et al., 
2008 ). Apart from intervention    design, however, 
much of the research literature is silent about whether 
a particular   “  translation  ”   strategy (as opposed to a 
clinical intervention) was explicitly designed to 
accommodate staff whose members have varied 
training levels, high turnover rates, and heavy work-
loads. However, a new trend may be emerging. A 
few recent reports describe translation strategies 
whose designs could help compensate for NHs ’  
organizational barriers to change. One study, for 
example, tested a distance coaching course struc-
tured to reach NH staff at multiple levels and to pro-
vide extra support to those homes confronting 
staffi ng challenges ( Rahman, Schnelle, Yamashita, 
Patry, & Prasauskas, 2010 ). Similarly, a few multi-
faceted translation studies have provided multilevel 
training with follow-up coaching to help NHs 
improve care ( Hutt et al., 2006 ;  Jones et al., 2004 ; 
 Rantz et al., 2011 ). These studies reported improve-
ments in some process and outcomes measures —
 related to incontinence care ( Rahman et al., 2010 ), 
pneumonia treatment ( Hutt et al. ), pain management 
( Jones et al. ), and overall quality as well as pressure 
ulcers and weight loss    ( Rantz et al. ). But the improve-
ments were often more limited than expected and the 
staffi ng problems more challenging. Additionally, 
the studies involved relatively few intervention 
NHs (from 1 to 29) and some relied only on NH 
supervisors ’  self-reported process measures ( Rahman 
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(2003  , p. 6)    describes innovation dissemination as 
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innovation (e.g., a new or previously untried idea   or 
practice) disseminated to ( b ) members of a social 
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for example, an innovation ’ s attributes can infl uence 
how quickly it is adopted; similarly, characteristics 

of a target group can affect its intervention adoption 
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funders, and policy makers working to bridge the 
gap between research and practice  —  should struc-
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extent to which this group ’ s present efforts align 
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work of change agents.  
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are new NH interventions retested and refi ned 
under usual care conditions, taking into account 
feedback from end   users. The result is that well-
intended interventions may be simply impractical 
to implement without thoughtful modifi cations to 
address translational barriers. 

 Nevertheless, there is evidence that some 
re searchers are working to ensure that recom-
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it. Because some NH industry characteristics, such 
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agents have focused their efforts instead on charac-
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tural barriers to change in ways that mitigate their 
infl uence on implementation practices. This approach 
opens the door to progress in the face of potential 
obstacles. It is employed, for instance, whenever 
researchers, as discussed earlier, design interventions 
that can be readily implemented even in resource-
constrained NHs ( Saliba, 2008 ;  Simmons et al., 
2008 ). Apart from intervention    design, however, 
much of the research literature is silent about whether 
a particular   “  translation  ”   strategy (as opposed to a 
clinical intervention) was explicitly designed to 
accommodate staff whose members have varied 
training levels, high turnover rates, and heavy work-
loads. However, a new trend may be emerging. A 
few recent reports describe translation strategies 
whose designs could help compensate for NHs ’  
organizational barriers to change. One study, for 
example, tested a distance coaching course struc-
tured to reach NH staff at multiple levels and to pro-
vide extra support to those homes confronting 
staffi ng challenges ( Rahman, Schnelle, Yamashita, 
Patry, & Prasauskas, 2010 ). Similarly, a few multi-
faceted translation studies have provided multilevel 
training with follow-up coaching to help NHs 
improve care ( Hutt et al., 2006 ;  Jones et al., 2004 ; 
 Rantz et al., 2011 ). These studies reported improve-
ments in some process and outcomes measures —
 related to incontinence care ( Rahman et al., 2010 ), 
pneumonia treatment ( Hutt et al. ), pain management 
( Jones et al. ), and overall quality as well as pressure 
ulcers and weight loss    ( Rantz et al. ). But the improve-
ments were often more limited than expected and the 
staffi ng problems more challenging. Additionally, 
the studies involved relatively few intervention 
NHs (from 1 to 29) and some relied only on NH 
supervisors ’  self-reported process measures ( Rahman 
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et al., 2010 ). Thus ,   although  these studies hold prom-
ise, their fi ndings and limitations also suggest that 
more work is needed to develop and replicate 
a range of effective translation strategies that 
help overcome organizational barriers to change 
in NHs.   

 Communication 

 The third element in the dissemination process, 
communication is often divided into three types: 
 (a ) mass media, typically journals, and newsletters 
but also many conferences and webinars that trans-
mit information mostly one way to large audiences; 
 (b ) interpersonal channels, which involve repeated 
person-to-person exchanges between two or more 
individuals; and  (c ) interactive channels, which 
include the Internet and represent the newest, and 
consequently, least-tested communication channel. 

 Two general rules about communication chan-
nels are pertinent to this review. First, studies sug-
gest that mass media communications are most 
useful for promoting knowledge of new innova-
tions but less successful at persuading end   users to 
adopt the interventions ( Shojania & Grimshaw, 
2005 ;  Watson et al., 2003 ). Second, less innova-
tive systems often require more interpersonal com-
munications when deciding to implement new 
interventions ( Rogers, 2003 ). 

 NH  change  agents by and large have relied on 
mass media communication to promote evidence-
based practice. For instance, a research group will 
publish in an academic journal the results of its 
improvement intervention trial (e.g.,  Simmons et al., 
2008 ); a n  NH membership association will dissemi-
nate best-practice guidelines on improving care 
management (e.g.,  American Medical Directors 
Association, 2011 ); and an advocacy group will pub-
lish toolkits for improving NH care (e.g.,  Advancing 
Excellence in America ’ s Nursing Homes, 2011 ). 
The advantage of these and similar strategies is their 
relatively low cost and convenience. However, as 
noted earlier, they typically are insuffi cient to prompt 
adoption of new interventions ( Rogers, 2003 ). This 
may be especially true in organizations such as NHs 
that are organizationally less innovative, as described 
 earlier . Indeed, research fi ndings from long-term 
care suggest that simply providing NHs with quality 
improvement information does not result in wide-
spread change ( Rantz et al., 2001  ;   Resnick et al., 
2004  ;   Watson et al., 2003 ). 

 On the other hand, there is evidence that longer-
term interventions featuring regular exchanges, often 

face-to-face, between NHs and change agents lead to 
measurable improvements in at least some processes 
and outcomes ( Baier et al., 2004  ;   Hutt et al., 2006 ; 
 Jones et al., 2004 ;  Lynn et al., 2007 ;  Rantz et al., 
2003  ,   2009  ,   2011 ). Few of these strategies have been 
replicated, so again, more research is needed. In addi-
tion, these approaches can be costly and have proved 
challenging, though not impossible (see  Rantz et al. ), 
for change agents to sustain. For instance, the state 
Quality Improvement Organizations (QIOs) reported 
in a 2007 evaluation that onsite visits to NHs were 
their most effective change strategy, but because of 
budget constraints their most frequently used strate-
gies were conferences and information dissemination    
 (  Government Accountability Offi ce, 2007 ). 

 Against this backdrop is emerging evidence that 
change agents are using more interactive telecommu-
nications to increase contacts with NHs, in some 
cases over lengthy periods, without substantially 
increasing their program administration costs. A few 
initiatives, for example, have used regular telephonic 
coaching calls over several months to keep in touch 
with NHs enrolled in improvement programs ( Hutt 
et al., 2006 ;  Rahman et al., 2010 ). The  Advancing 
Excellence in America ’ s Nursing Home (2011)  cam-
paign recently added to its website software tools 
that enable NHs to analyze improvement data and 
compare their results  with  other NHs. And  Castle 
(2011)  recently reported positive results ,  including 
improvements in published quality measures, from a 
web-based tool, Staff Assist ,   which  helps NHs man-
age their staffs more effectively. These strategies may 
be especially appealing when change agents and the 
 NH  they target are geographically distant from each 
other. One potential drawback, however, is that 
many NHs are technologically defi cient. A statewide 
survey of Ohio NHs, for instance, found that fewer 
than half were making even moderate use of avail-
able information technologies ( Baker, Straker, & 
Deacon, 2009 ). Going forward, it will be important 
to evaluate NH use of technology-assisted transla-
tion strategies.  Although   Bakerjian and colleagues 
(2011)  and  Castle (2011) , for example, have dem-
onstrated that NH staff can use the Advancing 
Excellence and Staff-Assist tools, respectively, it is 
not yet clear that  NH s will use these online tools 
over the long run. Follow-up research is needed.   

 Time 

 Time is an often underestimated yet critical 
element of the dissemination process, for research 
has demonstrated that innovation adoption in 
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organizations is a staged process that can take 
months, even years to achieve ( Senge et al., 1999 ). 
In general, less innovative organizations require 
more time to adopt new interventions ( Rogers, 
2003 ). Thus, we can expect NHs — again, gener-
ally considered less innovative — to require more 
exposure to new interventions before implementing 
them fully. 

 Translation strategies that increase interpersonal 
interactions between change agents and NHs often 
do so at the expense of time — and vice versa. For 
instance, conferences, a frequently used change 
strategy, offer limited opportunities for groups 
to interact and exchange views; however ,  they 
also constrain contact to a short period, often 1 or 
2 days, for a limited number of staff members, 
typically only a few upper-level professionals. This 
may be insuffi cient time and contact for all but the 
most highly innovative NHs to work through the 
adoption-decision process. By contrast, translation 
strategies that make information available to all 
staff for long periods of time, such as web-based 
toolkits, often offer few opportunities for exchange 
between change agents and NHs. Cost is the likely 
culprit here, for as noted earlier, it traditionally has 
been expensive for change agents to offer ongoing 
collaborative support to NHs. But here again, 
one alternative worth exploring is increased use of 
interactive telecommunications, used either alone 
or in combination with face-to-face consultations.    

 Research, Policy, and Practice Recommendations 

 Drawing upon the foregoing review, this section 
presents recommendations intended to strengthen 
the work of NH change agents, especially funders, 
researchers, and quality improvement advocates.  

 Funding Organizations 

 Organizations that fund NH research can 
infl uence the development of new innovations 
with their support. Many funders have tried to 
hold researchers accountable for dissemination by 
requiring them to propose and implement dissemi-
nation plans for their research fi ndings, products, 
and interventions. Often, these plans are a weakly 
funded afterthought to the research plan. Com-
monly ,  they fail to advance the adoption process 
beyond the awareness stage, for they often center on 
information dissemination, through, for example, 
research reports and how-to toolkits. Additionally, 
they are carried out whether or not the research has 

produced results with wide applicability.  Although 
 well   intentioned   , there is no evidence that this 
funding strategy has facilitated the widespread 
adoption of evidence-based NH practices. 

 One alternative recommendation is that funders 
replace their dissemination requirement with a man-
date that NH researchers evaluate new interventions 
not only with respect to clinical effi cacy but also 
with respect to how feasible they are to implement. 
This policy recommendation is in keeping with a 
proposal articulated by  Schnelle and colleagues 
(1997)  more than a decade ago and reiterated by 
 Green (2007)  with his observation that,   “  If we 
want more evidence-based practice, we need more 
practice-based evidence.  ”   To facilitate these evalu-
ations, researchers could use a structured assess-
ment process, such as the RE-AIM Planning Tool 
( RE-AIM.org, 2011a ). Now widely used in health 
and public health research, this tool presents a 
series of   “  thought questions,  ”   under the categories 
of reach, effectiveness, adoption, implementation, 
and maintenance, which touch on innovation 
characteristics that promote adoption ( May & 
Finch, 2009 ) and serve as a planning checklist for 
new interventions. Completed as part of a fi nal 
report, the assessment results could help funders 
better allocate their dissemination dollars: Rather 
than dividing such funding among all grantees, 
regardless of research outcomes, they could now 
target those monies — in a second round of funding, 
for example — to the interventions most worthy of 
dissemination. A strength of this approach is that 
it begins to treat translational research as a science 
in its own right, recognizing that translation strat-
egies are themselves interventions that   “  require an 
evidence base of their own  ”   ( Shojania & Grimshaw, 
2005 , p. 140).   

 Researchers  

 Intervention Design Considerations. —   Whether 
or not funders require it, and for reasons already 
discussed, NH researchers who develop and test 
new care and quality - of - life (QOL) interventions 
(e.g., a depression or pain management interven-
tion) should evaluate these interventions for both 
effectiveness and ease of implementation. 

 Researchers should also consider testing new 
interventions under usual NH conditions and elic-
iting feedback from providers, for this approach 
will help ensure that new programs are feasible to 
implement. A one-step approach to testing both 
the effectiveness and effi cacy of new interventions 
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et al., 2010 ). Thus ,   although  these studies hold prom-
ise, their fi ndings and limitations also suggest that 
more work is needed to develop and replicate 
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in NHs.   
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face-to-face, between NHs and change agents lead to 
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will help ensure that new programs are feasible to 
implement. A one-step approach to testing both 
the effectiveness and effi cacy of new interventions 
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is to partner with NHs in the research process. 
In one such study, for example, the researchers ,  
in collaboration with staff in six NHs, refi ned a 
depression management intervention that resulted 
in improvements in residents ’  depressive symptom s  
( Meeks, Looney, Van Haitsma, & Teri, 2008 ). 
Sometimes called community-based participatory 
research, this partnership approach typically starts 
with identifi cation of a research topic of interest to 
the community — in this case, NH staff and residents 
( Community Based Partnerships for Health, 2011 ). 
In this way ,  it stands in contrast to the usual prac-
tice of studying topics researchers believe should be 
of interest to providers ( Applebaum & Leek, 2008 ).   

 Follow-up Considerations . —    Once a new inter-
vention has proven effective and practical, atten-
tion turns to developing and testing new strategies 
(e.g., a web-based seminar, an audit-and-feedback 
program) that introduce the intervention to NHs 
and further promote its implementation. Like clin-
ical interventions, these strategies also should be 
evaluated for both their effectiveness and feasibility, 
including administration costs, which can be a 
barrier to sustaining or replicating new dissemina-
tion approaches. As noted earlier, some of the 
most effective translational strategies in NHs to 
date are the most labor and time intensive to imple-
ment (e.g.,  Lynn et al., 2007 ). Consequently, few of 
them have been widely adopted by other advocacy 
or change agent groups, such as the  QIOs . On the 
fl ip side, some popular translational strategies 
(e.g.,  1 -hr webinars) have not been shown to 
improve  NH  practice. Like the interventions they 
aim to disseminate, translational strategies them-
selves should be both effective and practical to 
implement if they are to have a long-term impact. 

 Related to this is that more translational strategies 
should be conducted in partnership with the change 
agents best positioned to maintain these strategies. 
Many researchers do not develop and test transla-
tional strategies that they themselves intend to sus-
tain. Rather, their research is aimed at developing 
strategies that other groups can use to improve 
NH practice. These groups include the QIOs, 
NH professional associations, and a variety of 
national and state coalitions — all with standing 
organizational mandates to improve NH practice. 
Researchers who expect these groups to adopt 
effective translational strategies should develop 
new approaches in collaboration with the intended 
end   users. Such partnerships will help ensure that 
the resultant strategies are maintained.   

 Research Topics of Special Interest. —   Of note ,  
here are three topics with potential to boost the 
translation of NH research into practice. The fi rst 
is an assessment of the preferences and change 
strategies NHs elect when they embark on improve-
ment initiatives. Which services do they want to 
improve? To make improvements, do they consult 
with peers? Attend training sessions? Download 
toolkits? To date, no such assessment has been 
conducted, but its results could help change agents 
tailor their dissemination strategies to their target 
audience. 

 Also recommended is more and better compar-
ative effectiveness research on translation strate-
gies. In public health, such research has led to the 
tentative identifi cation of effective translation 
strategies for reaching at-risk patient popula-
tions. As discussed by  Shojania and Grimshaw 
(2005) , the most effective approaches tend to be 
multifaceted (e.g., combining instructional educa-
tion with audit   and   feedback) and involve active 
as opposed to passive strategies (e.g., coaching 
activities vs. disseminating published guidelines). 
The fi ndings also suggest, however, that there is no 
single best strategy; rather a range of translation 
approaches can be useful ( Shojania & Grimshaw ). 
This literature should inform translational 
research in NHs, but public health approaches 
may need to be modifi ed for NHs, for dissemina-
tion strategies operate differently in different care 
settings ( Rowe et al., 2005  ;   Titler, 2008 ). For 
instance, staff turnover, which can undermine 
care improvement efforts, appears to be more 
problematic in  NH s than in public health settings 
and so should infl uence the design of  NH   –  related 
dissemination strategies in a larger way. 

 Finally, time and attention should be devoted to 
empowering NHs to innovate on their own, with 
little or no help from outside change agents. For 
example, a QIO working with NHs to improve 
pressure ulcer prevention practices might recom-
mend that the facilities monitor their progress 
using a widely advocated continuous quality 
improvement (CQI) strategy ( Advancing Excellence 
in America ’ s Nursing Home, 2011 ). QIO staff might 
use this as a   “  teaching moment  ”   to raise awareness 
among the NHs that this same CQI process can be 
applied to any improvement initiative. Indeed, 
others have pointed out that overarching improve-
ment strategies (e.g., CQI or teamwork) are often 
most effectively learned when they are connected to 
an applied training program ( Musson & Helmreich, 
2004 ).    

7

 Quality Improvement Advocates 

 As noted earlier, the NH industry has several 
membership and advocacy groups currently pro-
moting evidence-based practice in NHs. These    
groups could become more effective change agents, 
fi rst by recognizing that NHs are likely to be slow 
to innovate ( Rahman et al., 2011  ;   Lynn et al., 
2007  ;   Rantz et al., 2011 ). Applying previously 
presented dissemination principles, these advocacy 
groups should recognize that passive translation 
strategies are likely to be insuffi cient to prompt 
change ,  that NHs may require extended time to 
implement new interventions ,  and that frequent 
contacts with change agents can spur adoption 
( Rogers, 2003 ). NH    translational studies have 
reported at least preliminary support for all these 
precepts ( Hutt et al., 2006 ;  Jones et al., 2004 ; 
 Lynn et al. ;  Rahman et al., 2011 ;  Rantz et al., 
2001  ;   Watson et al., 2003 ). This observation sug-
gests that advocates may strengthen their work by 
more consistently employing strategies that are 
informed by the dissemination literature. 

 A reasonable starting place is to evaluate goals 
and strategies with respect to the dissemination 
principles presented earlier. With respect to goals, 
for instance, an advocacy group should consider 
whether it wants to increase awareness of a partic-
ular problem or promote adoption of an evidence-
based practice. If the latter, as    increasingly seems 
to be the case (e.g.,   “  Advancing Excellence  ”  ; the 
QIOs), then it should consider the best means to 
this end. In particular, advocates should consider 
employing translation strategies that go beyond 
information dissemination to promote and sup-
port intervention implementation. This may 
entail — again with reference to key dissemination 
principles — identifying weak points in a planned 
dissemination process, then working to overcome 
these by strengthening other areas of that process. 
For example, if an intervention selected for dis-
semination is especially complex or time-consuming 
to implement, then the advocacy group may need 
to extend support and increase its contacts with tar-
get NHs to help ensure the intervention ’ s implemen-
tation. If the target NHs are known to be especially 
poor performers, then the advocacy group may want 
to recommend implementation of only the simplest 
improvement intervention. A sole reliance on confer-
ences, brief webinars, and written materials should 
be critically examined, for much translation research 
shows that these educational strategies are necessary 
but insuffi cient to change practice ( Titler, 2008 ). 

Other alternatives, possibly in combination with 
education, should be considered. 

 The challenge is that, as discussed throughout 
this review, evidence-based translation alternatives 
are scarce, and the strategies that have proven 
most effective — that have produced measurable 
changes in NH process, outcomes, or both — have 
rarely been replicated and, in any case, may be too 
complex or expensive for some advocacy groups 
to implement (e.g.,  Hutt et al., 2006  ;   Lynn et al., 
2007 ). It bears repeating: More research is needed. 
But waiting for the research to advance is as unten-
able a position as settling for the status quo. Progress 
lies in experimenting with and continuously evalu-
ating new strategies to the best of an advocacy 
group ’ s ability. Ideas for moving forward include 
the following.  

 Charging for Services . —    Many  NH s likely can 
afford to cover at least a portion of a translation 
program ’ s cost. Such fees make sense when inten-
sive change agent support to achieve improved 
outcomes would otherwise be unavailable.   

 Targeting Resources . —    Rather than do a little for 
a lot of NHs, advocacy groups should consider 
doing more for fewer if they believe implementation 
outcomes will improve. NHs are diverse organiza-
tions, and some are innovative enough that they do 
not require outside assistance to improve. It may, 
thus, be more prudent to deploy limited transla-
tional resources to NHs that most need them or are 
most likely to benefi t from them. Doing so may 
allow advocacy groups to provide more intensive 
services that are more likely to result in real change. 
The QIOs have already begun targeting their ser-
vices ( Centers for Medicare and Medicaid Service, 
2011 ), and  Rantz and colleagues (2011)  recently 
reported on a  2 -year onsite consultation program 
that targeted low-performing NHs. This latter 
team ’ s fi ndings — that care improvements are possi-
ble in these NHs but achieving even modest practice 
change requires commitment from NH administra-
tive leaders and   “  continuous supportive consulta-
tion  ”   from outside change agents — underscore the 
dissemination challenges and highlight the need to 
target translational resources.   

 Using Telecommunications . —    Growing use of 
interactive telecommunications holds promise for 
providing extended support to NHs at an affordable 
cost. New innovations continue to emerge. Already 
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services that are more likely to result in real change. 
The QIOs have already begun targeting their ser-
vices ( Centers for Medicare and Medicaid Service, 
2011 ), and  Rantz and colleagues (2011)  recently 
reported on a  2 -year onsite consultation program 
that targeted low-performing NHs. This latter 
team ’ s fi ndings — that care improvements are possi-
ble in these NHs but achieving even modest practice 
change requires commitment from NH administra-
tive leaders and   “  continuous supportive consulta-
tion  ”   from outside change agents — underscore the 
dissemination challenges and highlight the need to 
target translational resources.   

 Using Telecommunications . —    Growing use of 
interactive telecommunications holds promise for 
providing extended support to NHs at an affordable 
cost. New innovations continue to emerge. Already 
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mentioned in this paper are translational programs 
that have used regular telephonic coaching calls 
to help NHs implement new interventions ( Hutt 
et al., 2006 ;  Rahman et al., 2010 ) and web-based 
programs that help NHs analyze data with an eye 
toward care improvement ( Advancing Excellence, 
2011 ;  Castle, 2011 ). Other health   care fi elds also are 
evaluating new technology-assisted strategies, which 
may be applicable to NHs. For instance, researchers 
recently reported that public health workers in 
Africa who received regular text messages to remind 
their malaria patients to adhere to specifi c aspects of 
the care plan achieved sustained improvements in 
patient outcomes at a low implementation cost 
( Zurovac et al., 2011 ). Although many NHs are 
presently digital novices, they — like many of us — are 
under pressure to adopt new technologies in order to 
survive and thrive. NH advocacy groups should not 
hesitate to be trendsetters in this area.   

 Combining Strategies . —    Research in other fi elds 
suggests that multicomponent translational strategies 
work best, particularly in low - resource settings 
( Rowe et al., 2005 ;  Shojania & Grimshaw, 2005 ). 
With this in mind, NH change agents may improve 
their results by combining strategies. Rather than 
host a 2-day conference on, say, preventing pres-
sure ulcers, an advocacy group might offer  1  day 
of training and then follow-up with coaching webi-
nars that allow participants to discuss and get 
feedback on the conference ideas they are now 
attempting to implement.   

 Coordinating Efforts . —    Advocacy groups might 
also advance their work more rapidly by coordi-
nating their efforts and sharing the lessons learned 
with each other. Others have noted that transla-
tional efforts have been hampered by a lack of 
coordination among those working to advance 
the fi eld ( Grimshaw et al., 2004  ;   Rowe et al., 
2005  ) . Here ,  the NH sector appears to be setting a 
better example. Evidence that QIOs are coordinating 
their efforts with the Advancing Excellence campaign 
bodes well for all (e.g.,  Health Services Advisory 
Group, 2011 ). More such partnerships are recom-
mended, particularly at local levels where advocates 
and NH providers may have more opportunities to 
interact at a reasonable cost to both groups.     

 Conclusion s  

 This paper identifi es a knowledge gap within a 
knowledge gap: It suggests that one reason we have 

struggled to bridge the gap between research and 
practice in NHs is because our translational strate-
gies are underdeveloped and have not been system-
atically evaluated. If we can strengthen this work, 
we might speed NHs ’  adoption of evidence-based 
practices. The task is daunting, yet the outlook is 
promising, for progress may depend less on generat-
ing new resources for translational efforts than on 
leveraging existing resources more carefully. Prog-
ress could be made, for example, by designing and 
evaluating new clinical and QOL interventions for 
both effectiveness and feasibility — and in partner-
ship with NH end   users. Similarly, the fi eld would 
benefi t from more collaborative research to develop 
and compare a range of follow-on dissemination 
strategies. Support for these research activities need 
not require new funding streams if instead funders 
make translation a priority consideration in at least 
some of their allocation decisions. Coordinating 
change agent efforts, more selectively targeting  NH s, 
experimenting with multifaceted strategies, and 
making greater use of telecommunications —
 thoughtfully executed, these translation strategies 
may also improve outcomes and prove more sus-
tainable without adding to change agents ’  adminis-
tration costs. To be sure, these improvements alone 
are unlikely to wholly transform  NH  practice, a goal 
that ultimately may entail fundamental changes in 
how  NH s are staffed, fi nanced, and regulated. 
However, they represent a practical approach, 
attainable in the near-term, that advances us toward 
this larger goal. In sum, small improvements could 
trigger bigger improvements if change agents serve 
as role models and proactively implement change 
themselves.   
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mentioned in this paper are translational programs 
that have used regular telephonic coaching calls 
to help NHs implement new interventions ( Hutt 
et al., 2006 ;  Rahman et al., 2010 ) and web-based 
programs that help NHs analyze data with an eye 
toward care improvement ( Advancing Excellence, 
2011 ;  Castle, 2011 ). Other health   care fi elds also are 
evaluating new technology-assisted strategies, which 
may be applicable to NHs. For instance, researchers 
recently reported that public health workers in 
Africa who received regular text messages to remind 
their malaria patients to adhere to specifi c aspects of 
the care plan achieved sustained improvements in 
patient outcomes at a low implementation cost 
( Zurovac et al., 2011 ). Although many NHs are 
presently digital novices, they — like many of us — are 
under pressure to adopt new technologies in order to 
survive and thrive. NH advocacy groups should not 
hesitate to be trendsetters in this area.   

 Combining Strategies . —    Research in other fi elds 
suggests that multicomponent translational strategies 
work best, particularly in low - resource settings 
( Rowe et al., 2005 ;  Shojania & Grimshaw, 2005 ). 
With this in mind, NH change agents may improve 
their results by combining strategies. Rather than 
host a 2-day conference on, say, preventing pres-
sure ulcers, an advocacy group might offer  1  day 
of training and then follow-up with coaching webi-
nars that allow participants to discuss and get 
feedback on the conference ideas they are now 
attempting to implement.   

 Coordinating Efforts . —    Advocacy groups might 
also advance their work more rapidly by coordi-
nating their efforts and sharing the lessons learned 
with each other. Others have noted that transla-
tional efforts have been hampered by a lack of 
coordination among those working to advance 
the fi eld ( Grimshaw et al., 2004  ;   Rowe et al., 
2005  ) . Here ,  the NH sector appears to be setting a 
better example. Evidence that QIOs are coordinating 
their efforts with the Advancing Excellence campaign 
bodes well for all (e.g.,  Health Services Advisory 
Group, 2011 ). More such partnerships are recom-
mended, particularly at local levels where advocates 
and NH providers may have more opportunities to 
interact at a reasonable cost to both groups.     

 Conclusion s  

 This paper identifi es a knowledge gap within a 
knowledge gap: It suggests that one reason we have 

struggled to bridge the gap between research and 
practice in NHs is because our translational strate-
gies are underdeveloped and have not been system-
atically evaluated. If we can strengthen this work, 
we might speed NHs ’  adoption of evidence-based 
practices. The task is daunting, yet the outlook is 
promising, for progress may depend less on generat-
ing new resources for translational efforts than on 
leveraging existing resources more carefully. Prog-
ress could be made, for example, by designing and 
evaluating new clinical and QOL interventions for 
both effectiveness and feasibility — and in partner-
ship with NH end   users. Similarly, the fi eld would 
benefi t from more collaborative research to develop 
and compare a range of follow-on dissemination 
strategies. Support for these research activities need 
not require new funding streams if instead funders 
make translation a priority consideration in at least 
some of their allocation decisions. Coordinating 
change agent efforts, more selectively targeting  NH s, 
experimenting with multifaceted strategies, and 
making greater use of telecommunications —
 thoughtfully executed, these translation strategies 
may also improve outcomes and prove more sus-
tainable without adding to change agents ’  adminis-
tration costs. To be sure, these improvements alone 
are unlikely to wholly transform  NH  practice, a goal 
that ultimately may entail fundamental changes in 
how  NH s are staffed, fi nanced, and regulated. 
However, they represent a practical approach, 
attainable in the near-term, that advances us toward 
this larger goal. In sum, small improvements could 
trigger bigger improvements if change agents serve 
as role models and proactively implement change 
themselves.   
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