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Goals of the Masterclass
• Review frameworks for designing and evaluating scale-up of health
interventions in NCDs
• Understand how IR can help in the study and planning of scale
building on scale frameworks
• And a brief review of implementation research

• Understand how to integrate a framework for scale-up and
implementation research into a research proposal
• Be able to apply this knowledge to new research grant applications

Why are we planning a Master Class on IR and
Scale?
• Many projects addressing prevention and care for NCDs stop at the local
level, reducing the potential for broader impact
• Similarly, while there is growing use of implementation research for
targeted projects
• Facility, district, province

• To achieve the goals of Universal Health Coverage and the health-related
Sustainable Develop Goals, we need to scale-up (and out)and sustain
delivery of NCD evidence-based interventions at scale better
• The burden of preventable NCD-related morbidity and mortality makes this critical

• There is an opportunity to combine learning on scale AND implementation
research

What do we mean by “intervention at scale”?
• Intervention:
• Evidence based intervention which has been proven effective through earlier stage research
to reduce morbidity and/or mortality
• Prevention and treatment of hypertension
• Prevention and treatment of diabetes
• Mental health care

• At scale
• Implementation of the EBI under real world conditions to reach the targeted population
with quality and effectiveness
• Equitable
• Sustainable

• “widespread achievement of impact at affordable cost”, with “impact” serving as a function
of coverage, effectiveness, efficiency, local ownership promoting sustainability, and equity
(CORE group)
• Coverage AND sustainability, spread, and shift in ownership, and deep and consequential
change. (Coburn )
Coburn C: Rethinking scale: Moving beyond numbers to deep and lasting change. Educ Res 2003, 32(6):3.
“Scale” and “scaling up”: a CORE Group background paper on “Scaling-up” Maternal, Newborn, and Child Health Services. http://www.coregroup.org/storage/documents/Working
papers/scaling_up_background_paper_7-13.pdf

So what do we know about getting
interventions to scale?
It does not happen on its on, needs to focus on tested interventions, and requires time,
resources and will

What do we already know about getting
interventions to scale?
• They need to be CORRECT:
• credible
• have observable result
• relevant for pressing problems and address key community issues
• provide a relative advantage over existing practice;
• easy to implement
• compatible with established norms, values and existing programmes
• Testable at small scale and inform scale
Practical guidance for scaling up health service innovations. Geneva: World Health
Organization; 2009.Available from:
http://www.expandnet.net/PDFs/WHO_ExpandNet_Practical_Guide_published.pdf

Defining scaling : WHOExpand Net
Deliberate efforts to increase the impact of successfully tested health
innovations so as to benefit more people and to foster policy and
programme development on a lasting basis.”
“

Translating a bit into IR language:
• “Innovation” refers to service components, other practices or products that are new or perceived as
new. Typically the innovation consists of a “set of interventions” including not only a new technology,
clinical practice, educational component or community initiative, but also the managerial processes
necessary for successful implementation.”
• This includes and goes beyond evidence based interventions, and more a bundle including some strategies

• “Successfully tested” highlights that the interventions to be expanded are backed by locally generated
evidence of programme effectiveness and feasibility obtained either through pilot, demonstration or
experimental projects or through initial introduction in a limited number of local sites.
• So this might be hybrid studies, understanding effectiveness as well as implementation outcomes and
contextual factors

• “Deliberate efforts” mark scaling up as a guided process, in contrast to the spontaneous diffusion of
innovations.
• Specify your strategies

• “Policy and programme development on a lasting basis” points to the importance of institutional
capacity-building and sustainability.
• Strategies for, contextual factors affecting and outcomes of sustainement

WHO: ExpandNet,
• 4 guiding principles
• Systems thinking
• Focus on sustainability
• Need to determine scalability
• Respect for gender, equity and human rights principles

• 4 scale options
• vertical scaling up—institutionalization through policy, political, legal,
budgetary or other health systems change
• horizontal scaling up—expansion/replication
• diversification
• spontaneous scaling up.

• Work happens through 9 steps
WHO. Nine steps for developing a scaling-up strategy

More on this later!

intervention

Actors

Inner, Outer organization

Process/implementation strategies

Decisions
• Type of scaling up
• vertical scaling
up—institutionalization
through policy, political, legal,
budgetary or other health
systems change
• horizontal scaling
up—expansion/replication
• diversification
• spontaneous scaling up.
• Decisions in 4 areas of work
based on what you decide

Learning from other interventions at Scale: HIV
Ex.
90-90-90
Global work to reduce ART
costs
Rapid testing and spread of
effective strategies
-task sharing
-ART for all with HIV
Community and other
stakeholder engagement
Community advocacy and
demand

Abimola et al, Bull WHO 2019

IHI: learning from HIV and U5 M
• Sequential: The four steps in planning for intervention at scale
• (1) Set-up, which prepares the ground for introduction and testing of the
intervention that will be taken to full scale;
• (2) Develop the Scalable Unit, which is an early testing phase;
• (3) Test of Scale-up, which then tests the intervention in a variety of
settings that are likely to represent different contexts that will be
encountered at full scale;
• (4) Go to Full Scale

Barker et al. Implementation Science 2015

Reducing MCH morbidity and mortality in
Ghana
• Existing EBIs
• Already approved by Ghana Health Services
• Using QI methods for scale

• Scalable Unit: district
• Test of Scale-up: 3 Northern Provinces (265 dub-districts)
• Recognized need for adaptation and ongoing support

• Go to Full Scale
• 554 sub-districts in the Go to Full Scale phase over 6 years.

Non-sequential scale
• Government mandate or policy
• Community health worker program in Rwanda
• Started in 1995 in response to major HRH gaps.
• 12,000 trained, supervised, supplied and salaries

• Sustainability at Scale
• 2020: nearly 45,000 CHWs (binomes and ASM)
• Provide range of MCH care
• recognized as a key driver of Rwanda’s early achievement of
Millennium Development Goals.
• Expanding in test for NCDs

Sustainability at Scale
Most of the domains from existing
frameworks (ExpandNet, Hartmann
and Linn etc.) and from case studies
also apply to sustainability

11th domain is critical:
emphasis on equity

Coming in future lectures
• Strategies for scale (up, out and sustainability)
• Contextual factors in scaling
• Use of Implementation research frameworks
• How to measure Scale

Interventions at Scale-experience from the
field
Scaling up the Kaiser Permanente Northern California Hypertension
Programme in Nigeria
Lessons from the Hypertension Treatment Programme in Nigeria

• Standard treatment protocol (national
policy level)
• Patient registration and empanelment
(health system level)
• Prioritization of fixed-dose combination
therapy (health system level)
• Team-based care (health worker level)
• Home blood pressure monitoring and
health coaching (patient-level)

Jaffe MG, Young JD. J Clin Hypertens. 2016;18:260–261.

5 Crucial Components of Effective
Hypertension Care

Protocol

Medication
Supply

Scaling Up KPNC Programme in Nigeria

Community-Ba
sed Treatment

Patient-Centered
Care

Information
Systems

Background- 4 Steps in Scale up
• Set-up: prepares the ground for introduction and testing of the intervention
that will be taken to full scale
• Develop the Scalable Unit: which is an early testing phase
• Test of Scale-up: tests the intervention in a variety of settings that are likely
to represent different contexts that will be encountered at full scale
• Full Scale: which unfolds rapidly to enable a larger number of sites or
divisions to adopt and/or replicate the intervention.

SETTING UP AND DEVELOPING THE SCALE UP UNIT

Timeline

Nigerian Hypertension protocol

Non-physician health worker-led, team-based care in
primary care health center (L) and at home (R)

Scaling Up KPNC Programme in Nigeria

Sampling Frame
• N = 60 PHCs in FCT,
selected as stratified
random sample from
244 PHCs
• Site must have at least
2 full time staff
• Prioritization
• sites with a ward
focal person (n = 43
sites)
• sites identified by
PHCB as sites of
interest (n=49 sites)
Scaling Up KPNC Programme in Nigeria

No. Sites
Responded

Result

Personnel and Training
Sites with two or more full-time staff, a n (%)
Number of full-time healthcare professionals, median (IQR)
Full-time community health extension workers, median (IQR)
Full-time nurses, median (IQR)
Full-time doctors (generalists and specialists), median (IQR)
Received CVD training within the past two years, n (%)

54
60
60
60
60
55

54 (90)
5 (3-8)
3 (2-5)
1 (0-2)
0 (0-0)
8 (15)

Hypertension Service Delivery
Screen for hypertension status, n (%)
Diagnose hypertension, n (%)
Confirm hypertension diagnosis, n (%)
Dispense initial treatment for hypertension, n (%)
Dispense follow-up treatment for hypertension, n (%)
Monitor patients with hypertension, n (%)
Provide long term care for patients with hypertension, n (%)

60
60
60
60
60
60
60

58 (97)
56 (93)
50 (83)
34 (57)
34 (57)
48 (80)
36 (60)

Equipment and Supplies for Hypertension
Guidelines, n (%)
Treatment algorithms, n (%)
Information, education, and communication, n (%)
Functional blood pressure apparatus, n (%)

55
55
55
60

7 (13)
3 (5)
1 (2)
55 (92)

Site Characteristics

Site Characteristics
Information Systems
Use of electronic patient records, n (%)
Functional landline phone, n (%)
Functional cellular phone, n (%)
Functional computer, n (%)
Access to email or internet, n (%)
Availability of Blood Pressure Lowering Medications
Angiotensin Converting Enzyme Inhibitor, n (%)
Angiotensin Receptor Blocker, n (%)
Beta Blocker, n (%)
Calcium Channel Blocker, n (%)
Central acting agent, n (%)
Fixed Dose Combinations, n (%)
Diuretic, n (%)
Vasodilator, n (%)
Number of 30-day treatment regimens in stock, median

No. Sites
Responded

Result

60
60
60
60
60

0 (0)
13 (22)
29 (48)
10 (17)
5 (8)

59
59
59
59
59
59
59
59
59

10 (17)
3 (5)
5 (8)
19 (32)
11 (19)
4 (7)
15 (25)
4 (7)
0 (0-20)

Engaging FMOH and PHCDA

Scaling Up KPNC Programme in Nigeria

First Advisory Board Meeting

Scaling Up KPNC Programme in Nigeria

Stakeholder Engagement at the Community Level
• This is carried out
quarterly by Health
Promoters and
Educators in each of the
6 local government
councils

TESTING THE SCALE UP UNIT

Journal of Hypertension 2022, 40:000–000

Scaling Up KPNC Programme in Nigeria

BP lowering meds: baseline period (Jan-Nov 2020)
Blood Pressure Lowering Medications at Baseline

At the Time of
Registration
(N=4927)

Prescribed during
Baseline Visit
(N=4927)

Medications at End of
Baseline Visit
(N=4927)

Number of medications per person, Median (IQR)

1 (0-2)

1 (0-1)

1 (1-2)

2871 (58.3)

2876 (58.4)

4395 (89.2)

Single dose (free pill) medication, No. (%)

1644 (57.3)

1921 (66.8)

2503 (57.0)

Fixed dose combination with 2 medication, No. (%)

1025 (35.7)

800 (27.8)

1565 (35.6)

Fixed dose combination with 3 medication, No. (%)

202 (7.0)

155 (5.4)

327 (7.4)

Angiotensin converting enzyme inhibitor, No. (%)

558 (19.4)

296 (10.3)

769 (17.5)

Angiotensin receptor blocker, No. (%)

367 (12.8)

602 (20.9)

803 (18.3)

18 (0.6)

8 (0.3)

24 (0.5)

Calcium channel blocker, No. (%)

2374 (82.7)

2410 (83.8)

3881 (88.3)

Central acting agent, No. (%)

346 (12.1)

169 (5.9)

454 (10.3)

Diuretic,‡ No. (%)

727 (25.3)

275 (9.6)

918 (20.9)

Vasodilator, No. (%)

21 (0.7)

3 (0.1)

22 (0.5)

Undefined,§ No. (%)

8 (0.3)

4 (0.1)

10 (0.2)

Any medication, No. (%)
Type of blood pressure lower medication*†

Class of blood pressure lowering medication†

Beta blocker, No. (%)

HTN Program: cross-sectional vs. longitudinal
Mean (SD) SBP, mmHg
Mean (SD) DBP, mmHg
Treatment rate, %
Control rate, %
Mean (SD) SBP, mmHg
Mean (SD) DBP, mmHg
Treatment rate, %
Control rate, %

Feb 2020

Feb 2021

Aug 2021

149.0 (21.9)

139.6 (21.2)

136.9 (20.8)

91.3 (14.0)
89.9%
21.1%
Visit 1
152.0 (20.8)
94.9 (13.8)
93.7%

87.1 (13.5)
96.2%
42.5%
Visit 6
133.7 (18.4)
83.5 (11.8)
96.5%

85.7 (13.5)
97.4%
47.7%
Visit 12
129.6 (16.6)
81.0 (11.1)
93.9%

13.5%

56.1%

64.5%

Differences in analyses (e.g., repeated cross-sectional versus
longitudinal analyses) leads to differences in outcomes.

HTN Program: follow-up treatment and control
All visits
Last visit
Last visit among those who followed
up in the last 3 months
Last visit among those who have not
followed up in the last 3 months

Treatment

Control

95.3%
94.0%

41.6%
36.0%

96.8%

45.2%

91.8%

25.0%

• More frequent follow-up is associated with higher treatment rate, higher control
rate, and lower blood pressures.

Data quality assurance, reporting, site
supervision

Study Update
• Female= 10773(68.8%)
• Male= 4891 (31.2%)

Scaling Up KPNC Programme in Nigeria

Future Direction
• Scale up our findings to other 36 states in Nigeria

Conclusion
• Scaling up eveidence based intervetions in LMICs is possible but
requires adequate planning and following meticulously the steps to
scale up.

