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Take Home Points

« Scaling up = expanded implementation of evidence-based
iInterventions (EBIs) to similar populations and delivery systems

« Scaling out = implementation of EBIs in new populations, delivery
systems, or both
— Prior evidence, core elements, fidelity, adaptations, context are key considerations

« Scaling occurs through government or private sector mechanisms,
has variable speeds, and may be deliberate/planned (but not
always)
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Scale-up

“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”

WHO, ExpandNet, 2010.



Scale-up

Guided process Backed by locally generated evidence

AN

“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”

AN

New, or perceived to be, new service Requi_res in_sti’FutionaI buy-iq for. :
components, practices, or products; capacity-building and sustainability

often a set of interventions (“scalable
unit”)

WHO, ExpandNet, 2010.
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Scale-up v scale-out

Scale up

“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”

Scale out

“the approach to adapting and delivering evidence-based
interventions (EBIs) across health and allied health service systems
and organizations and/or across different target populations”

WHO, ExpandNet, 2010.
Aarons et al. Imp Sci. 2017; 12:111.
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Examples of scale up and scale out

Prenatal antiretroviral therapy (public >> private)

Share of pregnant women with HIV that receive antiretroviral therapy

Antiretroviral medicine is used to prevent mother-to-child transmission of HIV.
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Source: UNAIDS (via World Bank) OurWorldInData.org/hiv-aids « CC BY

UNAIDS, 2019
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Examples of scale up and scale out

Transcatheter aortic valve replacement (private >> public)
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https://citoday.com/articles/2018-mar-apr/trends-in-european-tavi-practice
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Examples of scale up and scale out

COVID-19 global vaccination (public > private)
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Hunter et al. NEJM 2022; Epub ahead of print.



" Key questions for implementation and
scaling of EBIs

1. Is there sufficient empirical evidence or justification from prior
evidence that this EBI would impact health as expected?*

2. Whether the system, organization, EBI adaptations, or
combination thereof are necessary, sufficient, and culturally and
organizationally appropriate to make it feasible, practical, and
acceptable in the new context?*

*Responses depend, at least in part, on the degree of perceived similarities across
contexts and available implementation outcome data, including measures of fidelity.

Aarons et al. Imp Sci. 2017; 12:111.
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lmpl;r;:lriwtt:tion « Goal: Understand whether the

evidence supporting the EBI is
likely to have similar effects
when scaled out or not.

Delivery System

« Approach: Define the strength
olatien of the relationships between the
steps (Greek letters) and effect
sizes (Roman letters) across the
cascade.

Community Setting

Proximal
Outcome d

© Aarons et al. Imp Sci. 2017; 12:111.
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Types of scale-out

« Type | scale-out: population fixed, different delivery system
— Example: Primary care population; public = private system

« Type Il scale-out: delivery system fixed, different population
— Example: Public primary care; HIV -2 general adult population

* Type Ill scale-out: different population and delivery system
— Example: HIV =2 general adult population; public = private system

Aarons et al. Imp Sci. 2017; 12:111.
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Levels of evidence for scaling up versus out®

Level of Fidelity EBI fidelity Health outcome Use
evidence
Minimal/none Not measured Facilitator Not measured Demonstration
training program
Proxy empirical  Staff self-efficacy Self-assessment Proximal Implementation
outcome evaluation
Direct empirical  Milestones Independent Within-group Implementation +
assessment difference mediation
Hybrid trial Between-group  Type Il hybrid
difference

*More robust evidence is needed for scaling out versus scaling up, especially for Type lll scale out

Aarons et al. Imp Sci. 2017; 12:111.



c“Borrowing strength” for scaling out

* Borrowing strength may allow for more limited evaluation that
prioritizes implementation outcomes but requires an
understanding across key areas:

— What are the EBI core elements?

— What adaptations need to be made to align with health system,
population, and ecological contexts?

— Can the EBI core elements be maintained following adaptation
(adaptation-fidelity tension)?

— Can the EBI core elements be delivered and sustained with fidelity
following adaptation and in a new system or population (avoiding drift)?

Aarons et al. Imp Sci. 2017; 12:111.



'FRAME: EBI adaptation tool

Framework for ﬁeporting Adaptat-ions and Modﬁcations-Expanded-

WHEN did the modification occur?
- Pre-implementation/planning/pilot
- Implementation
- Scale up
- Maintenance/Sustainment

Were adaptations planned?
- Planned/Proactive (proactive
adaptation)
- Planned/Reactive (reactive
adaptation)

WHO participated in the decision to
modify?
- Political leaders
- Program Leader
- Funder
- Administrator
- Program manager

Content

delivered

Contextual

delivered

activities

'WHAT is modified?
- Modifications made to content

itself, or that impact how
aspects of the treatment are

Training and Evaluation

- Modifications made to the way
that staff are trained in or how
the intervention is evaluated

Implementation and scale-up

PROCESS

At what LEVEL OF
DELIVERY (for whom/what is
the modification made ?)

- Individual
- Target Intervention Group
- Cohort/individuals that

2 4 share a particular
- Modifications made to the way - P
the overall treatment is

characteristic

Individual practitioner

Clinic/unit level

- Organization

- Network
System/Community

Contextual modifications are
made to which of the

What is the NATURE of the content modification?
Tailoring/tweaking/refining
Changes in packaging or materials
Adding elements
Removing/skipping elements
Shortening/condensing (pacing/timing)
Lengthening/ extending (pacing/timing)
Substituting
Reordering of intervention modules or segments
Spreading (breaking up session content over multiple sessions)
Integrating parts of the intervention into another framework (e.g..
selecting elements)
Integrating another treatment into EBP (not using the whole protocol
and integrating other techniques into a general EBP approach)
Repeating elements or modules
Loosening structure
Departing from the intervention (“drift") followed by a return to

- Intervention developer/purveyor - Modifications to the following? prc_)tocol within the encounter
- Researcher strategies used to implement - Format Drift from protocol without returning
z T’e?‘F"‘e“t’"me""e_"“O" team or spread the intervention - Setting
- Individual Practitioners (those who - Personnel

deliver it) - Population Relationship fidelity/core elements?
- Community members Fidelity Consistent/Core elements or functions preserved
- Recipients Fidelity Inconsistent/Core elements or functions changed
Optional: Indicate who made the Unknown
ultimate decision. REASONS

I SOCIOPOLITICAL ORGANIZATION/SETTING PROVIDER RECIPIENT I
What was the goal? - —

- Increase reach or - Ex!st!ng Laws - Available resources (funds, staffing, - Race_ ) - Race; Ethnicity

engagement - ExistingMandates technology, space) - Ethnicity - Genderidentity - Legalstatus
- Increase retention - Existing Policies - Competing demands or mandates - Sexual/genderidentity - Sexual Orientation - Cultural or religious norms

| feasibilit - ExistingRegulations - Timeconstraints - First/spokenlanguages - Accesstoresources - Comorbidity/Multimorbidity
- Improve teasibility - Political Climate - Senice structure - Previous Training and Skills - Cognitive capacity - Immigration Status
- Improve fit with recipients - FundingPolicies - Location/accessibility - Preferences - Physical capacity - Crisis oremergent
- To address cultural factors - Historical Context - Regulatory/compliance - Clinical Judgement - Literacy and education circumstances
- Improve - Societal/Cultural Norms - Billing constraints - Culturalnorms, competency level - Motivation and readiness

effectiveness/outcomes - Funding or Resource - Social context (culture, climate, - Perception of intervention - First/spokenlanguages
- Reduce cost Allocation/Availability Iead_ership support)
- Increase satisfaction - Mission

- Cultural or religious norms

Stirman et al. Imp Sci. 2019; 14:58.



'MADI: EBI adaptation tool

Domain 1: Adaptation Characteristics Domain 2: Possible Mediating or Moderating Factors
(Stirman et al., 2019) (Stirman et al., 2019; Moore et al., 2013)
Provides consistency in reporting of adaptations Criteria for making adaptations (prospective application);
to promote comparison of findings across explanation of why, how, and under what circumstances
studies (prospective and retrospective outcomes are achieved (retrospective application)
application)

+ What is modified (content; delivery; training

and evaluation; implementation and scale- Potential mediator:
up activities)? + Alignment with core

+ Nature of adaptation (e.g., functions/ relationship to
adding/skipping/substituting elements; fidelity: Adaptation
shortening/condensing pacing; repeating consistent with core functions
elements)? of the intervention or

+  Who participated in adaptation decision- implementation strategy?

making (political leaders; program leader;
funder; administrator; program manager;
intervention developer/purveyor;
researcher; treatment/intervention team;
individual practitioners; community

members; recipients)? Potential moderators:

+ For whom/what is the adaptation made + Goal/Reason for Adaptation: Adaptation made for a
(individual; target intervention group; reason/goal that addresses fit?
cohort/individuals that share a particular + Systematic: Adaptation made with due consideration
characteristic; individual practitioner; given to impact on outcomes and using a systematic
clinic/unit; organization; network/system process (consulting data, stakeholders, theory, best
community)? practice)?

+  When did adaptation occur (pre- + Proactive: adaptation made due to anticipated obstacle

implementation/planning/pilot;
implementation; scale-up;
maintenance/sustainment)?

Domain 3: Implementation and Intervention Outcomes (Intended and
Unintended)
(Proctor et al., 2011)

Encourages consideration of intended and unintended impact on intervention
and implementation outcomes. Prospectively, promotes discussion of all
impacts (e.g., if positive and negative impacts expected, can they be balanced?
If not, should adaptations be re-designed? Could implementation strategies
offset negative impacts?) Retrospectively, promotes more informed decisions in
which variables to measure in evaluation.

Implementation Outcomes
+ Adoption

+  Acceptability

+ Appropriateness

+ Feasibility Impact
+ Cost

+ Penetration

+ Fidelity

+ Sustainability
Intervention Outcomes

+ Client outcomes

" Senice uicames New additions:
1. Mediators/moderators
2. Ripple effects

Kirk et al. Imp Sci. 2020; 15:56.
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Take Home Points

« Scaling up = expanded implementation of evidence-based
iInterventions (EBIs) to similar populations and delivery systems

« Scaling out = implementation of EBIs in new populations, delivery
systems, or both
— Prior evidence, core elements, fidelity, adaptations, context are key considerations

« Scaling occurs through government or private sector mechanisms,
has variable speeds, and may be deliberate/planned (but not
always)



Scaling up versus scaling out

Mark Huffman, MD, MPH

Professor of Medicine

Co-Director, Global Health Center

Conjoint Faculty, The George Institute for Global Health

Washington University in St.Louis




	Scaling up versus scaling out	
	Take Home Points
	Scale-up
	Scale-up
	Scale-up v scale-out
	Examples of scale up and scale out
	Examples of scale up and scale out
	Examples of scale up and scale out
	Key questions for implementation and scaling of EBIs
	Sequential mediating model for scaling out
	Types of scale-out
	Levels of evidence for scaling up versus out*
	“Borrowing strength” for scaling out
	FRAME: EBI adaptation tool
	MADI: EBI adaptation tool
	Take Home Points
	Scaling up versus scaling out	

