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Abstract 

Background  Implementation research should assess the feasibility of scale up to bridge the evidence-practice 
gap for integrated care programs in the prevention and management of chronic conditions. Scalability assess-
ment is the first critical step of scale up to determine the potential suitability of a promising health program to be 
adopted into routine practice and the fit of the program within local contexts. The Community Partnership Program 
(CPP), an integrated care intervention for older adults with diabetes and multiple chronic conditions, was designed 
at the outset with scale up in mind, and evaluated in an implementation-effectiveness randomized controlled trial 
across three Canadian provinces. The final phase of this program of research was to assess scalability and determine 
the critical factors and next steps for the development of a scale up plan.

Methods  Multiple methods were used to assess the scalability of the CPP including collection and analysis 
of publicly available documents, synthesis of qualitative and quantitative evidence from studies of the CPP, semi-
structured interviews with key informants, feedback and recommendations arising from working group meetings 
and knowledge exchange workshops to discuss and rate the scalability of the program. Data collection and analysis 
was informed by the Intervention Scalability Assessment Tool (ISAT); developed to support practitioners and policy 
makers in conducting systematic assessments of the suitability of health interventions for population scale-up 
in high-income countries.

Results  Overall, the CPP received high scalability ratings from participants. A phased, horizontal implementa-
tion and scale up process was recommended, facilitating local adaptations, on-going program evaluation, 
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and accumulation of evidence. Challenges to scale up were identified, including the need for further evidence of pro-
gram effectiveness in other diverse settings and populations, and designated funding and adequate health human 
resources.

Conclusions  Participants agreed the CPP meets the needs of many older adults with diabetes and multiple chronic 
conditions; however, they suggested further tailoring of the program to support different ethnocultural groups 
and targeting the CPP to older adults with higher needs. The scalability assessment process was a practical method 
to generate concrete strategies to facilitate the uptake of the CPP into practice.

Trial registration  Clinical Trials.gov Identifier NCT03664583. Registration date: September 10, 2018.

Keywords  Diabetes, Older adults, Multiple chronic conditions, Scalability assessment, Integrated health care delivery, 
Workforce, Program evaluation

Background
Scale up is the process of integrating a health program 
or intervention into routine practice [1]. Implementation 
research should assess the feasibility of scale up to bridge 
the evidence-practice gap for integrated care programs 
in the prevention and management of chronic condi-
tions [2, 3]. The historic focus in health services research 
in high-income countries has been on the development 
and testing of novel programs and interventions with-
out an exploration of larger scale implementation [4]. 
This has created a knowledge gap regarding if and how 
promising interventions can become embedded into 
routine practice [4]. For knowledge mobilization efforts 
to be effective, researchers need to communicate pro-
gram effectiveness, and include pragmatic steps on how 
to translate the program to a local context, and scale it 
for greater reach and impact [2, 4, 5]. Internationally, as 
countries contend with providing integrated care to an 
increasing population of older adults while advancing the 
quintuple aims (enhancing patient experience, improving 
population health, reducing costs, improving provider 
work life, and promoting health equity), efforts to under-
stand how to assess the scalability of promising health 
interventions are a heightened priority [1, 4, 6–8].

The World Health Organization defines scalability as 
“the ability of a health intervention shown to be effica-
cious on a small scale and/or under controlled conditions 
to be expanded under real world to reach a greater pro-
portion of the eligible population while retaining effec-
tiveness” [2]. Scalability assessment is the first critical 
step of scale up to determine the potential suitability of 
a promising health program to be adopted into routine 
practice and the fit of the program within local contexts 
[1, 9]. Assessing the scalability of promising programs is 
important as many are scaled up with insufficient sup-
porting evidence [9] and conversely, others with demon-
strated effectiveness are not integrated into real-world 
health and social care systems [4]. The results of a scal-
ability assessment can inform local or regional planning 
activities about the readiness for developing a scale-up 

plan across various settings and populations, the need 
for further analysis, and actions and local adaptations to 
enhance intervention scalability [10].

The Intervention Scalability Assessment Tool (ISAT) 
was developed to support practitioners and policy mak-
ers in conducting systematic assessments of the suit-
ability of health interventions for population scale-up in 
high-income countries [1, 5, 7]. In a recent systematic 
review of available tools to assess scalability, the ISAT 
was found to consider most of the important scalability 
components and many predictors of challenges [7]. The 
ISAT examines the following 10 domains: the problem 
that is being addressed; the intervention proposed to 
address the problem; intervention effectiveness; interven-
tion costs and benefits; political/environmental contexts; 
fidelity and adaptation; reach and acceptability; delivery 
setting and workforce; implementation infrastructure; 
and sustainability. Historically in the design of novel 
interventions or programs, the focus was on determin-
ing the effectiveness or efficacy, rather than considering 
other factors, such as political or financial implications of 
scale up [11]. However, planning for scale up is an impor-
tant part of study design as changes to policy and finan-
cial investments that are required in the post-trial period 
warrant early planning and consideration. Mechanisms 
to sustain and monitor the impact of programs and inter-
ventions at scale also need to be considered [2].

The Community Partnership Program (CPP), an inte-
grated care intervention for older adults, was designed 
with scale up in mind [12–16]. Building on an initial pilot 
and randomized controlled trial (RCT), a larger program 
of research was launched, which included an implemen-
tation-effectiveness RCT evaluating the CPP across three 
Canadian provinces (Ontario, Prince Edward Island 
(PEI), and Quebec). This RCT was in progress when the 
COVID-19 pandemic lockdown occurred in Canada 
(March 2020). As a result, the program delivery moved 
from an in-person to a virtual format in Ontario and 
PEI but was unable to be completed in Quebec due to 
significant health human resource constraints [15]. The 
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final phase of this research program was to assess the 
program scalability and determine the critical factors 
and next steps for the development of a scale up plan in 
Ontario and PEI [15]. Approaches known to enhance the 
potential for scale up were embedded in the program of 
research, including: a) a participatory research process 
with key interested parties (including older adults and 
care partners); b) developing political commitment and 
champions of the program; and c) accumulating evidence 
in diverse settings and populations [2, 14, 15, 17]. This 
paper describes the scalability assessment process and 
findings for the CPP.

Methods
Intervention
The CPP is a six-month integrated care intervention for 
community-living older adults with diabetes and condi-
tions and their care partners and is detailed in previous 
publications [12–15] and summarized using the Tem-
plate for Intervention Description and Replication (refer 
to the Supplementary Material Appendix 1) [18]. The 
program was designed to address gaps in care identified 
by older adults with diabetes and multiple chronic con-
ditions and their providers related to chronic disease 
self-management, care coordination, and system naviga-
tion. The program is based on best practice guidelines 
for diabetes and multimorbidity and was co-designed 
by older adults, primary and community care providers, 
and researchers. The CPP is collaboratively delivered by 
an interdisciplinary team that consists of primary care 
providers (registered nurse and registered dietitian) and 
a community program coordinator (kinesiologist or exer-
cise specialist) from a local community-based organiza-
tion. It integrates health and social care, and emphasizes 
interprofessional team-based care, self-management, and 
tailoring to address client goals and preferences [15].

Core program components include: a) up to three 
home or virtual visits by the nurse and/or dietitian; b) up 
to six monthly in-person or virtual group wellness ses-
sions including health education, physical activity, and 
peer support; c) nurse-led care coordination and system 
navigation; d) care partner engagement and support; e) 
monthly team conferences to discuss and evaluate clients’ 
care plans; and f ) collaboration with primary care and 
specialists.

The initial pilot study and RCT demonstrated that the 
program was feasible and acceptable to older adults and 
providers. The CPP was found to be cost neutral and 
compared to usual care, improved diabetes self-man-
agement, mental health, quality of life, and collabora-
tive teamwork [12, 14, 16]. In the most recent trial, no 

between group differences were found in any of the pri-
mary health outcomes (Fisher K, Ploeg, Markle-Reid M, 
Valaitis R, Ganann R, et  al: Effectiveness of the Aging, 
Community Health Research Unit’s Community Part-
nership Program (ACHRU-CPP) for older adults with 
diabetes and multiple chronic conditions: results from 
a randomized controlled trials, submitted).  The median 
health and social service costs were higher in the inter-
vention group compared to the control with this differ-
ence reflecting the intervention cost. Interprofessional 
team ratings of partnership significantly improved over 
the trial.

Provinces included in the scalability assessment: Ontario 
and Prince Edward Island
Provincial governments in Canada are responsible for the 
delivery of publicly funded health services. In Ontario, 
diabetes education programs and centers offer edu-
cation, self-management support, and counselling to 
adults ≥ 18  years of age. These programs are provided 
by teams of certified diabetes educators, including reg-
istered dietitians and registered nurses, and/or social 
workers and chiropodists responsible for facilitating indi-
vidual and group sessions. These programs are situated in 
a variety of settings, such as acute care hospitals, family 
health teams, and community health centres   [19]. Per-
sons with diabetes in Ontario can also access chronic dis-
ease management support from their primary health care 
provider, who may be in solo practice, or part of family 
health team, family health group, or community health 
centre. The provincial health authority in PEI (Health 
PEI) operates a provincial diabetes program that provides 
education, support, and diabetes management advice. 
Patient Medical Homes were established in 2022 and 
provide collaborative, team-based primary care, includ-
ing care by diabetes educators [20]. In both provinces, 
community services for older adults, such as exercise 
programs or chronic condition management programs, 
are operated by a mix of for-profit, municipal, and vol-
unteer/charity organizations and are not formally part of 
usual diabetes care.

Study design
Multiple methods were used to assess the scalability of the 
CPP including collection and analysis of publicly avail-
able documents, synthesis of qualitative and quantita-
tive evidence from all studies of the CPP, semi-structured 
interviews with key informants, feedback and recommen-
dations arising from provincial working group meetings 
and two provincial knowledge exchange workshops to 
discuss and rate the scalability of the program [1, 10].
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Framework: The intervention scalability assessment tool
The ISAT was used as a framework to guide data collec-
tion and analysis [1, 5]. The ISAT consists of two parts 
with 10 domains and a total of 19 readiness assessment 
questions, which are used to generate ratings of the 
scalability of the intervention by domain. The first five 
domains in Part A of the ISAT are to assess the interven-
tion and the remaining five domains in Part B consider 
the implementation of the intervention [10]. A brief 
description of the domains in provided in Table 1.

Data collection and analysis
Data from four main sources were collected and ana-
lyzed to answer the ISAT readiness assessment questions: 
1) relevant practice, policy, and research documents, 
2) meeting documentation from provincial scalabil-
ity working groups, 3) key informant interviews, and 4) 
feedback and recommendations from provincial knowl-
edge exchange workshops. Patient and public research 
partners received honorariums in recognition of their 
time participating in the working groups and knowledge 
exchange workshops.

Relevant practice, policy, and research documents
The documents used to inform the scalability assessment 
are summarized in Table 2. Documents and sources were 
collected and reviewed through an on-line environmental 
scan [21] of: a) national, provincial, and regional health 
policy documents regarding older adults with diabe-
tes and multiple chronic conditions and their care part-
ners, b) current community-based diabetes programs, 

c) published and grey literature on the prevalence and 
impact of diabetes and multiple chronic conditions in 
community-living older adults and effective community-
based programs for this population, d) qualitative and 
quantitative evidence from the studies on the CPP [12, 
14, 16] and the most recent implementation-effectiveness 
trial [15, 22]. Members of the research team conducted 
directed content analysis to summarize key findings 
across all data sources by domains of the ISAT [23]. From 
this analysis, a preliminary scalability assessment was 
generated in preparation for the working group meetings.

Provincial scalability assessment working groups
Provincial working groups were formed to provide guid-
ance to the research team throughout the scalability 
assessment process. Members of the governance struc-
ture of the CPP program of research were invited to 
participate in the scalability assessment. The Ontario 
working group had nine members and the PEI working 
group had six members.

Two, virtual meetings of the working groups were held 
in each province. At these meetings, the research team 
shared the results of the preliminary scalability assess-
ment by ISAT domains, and working group members 
provided further information regarding scalability and 
relevant literature and policy documents. Working group 
members provided feedback on their respective pro-
vincial working document, and this information (docu-
mented in meeting minutes) was incorporated in the 
scalability assessment documents. Working group mem-
bers also identified potential key informants.

Table 1  Intervention scalability assessment tool

Note. Adapted from “Intervention Scalability Assessment Tool” by A. Milat et al., [10], https://​preve​ntion​centre.​org.​au/​wp-​conte​nt/​uploa​ds/​2019/​11/​The-​ISAT-​Oct-​
2019_​FINAL.​pdf

Domain Brief Description

Part A: Setting the Scene

  A1. The problem Considers the problem that is being addressed. This domain aims to describe the problem, who it 
affects, what it affects and how it is currently being addressed (if at all)

  A2. The intervention Describes the proposed service to address the problem

  A3. Strategic/political context Considers the current strategic/political/ environmental contextual factors that are potentially impor-
tant influences on the service to be scaled up

  A4. Evidence of effectiveness Considers the level of evidence available to support the scale-up of the proposed service, such as sci-
entific literature and/or other known evaluations of the intervention

  A5. Intervention costs and benefits Considers the known costs of the service delivery as well as any quantifiable benefits

Part B: Intervention Implementation Planning

  B1. Fidelity and adaptation Considers whether there are any proposed changes to the service required for scale-up

  B2. Reach and acceptability Considers the reach and acceptability of the intervention for the target population

  B3. Delivery setting and workforce Considers the setting within which the intervention is delivered as well as the delivery workforce

  B4. Implementation Infrastructure Considers the potential implementation infrastructure required for scale-up

  B5. Sustainability Considers the potential longer-term outcomes of the scale-up and how, once scaled up, the interven-
tion could become sustainable over the medium to longer term

https://preventioncentre.org.au/wp-content/uploads/2019/11/The-ISAT-Oct-2019_FINAL.pdf
https://preventioncentre.org.au/wp-content/uploads/2019/11/The-ISAT-Oct-2019_FINAL.pdf
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Table 2  Documents used to inform scalability assessments

Document Types Sources

Community-based diabetes programs and services Ontario Self-Management Programs: https://​www.​selfm​anage​mento​ntario.​ca/​
en/​regio​nalsi​te
Ontario Online Chronic Self-Management Program: https://​takec​ontro​ltake​
charge.​ca/​chron​ic-​disea​se/
Government of Ontario Diabetes Education Program: www.​ontar​io.​ca
Ontario Health811 Find a Service: https://​healt​h811.​ontar​io.​ca/​static/​guest/​
find-a-​servi​cea

National, provincial, and regional health policy Chief Public Health Office PEI Diabetes Trends Report 2018: https://​www.​princ​
eedwa​rdisl​and.​ca/​sites/​defau​lt/​files/​publi​catio​ns/​diabe​tesre​port_​2018.​pdf
Government of Prince Edward Island Primary Care Road Map: Modernizing 
Primary Care on Prince Edward Island, 2021: https://​www.​princ​eedwa​rdisl​and.​ca/​
sites/​defau​lt/​files/​publi​catio​ns/​prima​ry_​care_​road_​map_​2021.​pdf
Government of Prince Edward Island Promoting Wellness, Preserving Health: 
A Provincial Action Plan for Seniors, Near Seniors, and Caregivers Living on Prince 
Edward Island: https://​www.​princ​eedwa​rdisl​and.​ca/​sites/​defau​lt/​files/​publi​catio​
ns/​dhw_​promo​ting_​welln​ess_​prese​rving_​health_​action_​plan.​pdf
Health PEI Strategic Plan 2021–24: https://​www.​princ​eedwa​rdisl​and.​ca/​sites/​
defau​lt/​files/​publi​catio​ns/​health_​pei_​strat​egic_​plan_​2021-​24.​pdf
Ontario Health Annual Business Plan 2022/23: https://​www.​ontar​iohea​lth.​ca/​
sites/​ontar​iohea​lth/​files/​2022-​05/​OHBus​iness​Plan22_​23.​pdf
Ontario Health Chronic Disease Prevention Strategy 2020–2023:
www.​ccohe​alth.​ca/​en/​what-​we-​do/​gener​al-​health/​chron​ic-​disea​se-​preve​ntion/​
strat​egy20​20
Ontario Ministry for Seniors and Accessibility: https://​www.​ontar​io.​ca/​page/​
minis​try-​senio​rs-​acces​sibil​ity
Ministry of Health Ontario Health Teams, The Path Forward: https://​www.​ontar​io.​
ca/​files/​2024-​01/​moh-​oht-​path-​forwa​rd-​en-​2024-​01-​22.​pdf
Ministry of Health Ontario Assistive Devices Program: https://​www.​ontar​io.​ca/​
page/​assis​tive-​devic​es-​progr​am
Public Health Agency of Canada Framework for Diabetes in Canada: https://​
www.​canada.​ca/​en/​public-​health/​servi​ces/​publi​catio​ns/​disea​ses-​condi​tions/​
frame​work-​diabe​tes-​canada.​html

Published and grey literature on the prevalence and impact of diabetes 
and multiple chronic conditions in community-living older adults and effective 
community-based programs for this population

Diabetes Canada. (2022). Diabetes in Canada: 2022 Backgrounder. https://​www.​
diabe​tes.​ca/​Diabe​tesCa​nadaW​ebsite/​media/​Advoc​acy-​and-​Policy/​Backg​round​
er/​2022_​Backg​round​er_​Canada_​Engli​sh_1.​pdf [24]
Diabetes Canada. (2021). Diabetes in Prince Edward Island: Backgrounder. https://​
www.​diabe​tes.​ca/​Diabe​tesCa​nadaW​ebsite/​media/​Advoc​acy-​and-​Policy/​Backg​
round​er/​2021_​Backg​round​er_​Prince-​Edward-​Island_​FINAL.​pdf [25]
Fisher, K., et al. (2016). Comorbidity and its relationship with health service use 
and cost in community-living older adults with diabetes: a population-based 
study in Ontario, Canada. Diabetes Research and Clinical Practice, 122, 113–123. 
https://​doi.​org/​10.​1016/j.​diabr​es.​2016.​10.​009 [26]
Miksch, A. et al. (2009). Additional impact of concomitant hypertension and oste-
oarthritis on quality of life among patients with type 2 diabetes in primary care 
in Germany: A cross-sectional survey. Health Qual Life Outcomes, 27(7), 19. 
https://​doi.​org/​10.​1186/​1477-​7525-7-​19 [40]
Statistics Canada. (2022). Diabetes, by age group. https://​www150.​statc​an.​gc.​ca/​
t1/​tbl1/​en/​tv.​action?​pid=​13100​09607[41]
World Health Organization. (2016). Global Report on Diabetes: World Health 
Organization. https://​www.​who.​int/​publi​catio​ns/i/​item/​97892​41565​257 [42]

Evidence from foundational studies and most recent trial of the Community 
Partnership Program

Markle-Reid, M., et al. (2016). The Aging, Community and Health Research 
Unit-Community Partnership Program for older adults with type 2 diabetes 
and multiple chronic conditions: A feasibility study. Pilot and Feasibility Studies, 2, 
24. https://​doi.​org/​10.​1186/​s40814-​016-​0063-1 [11]
Markle-Reid, M. et al. (2018). Community program improves quality of life and self-
management in older adults with diabetes mellitus and comorbidity. Journal of the 
American Geriatrics Society, 66(2), 263–273. https://​doi.​org/​10.​1111/​jgs.​15173 [13]
Miklavcic, J. J. et al. (2020). Effectiveness of a community program for older adults 
with type 2 diabetes and multimorbidity: A pragmatic randomized controlled 
trial. BMC Geriatrics, 20(1), 174. https://​doi.​org/​10.​1186/​s12877-​020-​01557-0 [15]
Ploeg, J., et al. (2022). The Aging, Community and Health Research Unit Commu-
nity Partnership Program (ACHRU-CPP) for older adults with diabetes and mul-
tiple chronic conditions: study protocol for a randomized controlled trial. BMC 
Geriatrics, 22:99. https://​doi.​org/​10.​1186/​s12877-​021-​02651-7 [14]

Note. aAt the time of study Health Connect Ontario

https://www.selfmanagementontario.ca/en/regionalsite
https://www.selfmanagementontario.ca/en/regionalsite
https://takecontroltakecharge.ca/chronic-disease/
https://takecontroltakecharge.ca/chronic-disease/
http://www.ontario.ca
https://health811.ontario.ca/static/guest/find-a-service
https://health811.ontario.ca/static/guest/find-a-service
https://www.princeedwardisland.ca/sites/default/files/publications/diabetesreport_2018.pdf
https://www.princeedwardisland.ca/sites/default/files/publications/diabetesreport_2018.pdf
https://www.princeedwardisland.ca/sites/default/files/publications/primary_care_road_map_2021.pdf
https://www.princeedwardisland.ca/sites/default/files/publications/primary_care_road_map_2021.pdf
https://www.princeedwardisland.ca/sites/default/files/publications/dhw_promoting_wellness_preserving_health_action_plan.pdf
https://www.princeedwardisland.ca/sites/default/files/publications/dhw_promoting_wellness_preserving_health_action_plan.pdf
https://www.princeedwardisland.ca/sites/default/files/publications/health_pei_strategic_plan_2021-24.pdf
https://www.princeedwardisland.ca/sites/default/files/publications/health_pei_strategic_plan_2021-24.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/2022-05/OHBusinessPlan22_23.pdf
https://www.ontariohealth.ca/sites/ontariohealth/files/2022-05/OHBusinessPlan22_23.pdf
http://www.ccohealth.ca/en/what-we-do/general-health/chronic-disease-prevention/strategy2020
http://www.ccohealth.ca/en/what-we-do/general-health/chronic-disease-prevention/strategy2020
https://www.ontario.ca/page/ministry-seniors-accessibility
https://www.ontario.ca/page/ministry-seniors-accessibility
https://www.ontario.ca/files/2024-01/moh-oht-path-forward-en-2024-01-22.pdf
https://www.ontario.ca/files/2024-01/moh-oht-path-forward-en-2024-01-22.pdf
https://www.ontario.ca/page/assistive-devices-program
https://www.ontario.ca/page/assistive-devices-program
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/framework-diabetes-canada.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/framework-diabetes-canada.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/framework-diabetes-canada.html
https://www.diabetes.ca/DiabetesCanadaWebsite/media/Advocacy-and-Policy/Backgrounder/2022_Backgrounder_Canada_English_1.pdf
https://www.diabetes.ca/DiabetesCanadaWebsite/media/Advocacy-and-Policy/Backgrounder/2022_Backgrounder_Canada_English_1.pdf
https://www.diabetes.ca/DiabetesCanadaWebsite/media/Advocacy-and-Policy/Backgrounder/2022_Backgrounder_Canada_English_1.pdf
https://www.diabetes.ca/DiabetesCanadaWebsite/media/Advocacy-and-Policy/Backgrounder/2021_Backgrounder_Prince-Edward-Island_FINAL.pdf
https://www.diabetes.ca/DiabetesCanadaWebsite/media/Advocacy-and-Policy/Backgrounder/2021_Backgrounder_Prince-Edward-Island_FINAL.pdf
https://www.diabetes.ca/DiabetesCanadaWebsite/media/Advocacy-and-Policy/Backgrounder/2021_Backgrounder_Prince-Edward-Island_FINAL.pdf
https://doi.org/10.1016/j.diabres.2016.10.009
https://doi.org/10.1186/1477-7525-7-19
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1310009607
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1310009607
https://www.who.int/publications/i/item/9789241565257
https://doi.org/10.1186/s40814-016-0063-1
https://doi.org/10.1111/jgs.15173
https://doi.org/10.1186/s12877-020-01557-0
https://doi.org/10.1186/s12877-021-02651-7
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Scalability key informant interviews
Individual semi-structured interviews were conducted 
with a purposeful sample of key interested parties 
who were identified as having portfolios that included 
responsibility for supporting older adults with diabetes 
and multiple chronic conditions. Interviews were con-
ducted concurrently with the working group meetings 
and prior to the knowledge exchange workshops. Par-
ticipants included policy- and decision-makers at the 
local, provincial, and national levels, and senior practi-
tioners and managers. An email script was used to invite 
potential key informants to participate in a one-on-one 
interview with a member of the research team by phone 
or videoconference, depending on the preference of the 
potential informant. A semi-structured interview guide 
was developed based on questions from the ISAT and 
included a question about experiences with scaling-
up other programs (refer to Table  3). Interviews were 
audio-recorded and transcribed verbatim by an expe-
rienced transcriptionist. Transcripts were analyzed 
using directed content analysis by the domains of the 
ISAT [10, 23]. The findings from these interviews were 
incorporated into the preliminary provincial scalability 
assessment documents.

Provincial knowledge exchange workshops
A virtual provincial knowledge exchange workshop 
was held over 2 half-days in each of the two prov-
inces. The workshops aimed to: a) review and gather 
feedback on the preliminary findings of the scalability 
assessment; b) identify intervention components to 
be strengthened, necessary adaptations, and barriers 
to be addressed to enhance program scalability; and 

c) rate the adapted program scalability and readiness 
for scale-up. The researchers provided brief overviews 
of the preliminary findings for each ISAT domain and 
workshop participants were encouraged to share their 
questions and reflections on the findings. Lastly, partic-
ipants were invited to rate the readiness for scale-up for 
each ISAT domain or to abstain from rating. Research 
team members did not participate in rating.

A professional facilitator, who was not part of the 
research team, led the workshops and used group deci-
sion support software to collect participants’ anony-
mous responses to each ISAT readiness question in 
real-time. Questions related to scalability readiness 
were rated on a four-point scale [not at all (0), to a very 
small extent (1), somewhat (2), to a large extent (3)] for 
each ISAT domain. Following each rating, participants 
were encouraged to discuss the rationale for their rat-
ings or to enter comments anonymously into the soft-
ware program. Scores for each question in a domain 
were averaged across participants and across ques-
tions within the domain to create a final score for the 
ISAT domain, as per the ISAT guidance [10]. A radar 
plot was used to create a visual representation of the 
average score for each domain. The radar plot helped 
to highlight differences in scalability across the 10 
domains and focus subsequent discussions on strate-
gies to address domains where scalability readiness was 
rated lower.

Following the workshop, research team members 
reviewed the individual ratings, comments, and meeting 
minutes, synthesized the findings, and summarized the 
results in a scalability assessment report for each prov-
ince [27, 28].

Table 3  Semi-structured Interview Guide for Key Informants

1. Can you briefly describe the current delivery settings for the programs like the Community Partnership Program?

2. What is the situation in your province regarding self-management support for older adults with multiple chronic conditions and their caregivers?

3. What level of scale-up could you see for this program? (e.g., more local sites, regional roll-out, provincial roll-out, national roll-out)

4. What do feel would be the costs of implementing the program (e.g., staff costs, cost of training, infrastructure, equipment)?

5. What do you feel would be the benefits of implementing the program?

6. Do you think that any aspects of the program would need to be changed before scale-up?

7. How do you think that the fidelity to the program could be monitored if scaled up? (fidelity being the extent to which parts of the program is deliv-
ered as originally planned)

8. What measures do you have in place presently that could be used to monitor the program over time (e.g., on-going quality assurance)?

9. How do you monitor the on-going quality of existing programs and services?

10. Who would you see as the target population for this program?

11. Who would you see as the delivery workforce and referrers for this program and would they remain the same workforce/referrers at scale-up?

12. In your experience, what type of infrastructure (e.g., clinic facilities, IT equipment) is needed to implement this program?

13. Once scaled up, how sustainable do you think the service would be in the medium to long term (5–10 years)?

14. Do you have any additional comments or feedback on the scalability or scale-up for the Community Partnership Program that you would 
like to share?
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Results
Participants
The Ontario working group had nine members and the 
PEI working group had six members. Ten key inform-
ants participated in interviews, five in each province, 
representing different levels of leadership in one of the 
two provincial health systems (n = 9) and a pan-Cana-
dian not-for-profit organization (n = 1). Twelve partici-
pants attended the workshop in Ontario (representing 
local, provincial and national diabetes-related organi-
zations and patient and public research partners) and 
eight attended from PEI (representing the PEI Depart-
ment of Health and Wellness and Health PEI, and 
patient and public research partners).

Scalability assessment
Overall, the scalability of the CPP was rated highly in 
both provinces. Each readiness assessment question 
scored between 2.0 and 3.0 on average, on the 0-to-
3-point scale. Figures 1 and 2 summarize the scalability 
assessments through ISAT radar plots for Ontario and 
PEI. Mean scores for each domain by readiness question 
and province are summarized in Table 4.

Domain A1: The problem
Domain A1 asked participants to consider if diabetes 
among community-living older adults with multimorbid-
ity is of sufficient priority to warrant scale-up of the CPP 
to address the problem. In both provinces this domain 

Fig. 1  ISAT Radar Plot of the COMMUNITY PARTNERSHIP PROGRAM Scalability Assessment Mean Scores for Ontario

Fig. 2  ISAT Radar Plot of the COMMUNITY PARTNERSHIP PROGRAM Scalability Assessment Mean Scores for PEI
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received the highest mean score in Part A of the ISAT 
tool. Participants suggested that the intervention would 
benefit from a presentation strategy, such as creating key 
messages for funders to convey the importance of sup-
porting older adults with diabetes and multimorbidity by 
scaling-up the CPP.

Domain A2: The intervention
Domain A2 asked participants to consider whether the 
intended outcomes of the intervention addressed the 
needs of the target population and/or the problem. In 

both provinces, participants appreciated the holistic, 
patient-centred focus of the intervention and its sup-
port for management of diabetes and other chronic 
conditions. However, program scale up would require 
analyzing the delivery of diabetes care across all popu-
lations and identifying sub-populations of older adults 
who would most require and benefit from an enhanced 
care model. Participants noted this would be supported 
by using a data informed approach to identify and 
recruit this priority population. In PEI, the identifica-
tion of potential participants for the program could be 

Table 4  Intervention Scalability Assessment Tool (ISAT) Mean Ratings by Questions and Province (N = 20)

Note. ACHRU CPP Aging, Community and Health Unit Community Partnership Program, NR not rated, ON Ontario, PEI Prince Edward Island, SD standard deviation

ISAT DOMAIN ON (n = 12) PEI (n = 8)
Readiness Assessment Question(s) Mean (SD) Mean (SD)

DOMAIN A1: THE PROBLEM
  Q1. In your opinion, is diabetes among community-living older adults with multiple chronic conditions of sufficient prior-
ity to warrant scale up of the ACHRU-CPP to address this problem?

2.80 (0.13) 2.88 (0.11)

DOMAIN A2: THE INTERVENTION
  Q2. Do you think the outcomes intended by the ACHRU-CPP address the needs of the target group (and/or) problem 
(diabetes and multiple chronic conditions)?

2.64 (0.16) 2.75 (0.14)

DOMAIN A3: STRATEGIC AND POLITICAL CONTEXT
  Q3. To what extent is addressing the problem of diabetes and multiple chronic conditions in community-living older 
adults consistent with policy /strategic directions or priorities?

2.91 (0.10) 2.86 (0.12)

  Q4. Do you think scaling up the ACHRU-CPP would be strategically useful to funders/funding agency? 2.64 (0.16) 2.57 (0.16)

DOMAIN A4: EVIDENCE OF EFFECTIVENESS
  Q5. Based on the evidence available, do you think the ACHRU-CPP will be effective in addressing the problem in the tar-
get population?

2.25 (0.20) 2.33 (0.16)

DOMAIN A5: INTERVENTION COSTS AND BENEFITS
  Q6 Based on the evidence available, do you think that the benefits of the ACHRU-CPP could outweigh the costs? 2.27 (0.15) 2.67 (0.16)

DOMAIN B1: FIDELITY AND ADAPTATION
  Q7. What changes/adaptations to the core components, if any, are recommended to maximize the scalability 
of the ACHRU-CPP?

NR NR

  Q8. If the core components of the ACHRU-CPP are changed/adapted as recommended, are the impact(s) likely to be 
favourable?

2.50 (0.17) 2.80 (0.13)

  Q9. To what extent can the changed/adapted ACHRU-CPP be monitored and/or maintained if it is implemented at scale? 2.73 (0.15) 2.80 (0.13)

DOMAIN B2: REACH AND ACCEPTABILITY
  Q10. Do you think the ACHRU-CPP in its current form has the potential to reach the intended target population at scale? 2.17 (0.18) 2.50 (0.17)

  Q11. Do you think the ACHRU-CPP will likely be acceptable to the target population at scale-up? 2.42 (0.16) 2.83 (0.12)

DOMAIN B3: DELIVERY SETTING AND WORKFORCE
  Q12. Is the delivery setting(s) selected to deliver the ACHRU-CPP at scale consistent with that used in previous studies? 2.08 (0.21) 2.67 (0.25)

  Q13. Is the workforce intended to deliver the program at scale consistent with that used in previous studies? 2.33 (0.16) 2.50 (0.25)

  Q14. Is the ACHRU-CPP likely to be acceptable to the delivery workforce involved in its delivery at scale? 2.25 (0.14) 2.50 (0.17)

  Q15. As the ACHRU-CPP requires integration into existing organizational or community structures, do you think this 
is likely to be feasible?

2.42 (0.16) 2.67 (0.16)

DOMAIN B4: IMPLEMENTATION INFRASTRU​CTU​RE
  Q16. Do you think the implementation infrastructure requirements for scale-up will be feasible to acquire? 2.56 (0.17) 2.83 (0.12)

DOMAIN B5: SUSTAINABILITY
  Q17. In your opinion, is the level of integration of the ACHRU-CPP into delivery settings required for implementation 
at scale sustainable?

2.75 (0.14) 2.50 (0.17)

  Q18. In your opinion, is the level of resourcing required to implement the ACHRU- CPP at scale sustainable? 2.38 (0.16) 2.50 (0.17)

  Q19. In your opinion, is the delivery workforce required for implementation at scale sustainable? 2.25 (0.22) 2.50 (0.17)
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automated and flagged through their newly introduced 
provincial electronic health record.

Domain A3: Strategic/political context
Domain A3 asked participants to consider to what extent 
addressing the problem of diabetes and multimorbidity in 
community-living older adults is consistent with current 
policy, strategic directions, or priorities, and if scaling up 
the CPP would be strategically useful to program funders. 
Participants and key informants noted that addressing 
the problem of diabetes and multiple chronic conditions 
among older adults is well aligned with current provincial 
priorities in both provinces of using integrated care mod-
els to deliver care to a geographically defined catchment, 
such as integrated care pathway development in Ontario 
and development of Patient Medical Homes in PEI. In 
addition, they noted a need to understand the effective-
ness of existing diabetes programs and determine if scal-
ing up of the CPP would require additional funding or 
the reorganization of current care delivery.

Domain A4: Evidence of effectiveness
Domain A4 asked participants to consider if the CPP 
would be effective at addressing the problem in the tar-
get population based on the available evidence. The score 
for this domain was rated the lowest score among all 10 of 
the ISAT domains. Participants perceived that the lack of 
statistically significant differences in any outcomes in the 
most recent RCT (compared to usual care) were largely 
attributable to implementation challenges encountered 
due to the COVID-19 pandemic. They also felt that the 
program may not have targeted a population where quan-
titative effectiveness could be demonstrated (i.e., older 
adults in most need). Participants suggested that a longer 
follow-up period may also have been required to capture 
changes that occurred due to the intervention, since out-
comes were only measured immediately post-interven-
tion. As well, participants suggested that new outcome 
measures (e.g., global self-management measure) may be 
needed to detect potential impacts. Participants agreed 
that a balanced view of the trial’s positive qualitative find-
ings (e.g., perceived impacts by participants and inter-
ventionists, acceptability of the intervention) with the 
quantitative results needed to be taken when considering 
scalability (Fisher K, Chan Carusone S, Ganann R, North-
wood M, Sherifali D: Transforming healthcare by prior-
itizing qualitative and quantitative clinical trial evidence: 
evaluating the Aging, Community and Health Research 
Unit’s Community Partnership Program, submitted).

Domain A5: Intervention costs and benefits
Domain A5 asked participants to consider the costs of 
delivering the CPP and its quantifiable benefits, and to 

rate whether these benefits could outweigh the imple-
mentation costs. The cost analysis of the CPP considered 
the use of health and social services from a societal per-
spective, including costs incurred by persons with diabe-
tes. Since the trial was conducted during the COVID-19 
pandemic, the use of other health and social services 
were reduced, and by extension, the costs of use were 
also reduced. The most recent trial yielded higher total 
health and social service costs for participants in the 
intervention group versus the control; entirely attribut-
able to the cost of the intervention with little/no group 
difference in the change over time in the costs of other 
services. Participants noted important perceived ben-
efits of the CPP that were not evaluated quantitatively, 
such as the value of home visits in better understanding 
issues affecting self-management of diabetes by older 
adults (e.g., living situation, food insecurity), strength-
ened intersectoral collaboration between providers, and 
opportunities for peer support in the group wellness 
sessions. Key informants in both provinces noted that 
the CPP has the potential to demonstrate increased effi-
ciencies and effectiveness of existing diabetes care as a 
standardized, evidence-based program and inform other 
initiatives (programs for diabetes and other chronic con-
ditions) if a more comprehensive approach was used (e.g., 
full cost–benefit analysis). Some participants felt further 
evaluation was needed to gain more information on the 
program’s impact and cost.

Domain B1: Fidelity and adaptation
Domain B1 asked participants to consider changes or 
adaptations to the core components of the interven-
tion that would be required to maximize scalability 
and favourable impacts. Participants were also asked to 
consider how the intervention could be monitored and 
maintained at scale. Some participants suggested scal-
ing up in-person delivery of the intervention, while oth-
ers supported the use of a hybrid model (both in-person 
and virtual delivery options) depending on the needs and 
preferences of the older adult. Virtual program delivery 
was seen of benefit to some participants, for example 
when transportation was not available or during inclem-
ent weather. Electronic health record platforms were 
identified as a strategy for facilitating continuous moni-
toring of program outcomes and the collect feedback 
from older adults and their care partners.

Domain B2: Reach and acceptability
Domain B2 asked participants to consider the reach 
and acceptability of the CPP to the intended popula-
tion. Participants felt overall that the program would 
be acceptable to older adults with diabetes and multi-
ple chronic conditions, however offered specific local 
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recommendations to improve program reach and accept-
ability. For example, in Ontario, suggested adaptations 
included operating the group sessions in a faith-based 
setting by bilingual and bicultural providers with strong 
understanding of the local community.

Domain B3: Delivery setting and workforce
In Domain B3, participants were asked to consider the 
setting in which the CPP would be delivered, the associ-
ated workforce to implement the program at scale, and if 
delivery of the program in these settings with the current 
workforce would be acceptable and feasible. Participants 
indicated that it may be feasible and acceptable to inte-
grate the CPP into existing diabetes education programs. 
They suggested that integrating the program would 
require buy-in and support from community leaders and 
partnering with organizational champions. To begin scal-
ing up the program, participants suggested starting with 
organizations that would be most willing to engage, lev-
eraging existing infrastructure where the program rep-
resents a good fit, and proceeding in a phased approach 
(i.e., one setting at a time).

Domain B4: Implementation infrastructure
Domain B4 asked participants to consider the feasibility 
of acquiring the implementation infrastructure to scale 
up the CPP. Implementation infrastructure includes the 
organizational and health human resources required to 
implement the program at scale (e.g., training, education, 
feedback and monitoring systems, clinic and community 
facilities).

Participants identified the main barrier to scale-up would 
be securing adequate health human resources to deliver 
the program, given existing shortages. Key informants 
also noted the importance of the development of cross-
sectoral partnerships. The CPP differs from usual care in 
most settings with its use of home visits and group well-
ness sessions, both requiring additional staff to be deliv-
ered. Participants agreed with the proposed infrastructure 
requirements identified through the scalability assessment 
and thought that they would be feasible to acquire. This 
would include standardized training curriculum and ongo-
ing education, local community advisory board to support 
implementation and adaptation of the program, leadership 
support and buy-in, clinical/organizational champions, a 
program coordinator, information technology systems  for 
documentation in health records and ongoing program 
monitoring. However, sustainable funding for delivery of 
the CPP would need to be secured in both provinces.

Domain B5: Sustainability
Domain B5 asked participants to consider the poten-
tial outcomes of scaling up the CPP and program 

sustainability in the medium- and long-term, if it were 
scaled up. Participants identified that program sustain-
ability would depend on support from public funders 
and agencies, as well as ongoing collaboration with pri-
mary care, diabetes care programs, community partners, 
older adult and caregiver research partners, and champi-
ons. In both provinces, the identification of a backbone 
implementing organization was regarded as an important 
prerequisite. The backbone organization would also need 
to be responsible for training, technical guidance, moni-
toring program fidelity and outcome measurement, and 
advancing health equity.

Implementation planning considerations
The critical factors and next steps to scaling up the pro-
gram in each province were identified during the pro-
vincial knowledge exchange workshops. Key informants 
were also asked to share lessons learned in scaling up 
other initiatives or programs. In both provinces, par-
ticipants suggested that a targeted communication plan 
would need to be developed to communicate the need for 
and benefits of the CPP to provincial ministries of health, 
providers, and older adults.

Next, a backbone organization would need to be identi-
fied in each province. Key informants in Ontario thought 
that Ontario Health Teams (integrated model of care 
where providers in hospitals, primary care, and home and 
community care work as one coordinated team) would 
be in position to be the backbone organizations given 
the alignment of the program with their chronic disease 
strategy. In PEI, key informants thought Patient Medical 
Homes would be in a position to serve as the backbone 
organization, with the Department of Health and Well-
ness providing program funding.

The development of a scale up plan could then occur 
with interested primary and community care organi-
zations to consider how current workflows could be 
reimagined to integrate and support the program. The 
support of senior leadership in these organizations was 
viewed as critical by key informants. A phased, hori-
zontal approach to implementation and scale up was 
regarded as the optimal approach, where the program is 
implemented in different settings, allowing for continued 
accumulation of evidence and ongoing adaptations and 
development guided by the evidence [2]. A horizontal 
approach was preferred to vertical scale up, which would 
be the implementation of the program across the prov-
ince [2]. Participants noted that in a phased approach, 
adaptations could be made to fit the needs and context 
of the local community that would inform larger scale up 
efforts. Ideally, key outcome measures could be embed-
ded in electronic health records to support continuous 
program monitoring and evaluation. Future funding 
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opportunities to support implementation evaluation and 
iterative program development would be beneficial.

Discussion
We have provided an exemplar for other researchers and 
health and social care providers and leaders on how to 
collaboratively assess the scalability of a program. Both 
the findings and our approach make contributions to 
evidence related to integrated care programs for other 
chronic conditions in older adults. This study assessed 
the scalability of the CPP, an integrated care program for 
older adults with diabetes and multiple chronic conditions 
and their care partners, and determined the most criti-
cal factors and next steps to scaling up the intervention 
in two provinces in Canada, Ontario and PEI. Overall, the 
CPP received high scalability ratings from participants. A 
phased, horizontal implementation and scale up process 
was recommended, facilitating local adaptations, on-
going program evaluation, and accumulation of evidence. 
However, challenges to scale up were identified, including 
the need for further evidence of program effectiveness in 
other diverse settings and populations, and designated 
funding and adequate health human resources.

All participants strongly agreed that diabetes among 
older adults with multiple chronic conditions is a signifi-
cant problem and warrants the scale up of the CPP. Par-
ticipants felt that the program was well aligned with the 
strategic directions of both provinces, especially given 
the focus on improving care pathways for persons with 
diabetes and multiple chronic conditions [29, 30]. How-
ever, dedicated funding for the program may be challeng-
ing to acquire within competing system demands.

Providing a realistic estimate of benefits and costs to 
help inform participants’ assessment of the net program 
benefit was challenging. Many of the program’s benefits 
are difficult to quantify or monetize, such as the impact 
of an assessment done during a home visit to tailor care 
planning. The directors who would be responsible for 
budgeting for the program were interested in how much 
the program would cost to implement within their organ-
ization and what organizational cost savings would be 
realized. Translating the costs of intervention implemen-
tation within the context of a trial to the cost of imple-
mentation as part of usual health and social care is an 
important scalability consideration and one that requires 
consideration of health care policy and the infrastruc-
ture and assets of all organizations in the interprofes-
sional team delivering the intervention [31]. The lack of 
collaborative funding models is a recognized challenge 
in the implementation of integrated care programs in 
many health and social care systems around the world 
[32]. Funding mechanisms are not integrated at the 
population level (i.e., collective responsibility to care for 

a well-defined population) but rather at the level of the 
organizations [32].

Participants agreed that the key components of the CPP 
meet the needs of many older adults with diabetes and 
multiple chronic conditions; however, they suggested that 
the program needs to be further tailored to support differ-
ent ethnocultural groups and may be more effective and 
efficient if targeted to older adults with higher need. The 
characteristics of different older adult populations that 
could benefit the most from the program were suggested 
to improve the program’s effectiveness and outcomes, how-
ever further research is needed to identify these groups. 
Several adaptations were also suggested to improve pro-
gram acceptability and effectiveness to older adults and 
their care partners. However, this creates a tension between 
ensuring the fidelity of the tested program at scale and the 
need for local adaptation. Adaptation to programs is a valu-
able consideration in scalability and for modifications to be 
fidelity-consistent the core elements of the program must 
be preserved that are required for it to be effective [33]. At 
the same time, implementing a program without consid-
eration of fit is not recommended, as it would negatively 
impact effectiveness and sustainability [33, 34].

The identification of the production of health inequities 
is not explicitly noted in the ISAT. A systematic review of 
tools for assessing the scalability of innovations in health 
found health inequities to be the least considered poten-
tial pitfall to planning scale up in the 21 tools examined 
[7]. Likewise, an umbrella review of evidence on scaling 
in health and social care located only one review that 
examined ethical, legal and societal issues, such as equity 
of care and community needs, as part of the scale up pro-
cess [31]. Failing to adequately consider equity issues and 
local community needs when assessing scalability could 
perpetuate or exacerbate health inequities if programs 
are scaled up without knowledge of their impact across 
diverse communities [7, 33]. In our scalability assessment, 
health inequities were the focus of many discussions initi-
ated by participants. We hypothesize this was due to the 
emphasis on health equity and the social determinants of 
health in the design of the CPP, but also because of the 
inclusion of patient and public research partners in plan-
ning and implementing the scalability assessment process. 
The ISAT would benefit from prompts across the readi-
ness assessment questions regarding production of health 
inequities and features of the target population (e.g., 
racialized groups) that require consideration.

Given the recommendations to adapt the program to 
local contexts, the importance of strategies to monitor 
the impact of the program at scale and implementation 
fidelity were raised by participants in both provinces. 
However, the information technology infrastructure 
required for continuous quality monitoring does not 
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currently exist in either province, such as electronic 
health records that span social and health care sectors 
and contain patient-reported outcome measures [35]. An 
absence of secure data infrastructure has been noted in 
other research of integrated care programs and care out-
come data is more often available from primary and acute 
care sectors and not from the social care sector [36, 37]. 
Furthermore, few models of continuous quality improve-
ment efforts using high-quality patient data exist, with 
the exception of long-term care [38], making it very chal-
lenging to continuously evaluate promising programs in 
the real-world context [35]. Monitoring the longer-term 
impact of the program will be important as the program 
is delivered in new contexts with different populations. It 
will take time for the program to become fully integrated 
into practice and future needs of the population and/or 
community may require additional program adaptations 
[34, 39]. Researchers conducting a qualitative case study 
of sustainability of scaled up population health interven-
tions suggested the inclusion of sustainability in funding 
proposals or innovative funding opportunities to renew 
funding if commitment to scale up is secured [39].

Planning for the scalability assessment as a final phase 
of the research program and overall evaluation of the 
CPP was beneficial. Many of the participants had excel-
lent working knowledge of the program and experience in 
its delivery allowing them to engage deeply in the assess-
ment. In addition, the diverse backgrounds of the partici-
pants provided critically important perspectives, which 
facilitated assessing scalability and generating implemen-
tation considerations reflective of real-world contexts. 
The collaborative process also resulted in strengthening 
relationships between researchers and participants that 
can be leveraged for on-going implementation and evalu-
ation of this program and other complex, integrated care 
interventions for older adults. The long-term engagement 
and collaboration required to move research into practice 
is aligned with the development of a learning health sys-
tem, where care delivery and research are well connected 
[24, 35]. Given that the policy and practice environment 
is ever-changing, this final phase of the scalability assess-
ment facilitated an assessment of how the CPP aligns 
with the current policy and practice context. Significant 
movements towards integrated care in both provinces, 
and enhanced awareness of social health determinants 
and equity from critical lessons learned in the pandemic, 
means that the program has even better alignment than 
when it was initially co-designed.

The ISAT was useful in facilitating data generation. 
However, participants and key informants provided 
highly relevant information that was not specifically elic-
ited by the ISAT readiness questions, but very important 
in assessing the scalability of the CPP. As noted earlier, the 

ISAT would benefit from prompts regarding production 
of health inequities and features of the target population 
(e.g., equity-denied groups) related to the intervention 
(Domain A2). The implementation infrastructure domain 
(B4) would be strengthened with prompts regarding avail-
ability of leadership support, provider champions, and 
community leaders, as participants identified these fac-
tors as facilitating scalability of the program. Inclusion 
of these factors in a scalability assessment is also consist-
ent with other commonly used implementation science 
frameworks [25].

Strengths and limitations
The ISAT provided a useful structured approach to the 
scalability assessment. Rating each domain in real time, 
followed by reflection and discussion, facilitated informa-
tion sharing and idea generation. The narrow range used 
for rating (0 to 3) may have had the effect of being less 
sensitive to response differences. The scalability assess-
ment involved a diverse and knowledgeable group of par-
ticipants, including patient and public research partners. 
However, participants identified a lack of clarity around 
some of the readiness assessment questions and strug-
gled to foresee or predict program sustainability if scaled 
up due to unknowns, such as securing funding.

In the context of the pandemic and travel restrictions, 
the workshops were held online, rather than in-person as 
originally planned; this may have affected participation 
for some. We also conducted the workshop over a shorter 
duration, in recognition of the busy schedules of partici-
pants and the negative impact of prolonged screen time. 
The assessment was done at one point in time, and as 
such, readiness for scalability may change with changes 
in the political and practice context.

Conclusions
The scalability assessment process resulted in consensus 
that the CPP should be adapted and implemented using a 
phased approach (horizontal scale-up) with strong com-
munity and partner involvement. However, monitoring 
the impact and fidelity of these types of programs at scale 
is hampered by the lack of adequate informational tech-
nology infrastructure. Participants are committed to sus-
taining the collaborative working relationships developed 
during the trial and seek further funding opportunities 
to support the scale-up of the program into usual care of 
older adults with diabetes and multiple chronic condi-
tions. The scalability assessment process was a practical 
method to generate concrete strategies to facilitate the 
uptake of the program into practice. Planning for scal-
ability as part of implementation-effectiveness studies is 
of significant value in increasing the potential for health 
care system impact.
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