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Abstract

Background: Implementing treatments and interventions with demonstrated effectiveness is critical for improving
patient health outcomes at a reduced cost. When an evidence-based intervention (EBI) is implemented with fidelity
in a setting that is very similar to the setting wherein it was previously found to be effective, it is reasonable to
anticipate similar benefits of that EBI. However, one goal of implementation science is to expand the use of EBIs as
broadly as is feasible and appropriate in order to foster the greatest public health impact. When implementing an
EBI in a novel setting, or targeting novel populations, one must consider whether there is sufficient justification that
the EBI would have similar benefits to those found in earlier trials.

Discussion: In this paper, we introduce a new concept for implementation called “scaling-out” when EBIs are
adapted either to new populations or new delivery systems, or both. Using existing external validity theories and
multilevel mediation modeling, we provide a logical framework for determining what new empirical evidence is
required for an intervention to retain its evidence-based standard in this new context. The motivating questions are
whether scale-out can reasonably be expected to produce population-level effectiveness as found in previous
studies, and what additional empirical evaluations would be necessary to test for this short of an entirely new
effectiveness trial. We present evaluation options for assessing whether scaling-out results in the ultimate health
outcome of interest.

Conclusion: In scaling to health or service delivery systems or population/community contexts that are different
from the setting where the EBI was originally tested, there are situations where a shorter timeframe of translation is
possible. We argue that implementation of an EBI in a moderately different setting or with a different population
can sometimes “borrow strength” from evidence of impact in a prior effectiveness trial. The collection of additional
empirical data is deemed necessary by the nature and degree of adaptations to the EBI and the context. Our
argument in this paper is conceptual, and we propose formal empirical tests of mediational equivalence in a
follow-up paper.
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equivalence
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Introduction
One goal of implementation science is to expand the use
of evidence-based interventions (EBIs) appropriately and
as broadly as feasible in order to foster the greatest public
health impact [1]. This goal of generalizing the use of EBIs
to improve public health is rooted in theory regarding ex-
ternal validity, first introduced approximately 60 years ago
by Campbell [2]. In Campbell’s definition, external validity
concerns the representativeness or generalizability of an
effect and asks: to what populations, settings, and out-
comes can an empirically established causal association
between an intervention and outcome be generalized? Fol-
lowing this original formulation, Cook and Campbell [3]
and Cronbach [4] specified domains wherein a causal as-
sociation can be examined with respect to generalizability:
the population where it is delivered, the intervention, out-
comes, and settings. In this paper, we introduce a new
concept for implementation called “scaling-out” where
EBIs are implemented with either new populations, new
delivery systems, or both. Using existing external validity
theories and multilevel mediation modeling, we provide a
logical framework for determining what new empirical
evidence is required for an intervention to retain its
evidence-based standard in this new setting. The goal of
this paper is to present a conceptual approach to evaluat-
ing the spread and generalization of EBIs across health
and allied health service systems within these domains.
When an EBI is implemented with fidelity in a setting

that is identical to or very similar to where it was previ-
ously tested and found to be effective, it is reasonable to
anticipate that the EBI would provide similar benefits to
those found earlier. However, every EBI implementation
raises two critical questions: (1) is there sufficient empir-
ical evidence or justification from prior evidence that this
EBI would impact health as expected, and (2) whether sys-
tem, organization, and/or EBI adaptations are necessary,
sufficient, and culturally and organizationally appropriate
to make it feasible, practical, and acceptable in the new
context. We argue first that EBI implementation in a
moderately different setting or with a different population
can sometimes “borrow strength” from evidence of impact
in a prior effectiveness trial with additional empirical data
deemed necessary by the nature and degree of adapta-
tions. This strategy of testing precise elements in a medi-
ation model can be seen as an extension of Cook’s five
pragmatic principles for justifying generalized causal infer-
ences to different target populations and settings [5]. We
argue that adaptations to populations or delivery systems
require that some new empirical evidence is often neces-
sary to retain evidentiary status, and we lean on mediation
modeling to make this case. While our argument in this
paper is conceptual, we propose formal statistical ap-
proaches and empirical tests of mediational equivalence in
a follow-up methods paper.

Defining a new concept for
implementation—“scaling-out”
We define the approach to adapting and delivering EBIs
across health and allied health service systems and orga-
nizations and/or across different target populations as
scaling-out. Scaling-out is the deliberate use of strategies
to implement, test, improve, and sustain EBIs as they are
delivered in novel circumstances distinct from, but
closely related to, previous implementations. Although
we propose an approach that identifies three types of
scaling-out, we focus on two major types of scaling-out
in this paper, (1) one that involves delivery of an inter-
vention to the same target population as previously
tested, but through different settings or delivery systems,
and (2) one that involves delivering an intervention to a
different population than previously tested, but through
similar settings or delivery systems. The motivating
questions are whether scaling-out can reasonably be ex-
pected to produce population-level effectiveness as
found in previous studies, and what additional empirical
evaluations would be necessary to test for this short of
an entirely new effectiveness trial. If testing of this new
scale-out requires the full empirical evaluation that
would be required for establishing an EBI, this would be
exceptionally costly, time consuming, and would delay
implementation, especially to populations underrepre-
sented in scientific trials or in settings where its delivery
could reasonably produce benefit. Indeed, if we can le-
gitimately borrow strength from previous studies and a
modest amount of empirical evidence, this could acceler-
ate and expand benefit to populations that have experi-
enced health disparities that might never be included in
a rigorous randomized effectiveness trial [6].

Scaling-out vs scaling-up
The words “scaling,” “scale-up,” or “scaling-up” have
clear meaning and importance in implementation sci-
ence. In scaling-up, an EBI designed for one setting (e.g.,
a public mental health clinic) is expanded to other
health delivery units within the same or very similar set-
tings under which it has been tested (e.g., a statewide
roll-out to all its public mental health clinics). An ex-
pectation of beneficial impact when scaling-up relies
upon Cook’s principle of proximal similarity [5] because
a nearly identical intervention is delivered in the same
way to a similar population. Often when scaling-up an
EBI to a large number of subjects by an expanded num-
ber of service delivery organizations, policy-makers and
researchers are willing to assume that health outcomes
will be improved as long as the EBI is implemented well
[7]. Often, funders rely on this assumption without pro-
viding support for continuing evaluation for verification
of impact. This minimalist perspective places a heavy re-
liance on previous tests of effectiveness and minimizes
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the importance of evaluations of implementation outcomes
(e.g., self-reports of high fidelity). However, this perspective
is not universally shared [8], and there are examples of EBI
scale-ups where health outcomes did not improve as
intended [9]. In some settings, policy-makers and system
leaders want to know: will it (the EBI) work here for our cit-
izens? Provided sufficient qualitative and quantitative data
are available, modern implementation science evaluations
can often be used to assess why expected implementation
outcomes did or did not occur [10].
In contrast to this perspective on scaling-up, we use

the term scaling-out to refer to specific variants in
implementing an EBI, policy, or set of programs that are
evidence-based. As shown in Table 1, we propose three
types of scaling-out; the first variant, type I: population
fixed, different delivery system, involves targeting the
same population as previously tested, but through a dif-
ferent delivery system, the second type of scaling-out,
type II: delivery system fixed, different population, in-
volves targeting a different population than previously
tested, but through the same delivery system, and the
final type of scaling-out, type III: different population
and delivery system, involves targeting a different popu-
lation, through a different delivery system, as compared
to the original EBI trial. In all variants of scaling-out,
there is more concern about the impact on effectiveness
and health outcomes, as there is more uncertainty
whether the empirically supported causal association be-
tween intervention and outcome found in previous studies
will hold when adapted and tested under yet-unstudied
conditions. As a result, with scaling-out we are unable to
rely completely on findings of previous studies.
We present a logical argument regarding the degree of

empirical evidence needed for scaling-out that extends
beyond the trials that established the original evidence
of impact. Though we introduce three types of scaling-
out, we focus on types I and II scaling-out in this paper,
wherein either the target population or delivery system
remains fixed, respectively. We note that the logic be-
hind borrowing strength from previous studies requires
that we justify that key elements of the intervention still
exist and are delivered with fidelity, that the delivery sys-
tem retains critical components of the implementation
strategy, and that broader ecological systems are still
supportive of the delivery and sustainment of this inter-
vention. We describe four levels of evidence and recom-
mend that evidence of the effectiveness of scaling-out
can be supported if we establish that mediational path-
ways have equivalent strength as they did in the original
trials.

Empirical evidence needed for scaling-out
In one sense, the concept of scaling-out of an EBI is
analogous to off-label use of a pharmaceutical that has

been approved for patients having a specific indication.
For example, the US Food and Drug Administration’s
(FDA) and other regulatory agencies’ limited approval of
medications to be used for specific conditions is

Table 1 Key terms and definitions for the scale-out of an
evidence-based intervention (EBI)

Key term Definition

Scale-up The deliberate effort to broaden the
delivery of an EBI with the intention of
reaching larger numbers of a target
audience. Often an EBI scale-up will
target health delivery units within the
same, or very similar settings, under
which the EBI has already been tested.

Scale-out A deliberate effort to broaden the
delivery of an EBI. Scale-out is an ex-
tension of scale-up and uniquely refers
to the deliberate use of strategies to
implement, test, improve, and sustain
an EBI as it is delivered to new popula-
tions and/or through new delivery sys-
tems that differ from those in
effectiveness trials. There are three
types of scale-out, each indicating the
extent to which the EBI is delivered to
new populations and/or through new
delivery systems.

Type I scale-out: population
fixed, different delivery system

A type of scaling-out wherein an EBI is
scaled-out to the same population as
previously tested, but through a differ-
ent delivery system.

Type II scale-out: delivery sys-
tem fixed, different population

A type of scaling-out wherein an EBI is
scaled-out to a different target popula-
tion through the same delivery system
as previously tested.

Type III scale-out: different
population and delivery system

A type of scaling-out wherein an EBI is
scaled-out to a different target popula-
tion, through a different delivery sys-
tem, than previously tested.

Borrowing strength Utilizing empirical evidence from a
previous EBI effectiveness trial in
combination with new evidence from
a scale-out trial to test EBI effective-
ness when moving it to a new popula-
tion and/or through a new delivery
system. Borrowing strength allows for
a more limited evaluation, typically pri-
oritizing implementation outcomes,
that takes less time and expense to
conduct than the original effectiveness
trial.

Intervention adaptation Modifications to an EBI to facilitate its
feasible, practical, and acceptable
implementation in new contexts.

External validity The representativeness or
generalizability of an effect.

Core elements Prototypical and/or necessary activities
or components of an EBI. When
scaling-out an EBI to a new population
and/or through a new delivery system,
core elements of the EBI should be
retained to ensure its effectiveness.

EBI evidence-based intervention
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designed to give strong assurance of what patients and
physicians can expect under these limited settings. Ex-
cept for specified contraindications, it is not illegal to
prescribe FDA-approved drugs outside these settings
(i.e., off-label usage) or at different dosages than origin-
ally approved. However, no assurance is given for their
effectiveness upon doing so; there are no assurances of
their safety, or that iatrogenic effects will be absent.
Similarly, EBIs that are tested for effectiveness in one
setting have some assurance of impact when scaled-up
to health units and subjects in very similar settings. But
we would have less confidence about the potential health
impact of an EBI when scaled-out to different settings or
populations. Intuitively one would expect that the more
similar the delivery system, the broader the contextual
setting, the intervention, and the population, the more
we should be able to rely on previous evidence, and the
less new empirical evidence should be needed, to antici-
pate a successful scaling-out.
But exactly what is the degree of “borrowing strength”

from previous research studies that we would want to
rely on? When is it justified to expect the same or simi-
lar impact of an EBI in this new setting? What new ef-
fectiveness testing should be required when an EBI is
moved to different setting or population? What similar-
ities exist in the mechanisms of action in the scaling-out
compared to that previously found? When is it legitim-
ate from a causal inference perspective to combine pre-
viously collected effectiveness and mechanistic
evaluation data with new evaluation data on the scaled-
out version? When would an entirely new effectiveness
trial be required for a scaling-out to re-establish the
existing standard of evidence?
To answer these questions, we begin with Cook’s con-

ceptual principles of proximal similarity and heteroge-
neous irrelevancies [5]. Proximal similarity points to the
degree that the scale-out contexts are similar to previous
studies. A high degree of similarity engenders greater
confidence that the health impact in the new context
would be similar to what was found in previous studies.
Heterogeneous irrelevancies refer to the robustness, or
invariance, of a causal association across substantively ir-
relevant conditions. As noted by Matt and colleagues
[11], “The greater the range of substantive irrelevancies
across which a causal association has been found to be
robust, the more confident one can be that the causal
association will hold under yet-unstudied conditions”
(p. 524). We propose criteria regarding when to turn
these qualitative comparisons into empirical tests.
In our view, one must either establish or be willing to

accept the following similarities between scaling-out and
previous research. First, even as the EBI is adapted to
new settings or populations, it still must retain its core
elements [12]. Second, the underlying mechanism of

action regarding how core elements affect health out-
comes remains the same, which relies on analyses of
such mechanisms [13]. Third, there must be sufficient
organizational or system support to deliver the intervention
as intended to sufficient numbers of the target population.
Logically, we have no justification to anticipate health
impact in scale-out if we are unwilling to embrace these
three fundamental premises either based on the strength of
generalizability of existing evidence or new data. Because
scaling-out involves changes in the delivery system and/or
population, and typically requires relevant EBI adaptation
and/or context adaptation, we propose that an explicit
mediation model be tested for equivalence to previous ones
that established the intervention’s evidence [14].

Two types of scaling-out: population fixed, different
system, and delivery system fixed, different
population, scaling-out
Here we emphasize two distinct types of scaling-out,
“Type I: population fixed, different delivery system” and
“Type II: delivery system fixed, different population” that
we argue have potential for retaining their evidence-
based status provided they also satisfy what we call “me-
diational equivalence” (discussed in greater detail below).
In the discussion, we contrast these with both a typical
scaling-up, wherein both the population and delivery
system remain fixed, and the more complex scale-out,
type III, wherein both the population and delivery sys-
tem are different than originally tested.

Type I: population fixed, different delivery system
scaling-out
We formally define type I: population fixed, different de-
livery system scaling-out as implementation where an
EBI is delivered through a different delivery system to
the same population where it has previously been tested.
This type of scaling-out pursues an alternative avenue to
reach its target population. As an example, a number of
evidence-based parent training programs have been
tested and found to be effective in universal, selective,
and indicated prevention trials [15–17]. Most of these
programs have been tested and delivered in schools [18],
mental health, or social services systems [19] but may
have greater reach through alternative delivery systems.
The first of two examples type I scaling-out involves the
delivery of the SafeCare® child maltreatment intervention
using an “interagency collaborative team” implementa-
tion strategy across one large (i.e., population = 3.2 mil-
lion) county in the US [20]. In scaling-out SafeCare, a
new interagency “seed team” was formed from diverse
stakeholders that became the source of knowledge,
model expertise, and leadership that allowed this EBI to
be delivered with fidelity and to be sustained over time.
The second example involves the delivery of Familias
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Unidas, a parenting program for Hispanic families with
young adolescents, which was originally designed to be
housed in middle schools [21–23]. Familias Unidas has
been shown to have its strongest effect with Hispanic
families with poor parent-child communication [24, 25],
and it is this population that could be engaged through a
different system than the school. Under policy mecha-
nisms such as the US Affordable Care Act’s expanded
access to health care in the US [26], there is an oppor-
tunity for Familias Unidas and similar EBIs to be access-
ible free of charge to the same types of families through
primary care settings [27, 28]. Thus, health care system
changes may provide an important opportunity for type
I scaling-out. Because few effectiveness trials of these
programs exist in primary care, the evidence for the ef-
fectiveness of such parenting programs while being de-
livered through primary care is relatively limited [29]. If
we could legitimately build on the large effectiveness
trial knowledge that already exists regarding these par-
enting programs, we could accelerate the research that
supports delivery of such programs through primary
care.
Successful implementation of these parenting inter-

ventions within primary care would require a
reorganization to screen and refer families as well as to
integrate, co-locate, or establish formal agreements be-
tween service systems, agencies, or community-based or-
ganizations that can deliver such programs effectively. In
addition, type I scale-out may require important changes
in how the intervention is delivered. For example, the
Familias Unidas training program has been delivered by
facilitators in small parent group meetings as well as in
the home with individual families. SafeCare is delivered
in the home where parents can learn and practice skills
in vivo. A parenting program that is initiated by primary
care may need to replace such group and home delivery
modalities. This may be facilitated through the support
of more logistically efficient technologies and content,
such as interactive content about parenting viewable
through tablets in primary care waiting rooms and vir-
tual groups, having mock home environments within the
primary care setting, or use of technology for parents to
practice in their homes with coaches to work with them
remotely. These sessions would support parents in prac-
ticing skills related to child safety, health, and parent-
child interactions.
A final example of type I scaling-out is the delivery of

pre-exposure prophylaxis (PrEP) to populations at high
risk of HIV infection. In international and domestic clin-
ical trials, adherence to PrEP medication has been dem-
onstrated to reduce the risk of HIV infection by close to
90% among adult sero-negative men and women whose
partners were infected with HIV and at-risk adult men
who have sex with men, populations for whom federal

guidelines released by the Centers for Disease Control
and Prevention (CDC) recommend use of PrEP [30]. In
order to expand the use of PrEP, clinics serving these
populations that conduct HIV/STD testing and treat-
ment are emerging as sites for offering and/or delivering
PrEP. However, PrEP delivery requires a higher level of
engagement of healthcare providers than has typically
been engaged for HIV primary prevention; in fact, it
more closely mimics the types of care an individual liv-
ing with HIV received than the less medicalized services
more typically provided for HIV prevention. Staffing,
training, and costs required to deliver PrEP in this set-
ting are complex and need to be addressed for successful
implementation in STD clinics [31].

Type II: delivery system fixed, different population
scaling-out
We define type II: delivery system fixed, different popu-
lation scaling-out as implementation that extends the
reach of an existing intervention to a novel population
within a similar service system. Type II scaling-out uses
the same delivery system but aims to reach a different
population of individuals, groups, or families for which
the intervention has not yet been tested. For example, a
smoking cessation approach originally tested with behav-
ioral health patients may be implemented for those with
diabetes in the same managed care health system. How-
ever, populations may also vary by race or ethnicity, cul-
tural heritage, and considerations would have to
determine what core elements must be retained and
what might be adapted.
A large literature exists on cultural adaptation of

evidence-based interventions [32, 33]; many of these are
examples of scaling-out, as often the delivery system is
held constant. There already exist several approaches to
surface and deep structure adaptation to different popu-
lations [34], and the framework in this paper can com-
plement these approaches by identifying particular
components to test empirically.
PrEP delivery for adolescents is an example of a type II:

delivery system fixed, different population scaling-out im-
plementation. The CDC PrEP guidelines [30] did not pro-
vide a recommendation for the use of PrEP for at-risk
adolescents due to lack of evidence of efficacy and safety
for this population at the time the guidelines were devel-
oped. However, adolescents between the ages of 13–19
who engage in risky sexual behavior and/or injection
drugs are also at increased risk of HIV infection, and
accounted for 4% of new HIV diagnoses in 2015. Recog-
nizing this potential risk, health care providers have begun
to deliver PrEP for adolescents. Given that state laws and
regulations vary in terms of parental consent requirements
for medical services, PrEP implementation in this new
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population requires different strategies and research that
can inform effective delivery [35–37].

Evaluation options for scaling-out
EBI replicability or effectiveness
When scaling-out, having metrics to test specifically
whether expected outcomes improve are important;
however, we suggest that there are instances where it
may not be necessary to include all, or even any of the
health outcomes that might be included in an efficacy or
effectiveness trial. To assess whether a scaled-out ver-
sion has impact on the ultimate health outcome or distal
target of interest, we propose an efficient evaluation that
tests a limited set of means and relationships, and com-
bines new data with evidence from previous trials. Typ-
ically, a more limited evaluation would collect a small
amount of—or even no—health outcome data, but a
substantial amount of implementation process and out-
put data, what others have called implementation out-
comes [10]. It would therefore take far less time and
expense to conduct such an evaluation compared to the
original effectiveness trial.

Levels of evidence for scale-out evaluations
As shown in Table 2, we have identified four levels of
evidence that could be applied to predict or measure the

expected health impact of implementing an EBI. In this
table, the columns refer to major domains of the RE-
AIM model that have long been recognized as critical in
producing population-level effects [38]. Contents of
other columns provide examples of potential constructs
of interest. The empirical data in these implementation
studies range from no new data in level 0, to a complete
replication trial that again supports EBI effectiveness in
level 3. Level 0 depends almost exclusively on the as-
sumption that the new implementation will follow in the
same footsteps as the previous intervention did when it
produced findings of health impact. With a lack of em-
pirical data in the new setting, the burden of proof ne-
cessarily rests on similarity with previous work. Level 1
involves proxy or indirect measures of the key RE-AIM
components and is intended as an inexpensive large-
scale implementation evaluation. Level 2 focuses on
demonstrating that key theoretical mediators or mecha-
nisms work as expected. Finally, level 3 involves a full-
scale randomized study such as a type 2 hybrid trial that
tests both effectiveness and implementation [39]. We
note that an actual design may involve different levels of
assessment across the columns. For example, it may be
appropriate to use a full randomized trial to assess a
proxy outcome (e.g., level 3) while not measuring the
ultimate or distal health outcome (level 0).

Table 2 Four levels of evidence for evaluations and examples in scaling-out an evidence-based intervention (EBI)

Level Of
evidence

Implementation
fidelity
(Implementation
strategy delivered
as intended)

Intervention
fidelity
(Clinical or health
intervention
delivered as
intended)

Reach and
exposure

Adoption Sustainment Effect on
health
outcome

Potential use

0: minimal
or no new
empirical
evidence

Not measured Training
certification of
facilitator and/or
clinician prior to
new
implementation

Numbers of
individuals
exposed

Attendance of
organizational
representatives at
trainings

Not measured Not
measured

Demonstration
program that
explicitly follows an
intervention manual

1. Proxy
empirical
evidence

Leadership and
staff self-efficacy to
support EBI

Facilitator and/or
clinician ; self-
assessment of
fidelity

Attendance
for behavioral
intervention;
filled
prescriptions

Formal
acknowledgment
by organizations
of adoption

Completion of
yearly reports by
implementing
agencies

Assessment
of
intermediate
and/or
proximal
health
outcome

Inexpensive large-
scale implementation
evaluation

2. Direct
empirical
evidence

Measurement of
milestone
attainment; speed,
quality, and
quantity of
implementation

Independent
assessment of
fidelity

Ratings of
quality of
behavioral
homework,
medication
adherence

Quality of staff
training

Sustained number
of staff and
number of subjects
exposed to
intervention with
fidelity

Change in
primary
health
outcome
from baseline

Formal
implementation
evaluation to
establish evidence
base through
mediational
mechanisms

3. Full
randomized
hybrid trial

Evaluate
intervention
vs
comparison
on primary
outcome

Type II hybrid trial to
directly establish full
evidence base
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Sequential mediating model for assessing EBI effectiveness
To examine when such a limited evaluation design for
scaling-out would be sufficient to judge whether the EBI
retains effectiveness, we consider a simplified sequential
mediational model presented in Fig. 1. This figure pro-
vides a schematic view of the major domains to examine
regarding whether a clinical/preventive intervention that
has been judged to be evidence-based within one setting
would be expected to have similar effects when scaled-
out. On the left, a specific clinical/preventive interven-
tion is embedded in a health delivery system and eco-
logical context including characteristics of the
population, local communities, and macro system [40].
In scaling-out, the intervention and/or context could be
adapted and either the health delivery system/commu-
nity context or population is different from that in which
it was originally tested. At the top right of this figure are
two factors central to health outcomes from a delivery
perspective: fidelity of the implementation process
known as “implementation fidelity” (e.g., training, super-
vision, incentive structure, and informatics) [41] and fi-
delity to the clinical/preventive intervention itself known
as “intervention fidelity” (or more generally this includes
adherence to the intended program content, and respon-
siveness, quality and competence in delivering the pro-
gram [42, 43]). Next is the degree of uptake by the
target population (e.g., the reach into the target commu-
nity and the degree of exposure to, or usage of the clin-
ical/preventive intervention). Following this in sequence
are the proximal behavioral outcomes (e.g., changes in
parent-child communication, medication adherence, and

selection of evidence-based prevention programs that
match community needs) and the ultimate health out-
comes (e.g., reduced HIV infections for PrEP or parent-
ing skills, children’s cognitive, affective, or behavioral
health for parenting programs) [6]. The Greek letters in
this figure indicate the strength of relationships between
the steps in this mediational sequence, and the Roman
letters represent mean levels achieved for each of these.

Assuming a conceptual theory of mediation holds
for scaling-out
Cook’s principle of causal explanation [5] requires inves-
tigation into the causal mediating mechanisms that
underlie a relationship of interest, explaining how and
why an effect occurs. Complete understanding of a
causal mediating process can strengthen generalized
causal inference by providing information on when and
where an effect can be replicated. As one example, im-
provement in the parent-child relationship through par-
enting interventions has been shown to relate to lower
drug abuse, HIV sex risk behavior, and internalizing be-
havioral symptoms for adolescents [24, 44–46]. Thus,
the parent-child relationship can serve as a proximal
mechanism or intermediate outcome on the pathway to
improved behavioral health. In delivering PrEP to pre-
vent HIV incidence, adherence to the medication would
be the most important intermediate outcome. Assuming
the conceptual theory of mediation holds in a scaled-out
adaptation, relying on Cook’s principles of heteroge-
neous irrelevancies and proximal similarity, then we
could assess impact on the mediating variable using a

Fig. 1 Schematic of scaling-out and implementation and effectiveness domains for evaluation
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level 1 design for assessing a proxy outcome. We can
also infer that positive effects would be expected to
translate into corresponding benefit on the distal out-
come as well. Following up the example of Familias Uni-
das interventions, Perrino and colleagues tested the
impact of this intervention in an integrative synthesis
analysis on three populations ranging from a general
population (universal prevention) to one with moderate
risk (selective prevention) and more serious individual
level risk (indicated prevention) [24]. They found that
the theoretical mediator of parent-child communication
was impacted only when its baseline measure was low.
Therefore, it would be reasonable to expect beneficial
outcomes from this intervention when an intervention
increases the mean on parent-child communication to
the level found in previous studies.

Considerations for scaling-out
Intervention adaptation
For all types of scaling-out, it may be possible to use the
identical EBI (e.g., delivered using the same manualized
version and/or dosage). However, we more often need to
adapt the intervention to fit the new population and/or
new delivery system. To further describe the adaptations
that need to occur during scaling-out, we build on com-
monalities that are present in three implementation
frameworks, the Exploration, Preparation, Implementa-
tion, Sustainment (EPIS) framework [47], the Dynamic
Sustainability Framework [40], and the Consolidated
Framework for Implementation Research (CFIR) [48]. In
addition, the EPIS framework led to the development of
the Dynamic Adaptation Process (DAP) that provides a
process for pre-assessment, convening an “implementa-
tion resource team” to guide the implementation
process, and use of audit and feedback data to help
guide appropriate EBI adaptation [49]. The important
commonalities across these frameworks are that they all
address outer policy and system context, inner
organizational context where services are delivered, and
characteristics of the EBI itself. Thus, for successful
scaling-out an EBI, we focus on three key interconnected
implementation/sustainment components: (1) the align-
ment of the surrounding ecological context including
characteristics of the target population as well as broader
cultural and contextual factors (e.g., policies, funding),
(2) the alignment of the health or service delivery system
and organizations where it is delivered, and (3) the in-
tegrity of the EBI itself as adaptations occur. These three
components often evolve through external forces (e.g.,
national health system policy reform and/or reim-
bursement), change in response to interactions during
scaling-out (e.g., a children’s hospital hires community
outreach workers to deliver a new EBI in high-need
communities), or change when an EBI is adapted to

patients or clients (e.g., making an intervention accept-
able to those with a different cultural background).
Concern regarding the effectiveness of an interven-

tion when adapted has been addressed for a number
of specific EBIs, including child maltreatment inter-
ventions [50], substance abuse treatment [51], child
anxiety interventions [52], HIV treatment [53],
school-based social competence interventions [54],
psychological treatments for a variety of disorders [55,
56], and health risk prevention programs [57–59].
However, there is mounting evidence that overly strict
intervention fidelity may be at odds with effective im-
plementation of EBIs in real-world practice settings
(i.e., outside of highly controlled efficacy trials), thus,
raising concern about the balance between delivering
EBIs with fidelity and making adaptations believed to
be necessary for usual care contexts. This “adapta-
tion-fidelity” tension is a critical component of
scaling-out in that it is addressed head on as pro-
posed in more dynamic models of implementation
process [60–62]. However, new approaches to identi-
fying and coding EBI modifications and adaptations
are promising in regard to rigorous study of adapta-
tions and their impacts [63]. Scaling-out, while allow-
ing for appropriate system, organization, and
intervention adaptation, necessitates a better under-
standing of how to facilitate delivery of EBIs with ap-
propriate content adherence and competence in
delivery, while allowing for adaptations to facilitate ef-
fective uptake and spread, and that do not interfere
with core elements (i.e., intervention components be-
lieved to be necessary to attain intervention effects).

Core elements of the intervention
One of the first steps in scaling-out is to delineate the core
elements of the EBI to be implemented. We define core
EBI elements as activities or components of an interven-
tion that are necessary in order to obtain the clinical or
public health outcomes [58, 64–66]. If core elements are
well-defined then it is possible to determine what is and
what is not adaptable [48] (at least for the EBI). To have
maximum positive impact, any adaptations of an EBI to a
new context should retain the core elements and add or
modify components that complement, and do not conflict
with existing ones. This concept of retaining core ele-
ments to facilitate generalization of impact is consistent
with Cook’s (1991) principle of proximal similarity [5].
Under this principle, generalization is justified when all
relevant properties of the causal association, such as
prototypical and necessary components of an EBI, are ad-
equately represented in the new context. Reciprocally,
knowledge of irrelevant components of an EBI also facili-
tates decisions regarding adaptations to fit a new context.
This is consistent with Cook’s principle of heterogeneous
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irrelevancies that suggests the greater the range of sub-
stantive irrelevancies across which a causal association has
been found to be robust, the more confident one can be
that the causal association can be generalized to yet-
unstudied conditions. Discussions of this issue most com-
monly pertain to adaptations to fit an EBI for a particular
cultural group [58]. However, adaptations to accommo-
date an EBI are likely to be needed at the service system
or organization levels, and often to the EBI itself [47, 60].
The less system/organization adaptation needed, the more
readily an EBI can be assimilated. However, systems and
organizations may need to adapt or accommodate and
change in order to implement and sustain a given EBI. In
our framework, the existence of multiple trials that pro-
duce similar health outcomes, such as one finds in a syn-
thesis of preventive trials focused on child depression [67],
makes for a higher expectation of health impact when a
scaled-out intervention shows comparable intervention
and implementation fidelity and reach as in previous
studies.

Discussion
In this paper, we introduced and defined a new concept
for implementation called scaling-out. Scaling-out pro-
vides an opportunity to use a strategic approach to im-
prove the efficiency of moving an EBI from one setting
to another and/or from one population to another.
When scaling-out an EBI in a moderately different set-
ting or with a different population, we suggest it is
sometimes possible to “borrow strength” from evidence
of impact in a prior effectiveness trial with additional
empirical data deemed necessary by the nature and de-
gree of adaptations. We take a mechanistic approach in
suggesting that by testing underlying mechanisms or
mediators of effects, the efficiency of testing EBIs for
new populations or new service systems can be stream-
lined through a greater understanding of and use of
prior data to borrow strength from previous effective-
ness studies.

Scaling-out
We have focused primarily on two types of scaling-out
in this paper for a single EBI and recommended different
levels of empirical tests involving key mediators that
would provide some assurance that the scaled-out im-
plementation would produce its intended effects. Similar
scaling-out approaches are possible when implementing
other types of interventions including evidence-based
decision support systems, such as Communities that
Care [68–72], which helps communities decide which
among a menu of EBIs are most appropriate to imple-
ment, rather than a single intervention. We only men-
tion the important and more complex type III scale-out,
wherein both the delivery system and the population are

different than in initial efficacy studies. For example, in-
terventions to prevent mother to child HIV transmission
(PMTCT) that are moved from clinic-based to
congregation-based services in different countries or ser-
vice systems could engage different populations that
were not included in previous trials [73]. It seems nat-
ural to require much more evidence when both popula-
tion and delivery system change; doing so would
demand new empirical evidence beyond that for either
delivery system or population fixed scaling-out.
The notion of level of similarity of a population or de-

livery system is an important consideration. Take type I
scale-out first, wherein the population remains fixed and
the delivery system is different. Type I scale-out will re-
quire implementers to develop ways in which population
differences may be minimized. Inclusion/exclusion cri-
teria for those to receive a given EBI could be utilized to
clearly (as much as possible) define the service popula-
tion. For example, adolescents with juvenile justice sys-
tem involvement, a substance use disorder, and of a
similar cultural background could be identified. For type
II scale-out, wherein the delivery system is fixed, though
the target population is different, there also could be
multiple approaches. For example, San Diego County
Mental Health and Los Angeles county Mental Health
are both large public sector service systems operating
within the same state in the US. They both provide ser-
vices to a large extent through some direct service
provision, but primarily provide services through pro-
curement and contracting with community-based orga-
nizations to provide direct services to children and
adolescents. While these systems do share some similar-
ities, there are also some differences in regard to their
procurement and contracting processes.
For different types of scaling-out, we propose a logical

framework that researchers and policy-makers can use
to assert conditions under which an established se-
quence of mediational elements described in Fig. 1 could
(a) be expected to hold in the absence of new data, (b)
be ascertained by new proxy or direct empirical evidence
that their mean values are equivalent to that from previ-
ous studies (Roman letters in Fig. 1), or (c) be ascer-
tained to retain the same mediational relationships
(Greek letters in Fig. 1). Table 3, which presents a two-
by-two table where population and delivery system are
either fixed or different, summarizes levels that one
would ordinarily be willing to assert are needed to retain
evidentiary standards. Specifically, the upper left cell in-
volves traditional scaling-up, covering the situation
where the population and delivery system remain the
same. Sequential mediational equivalence for scaling-up
is often presumed to hold, so one would typically require
low levels of evidence for the means (Roman letters;
mostly levels 0 or 1), no need to reverify that the
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mediational relationships hold (Greek letters), and no
need to measure distal outcomes. For type I population
fixed, different delivery system scaling-out (upper right),
the mediational relationships are again expected to hold,
reach could be measured with a proxy, but because the
delivery system changes we would need stronger evi-
dence around implementation fidelity, adoption, and
sustainment. For type II delivery system fixed, different
population scaling-out (lower left), we would typically
want to assess reach with high accuracy due to the focus
on a new population, but may make the case that asses-
sing implementation fidelity, adoption, and sustainment
could be done with proxy measures. For type III scaling-
out where both population and service delivery are different
(bottom right), logic would require more empirical examin-
ation that the mediational pathways remain in this new
context compared to types I or II scaling-out. Potentially,
proxy measures could be used to assess these mediational
relationships, and generally some measures of the distal
health outcome would be required as well.
Turning such guidance on the levels of new knowledge

required, as presented above, into a rigorous system of
empirical evaluations for non-inferiority compared to pre-
vious findings, will require additional development and
explication of statistical methods that will be presented in
a follow-up paper. At the heart of the scale-out approach
is borrowing strength through the use of mediational
modeling. Mediational analysis has an extensive history
[74, 75] but has had increased interest in implementation
science [76]. Recent methodologic developments have ad-
dressed challenging issues in causality for single [77] and
multiple randomized trials [25], evolving interventions [12],

natural experiments [78, 79], and multilevel [78] as well as
multidimensional situations [80].
This proposed framework for implementation re-

search regarding scaling-out still leaves unanswered
details regarding how best to assess changes in the
complex implementation systems that we construct to
deliver EBIs. Major implementation strategy adapta-
tions often occur, and indeed are sometimes required
to support implementation in delivery systems with
widely different system and/or organizational cultures
and climates, readiness, and resources [81], to popula-
tions having widely different histories, norms and
values. Indeed, there is a recognition that equifinality
[82] is common in complex systems governing imple-
mentation. That is, there are multiple implementation
strategies that, in specific circumstances can effect-
ively address different barriers to implementation, as
well as the same barrier (e.g., financing) [83–85].
Nevertheless, it is likely that broad systems for meas-
uring implementation process through key milestones,
quality, and quantity, such as those identified in the
Stages of Implementation Completion [86–88], or similar
unobtrusive measures [89] can be used to measure
implementation fidelity and progress in diverse conditions.

Conclusion
To close this discussion of a framework for asserting that a
scaling-out is expected to share the original version’s impact
on health outcomes by relying on previous studies and new
empirical data, we note that more rapid implementation is
especially important to the delivery of effective interven-
tions to minorities and other populations experiencing

Table 3 Typical Levels of Evaluation Required when Population and/or Delivery System Change

SYSTEM

Domain
(mean, regression from Fig. 1)

Same Different

POPULATION

Same Scaling-Up Type I Scaling-Out: Population fixed,
different delivery system

Implementation Fidelity (a, α)
Intervention Fidelity (b, β)
Reach (c, γ)
Adoption (a, α)
Sustainment (a, α)
Health Outcome (d, e, δ)

a = 1–2, α = 0
b = 1–2, β = 0
c = 1, γ = 0
a = 1, α = 0
a = 1, α = 0
d, e = 0, δ = 0

a = 2, α = 0
b = 1–2, β = 0
c = 1, γ = 0
a = 2, α = 0
a = 2, α = 0
d, e = 0, δ = 0

Different Type II Scaling-Out: Delivery System Fixed,
different population

Type III Scaling-Out: Different Population
and Delivery System

Implementation Fidelity (a, α)
Intervention Fidelity (b, β)
Reach (c, γ)
Adoption (a, α)
Sustainment (a, α)
Health Outcome (d, e, δ)

a = 1,2, α = 0
b = 1–2, β = 0
c = 2, γ = 0
a = 1, α = 0
a = 1, α = 0
d, e = 0, δ = 0

a = 2, α = 1–2
b = 2, β = 1–2
c = 2, γ = 0
a = 1, α = 0
a = 1, α = 0
d, e = 2–3, δ = 0–3

Notes: Refer to Fig. 1 for definitions of Greek and Roman symbols
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health or health service disparities that would other-
wise not benefit from the extensive research required
to demonstrate effectiveness [90, 91].

Acknowledgements
The authors thank the Scientific Advisory Board of the Center for Prevention
Implementation Methodology for Drug Abuse and HIV (CE-PIM) for input on
initial conceptualization of the ideas presented in this paper. The authors
also thank Dr. John Schneider for his critique of a previous version of this
paper.

Funding
This project was supported by the US National Institutes of Health (NIH) and
National Institute on Drug Abuse (NIDA) grants P30DA027828 (PI: CHB),
R01DA038466 (PI: GAA), National Institute of Mental Health (NIMH) grants
R01MH072961 and R01MH092950 (PI: GAA), NIMH and NIDA grant
R01DA035145 (BM), Agency for Healthcare Research and Quality grant
F32HS024192 (PI: MS) and National Institute on Minority Health and Health
Disparities (NIMHD) grant U01MD011281 (PI: BM). We also acknowledge the
NIH supported Third Coast Center for AIDS Research for creating a
supportive environment for HIV/AIDS research (P30AI117943).

Availability of data and materials
Not applicable

Authors’ contributions
GAA, CHB, and MS conceptualized and drafted the manuscript. All authors
reviewed and edited the manuscript. All authors read and approved the final
manuscript.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable

Competing interests
GAA is an Associate Editor and CHB is on the Editorial Board of
Implementation Science. All decisions on this paper were made by another
editor. NB receives salary support from a subcontract from the University of
Chicago that is supported by Gilead, the maker of PrEP, which is mentioned
in this paper. The authors declare that they have no other competing
interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Psychiatry, University of California, San Diego, La Jolla, CA,
USA. 2Child and Adolescent Services Research Center, San Diego, CA, USA.
3Department of Psychiatry and Human Behavior, Brown University, Box G-A1,
Providence, RI, USA. 4Feinberg School of Medicine, Northwestern University,
Chicago, IL, USA.

Received: 14 February 2017 Accepted: 18 August 2017

References
1. Department of Health and Human Services. Dissemination and

implementation research in health (R01) NIH funding opportunity: PAR-16-
238. NIH grant funding opportunities; 2016. p. 2017.

2. Campbell DT. Factors relevant to the validity of experiments in social
settings. Psychol Bull. 1957;54:297–312.

3. Cook TD, Campbell DT, Day A. Quasi-experimentation: design & analysis
issues for field settings. Boston: Houghton Mifflin; 1979.

4. Cronbach LJ, Shapiro K. Designing evaluations of educational and social
programs. San Francisco: Jossey-Bass; 1982.

5. Cook TD. Meta-analysis: its potential for causal description and causal
explanation within program evaluation. In: Social prevention and the social

sciences: theoretical controversies, research problems, and evaluation
strategies. Berlin: Walter de Gruyter; 1991. p. 245–85.

6. Brown CH, Beardslee W. Realizing population-level improvements for all children’s
cognitive, affective, and behavioral health. Am J Prev Med. 2016;51:S101–5.

7. Klingner JK, Boardman AG, McMaster KL. What does it take to scale-up and
sustain evidence-based practices? Except Child. 2013;79:195–211.

8. Tomlinson M, Rotheram-Borus MJ, Swartz L, Tsai AC. Scaling-up mHealth:
where is the evidence? PLoS Med. 2013;10:e1001382.

9. Klein RA, Ratliff KA, Vianello M, Adams RB, Bahnik S, Bernstein MJ, Bocian K,
Brandt MJ, Brooks B, Brumbaugh CC, et al. Investigating variation in
replicability: a "many labs" replication project. Soc Psychol. 2014;45:142–52.

10. Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, Griffey R,
Hensley M. Outcomes for implementation research: conceptual distinctions,
measurement challenges, and research agenda. Adm Policy Ment Health
Ment Health Serv Res. 2011;38:65–76.

11. Matt G, Brewer A, Sklar M. External validity. In: Baker EL, Peterson PL, McGaw
B, editors. International encyclopedia of education, vol. 6. Third ed. Oxford:
Academic Press; 2010. p. 521–8.

12. Mohr DC, Schueller SM, Riley WT, Brown CH, Cuijpers P, Duan N, Kwasny MJ,
Stiles-Shields C, Cheung K. Trials of intervention principles: evaluation
methods for evolving behavioral intervention technologies. J Med Internet
Res. 2015;17:e166.

13. MacKinnon DP. Introduction to statistical mediation analysis. New York:
Routledge; 2008.

14. Wellek S. Testing statistical hypotheses of equivalence. Boca Raton: CRC Press; 2010.
15. Piquero AR, Jennings WG, Diamond B, Farrington DP, Tremblay RE, Welsh

BC, Gonzalez JMR. A meta-analysis update on the effects of early family/
parent training programs on antisocial behavior and delinquency. J Exp
Criminol. 2016;12:229–48.

16. Sandler IN, Wolchik SA, Cruden G, Mahrer NE, Ahn S, Brincks A, Brown CH.
Overview of meta-analyses of the prevention of mental health, substance
use, and conduct problems. Annu Rev Clin Psychol. 2014;10:243–73.

17. Institute of Medicine. National Research Council: preventing mental,
emotional, and behavioral disorders among young people: progress and
possibilities. Washington, DC: The National Academies Press; 2009.

18. Brody GH, Murry VM, Kogan SM, Gerrard M, Gibbons FX, Molgaard V, Brown
AC, Anderson T, Chen Y-f, Luo Z. The strong African American families
program: a cluster-randomized prevention trial of long-term effects and a
mediational model. J Consult Clin Psychol. 2006;74:356–66.

19. Forgatch MS, Patterson GR, Gewirtz AH. Looking forward: the promise of
widespread implementation of parent training programs. Perspect Psychol
Sci. 2013;8:682–94.

20. Hurlburt M, Aarons GA, Fettes D, Willging C, Gunderson L, Chaffin MJ.
Interagency collaborative team model for capacity building to scale-up
evidence-based practice. Child Youth Serv Rev. 2014;39:160–8.

21. Pantin H, Prado G, Lopez B, Huang S, Tapia MI, Schwartz SJ, Sabillon E, Brown
CH, Branchini J. A randomized controlled trial of Familias Unidas for Hispanic
adolescents with behavior problems. Psychosom Med. 2009;71:987–95.

22. Prado G, Huang S, Maldonado-Molina M, Bandiera F, Schwartz SJ, de la Vega P,
Brown CH, Pantin H. An empirical test of ecodevelopmental theory in predicting
HIV risk behaviors among Hispanic youth. Health Educ Behav. 2010;37:97–114.

23. Prado G, Pantin H, Huang S, Cordova D, Tapia MI, Velazquez MR, Calfee M,
Malcolm S, Arzon M, Villamar J, et al. Effects of a family intervention in
reducing HIV risk behaviors among high-risk Hispanic adolescents: a
randomized controlled trial. Arch Pediatr Adolesc Med. 2012;166:127–33.

24. Perrino T, Pantin H, Prado G, Huang S, Brincks A, Howe G, Beardslee W, Sandler
I, Brown CH. Preventing internalizing symptoms among Hispanic adolescents:
a synthesis across Familias Unidas trials. Prev Sci. 2014;15:917–28.

25. Huang S, MacKinnon DP, Perrino T, Gallo CG, Cruden G, Brown CH. A statistical
method for synthesizing mediation analyses using the product of coefficient
approach across multiple trials. Stat Methods Appl. 2016;25:565–79.

26. Patient Protection and Affordable Care Act: USC § 18001 et seq.; 2010.
27. Leslie LK, Mehus CJ, Hawkins JD, Boat T, McCabe MA, Barkin S, Perrin EC,

Metzler CW, Prado G, Tait VF. Primary health care: potential home for family-
focused preventive interventions. Am J Prev Med. 2016;51:S106–18.

28. Kemper AR, Mabry-Hernandez IR, Grossman DC. U.S. preventive services task
force approach to child cognitive and behavioral health. Am J Prev Med.
2016;51:S119–23.

29. Asarnow JR, Rozenman M, Wiblin J, Zeltzer L. Integrated medical-behavioral
care compared with usual primary care for child and adolescent behavioral
health: a meta-analysis. JAMA Pediatr. 2015;169:929–37.

Aarons et al. Implementation Science  (2017) 12:111 Page 11 of 13



30. U.S. Public Health Service. In: Services USDoHaH, editor. Preexposure
prophylaxis for the prevention of HIV infection in the United States - 2014: a
clinical practice guideline. Atlanta: Centers for Disease Control and
Prevention; 2014.

31. Weiss G. Implementing PrEP in STD clinics: findings from a 2015 assessment
of local health department engagement in PrEP implementation. In: 2016
National STD Prevention Conference. Atlanta: CDC; 2016.

32. Barrera M, Berkel C, Castro FG. Directions for the advancement of culturally
adapted preventive interventions: local adaptations, engagement, and
sustainability. Prev Sci. 2016;18:640–8.

33. Bernal GE, Domenech Rodríguez MM. Cultural adaptations: tools for
evidence-based practice with diverse populations. Washington, DC:
American Psychological Association; 2012.

34. Wingood GM, DiClemente RJ. The ADAPT-ITT model: a novel method of
adapting evidence-based HIV interventions. JAIDS J Acquir Immune Defic
Syndr. 2008;47:S40–6.

35. Culp L, Caucci L. State adolescent consent laws and implications for HIV
pre-exposure prophylaxis. Am J Prev Med. 2013;44:S119–24.

36. Mustanski B, Fisher CB. HIV rates are increasing in gay/bisexual teens: IRB
barriers to research must be resolved to bend the curve. Am J Prev Med.
2016;51:249–52.

37. Hosek S, Celum C, Wilson CM, Kapogiannis B, Delany-Moretlwe S, Bekker L-
G. Preventing HIV among adolescents with oral PrEP: observations and
challenges in the United States and South Africa. J Int AIDS Soc. 2016;
19(7(Suppl 6)):21107.

38. Glasgow RE, Vogt TM, Boles SM. Evaluating the public health impact of
health promotion interventions: the RE-AIM framework. Am J Public Health.
1999;89:1322–7.

39. Curran GM, Bauer M, Mittman B, Pyne JM, Stetler C. Effectiveness-
implementation hybrid designs: combining elements of clinical
effectiveness and implementation research to enhance public health
impact. Med Care. 2012;50:217–26.

40. Chambers DA, Glasgow R, Stange K. The dynamic sustainability framework:
addressing the paradox of sustainment amid ongoing change. Implement
Sci. 2013;8:117.

41. Proctor E, Powell BJ, McMillen JC. Implementation strategies:
recommendations for specifying and reporting. Implement Sci. 2013;8:139–50.

42. Berkel C, Mauricio AM, Schoenfelder E, Sandler IN. Putting the pieces together:
an integrated model of program implementation. Prev Sci. 2011;12:23–33.

43. Berkel C, Sandler IN, Wolchik SA, Brown CH, Gallo CG, Chiapa A, Mauricio
AM, Jones S. “home practice is the program”: Parents' practice of program
skills as predictors of outcomes in the new beginnings program
effectiveness trial. In: Prevention science; 2016.

44. Prado G, Cordova D, Cano N, Arzon M, Pantin H, Brown CH. Drug abuse
preventive interventions for Hispanic youth: State of the science and
implications for future research. In: Drug Use Trajectories Among Minority
Youth. Dordrecht: Springer; 2016. p. 347–65.

45. Estrada Y, Rosen A, Huang S, Tapia M, Sutton M, Willis L, Quevedo A, Condo
C, Vidot DC, Pantin H. Efficacy of a brief intervention to reduce substance
use and human immunodeficiency virus infection risk among Latino youth.
J Adolesc Health. 2015;57:651–7.

46. Brincks A, Perrino T, Howe G, Pantin H, Prado G, Huang S, Cruden G, Brown
CH. Preventing youth internalizing symptoms through the Familias Unidas
intervention: examining variation in response. Prev Sci. 2016. https://link.
springer.com/article/10.1007%2Fs11121-016-0666-z.

47. Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of
evidence-based practice implementation in public service sectors. Adm
Policy Ment Health Ment Health Serv Res. 2011;38:4–23.

48. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC.
Fostering implementation of health services research findings into practice:
a consolidated framework for advancing implementation science.
Implement Sci. 2009;4:1.

49. Aarons GA, Green AE, Palinkas LA, Self-Brown S, Whitaker DJ, Lutzker JR,
Silovsky JF, Hecht DB, Chaffin MJ. Dynamic adaptation process to
implement an evidence-based child maltreatment intervention. Implement
Sci. 2012;7:32.

50. Aarons GA, Palinkas LA. Implementation of evidence-based practice in child
welfare: service provider perspectives. Adm Policy Ment Health Ment Health
Serv Res. 2007;34:411–9.

51. Backer TE. The failure of success: challenges of disseminating effective
substance abuse prevention programs. J Community Psychol. 2000;28:363–73.

52. Kendall PC, Gosch E, Furr JM, Sood E. Flexibility within fidelity. J Am Acad
Child Adolesc Psychiatry. 2008;47:987–93.

53. Rier DA, Indyk D. Flexible rigidity: supporting HIV treatment adherence in a
rapidly-changing treatment environment. Soc Work Health Care. 2006;42:133–50.

54. Larsen T, Samdal O. Implementing second step: balancing fidelity and
program adaptation. J Educ Psychol Consult. 2007;17:1–29.

55. Dimeff LA, Koerner KE. Dialectical behavior therapy in clinical practice:
applications across disorders and settings. New York: Guilford Press; 2007.

56. McIntosh VV, Jordan J, McKenzie JM, Luty SE, Carter FA, Carter JD, Frampton
CM, Joyce PR. Measuring therapist adherence in psychotherapy for anorexia
nervosa: scale adaptation, psychometric properties, and distinguishing
psychotherapies. Psychother Res. 2005;15:339–44.

57. Dariotis JK, Bumbarger BK, Duncan LG, Greenberg MT. How do implementation
efforts relate to program adherence? Examining the role of organizational,
implementer, and program factors. J Community Psychol. 2008;36:744–60.

58. Castro FG, Barrera M Jr, Martinez CR Jr. The cultural adaptation of prevention
interventions: resolving tensions between fidelity and fit. Prev Sci. 2004;5:41–5.

59. Kelly JA, Heckman TG, Stevenson LY, Williams PN, Ertl T, Hays RB, Leonard
NR, O'Donnell L, Terry MA, Sogolow ED, Neumann MS. Transfer of research-
based HIV prevention interventions to community service providers: fidelity
and adaptation. AIDS Educ Prev. 2000;12:87–98.

60. Stirman SW, Gutner CA, Langdon K, Graham JR. Bridging the gap between
research and practice in mental health service settings: An overview of
developments in implementation theory and research. Behav Ther.
2016;47(6):920–36.

61. Kemp L. Adaption and fidelity: a recipe analogy for achieving both in
population scale implementation. Prev Sci. 2016;17:429–38.

62. Chambers DA, Norton WE. The adaptome: advancing the science of
intervention adaptation. Am J Prev Med. 2016;51:S124–31.

63. Stirman SW, Miller CJ, Toder K, Calloway A. Development of a framework
and coding system for modifications and adaptations of evidence-based
interventions. Implement Sci. 2013;8:65.

64. Arvey SR, Fernandez ME. Identifying the core elements of effective community
health worker programs: a research agenda. Am J Public Health. 2012;102:1633–7.

65. Beckmann J, Hagemann U, Bahri P, Bate A, Boyd IW, Dal Pan GJ, Edwards
BD, Edwards IR, Hartigan-Go K, Lindquist M, et al. Teaching
pharmacovigilance: the WHO-ISoP core elements of a comprehensive
modular curriculum. Drug Saf. 2014;37:743–59.

66. MacNeela P, Morris R, Scott A, Treacy MP, Hyde A. Seen as core: a Delphi
consensus study of essential elements of mental health nursing care in
Ireland. Arch Psychiatr Nurs. 2010;24:339–48.

67. Brown CH, Brincks A, Huang S, Perrino T, Cruden G, Pantin H, Howe G,
Young JF, Beardslee W, Montag S, Sandler I: Two-year impact of prevention
programs on adolescent depression: an integrative data analysis approach.
Prev Sci. In press. Pre-print: https://doi.org/10.1007/s11121-016-0737-1.

68. Hawkins JD, Oesterle S, Brown EC, Abbott RD, Catalano RF. Youth problem
behaviors 8 years after implementing the communities that care prevention
system: a community-randomized trial. JAMA Pediatr. 2014;168:122–9.

69. Hawkins JD, Catalano Jr RF. Communities that care: action for drug abuse
prevention. San Francisco: Jossey-Bass; 1992.

70. Fagan AA, Hanson K, Hawkins JD, Arthur MW. Translational research in
action: implementation of the communities that care prevention system in
12 communities. J Community Psychol. 2009;37:809–29.

71. Brown EC, Hawkins JD, Arthur MW, Briney JS, Fagan AA. Prevention service
system transformation using communities that care. J Community Psychol.
2011;39:183–201.

72. Brown E, Hawkins JD, Rhew I, Shapiro V, Abbott R, Oesterle S, Arthur M,
Briney J, Catalano R. Prevention system mediation of communities that care
effects on youth outcomes. Prev Sci. 2014;15:623–32.

73. Ezeanolue EE, Obiefune MC, Yang W, Obaro SK, Ezeanolue CO, Ogedegbe
GG. Comparative effectiveness of congregation- versus clinic-based
approach to prevention of mother-to-child HIV transmission: study protocol
for a cluster randomized controlled trial. Implement Sci. 2013;8:62.

74. MacKinnon DP. Introduction to statistical mediation analysis. Mahwah, NJ:
Lawrence Erlbaum Associates; 2008.

75. MacKinnon DP, Kisbu-Sakarya Y, Gottschall AC. 16 developments in
mediation analysis. The Oxford Handbook of Quantitative Methods in
Psychology: Vol 2: Statistical Analysis. 2013;2:338.

76. Anselmi L, Binyaruka P, Borghi J. Understanding causal pathways within
health systems policy evaluation through mediation analysis: an application
to payment for performance (P4P) in Tanzania. Implement Sci. 2017;12:10.

Aarons et al. Implementation Science  (2017) 12:111 Page 12 of 13

https://link.springer.com/article/10.1007%2Fs11121-016-0666-z
https://link.springer.com/article/10.1007%2Fs11121-016-0666-z
http://dx.doi.org/10.1007/s11121-016-0737-1


77. VanderWeele TJ. Mediation analysis: a practitioner's guide. Annu Rev Public
Health. 2016;37:17–32.

78. Imai K, Keele L, Tingley D, Yamamoto T. Unpacking the black box of
causality: learning about causal mechanisms from experimental and
observational studies. Am Pol Sci Rev. 2011;105:765–89.

79. Wang C-P, Jo B, Brown CH. Causal inference in longitudinal comparative
effectiveness studies with repeated measures of a continuous intermediate
variable. Stat Med. 2014;33:3509–27.

80. Gonzalez O, MacKinnon DP. A bifactor approach to model multifaceted
constructs in statistical mediation analysis. Educ Psychol Meas. 2016.
http://journals.sagepub.com/doi/abs/10.1177/0013164416673689.

81. Czaja SJ, Valente TW, Nair SN, Villamar J, Brown CH. Characterizing
implementation strategies using a systems engineering survey and
interview tool: a comparison across 10 prevention programs for drug abuse
and HIV sexual risk behaviors. Implement Sci. 2016;11:70.

82. Weiner BJ, Belden CM, Bergmire DM, Johnston M. The meaning and
measurement of implementation climate. Implement Sci. 2011;6:78.

83. Eaton J, McCay L, Semrau M, Chatterjee S, Baingana F, Araya R, Ntulo C,
Thornicroft G, Saxena S. Scale-up of services for mental health in low-
income and middle-income countries. Lancet. 2011;378:1592–603.

84. Paina L, Peters DH. Understanding pathways for scaling-up health services through
the lens of complex adaptive systems. Health Policy Plan. 2012;27:365–73.

85. Mangham LJ, Hanson K. Scaling-up in international health: what are the key
issues? Health Policy Plan. 2010;25:85–96.

86. Chamberlain P, Brown CH, Saldana L. Observational measure of
implementation progress in community based settings: the stages of
implementation completion (SIC). Implement Sci. 2011;6:116.

87. Saldana L, Chamberlain P, Wang W, Brown CH. Predicting program start-up
using the stages of implementation measure. Adm Policy Ment Health
Ment Health Serv Res. 2012;39:419–25.

88. Brown CH, Chamberlain P, Saldana L, Padgett C, Wang W, Cruden G.
Evaluation of two implementation strategies in 51 child county public
service systems in two states: results of a cluster randomized head-to-head
implementation trial. Implement Sci. 2014;9:134.

89. Wang D, Ogihara M, Gallo CG, Villamar J, Smith JD, Vermeer W, Cruden G,
Benbow N, Brown CH. Automatic classification of communication logs into
implementation stages via text analysis. Implement Sci. 2016;11:119.

90. Brown CH, Mohr DC, Gallo CG, Mader C, Palinkas L, Wingood G, Prado G,
Kellam SG, Pantin H, Poduska J, et al. A computational future for preventing
HIV in minority communities: how advanced technology can improve
implementation of effective programs. J Acquir Immune Defic Syndr. 2013;
63:S72–84.

91. Perrino T, Beardslee W, Bernal G, Brincks A, Cruden G, Howe G, Murry V, Pantin
H, Prado G, Sandler I. Toward scientific equity for the prevention of depression
and depressive symptoms in vulnerable youth. Prev Sci. 2015;16:642–51.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Aarons et al. Implementation Science  (2017) 12:111 Page 13 of 13

http://journals.sagepub.com/doi/abs/10.1177/0013164416673689

	Abstract
	Background
	Discussion
	Conclusion

	Introduction
	Defining a new concept for implementation—“scaling-out”
	Scaling-out vs scaling-up
	Empirical evidence needed for scaling-out

	Two types of scaling-out: population fixed, different system, and delivery system fixed, different population, scaling-out
	Type I: population fixed, different delivery system scaling-out
	Type II: delivery system fixed, different population scaling-out

	Evaluation options for scaling-out
	EBI replicability or effectiveness
	Levels of evidence for scale-out evaluations
	Sequential mediating model for assessing EBI effectiveness

	Assuming a conceptual theory of mediation holds for scaling-out
	Considerations for scaling-out
	Intervention adaptation
	Core elements of the intervention

	Discussion
	Scaling-out

	Conclusion
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

